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Abstract
Purpose of Review This review explores advances in the utilization of technology to address perinatal mood and anxiety 
disorders (PMADs). Specifically, we sought to assess the range of technologies available, their application to PMADs, and 
evidence supporting use.
Recent Findings We identified a variety of technologies with promising capacity for direct intervention, prevention, and aug-
mentation of clinical care for PMADs. These included wearable technology, electronic consultation, virtual and augmented 
reality, internet-based cognitive behavioral therapy, and predictive analytics using machine learning. Available evidence for 
these technologies in PMADs was almost uniformly positive. However, evidence for use in PMADs was limited compared 
to that in general mental health populations.
Summary Proper attention to PMADs has been severely limited by issues of accessibility, affordability, and patient accept-
ance. Increased use of technology has the potential to address all three of these barriers by facilitating modes of communica-
tion, data collection, and patient experience.

Keywords Digital mental health · Perinatal mental health · Mobile health · Behavioral health technology · Wearable 
technology

Introduction

Postpartum mood and anxiety disorders (PMADS) remain 
a major public health concern, with the six-year costs of 
untreated PMADS estimated at 4.2 billion per birth year 
cohort and approximately $32,000 per mother-parent dyad 
due to lost productivity costs, increased maternal health 
and obstetric-specific expenditures, and child expenditures 
related to preterm birth, developmental and behavioral 
challenges, and child injury [1]. Beyond the fiscal burden, 
maternal suicide is a leading cause of maternal mortal-
ity with rates of suicide peaking in the postpartum period 
[2–4]. Although the American College of Obstetricians 

and Gynecologists (ACOG) recommends ongoing care and 
regular screenings for PMADs to address these concerns 
[4, 5], access to care remains limited, with 27% and 19% of 
metropolitan counties lacking a psychiatrist or a psycholo-
gist, respectively [6••]. This lack is more pronounced in 
rural areas, increasing to 65% and 47% of non-metropolitan 
counties lacking a psychiatrist or psychologist, respectively 
[6••]. Beyond issues with access, other challenges in perina-
tal mental health include lack of training and experience in 
screening and diagnosis for obstetric providers, insufficient 
screening tools, lack of awareness or resources for refer-
rals, limited inclusion of partner’s mental health, ethnic and 
socio-economic differences in identification, and lack of 
specialized community providers [7].

Technology-based approaches to perinatal mental health 
care may help address many of these concerns. Recent 
ACOG guidelines have highlighted the use of technology 
and mobile app-based tools in optimizing postpartum care 
within and outside of the clinic [5]. The flexibility inher-
ent in digital platform modalities represent opportunities 
for prevention, early symptom detection, and facilitation 
of various treatment options [8]. Many web applications, 
including those for mental health screening and treatment, 
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provide psychoeducation and have a focus on prevention or 
exacerbation of various illnesses [9••]. Another key advan-
tage of digital methods for use in mental health is the abil-
ity to provide users with screening, psychoeducation, and 
possible treatment depending on need and symptom sever-
ity [8]. Given the known prevalence of PMADs, additional 
screening during the prenatal period is an enhanced win-
dow of time to engage in early detection and intervention 
of psychological distress [10]. Furthermore, the ability to 
provide transdiagnostic psychoeducation to users regardless 
of symptom presentation serves to normalize common peri-
partum experiences that may otherwise leave parents feeling 
isolated or misunderstood [11]. Below, we discuss multiple 
technology-based approaches to aspects of perinatal mental 
health care that can be incorporated into stepped care mod-
els, ranging from prevention to intervention. The various 
approaches include (a) provision of preventive care through 
psychoeducation, peer support, and self-monitoring of men-
tal wellness and mental health symptoms; (b) monitoring of 
biometric data associated with mental health and wellness; 
(c) direct service delivery of interventions to patients; and 
(d) indirect intervention delivery to promote access to spe-
cialized medical care.

