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Abstract

Objectives: Perinatal depression is a serious condition
that many women experience in Utah. Women with
this challenge may not receive adequate treatment even
when they are screened. This study evaluated the needs
of Utah women who are perinatally depressed and
identified recommendations for addressing this public
health concern.

Methods: Data collected from the Utah PRAMS sur-
vey on 8,491 women were analyzed. Of these women,
307 had depressive symptoms and provided substan-
tive comments to the open-ended question. Multi-
variate logistic regression analysis was performed.
The results were expressed as adjusted odds ratios. A
qualitative analysis of the open-ended responses was
also executed to identify various thematic categories.

Results: Women from a non-white background,
women who were not married, and women with lower
socioeconomic status had higher odds of experiencing
depressive symptoms. In the thematic analysis, most
women wished they had received better medical care
during pregnancy or at delivery and several described
an unmet need related to their depressive symptoms.
Many women experienced diseases during the peri-
natal period while others had a positive pregnancy
experience or delivery.

Conclusion: Race, marital status, and socioeconomic
status may increase the odds for women in Utah to
have postpartum depression. In addition, Utah wom-
en with perinatal depression continue to have unmet
needs for diagnosis and treatment.

Implications: Though screening services for postpar-
tum depression have improved, Utah should increase
the frequency and consistency of screening, provide
more training about identifying perinatal depression to
nurses and other healthcare professionals, and support
integrated behavioral healthcare models to treat peri-
natally depressed mothers.

Introduction

Perinatal depression is a mood disorder experienced
by many women during pregnancy and the postpar-
tum period of 12 months after delivery."***>¢” The
American College of Obstetricians and Gynecologists
(ACOG)! indicates that one in seven women will be
diagnosed with depression during the perinatal period.
Women with perinatal depression may suffer symp-
toms such as loss of interest, suicidal thoughts, and
feeling distant from the baby.>** The presence of any
of these symptoms is associated with major depressive
episodes. Diagnosis occurs through screening during
regular pregnancy check-ups with a physician. Once
diagnosed, women with perinatal depression need
resources to receive optimal treatment.

Data collected from the Pregnancy Risk Assessment
Monitoring System (PRAMS) survey in Utah show
that depression and anxiety rates among pregnant
women increased between 2016 and 2020.° Further-
more, the 2020 Utah statewide needs assessment for
maternal and child health indicated that perinatal de-
pression is an issue and that the state needs to expand
mental health services to address this disorder."” The
purpose of this study was to evaluate the current needs
of women suffering with perinatal depression in Utah



and identify approaches to provide them with better
healthcare services.

Methods

This is a mixed methods study of data collected from
the Utah PRAMS survey from 2016 to 2021. The CDC
collects data on maternal attitudes and experiences be-
fore, during, and after pregnancy.'' States are permitted
to add their own questions to the PRAMS survey with
CDC approval. Utah has added questions related to
anxiety and depression based on the needs of mothers
in Utah. Women completing the survey have an oppor-
tunity to respond to an open-ended question as well.
This study is a secondary analysis of Utah PRAMS data
and a thematic analysis of qualitative data collected
from the open-ended question. A total of 8,491 women
completed the Utah PRAMS survey from 2016 to 2021.
Of these women, 1,715 responded to the open-ended
question at the end of the survey. The inclusion crite-
rion for the thematic analysis was that the women had
depressive symptoms based on their responses to two
survey questions on the PRAMS survey. After remov-
ing comments that were unsubstantial, 307 respon-
dents remained.

Dependent Variable

The dependent variable in this study was having
depressive symptoms. A survey participant who had
depressive symptoms was a variable generated in the
PRAMS dataset based on the participants’ responses to
the following questions:

i). Since your new baby was born, how often have you
felt down, depressed, or hopeless?

ii). Since your new baby was born, how often have you
had little interest or little pleasure in doing things you
usually enjoyed?

Responses to these questions were limited to “Never”,
“Rarely”, “Sometimes”, “Often”, and “Always”. Women
who indicated at least “Sometimes” for both or either
of these questions were considered to have some level
of depressive symptoms, though specific variation was
not measured. Responses were combined into the vari-
able “depressive symptoms”.

