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PERINATAL MENTAL HEALTHCommentary

Perinatal mental health disorders such as perinatal 
depression are common complications of pregnancy1 
and cause significant disability in mothers and chil-

dren.2 Yet despite facing higher 12-month rates of depression 
than White women,3 Black and Hispanic women are less 
likely than White women to be diagnosed with and receive 
treatment for postpartum depression.4

In addition to leading to >800,000 deaths in the United 
States alone (as of mid-December 2021),5 COVID-19 has 
disrupted health care delivery, including perinatal mental 
health services.6 Emerging data also describe neuropsychi-
atric effects of COVID-19 on both infected and uninfected 
individuals.7 Because Black and Hispanic individuals bear 
a disproportionate burden of COVID-19,8 compared to 
White women, women of color stand to be more adversely 
impacted by the direct effects of the disease as well as by 
related disruptions in perinatal psychiatry services.

Reasons for perinatal health disparities are multifactorial, 
complex, and interrelated. Disparities, which can be seen as 
proportionate differences in access by members of minority 
groups compared with groups in the majority, are related 
to differences in mental health screening, health care acces-
sibility, and decisions to initiate treatment. In this commen-
tary, we define “women of color” as non-White women, and 
focus on how traditional barriers to perinatal mental health 
treatment in women of color are exacerbated in the era of 
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COVID-19. We focus primarily on postpar-
tum depression because it is the peripartum 
mental health disorder with the highest 
likelihood of uptake in screening and treat-
ment practices; however, disparities may 
be present in other mental health disorders 
during this period.

Gaps in screening and 
identification
Postpartum depression is a source of miti-
gatable risk for mother and neonate in the 
peripartum period, and the topic of screen-
ing for its presence arises in educational 
and best practices materials for primary 
care, OB-GYN, and pediatric care clini-
cians. Despite considerable evidence dem-
onstrating better outcomes (for mother 
and child) with early detection and treat-
ment of perinatal mental health disorders, 
racial and ethnic disparities persist in the 
screening process. At baseline, Black, Asian, 
and American Indian and Alaska Native 
women are less likely than White women to 
be screened for depression.9 Research shows 
that screening practices differ based on type 
of clinic, with one study noting that patients 
of family physicians were more likely to be 
screened for perinatal depression than were 
patients of OB-GYNs or nursing midwives.9 
Even after adjusting for clinic type, racial 
differences in screening persist, with fewer 
women of color screened than their White 
counterparts.9 The literature consistently 
shows that within the same care settings, 
physicians deliver less information, less 
supportive talk, and less evidence-based 
treatment to Black and Hispanic patients 
and patients of lower economic status.10-12 
Patient-clinician ethnic concordance is 
shown to positively impact the therapeutic 
relationship; at present, depressive symp-
toms are underrecognized in people of 
color, for whom referral to psychiatric care 
may be further compounded by inadequate 
knowledge of psychiatric resources.10-13

Data from Medicaid programs reveal that 
compared to White women, Black women 
are less likely to attend postpartum visits, 
which leads to a downstream effect on the 
ability to identify Black women with men-
tal health disorders during the postpartum 

period.14 In addition to experiencing fewer 
opportunities for detection, women of color 
are more likely to report somatic symptoms 
of depression, which may not be detected 
in routinely employed perinatal depression 
screening tools.15

Disparities in accessibility and 
treatment
Black women are more likely to present 
in crisis and, hence, to acute care settings, 
which is likely related to disparities in 
screening and early detection.16,17 In a recent 
study investigating racial and ethnic differ-
ences in postpartum depression care, Chan 
et al16 found that Black women experience 
higher rates of hospital-based care compared 
with other racial groups. This study high-
lights the unavailability or inaccessibility 
of primary preventive measures to women 
in racial minority groups, which supports 
earlier studies that reported a correlation 
between access to care and severity of ill-
ness.16 Women in crisis may experience mag-
nified disparities in access to high-quality 
care as they encounter institutional racism, 
potential loss of parental rights, and barri-
ers due to insurance status.17,18 Furthermore, 
access to care for patients who are members 
of racial minority groups is limited in set-
tings where culturally competent practices 
are absent or diminished, or discriminatory 
procedures are implicitly accepted and prev-
alent.12,19-22 The adverse impact of language 
constraints on accessibility of care is also 
well-documented, with recommendations 
such as ready access to interpreters to miti-
gate against miscommunications.23