Mobile Health (mHealth)

Mobile health (mHealth) technologies allow for widespread 
access to tools that support efforts to prevent development of 
PMADS and promote awareness of symptoms and quicker 
access to services when they are needed. mHealth tech-
nologies use portable electronic devices to support pub-
lic health and health care delivery through text messages, 
blogs/forums, social media, and digital apps [12]. Although 
mobile devices can also be used for telemedicine and receiv-
ing internet-based therapy (to be discussed in a future sec-
tion), we do not include them under the conceptualization of 
mHealth in this manuscript. Instead, we here are referring to 
technologies that rely on use of apps and interactions typi-
cally conducted using a phone or mobile device.

Many expectant parents routinely use app-based tools as 
a way of accessing relevant health information during preg-
nancy [13, 14]. Indeed, use of digital platforms appears an 
almost ubiquitous part of the current pregnancy experience 
[15]. This represents a drastic shift from just several years 
ago and presents opportunities for implementation of novel 
approaches to supplement traditional health care [16]. In the 
perinatal period, mHealth may be used to provide social con-
nection through web-based social forums or clinician-hosted 
virtual support groups, mobile phone apps for screening for 
self-screening for symptoms and to provide psychoeducation 
about symptoms and how to obtain support, or interactive 

platforms to briefly share information about coping, symp-
toms, and behaviors with providers [17••].

Research on utilization of mHealth-based care approaches 
have demonstrated improved outcomes during both preg-
nancy and in the postpartum period, though not specific to 
perinatal mental health [18]. For example, some mHealth 
interventions (sometimes referred to as antenatal care apps) 
seek to introduce lifestyle interventions to manage chronic 
health conditions such as overweight/obesity, hypertension, 
diabetes, and asthma during pregnancy [19–21]. Other plat-
forms aim to improve preparedness for pre-term birth, labor/
delivery, NICU transition to home, infant care, or parental 
attachment [22, 23]. Moreover, these internet-based tools 
represent an opportunity to connect frequently with patients 
and provide supplemental information and support between 
and alongside perinatal provider visits [15]. Thus, a pri-
mary advantage of mHealth technologies as an adjunct to 
the traditional, in-person medical office visit is the broader 
reach across patient populations and the opportunities for 
enhanced contact to enhance care in pregnancy [24]. That 
is, use of mHealth technologies allows for more frequent 
opportunities to provide psychoeducation that may serve 
to address some barriers to positive birth and postpartum 
outcomes [18].

The use of mHealth-based approaches to perinatal mental 
health care is more limited. Emerging evidence has provided 
preliminary support for the efficacy of mHealth interven-
tions in both preventing PMADs and relieving mild symp-
toms [17••]. Specifically, mHealth technologies that provide 
platforms for peer interaction and support and psychoeduca-
tion have been shown to be both acceptable and effective in 
improving mood symptoms in women during the perinatal 
period [25–29]. These studies have been largely limited to 
mothers without prior mental health histories, those with 
only mild to moderate depressive symptoms, those with 
healthy infants, and in a single language, limiting the gen-
eralizability of this research. Further still, many currently 
available mobile peripartum apps suffer a number of sig-
nificant limitations, including lack of accessibility, limited 
usability, lack of inclusivity of women of color, and inad-
equate evidence-based maternal health information, all of 
which may contribute to suboptimal use and engagement 
[12, 30, 31].

Overall, mHealth approaches to perinatal mental health 
care allow patients to access and review information about 
PMADs and may serve to decrease stigma and improve 
likelihood that patients will seek out treatment [32]. They 
may also be appropriate, from a public-health perspective, 
for providing sub-clinical interventions (e.g., peer support 
interventions) that are helpful for addressing mild symp-
toms of PMADs. However, many patients require more 
individualized care approaches that are more appropriate 
for other technology-based approaches to mental health care 
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delivery that involve both symptom monitoring and direct 
intervention.