Independent Variables

The two questions directly contributing to the outcome
variable were used in the analysis because one study
described symptoms of PPD to include depressed
mood and diminished interest or pleasure in activi-
ties.'? This study also found that PPD is likely under-
reported because of the stigma surrounding mental
health and being perceived as a good mother.> Other
risk factors from the literature were considered in
determining which independent variables to include in
the analysis, such as social and cultural factors,'>'*!*in-
cluding age, marital status, race, Hispanic background,
and income percentage of the Federal poverty line. The
latter of these variables was considered a proxy variable
for income. Similarly, insurance status was included

as a socioeconomic variable due to its relationship to
income and education.

Much of the literature indicated that screening services
need improvement and more consistency across clin-
ics.!#15161718 Because untreated depression can lead to
the mother taking her life or harming the child,"* and
if a woman is not receiving adequate screening in the
perinatal period, she may be more susceptible to esca-
lating depressive symptoms. Thus, screening was a fo-
cal point of the analysis and was distinguished between
screening during the prenatal visit and screening at the
postpartum visit.

Quantitative and Qualitative Analyses

Logistic regression was used to analyze the categorical
variables coded into ordinal data. Three models were
built using different combinations of independent vari-
ables. While no models incorporated every response
variable from the PRAMS Phase 8 survey, Model 1
utilized the most independent variables as listed in
Table 2, excluding whether the patient sought help for
their perinatal depression. Model 2 included the three
options for the insurance status variable. The aim was
to isolate the group of individuals who had private/
group insurance versus Medicaid. In this same model,
the patient’s response about asking the physician for
help was incorporated as an essential component of
mental health stigma. Model 3 removed the additional
variables in Model 2, including the percentage of the
federal poverty line and Hispanic background status.
The intention of this model was to isolate the race
variable to determine whether it was more related to
the outcome while excluding ethnicity as a potential
confounder. Stata version 15.1 was used to analyze the



quantitative data.

For the qualitative data, each individual response was
read and evaluated. Based on the general theme of the
response, a code was assigned. Some of these codes
were combined into larger thematic categories after
the initial assignment. Other codes had many respons-
es without recategorizing them into broader groups.
Dedoose software was used to identify themes in the
open-ended responses and summarize all the data.

Results

Quantitative

Table 1 shows all the characteristics of the survey
participants for select categories from 2016-2021. Most
women who completed the survey were white and of a
non-Hispanic background (85.96% and 81.13% respec-
tively). Many of them had at least a high school diplo-
ma (27.3%) and several had a college degree (42.9%).
Likewise, the sample included more women with
higher incomes, at least 185% of the Federal Poverty
Line or higher (58.16%). A high number of women
had private/group insurance (70.09%) compared to
those who had Medicaid or no insurance (26.57%) and
a lower percentage of women were eligible for WIC
during their pregnancy (23.05%). These were charac-
teristics considered as independent variables that could
influence the outcome variable of PPD symptoms.

The most frequent age of survey participants was 29
years old, ranging from as low as 15 years and as high
as 54 years. The average weight before pregnancy was
157 pounds and average weight at delivery was 186
pounds. A small proportion of women had depression
three months before pregnancy (21.34%), while only
16.35% of women had depressive symptoms based on
their responses to two dependent variable questions.

Other important characteristics to note are related

to screening services. When it comes to depression
screening, 70.26% of women received screening during
their prenatal visit and 85.69% received screening at
their postpartum visit. While many women responded
to the question about whether they asked their doctor
for help with anxiety at some point during their preg-
nancy, only 1,822 (21.46%) of participants answered
the question about seeking help for depression during
pregnancy, perhaps because of mental health stigma or

