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Knowing a mother’s context isn’t the same as using it clinically.

Executive summary

Perinatal mental health clinicians increasingly recognize the role of sleep, caregiving arrangements,
intimate relationships, employment, financial pressure, cultural expectations, and institutional
conditions in maternal distress. Yet collecting contextual information is not the same as making that
information consequential for care. A clinician may accurately identify an unsustainable caregiving
arrangement and still offer a treatment plan focused almost entirely on the mother’s capacity to
tolerate it.

Beyond Coping is a conceptual clinical reasoning framework designed to make the transition from
contextual assessment to intervention more explicit. It is not a diagnostic instrument, a replacement
for evidence-based psychiatric care, or an empirically validated treatment protocol. It organizes
clinical thinking through five linked moves: Map, Function, Connections, Working Hypothesis, and
Intervention.

The central treatment-planning distinction is between the intervention pathway (what kind of
response), intervention site (where it should be directed), and realistic leverage (what can actually
change, given safety, preference, access, and scope). This approach can help clinicians consider direct
treatment alongside caregiving, relational, community, and institutional responses rather than
assuming that the individual mother must always be the sole site of change.

What this paper offers

A practical explanation of the framework; a decision model for linking formulation to care; clinical
illustrations; institutional training applications; and a candid account of what has—and has not—
been established by research.

1 The clinical problem: context that does not change care

Contemporary perinatal mental health practice rightly emphasizes screening, diagnostic assessment,
and attention to psychosocial and structural conditions. Research associates perinatal mental health
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with social determinants, social support, sleep, and access to care (Pardo et al., 2024; Sufredini et al.,
2022; Lawson et al., 2015). Such findings justify asking broader questions, but they do not
automatically specify what should follow in a particular patient’s treatment plan.

Imagine a mother reporting anxiety, irritability, guilt, and exhaustion. She sleeps in short fragments
because she handles most overnight infant care. Her return to work is approaching, affordable
childcare is scarce, and she believes that asking for more help means she is failing. The clinician can
document each issue, diagnose a disorder where indicated, and acknowledge that the circumstances
are difficult. The harder question is whether the treatment plan will actually respond to the
conditions thought to be maintaining her distress.

Start with symptoms. Don’t stop there.

The concern is not that coping skills, psychotherapy, or medication are inappropriate. They may be
essential. The concern is a possible formulation-intervention mismatch: a clinical explanation that
locates important maintaining conditions outside the mother, paired with a plan that targets only her
internal response.

2 Building on established clinical scholarship

Beyond Coping is not the first model to connect formulation and intervention. Mechanism-based case
formulation already asks clinicians to identify maintaining processes and select treatment
accordingly (Hagmayer et al., 2021; Macneil et al., 2012). Counseling literature addresses social
determinants in case conceptualization (Lenz & Litam, 2023). Structural competency work, including
Mapping Vulnerability and Privilege, offers a precedent for bringing structural conditions into
clinical reasoning (Siber-Sanderowitz et al., 2022). Perinatal psychotherapy research likewise
describes work across the caregiving system (Fjeldheim et al., 2024).

The proposed contribution of Beyond Coping is narrower and practical: an accessible perinatal-
specific process that explicitly asks clinicians to identify both the type and location of intervention
while accounting for what is realistically possible. This is a proposed operational synthesis, not a
claim of conceptual priority over earlier approaches.

3 The Beyond Coping reasoning process

Move Clinical question What changes in the
clinician’s understanding?

Map What is happening? Gather symptoms, health,
relationships, caregiving,
resources, money/work,
culture and systems.

Function What is each factor doing? Distinguish burden, protection,
maintenance, and constraint.

Connections How are factors interacting? Identify reinforcing loops,
buffers, and pressure points.

Working Hypothesis What best explains the distress  Develop and check a
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now? provisional, collaborative

formulation.
Intervention What should change—and Choose pathway, site, and
where? feasible leverage; monitor and
revise.

The Maternal Context Map supports the first move by organizing contextual domains. It is an aid to
gathering information, not a substitute for formulation. The next three moves interpret that
information. Intervention is where the interpretation must become visible in treatment decisions.

Function, not merely presence

“Her partner works long hours” is an observation. It does not tell us whether work is a source of
protection, a financial necessity, a barrier to overnight support, or all three. Functional reasoning
asks what a factor is doing in this particular family. The same observation can require different
responses across patients.