Wearable Technology

Wearable technology, as it relates to medicine, consists of 
devices that patients use outside the medical clinic to collect 
clinically relevant data that can then be transmitted remotely 
to the clinician and/or reviewed during appointments. Not 
only can such technology potentially help avoid the need 
for in-office appointments via remote communication of 
data, it can help in the detection and progress-monitoring 
of mental health and wellness during the perinatal period 
through ongoing collection of data that are proxy indicators 
for declining mental health (e.g., reduced movement/activity, 
social engagement, and sleep).

Use of wearable technology also has the potential to rem-
edy some of the major limitations inherent in detection of 
traditional diagnosis, monitoring and treatment of perina-
tal mental health disorders. Specifically, the mental health 
clinician usually has very few objective measures at their 
disposal for diagnosis and management, relying on subjec-
tive reports that are vulnerable to bias and inaccuracy as the 
patient attempts to describe their symptoms over the past 
weeks and months. Wearable technology can provide infor-
mation about a patient’s behavior and biological function 
outside of their appointments, and thus allow the clinician 
access to data that can assist in diagnosis, treatment monitor-
ing, and prevention [33, 34].

Unlike highly specialized remote monitoring technol-
ogy such as that used in OB/GYN for cardiotocography, the 
wearables studied in mental health tend to be common, com-
mercially available devices that many individuals already 
use. These include an individual’s smart phone (which has 
the capacity to monitor physical activity, Global Positioning 
System (GPS) location, and timing, duration, and type of 
use of various features such as time spent on phone calls or 
social media apps). Commercially available fitness watches 
utilize actigraphy to provide data on physical activity and 
sleep quality and can often measure heart rate and heart rate 
variability. Similar to mHealth interventions, there has been 
little research devoted specifically to the use of wearables 
with PMADs. However, there is now an extensive literature 
describing the utility of wearables in psychiatric disorders 
outside the perinatal period which in turn suggest its poten-
tial for application to PMADs.

Several meta-analyses and systematic reviews on the 
use of wearable technology in psychiatric disorders have 
been published in just the past 3 years [35–37]. Most of 
these reviews tend to focus on actigraphy which provides an 
indication of sleep and physical activity. Actigraphy has a 

high-degree of relevant face-value for psychiatric disorders 
and is also easy to measure and interpret using currently 
available technology. These reviews have concluded that, 
across studies, actigraphy is able to capture significant dif-
ferences in physical activity and sleep parameters in indi-
viduals with psychiatric disorders compared to healthy con-
trols, and these measures change with successful treatment 
[35–37]. As such actigraphy data collected by smart phones 
and watches appears to be a viable source of objective 
data to assist in clinical diagnosis, monitoring of treatment 
response, and early detection of exacerbations.

Two studies have reported on the application of wearable 
technology in perinatal depression. In one study, 36 pregnant 
women with elevated depression scores used an app on their 
smart phone to monitor both daily physical activity (steps 
walked) as well as daily travel radius (via GPS) for 8 weeks 
[38]. More severe depressive symptoms were associated 
with a contracted travel radius; specifically, a prior day’s 
report of more severe symptoms corresponded with decrease 
travel radius the subsequent day. Additionally, while women 
with mild symptoms demonstrated increased physical activ-
ity over the 8-week period, women with more severe symp-
toms demonstrated the opposite. This study emphasizes the 
importance of travel radius in addition to physical activity 
as a relevant measurement for postpartum depression, and 
also suggests that decreased physical activity over a period 
of time could be a signal for more severe perinatal depres-
sive symptoms.

In another study of postpartum mothers with preterm 
infants, wrist actigraphy demonstrated that higher levels 
of daytime activity correlated with decreased symptoms of 
postpartum depression, suggesting not only the importance 
of physical activity on its own, but also circadian activity 
rhythms, which are frequently disrupted in PMADs [39].