Black and Hispanic women also experi-
ence significant delays between the time of 
delivery and treatment initiation.4 Studies 
of postpartum depression detection and 
treatment in specialty and primary care clin-
ics show that, even when they desire treat-
ment, women of color are less likely than 
White women to be offered treatment for 
postpartum depression.24 In terms of treat-
ment options, research suggests women 
of color prefer psychotherapy over medi-
cation management.25,26 However, studies 
show that White women are more likely 
to be referred to psychotherapy.27 Research 
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also reveals that Black and Hispanic women 
who are receptive to psychotropic medi-
cations have reduced rates of medication 
refills,4 which suggests that in these patients, 
counseling and monitoring adverse effects 
is suboptimal. In terms of treatment for 
substance use disorders (SUDs), after 
adjusting for maternal characteristics, Black 
and Hispanic women are significantly less 
likely to receive medication-assisted treat-
ment (MAT) in pregnancy,28 and MAT is 
significantly less likely to be available in 
neighborhoods more densely populated by 
individuals of color.29,30

Several studies have explored possible 
explanations for discrepancies in treatment, 
including cultural expectations, differences 
in socioeconomic class, and racism. The 
stigma associated with psychiatric illness, 
misinformation about psychiatric treat-
ments, and financial limitations have a sub-
stantial bearing on a patient’s willingness 
or ability to engage in psychiatric care.25 
Regarding SUDs, a fear of legal reprisal is 
likely to deter women of color from seek-
ing care.31 Such fears are not unfounded; 
research has demonstrated that interactions 
with Child Protective Services are increased 
among women of color compared to White 
women in similar situations.32 

Furthermore, there is evidence that 
women of color receive less practical sup-
port, such as childcare, breastfeeding 
support, and transportation, during the 
postpartum period. Despite the prepon-
derance of literature demonstrating the 
psychological benefits of breastfeeding,33,34 
structural and psychosocial barriers appear 
to disproportionately affect breastfeeding 
rates in Hispanic, Black, American Indian, 
and Native women, with Black women 
experiencing the lowest rates of breastfeed-
ing overall.35 Women in minority groups 
additionally experience disproportion-
ate uncertainty about employment-based 
breastfeeding regulations.35,36 Specifically, 
many low-income jobs are not covered 
under the Family and Medical Leave Act, 
and compared to White women, Black 
women return to work on average 2 weeks 
earlier to jobs that are less welcoming to 
breastfeeding.35 In addition, insufficient 
education and support from health care 

settings and counselors play significant 
roles in disincentivizing women in minor-
ity groups from engaging in recommended 
breastfeeding and childcare practices.37,38

COVID-19’s influence on these 
disparities
The COVID-19 pandemic has dispropor-
tionately impacted individuals of color. 
Black communities have experienced a 
higher rate of COVID-19 infection and a 
higher rate of death attributed to COVID-
19, even after adjusting for age, poverty, 
medical comorbidities, and epidemic dura-
tion.39 The reasons for the disproportionate 
effects of the pandemic are complex and 
deeply ingrained in society.39 Emerging 
data indicate that COVID-19 might also 
lead to increased levels of psychological dis-
tress, anxiety, and depression in pregnant 
women33,40,41 and in Black women in partic-
ular.42 A survey of 913 pregnant women in 
Philadelphia conducted in May 2020 found 
significantly higher rates of anxiety and 
depression among Black women compared 
with White women, even after controlling 
for maternal age, gestational age, socioeco-
nomic status, and marital status.42 A cross-
sectional study of 163 women found that 
during the perinatal period, women of color 
were more likely than their White coun-
terparts to experience negative changes in 
their mental health.43 These differences are 
concerning because pregnant women who 
experience high levels of stress during the 
pandemic are at high risk for preterm deliv-
ery and perinatal complications.44 