Table 1. Characteristics of Utah PRAMS survey participants, 2016-2021

DEMOGRAPHICS
n mode (range)
Age 8,491 29(15, 54)
N %
Hispanic 8,474 18.87
Non-white race 8,319 14.04
Married 8,491 78.12
Education 8,491
Less than high school 971 11.44
High School 2,318 273
Some College 1,559 18.36
College Degree 3,643 42.9
Poverty Line (Income) 8,131
100% FPL or Less 1,523 18.73
101-138% of FPL 876 10.77
139-184% of FPL 1,003 12.34
185% of FPL or Higher 4,729 58.16
Insurance 8,414
No Insurance 1,268 15.07
Medicaid 968 11.5
Private/Group Insurance 5,897 70.09
Other Insurance 281 3.34
WIC During Pregnancy 8,406 23.05
HEALTH STATUS
n mean (range)
Pre-Pregnancy Weight 8,373  157(75, 400)
Weight at Delivery 8,408  186(93, 448)
N %
3 Months Before Pregnancy
Depression - Yes 8,375 21.34
Anxiety - Yes 8,379 31.07
During Pregnancy
Depression - Yes 8,388 21.83
Anxiety - Yes 8,373 30
Depressive Symptoms - Yes 8,491 16.35
How Often Down/Depressed 8,330
Always 130 1.56
Often/Almost Always 790 9.48
Sometimes 2,326 27.92
Rarely 3,047 36.58
Never 2,037 24.45
How Often Little/No Interest 8,354
Always 219 2.62
Often/Almost Always 740 8.86
Sometimes 2,013 24.1
Rarely 2,797 33.48
Never 2,585 30.94

SCREENING/SERVICE UTILIZATION

N %
Depression Screening
Prenatal 8,273 70.26
Postpartum Visit 7,448 85.69
Asked Doctor for Help During Pregnancy
Depression - Yes 1,822 53.84
Anxiety - Yes 8,364 17.54




the belief that doctors would not take them seriously.

Table 2 shows the results of the logistic regression.
Both variables that directly determined the outcome
variable were statistically significant in every model.
Notably, women with a household income equivalent
to a higher percentage of the Federal Poverty Line had
a decreased odds of experiencing depressive symptoms
since delivering their baby (OR = 0.8641, p = 0.06). In
other words, women with a higher income were less
likely to have depressive symptoms. This was statis-
tically significant only in Model 1, which excluded
whether the patient asked for help for their depression
during pregnancy and the breakdown of insurance
status categories. In contrast, Model 2 showed that
women with a higher percentage of the Federal Poverty
Line had an increased odds of PPD symptoms (OR =
1.1862) but was not statistically significant. Another
variable statistically significant was women who had
private or group insurance in Model 2. Women with
this type of insurance had a decreased odds of having
PPD symptoms after delivery (OR = 0.3651, p = 0.03)
compared to women with other types of insurance (OR
= 0.6259 for Medicaid and 0.3784 for other insurance).

Variables that were statistically significant for more
than one model included degree level, marital status,
and race. Women with a higher educational level had a
decreased odds of experiencing depressive symptoms
(OR =0.7397 and OR = 0.8829, p = 0.03). In contrast,
women who were not married had an increased odds
of PPD symptoms (OR = 1.5991 and 1.6223, p = 0.02).
Interestingly, race was the only variable statistically
significant in every model, suggesting that race has a
relationship with depressive symptoms. In all scenar-
ios, being a non-white race resulted in an increased
odds of experiencing depressive symptoms in the
postpartum period (OR = 2.0587 and 1.9869, p = 0.002
and p = 0.001; OR = 2.1254, p = 0.09). This remained
statistically significant even after removing Hispanic
background status from the model.

Qualitative

Based on the analysis of 307 open-ended responses
from women who had depressive symptoms, 20 the-
matic categories were identified. Figure 1 shows the
top five categories. The “Other” category was a broad
theme that consisted of responses relating to the par-
ticipant’s unique circumstances or general advice for

Table 2. Potential factors influencing postpartum depression symptoms
in Utah PRAMS survey participants from 2016-2021

PPD as outcome variabe - Logistic Regression
Model - PPD Outcome (1) (2) (3)