Based on the general psychiatric literature as well as the 
few studies in perinatal populations, wearable technology, 
particularly actigraphy, represents an exciting, widely availa-
ble tool to enhance mental health care in PMADs. However, 
several limitations do exist. Like any clinical measurement, 
data from wearables is not necessarily always sensitive and 
specific to mental health disorders, and thus should never be 
a replacement for skilled evaluation. Furthermore, many of 
the studies on wearable technology use apps and algorithms 
were specifically designed by/for the research team and are 
not easily available to the average clinician and patient [40, 
41]. And while most smart phones and watches come with 
apps that collect and analyze actigraphy data, it may be cum-
bersome and require technological know-how with regards 
how to best share the data between patient and clinician and 
allow for meaningful integration within an EMR. Thus, in 
addition to enhancing capacity for clinical integration of data 
from wearables, future studies on wearable technology in 
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PMADs might focus on common apps and devices that could 
be utilized “out of the box” among patients and clinicians.

Internet‑Based Cognitive Behavioral 
Therapy (I‑CBT)

As summarized thus far, common technology to which most 
patients have access (phones, activity monitors) can allow for 
improved access to preventive services and remote monitor-
ing of symptoms for both detection and progress-monitoring 
of PMADS. Technology can also be used to facilitate deliv-
ery of treatments for those requiring additional, individual 
services. A significant barrier to timely and comprehensive 
care is patient accessibility to services [9••]. In the vast 
majority of healthcare systems worldwide, there is a dearth 
of resources and mental health clinicians to meet the needs of 
expectant and postpartum mothers [8, 9••, 16]. Utilization of 
internet-delivered interventions in comparison to traditional 
face-to-face modalities, represent opportunities to (a) expand 
access and maintain engagement in mental health services; 
(b) reduce costs to patients and medical systems; and (c) and 
enhance privacy [9••, 10, 11].

Internet-based cognitive behavioral therapy (I-CBT) treat-
ments for PMADS, which patients may access in their homes 
through mobile devices or computers, allow clinicians to pro-
vide evidence-based interventions for PMADs without rely-
ing on a solely face-to-face traditional therapy session. I-CBT 
interventions typically involve a hybrid approach to care, 
combining delivery of clinical content via an asynchronous 
web-based platform with intermittent synchronous clinical or 
coaching sessions that can be delivered via telephone, vide-
oconferencing platforms, or in-person.

Prior studies of the general population have found I-CBT 
interventions have similar acceptability and clinical efficacy in 
the reduction of mood and anxiety symptoms as more tradi-
tional face-to-face treatments [42••]. In one small (N = 43) ran-
domized control trial of a 6-session I-CBT intervention with 
women in the postpartum period with diagnosed depression, 
delivery of an internet-based intervention, supported with low-
intensity coaching via telephone, showed that after 12 weeks 
79% of the 21 women who received the treatment no longer 
met diagnostic criteria for depression whereas only 18% of 
the 22 women who received treatment as usual demonstrated 
a remission in symptoms. Furthermore, 86% of the women 
in treatment condition completed all session, and reported 
satisfaction with the program [43]. Similarly, in a systematic 
review of 8 studies involving investigation of I-CBT interven-
tions for women with PMADS, Lau and colleagues concluded 
that therapist-supported I-CBT improves stress, anxiety, and 
depressive symptoms among women receiving I-CBT inter-
ventions in comparison to those in the control group.

Virtual and Augmented Reality

Virtual reality exposure therapy or VRET has over 20 years 
of research demonstrating that it is at least as effective as 
standard evidence-based therapy in the treatment of fears/
phobias [44]. Research on its applications has almost exclu-
sively focused on specific (e.g., arachnophobia, social anxi-
ety) rather than generalized fears; therefore, application of 
VRET to the treatment of PMADs would largely relate to 
reduction of specific symptoms which may arise rather than 
the overall management of the disorder. To provide a con-
crete example, VRET would not be applicable in reducing 
a new mother’s overall level of anxiety in the postpartum 
period; however, VRET would be useful if this anxiety man-
ifested as a fear of having a car accident with the baby which 
was preventing highway driving.