Women of color may be disproportion-
ately excluded by models of care that have 
become commonplace during the pan-
demic. Remote obstetric care became more 
common during the COVID-19 pandemic45; 
however, Black and Hispanic patients have 
been less likely than White patients to use 
telehealth services.46 Whether the differ-
ences are related to a lower likelihood of 
having a usual source of care, less access to 
digital resources, decreased awareness of 
the availability of telehealth, or less famil-
iarity with digital technology, the common 
factor in all of the hypothesized reasons is 
structural racism.46 This is despite the fact 
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that pregnant Black women report higher 
rates of concern than their White peers 
regarding the quality of their prenatal care 
during the pandemic.42 In a small study that 
surveyed 100 women about their preference 
for obstetric care, a significantly higher pro-
portion of White women preferred virtual 
visits, with non-White women preferring 
in-person visits.47 Reasons cited for prefer-
ring virtual visits included convenience, 
safety with respect to viral transmission, 
compatibility with working from home, 
and less time waiting for the clinician; rea-
sons cited for preferring in-person visits 
included a feeling of missing out on impor-
tant parts of care, receiving less clinician 
attention, and having less of a connection 
with their clinician during virtual visits.47 
Women of color have lower rates of peri-
natal depression screening than their White 
counterparts,9 and less frequent telehealth 
visits might lead to a further reduction 
in the detection and treatment of depres-
sion and other mental health conditions in  
this population.

Along with increasing telehealth ser-
vices during the pandemic, many hospitals 
implemented stricter visitation policies for 
patients, including women giving birth, 
with the potential for greater detrimental 
impact on women of color. Before the pan-
demic, a survey of >2,500 women found 
that up to 10% of Black women reported 
experiencing racism during hospitalization 
for obstetrics-related care.48 These women 
also reported barriers to open and support-
ive communication with their clinicians.48 A 
recent study by Gur et al42 found that preg-
nant Black women reported more worries 
about the birthing experience during the 
pandemic than White women. In a setting 
with restricted visitors, all women are at 
risk for having a lonelier birth experience, 
but women of color who are already con-
cerned about barriers to communication 
and racist care practices also must contend 
with their lived experience of systemic 
inequity, barriers to communication, and 
concerns about frank racism, without the 
support and potential advocacy they may 
usually rely upon to get them through med-
ical experiences. Furthermore, pregnant 
women with mental illness are at greater 

risk for pregnancy complications. Together, 
these data suggest that women in minority 
groups who are pregnant and have mental 
illness are particularly vulnerable and are 
at greater risk without social support and 
advocacy during hospitalization.

The postpartum period is accompanied 
by unique concerns in terms of breastfeed-
ing and social support for women of color. 
Women in minority groups had lower 
breastfeeding rates before the pandemic. 
Several studies looked at the impact of 
COVID-19 and associated restrictions on 
breastfeeding. In the United Kingdom, 
women in minority groups were more 
likely to stop breastfeeding due to the chal-
lenges of COVID-19–related restrictions.49 
Compared with White women, these 
women were also more likely to report less 
practical support for breastfeeding during 
the pandemic.49 Other factors associated 
with low breastfeeding rates include lower 
levels of education and stressful living con-
ditions.49 Though these factors were present 
before COVID-19, the pandemic has exacer-
bated these differences. Taken together, the 
evidence points to a role of long-standing 
structural and systemic inequity and rac-
ism in the health and wellbeing of women 
in minority groups.

A look towards solutions
Although perinatal mental health racial dis-
parities predate the COVID-19 pandemic, 
differences in access to screening, identi-
fication, and treatment for mental health 
disorders place pregnant women of color 
and their children at heightened risk for 
poor health outcomes compared to their 
White counterparts during and after the 
pandemic. Despite the advent and progres-
sion of telehealth, existing race-based dif-
ferences appear to have been maintained or 
exacerbated. The reasons for disparities are 
multifactorial and interrelated, and some of 
the outcomes perpetuate certain drivers of 
racism, which in turn drive continued ineq-
uity. Given the symptoms of depression, 
it is especially worrisome that clinicians 
may expect vulnerable women with illness-
induced amotivation, anhedonia, and apa-
thy to advocate for their own care. 
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Overall, the evidence confirms an imper-
ative need—before, during, and after the 
COVID-19 pandemic—to provide educa-
tion in mental health and cultural compe-
tency to clinicians such as obstetricians and 
pediatricians, who are more likely to have 
the first contact with women with perina-
tal depression. Health systems and govern-
ment agencies also bear a responsibility to 
provide avenues for perinatal care clinicians 
to receive training and to increase access to 
culturally appropriate treatments through 
policy and structural changes.
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