Little/No Interest 0.0025*** 0.0033*** 0.0027***

Down/Depressed 0.0246*%** 0,0014*** 0,0257***
Asked Depression During Pregnancy  0.8023  0.7801  0.8364
Postpartum Visit Screening 1.32 0.9518 1.246
Insurance Status 1.007 0.9268
Medicaid - 0.6259
Private/Group - 0.3561**
Other Insurance - 0.3784
% of Federal Poverty Line 0.8641* 1.1862
Degree 0.894 0.7397** 0.8829**
Age 0.868 0.9627  0.8266
Marital Status 1.5991*%* 1.4726 1.6223**
Race 2.0587*** 2,1254* 1,9869***
Hispanic Background 1.3353  1.8654
Patient Asked Doctor for Help - 0.8799
Pseudo R-Squared 0.8023 0.8397 0.8008

*p<0.10
*p <005
**p < 0.002

other expecting mothers.

Table 3 summarizes the frequency of comments that
fit into the 20 categories. Although there were 307
responses that met the criteria of this study, they could
have fallen into more than one category, meaning each
category totals a number greater than 307. In addition
to the categories shown in Figure 1, other relevant
categories worth noting include having a NICU baby
(10.42%), unmet needs related to postpartum depres-
sion (10.10%), and lack of knowledge or resources
(9.12%).

Better doctors or medical staff

Many women with depressive symptoms expressed



that they were disappointed with the type of care they Table 3. All thematic categories with frequency from the Utah PRAMS

received from their doctor during pregnancy or at the

open-ended responses, 2016-2021

hospital from nurses and other healthcare profession-

. Thematic Category Frequency %
als. One woman explained that she felt pressured by
her OB/GYN to deliver by cesarean. This made her feel Anxiety 23 7.49%
uncomfortable and she ended up delivering vaginally Better Doctors and/or Medical Staff 42 13.68%
with no complications. However, she was distressed Breastfeeding complications 13 4.23%
that her physician was not sensitive or compassionate
COVID-19 26 8.47%
to her needs.
Miscarriage, recent stilborn, or early death 17 5.54%
Other women described symptoms of depression and Disease or health issue during pregnancy 42 13.68%
anxiety after delivery and not being prepared for that. History of mental health disorders 5 2.03%
There is insufficient follow-up and support during the
. . . Home birth/birth center 7 2.28%
perinatal period and women are left feeling alone and
helpless after their baby arrives. Lack of Knowledge and/or Resources 28 9.12%
C-section 24 7.82%
<« . 3 . . )
It is a little upse'ttmg fo me-that there isn f enough fol— NICU baby 3 10.42%
low-up care or discussion with the mother’s regarding -
) Negati it i 9 2.93%
PPD here in Utah. I have NEVER filled out a survey egative pregnancy/birth experience
or been asked about my thoughts & well-being after No or suboptimal PPD Care 17 5.54%
having a baby... Also, a little discussion and concern for Non-PPD Recommendation 22 7.17%
the mo-ther... Moms are e.xhausted and do.mg'so much other " 13.68%
for their babies and family. It would be nice if someone
was concerned & looking out for mom every once in a Multiple births (twins, tripets) 10 3.26%
while. A lot of women, like myself, don’t even know they PPD Suggestion/Needs 31 10.10%
have PPD. Please help us Moms!” Positive pregnancy/birth experience 34 11.07%
. . . . Pre-term labor/birth 41 13.36%
Having feelings of guilt and shame are likely enhanced
Prior infertility 7 2.28%

by mental health stigma. Women may not feel like they

are adequate mothers when they experience symptoms
of depression or anxiety.

Figure1l Top five thematic categories of Utah PRAMS open-ended responses from 2016-2021

16.00%

14.00% 13.68% 13.68% 13.68% 13.36%
12.00% 11.07%
10.00%

8.00%

6.00%

4.00%

2.00%

0.00%

Better Doctors Disease or Other Positive Pre-term
and/or Medical health issue during pregnancy/birth labor/birth
Staff pregnancy experience

N=307




Consequently, healthcare professionals should consider
reassuring their patients that these feelings are normal,
though difficult to cope with. These women can feel
better with proper treatment and follow-up. Yet many
women with depressive symptoms in this study did not
experience follow-up and highlights a critical unmet
need.