Despite this limitation, when VRET can be used, the advan-
tages are substantial. Specifically, traditional exposure therapy 
can have substantial time, cost, and risk associated with it (e.g., 
driving on a busy highway with the patient), and has a 25% 
rejection rate when introduced as a treatment option [45]. In 
contrast, VRET has a rejection rate of only 3% and in compar-
ing preference for the two treatment options, 70% of partici-
pants expressed a preference for VRET over ET [45]. Although 
the current price point of many VR systems and correspond-
ing lack of widespread adoption emerge as barriers, a final 
advantage of VRET over traditional exposure therapy is the 
ease with which the former could deployed through telehealth.

VRET in Preoperative Anxiety Surrounding 
Cesarean‑section

Approximately 32% of all deliveries in the US are via Cesarean-
section c-section [46]. Women undergoing this procedure are 
at increased likelihood of developing PMADs [47], and evi-
dence exists suggesting that preoperative anxiety may be the 
mechanism underlying this relationship. Specifically, an inverse 
relationship between preoperative anxiety and both procedural 
satisfaction and quality of recovery has been found across a 
variety of surgical procedures including c-Sect. [48]. Thus, an 
intervention aimed at reducing preoperative anxiety may reduce 
the likelihood of developing PMADs following the procedure.

The research base regarding the impact of VRET on pre-
operative anxiety-related to c-section is too limited at present 
for any conclusions to be drawn, but some of the early find-
ings are suggestive. Studies using VRET to treat preoperative 
anxiety related to other surgical procedures have found that 
both preoperative anxiety and post-operative satisfaction were 
improved [49, 50]. When VRET was applied to preoperative 
anxiety surrounding the c-section procedure in a randomized 
controlled trial, however, the results were inconclusive. Specif-
ically, results trended towards significance (p = 0.08) with the 
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authors noting that the analysis was underpowered [51•]. Nota-
bly, the timing and level of immersion (e.g., cellphone slotted 
into headset vs dedicated VR hardware such as the Oculus 
Rift) differed between this study and some of the other stud-
ies showing positive results of VRET on preoperative anxiety 
(e.g., 49). Thus, at this time, further research is required on this 
topic, but there is promise that use of VRET to treat preopera-
tive anxiety surrounding c-section may be able to reduce the 
odds of post-surgical development of PMADs.

eConsultation

One way of improving access to mental health specialists, 
particularly prescribers, is the eConsult. Distinct from telepsy-
chiatry/tele-mental health where the mental health practitioner 
directly sees the patient via videoconferencing, eConsulta-
tion describes asynchronous secure electronic communication 
between the patient’s current provider and a specialist. This 
allows for rapid access to specialist expertise, avoiding the 
often-long wait times of direct referral as well as the difficul-
ties of coordinating phone time between two busy practition-
ers. Furthermore, eConsultation has many of the advantages 
of an integrative health model, allowing care to be deliv-
ered within the patient’s current setting, and thus reducing 
the potential stigma and non-adherence that can occur with 
the need for outside visits to a specialist [52]. While there 
is limited published literature specific to eConsult in perina-
tal mental health, its adoption in many systems to improve 
access to specialists (including psychiatrists) has been recently 
documented and reviewed [53•]. The overarching conclu-
sion of this literature is that eConsultation is associated with 
improved access to specialist care and is perceived positively 
by both patients and providers [53•, 54, 55].

Several recent papers have focused specifically on the 
utilization of psychiatric eConsultation, which can shed 
light about its potential benefits and limitations for PMADs. 
eConsultation to psychiatric specialists has been found to be 
utilized at a lower rate compared to other specialists, sug-
gesting underutilization [53•, 56]. According to feedback 
from primary care practitioners (PCPs), this decreased utili-
zation might be due to the fact that psychiatric issues are per-
ceived as being more “nuanced” with lack of associated lab 
values, imaging or objective measurements that can facilitate 
consultation in the absence of face-to-face evaluation [56]. 
But even if psychiatry eConsults do end up resulting in more 
conversions to face-to-face referrals than other specialties, 
they still might help save limited mental health resources. 
For example, in one study, PCPs reported that following 30% 
of their eConsultations to psychiatry, they no longer felt the 
need to refer the patient [57]. The idea that psychiatric eCon-
sultation provides greater empowerment to handle mental 
health complaints is supported by surveys demonstrating 

their ability to improve perceived support for diagnosing 
and managing problems as well as accessing resources [58].