Disease or health issue during pregnancy

While not as prevalent as the need for better, compas-
sionate healthcare professionals, many women men-
tioned how they suffered a disease or health condition
during pregnancy, including hyperemesis gravidarum,
preeclampsia, an incompetent cervix, or COVID-19.
Hyperemesis gravidarum and preeclampsia were the
most prevalent. Part of the problem with developing
any disease during pregnancy is when women do not
believe they receive sufficient resources. One partici-
pant suggested that Utah should have more resources
specifically for expectant mothers with hyperemesis
gravidarum.

Coping with the additional stress of these diseases
could lead to other complications during pregnancy or
birth. Increased stress could lead to pre-term labor or
delivery, which also has an increased chance of having
a baby with a medical issue that requires a stay in the
NICU. Women with these diseases during pregnan-
cy mentioned feelings of distress and worry. Thus, it

is important for public health professionals in Utah

to evaluate the need for developing more resources
for diseases such as hyperemesis gravidarum or pre-
eclampsia, especially if it can help women navigate
their struggle with a trained physician who cares and
understands.

Positive pregnancy or birth experience

Interestingly, many of the comments related to the sur-
vey respondents having a positive birth experience or
pregnancy. This category also notably had more native
Spanish-speaking women, so it would be interesting to
see if women with a Hispanic background experience
perinatal care or mental health struggles differently. In
general, women with positive pregnancy or birth ex-
periences may have chosen to not focus on underlying
risk factors. It is also possible that they had a stronger
support system.

“I have enjoyed it since labor and all is due to relax

on my side of motherhood and not being stressed and
having the support on both sides, partner and husband
and family that is very important to me that keeps post-
partum [depression] away for the mother.”

Conversely, the lack of a support system could be a
contributor to depressive symptoms. The quantitative
analysis of this study found that women who were
married had a decreased odds of experiencing PPD.
Although marital status is not the only indicator of

a support system, having a partner, friends, or other
family who can help take care of the new baby and
ensure the mother receives time to relax is beneficial.

Unmet needs related to postpartum depression

Opverall, women continue to have unmet needs when it
comes to their perinatal care. Some women expressed
that postpartum care and education is necessary and
that more than one checkup after birth is essential. As
one woman put it, “[O]ur mental health matters too.”
Similarly, other women felt like doctors did not talk
enough about PPD during their prenatal visits, and
they did not know why. This could be because doctors
have limited time with patients, so it may be worth
providing additional training to nurses and other
frontline staff who spend more time with patients. If
they know what symptoms to look for, they may be
able to identify them in the patient before a doctor
does. They also tend to be the employees who adminis-
ter the screening tool.

As it relates to screening, some women never received
any and others felt that the survey process was insuf-
ficient. “[Postpartum depression screening] felt like a
simple record keeping thing and not something they
were willing to help with. I hope that PPD/A is taken
more seriously in the future by all providers.” This
comment suggests that even if screening increases,
healthcare professionals need additional training to
know what to do with the information and to also con-
nect patients with the treatment they need.

Finally, women feel like their mental health challenges
go unnoticed or are not taken seriously. One respon-
dent explained, “I felt dumb and that my feelings and
thoughts would get better by the way I was brushed
off...I think more women suffer with this and are
afraid to say something & when you build up the nerve
to finally say something and not feel heard it was hard.”



They likely deal with mental health stigma, which is
unique to mothers who are held to traditional values
and standards. Women who feel shame, guilt, or em-
barrassment about their feelings may not feel comfort-
able enough to share their feelings. As this respondent
noted, when their voices are not heard, then they will
not share them with healthcare professionals in the
tuture, which can impact their depressive symptoms.

Discussion and Health Implications

This study supported the need for improved health-
care and resources for women in the perinatal period,
which aligns with the findings of the Utah statewide
maternal and child health needs assessment.'’ Race,
marital status, and socioeconomic status were found
to increase the odds for postpartum depressive symp-
toms. While non-white women had an increased odds
of having depressive symptoms in this study, Utah
PRAMS data generally shows a gap in the prevalence
of PPD between white and non-white populations,
with white populations experiencing a higher preva-
lence.”