In a narrative synthesis of PCP experiences with psychi-
atric eConsultation, the authors gave the specific example of 
a PCP who wrote about its good utility for assistance with 
drug management in pregnancy [55]. This points to both 
the need and appropriateness of eConsultation for PMADs 
in which the consulting practitioner requires expertise on 
psychotropic safety in pregnancy and breastfeeding but oth-
erwise feels comfortable with management. Unlike issues 
of diagnostic complexity which are more likely to require a 
face-to-face evaluation, questions on the use of psychotrop-
ics in pregnancy and breastfeeding are particularly amenable 
to being addressed through eConsultation. While specific 
capacity for perinatal psychiatric eConsultation does likely 
exist at many institutions (including the institution of the 
present authors), we were only able to find one published 
description of such [59]. Here the Department of Mental 
Health in Los Angeles County launched a Reproductive 
Psychiatry eConsultation Pilot Project in which 59 psychia-
trists received specific training in reproductive psychiatry 
and psychopharmacology. Because the program was sepa-
rate from the EMR, many individuals found using the plat-
form cumbersome and time consuming. They also noted the 
lack of incentive to spend the extra time required to engage 
with the platform. Though it should be noted that under new 
Center for Medicaid and Medicare Services billing guide-
lines, time taken to communicate using eConsultation would 
likely count towards to total billable time of the encounter, 
so long as it was done on the same day [60].

Currently, there is little published literature about the use 
of eConsultation that is specific to perinatal mental health. 
However, literature on the use of eConsultation to psychi-
atric specialists in general suggests that it has significant 
potential to improve management of PMADs, and some of 
the main consultation questions that come up with PMADs 
(use of drugs in pregnancy and breastfeeding) might be a 
particularly good fit for the eConsultation model.

Predictive Analytics

One unique approach to the identification of women at risk 
for postpartum mood disruption is machine learning. Machine 
learning (ML) leverages large data systems to identify vari-
ables to predict risk for disease in order to facilitate early 
identification and intervention. Research into ML methods 
for PMADs is still in its infancy, but current research is prom-
ising. ML utilizing health care records can predict postpartum 
depression as well as need for postpartum psychiatric admis-
sion with impressive psychometric accuracy [61–63, 64•, 
65–67]. Similar predictive capacity with ML for postpartum 
depression has been demonstrated when utilizing data from 
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social media posting in mothers [68] and fathers [69]. While 
studies still differ on variables of importance (ranging from 
well-established risk factors such as prior mental health his-
tory and obstetric history to laboratory results) and appropri-
ate algorithms, this remains a promising potential avenue for 
identification and treatment.

Conclusions

The World Health Organization recently recognized the 
potential of technology-based interventions in reducing 
health disparities, and encouraged the prioritization of the 
development, evaluation, implementation of technology-
based approaches to perinatal mental health care promote 
equitable, accessible, and affordable evidence-based care 
[70]. The use of technology in addressing mental health 
has the exciting potential for creative and novel solutions to 
traditional limitations, including improving access to care, 
identification, early intervention, and treatment (for a sum-
mary, see Table 1).

Research into the integration of technology in mental 
health care is still limited. Studies suffer from limited rep-
licability and methodological concerns (non-generalizable 
clinical populations utilized, small sample sizes, relatively 
few RCTs, lack of diversity, etc.), but emerging research is 
promising and exciting. The COVID-19 pandemic facili-
tated an explosion in the integration of technology services 
in healthcare although it is unclear how these services will 
persist beyond the current crisis [71]. Areas of integration can 
be categorized broadly into three categories: interventions, 
augmentation of care, and preventative care.

Interventions are perhaps the most well researched and 
evaluated. The use of eConsultations, mHealth programs/
apps, and I-CBT have largely demonstrated efficacy in facili-
tating or administrating mental health care. Patients have 
described finding these interventions acceptable and prelimi-
nary research has demonstrated their efficacy. Mobile and 
internet facilitated health care has the potential to improve 
access to specialized care, particularly for those who are not 
in counties with mental health care providers [6••]. While 
still woefully under researched, virtual reality technology 
may demonstrate promise in reducing anxiety in specific sit-
uations, such as anxiety surrounding delivery and childbirth.

In terms of augmentation to care, wearable technology 
may provide valuable information for providers in terms of 
areas for intervention, such as physical activity, heart rate 
variability, and sleep. Not only can this provide important 
biological information about a patient’s wellness, but it 
also has the potential for use in biofeedback interventions 
that have been demonstrated to be successful interventions 
to reduce mental health symptoms in the perinatal period 
[72–74]. While this technology may have applications for 

preventative care as well, it is unclear how to most effec-
tively leverage the information provided by devices in a cost-
effective manner. Further research is needed to integrate data 
from wearable technology into preventative care.

More promising than wearables for preventative care is 
ML and mHealth apps for at risk mothers. Access to psy-
choeducation and short-term interventions via mobile apps 
may help low or moderate risk mothers with subsyndromal 
PMAD symptoms from progressing further [17••], although 
the research on high-risk mothers is still unclear. Predic-
tive analytic approaches, such as ML, are providing robust 
prediction of postpartum depression with similar sensitivity 
and specificity to the commonly utilized Edinburg Postnatal 
Depression Scale. Still, this is an emerging area that still 
establishing feasibility of concept—to date, no research 
study has utilized these predictive approaches to establish a 
preventive intervention.

Unfortunately, the current status of technology research in 
PMADS does not lend itself to easily implementable evidence-
based recommendations for the average mental health clinician. 
Nonetheless, given the ubiquity of smartphones as “wearable 
devices,” clinicians might consider asking patients to report 
actigraphy data (steps, sleep) captured by their smartphone to 
supplement clinical evaluation. While evidence is lacking to 
recommend specific smartphone apps for PMADS, patients 
may occasionally report using such apps with success, and cli-
nicians should take this as an opportunity to familiarize them-
selves with currently available options. Finally, I-CBT tools 
(either services or smartphone apps) represent options for indi-
viduals for whom access to therapy is limited. However, many 
of the derivations of I-CBT mentioned in research studies are 
not necessarily available to the public at this time, preventing 
more evidence-based adoption.

When clinicians select to adopt technology-based approached 
to perinatal mental health care, they are recommended to take 
the following into consideration:

• How will this technology meaningfully improve access 
to and/or quality of care for this patient population? For 
whom will this technology not improve access and/or 
what populations may continue to experience disparities 
in care?

• How is the security of the patient data maintained? If 
using  3rd party applications, are the patient data sold or 
shared?

• How will the clinician(s) incorporate the data into their 
clinical workflows? Will the data be integrated into the 
electronic health record system?

• What equipment and other resources (e.g., adequate 
internet bandwidth) are required for this adopted tech-
nology to be used as intended?

• How will the clinicians handle information about poten-
tial psychiatric crises that are communicated by patients 
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outside of face-to-face sessions? What legal and risk 
management precautions need to be taken?

In summary, although behavioral technology for support-
ing perinatal mental health is a rapidly growing and exciting 
field, large-scale studies designed for translation into the 
clinical realm are still needed. Greater research into tech-
nology for mental health conditions outside of postpartum 
depression is needed as well. Technology in perinatal mental 
health has the potential to improve the lives of infants, moth-
ers, partners, and families through improving accessibility 
to specialized care, enhancing preventative care, and facili-
tating clinician-patient communication. Given the public 
health burden PMADs represent, with potential injury to 
both mother and child, continued research into this area is 
imperative.
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