Moreover, studies have shown that marital satisfac-
tion and peer and family support are risk factors for
PPD."3% Other studies have found that socioeconom-
ic status has a relationship with PPD.!>!*%° In these
studies, lower socioeconomic status (lower income
and lower education) was identified as a risk factor for
PPD, which supports the findings of increased odds
ratios in this study.

Stressful life events, limited resources, and deficient
prenatal health knowledge may also be related to a
woman developing PPD symptoms. Two studies have
found that all these factors can have an increased risk
for PPD."*?* In this study, participants in the Utah
PRAMS survey described difficult life experiences, in-
cluding the presence of disease during pregnancy, and
little knowledge of what to expect during the perinatal
period.

While Utah currently has a Maternal Mental Health
Toolkit and a website to help women find a mental
healthcare professional, challenges continue to exist
related to physician and nurse training, screening
services, and connecting patients to healthcare profes-
sionals who can treat mental health struggles. Though

not specific to Utah, some studies have shown that
nurses feel underprepared to meet the needs of peri-
natally depressed patients.'®*' At least one study found
that inadequate training can lead to poor screening
practices.' Thus, providing better education and train-
ing to nurses and other healthcare professionals could
help improve PPD screening.

Although Utah’s screening rates at the postpartum
visit have improved from 2016 to 2021," there re-
mains inconsistency in screening practices. This may
be related to the amount of screening tools available.
Even though Utah has improved depression screening
at the postpartum visit, screening needs to occur more
frequently. UDHHS encourages expanding ACOG’s
recommendation] so that screening takes place at the
first visit, each trimester, one to two days postpartum,
two weeks postpartum, six weeks postpartum, and at
each well-baby check for one year postpartum.?

Additionally, healthcare professionals should consider
implementing integrated behavioral healthcare (IBH).
IBH is a model used to create more collaborative
efforts to address mental health issues when patients
visit with their primary care provider. By bringing
together professionals from various fields of expertise
through an IBH manager, patients can receive more
targeted approaches to their healthcare that yields
more quality care. IBH programs are an efficacious
means for bridging gaps between women in the peri-
natal period and their healthcare providers.” IBH can
also address fragmentation in perinatal mental health
services.*

Strengths and Limitations

The strengths of this study included the high volume
of responses included as well as the review of both
quantitative and qualitative data that provided mutual
support of the outcomes. Given the large sample of
Hispanic and low SES survey participants in this study,
results may be generalizable to these populations.
However, this study was limited to Utah participants in
the PRAMS survey, thus the findings may not be gen-
eralizable to all populations, including those in o ther
states or countries. Another limitation to this study is
the difficulty in measuring health equity. Most women
who completed the survey had at least a college degree
and identified as white. The PRAMS survey does not
ask about sexual orientation, which would also be an



important consideration for future phases of the
PRAMS project.

While this study assessed the importance of screening,
there were no questions on the PRAMS Phase 8 survey
that looked at treatment of perinatal depression. Thus,
the ability to assess discrepancies between women
screened and treated versus women who were screened
and not treated is limited. Since the Phase 9 survey be-
gan, a new question was added to solicit responses in
this area now. Another confounder not considered in
this study that should be evaluated in the future is the
possibility of risk factors increasing the odds of screen-
ing taking place, such as low SES, disease during preg-
nancy, or depression prior to pregnancy. Other studies
should also look at whether the failure to screen and
treat women is a result of a poor screening process or
the lack of available resources to effectively do so.

Conclusion

More information should be collected during the peri-
natal period to determine the severity of depression
during pregnancy in addition to the postpartum pe-
riod. Although screening during the postpartum visit
has increased from 2016 to 2021 in Utah, there is still
room to increase consistency and frequency of screen-
ing services across clinics. Additionally, nurses have

a unique opportunity to help patients in the perinatal
period if they can receive adequate training because
they are on the frontlines administering the screening
tool. They can also be part of an IBH collaborative
care model to bring physicians from different fields of
expertise together to deliver optimal care to perinatally
depressed women. Further research should be done to
assess the usefulness of these recommendations and
to evaluate the disparities in access to mental health
services.
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