Connections, not a list of stressors

Frequent infant waking may increase exhaustion; exhaustion may intensify irritability; irritability
may contribute to conflict; conflict may reduce the support available for recovery. Financial
insecurity may prevent changes that otherwise look straightforward. The purpose is not to construct
an elaborate causal diagram for every patient but to find interactions important enough to affect
care.

A hypothesis that the mother can challenge

A working hypothesis must remain provisional. The clinician may assume returning to work is a
burden when the mother experiences it as a source of identity and relief. Collaboration matters
because contextual formulation can otherwise become another professional account imposed on a
woman’s life.

4 The intervention decision: pathway x site x leverage

At the final stage, the framework separates three decisions that are often collapsed. The pathway
describes the kind of response. The site identifies the person, relationship, arrangement, resource
network, or institution where the response would operate. Leverage concerns whether that action is
safe, accessible, acceptable, and within the clinician’s scope.

Pathway Primary intention Ilustrative action
Treat Address psychiatric or Evidence-based treatment for
psychological maintaining postpartum OCD, depression,
processes anxiety, or trauma when
indicated
Change Alter a modifiable condition Reorganize an overnight

caregiving shift or a household
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expectation

Support Increase practical or relational  Arrange predictable help, rest,
capacity or shared responsibility
Connect Enable access to external Coordinate with childcare,
services or systems medical, benefits, or workplace
resources
Name Locate distress and Challenge inappropriate self-
responsibility more accurately  blame without denying real
constraints

The categories are intentionally nonexclusive. A protected sleep period could be both Change and
Support. Naming an external burden is a therapeutic meaning-making process, not a replacement for
practical assistance. The primary question is what mechanism each action is intended to address.

Intervention site is not the same as symptom location

The mother experiences the anxiety, but a maintaining condition may be located in a caregiving
arrangement, a relationship, or an institution. The clinician need not personally change every
external condition. The treatment plan can include direct care, collaborative problem-solving,
referral, coordination, or acknowledgement of a constraint that cannot currently be removed.

Realistic leverage is not the biggest problem

A family’s unaffordable childcare may be the largest stressor and still have no immediate solution. A
smaller change—one protected recovery period, a medical referral, or a benefits appointment—may
be more feasible. Selecting feasible leverage does not imply that the larger condition is unimportant
or that responsibility for it belongs to the mother.

5 Clinical illustrations

Case A: when direct treatment is central

A mother four months postpartum experiences intrusive images of accidentally harming her infant,
compulsive checking, reassurance seeking, and avoidance. Although her broader context deserves
assessment, the maintaining cycle suggests clinically significant obsessive-compulsive symptoms. The
leading pathway is Treat, primarily directed toward evidence-based OCD care. Partner involvement
may reduce reassurance accommodation. Context does not explain away a treatable psychiatric
disorder.

Case B: when caregiving arrangements maintain distress

Another mother reports anxiety, tearfulness, and exhaustion while completing nearly all overnight
infant care. She has no predictable period of rest and believes asking for help proves incompetence. A
working hypothesis identifies sleep fragmentation and a rigid distribution of caregiving as important
maintaining conditions. The plan might combine direct anxiety treatment with Change directed
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toward the overnight arrangement, Support from another safe caregiver, and Name to address
misplaced self-blame.

Case C: when the constraint cannot readily change

A mother returning to work faces unaffordable childcare, limited family support, and uncertainty
about workplace accommodations. Her symptoms warrant assessment and treatment, but the major
contextual constraints may not be immediately modifiable. Connect may involve childcare or
workplace navigation; Name can help distinguish personal inadequacy from a structural bind; Treat
remains appropriate for significant symptoms. The plan is honest about what it can and cannot
change.

Case D: competing needs and limited leverage

Janelle, a fictional mother six months postpartum, reports anxiety, exhaustion, relationship conflict,
and financial pressure. Her partner works additional evening shifts to avoid falling behind on rent,
leaving her responsible for most infant care. Asking him to reduce hours could threaten housing.
Additional childcare is unavailable. Rather than imposing a couple intervention or a plan to “ask for
more help,” the clinician checks the working hypothesis with Janelle, assesses safety and psychiatric
needs, and asks which change she considers most urgent and feasible.

Janelle prioritizes a predictable block of rest. The initial plan combines symptom treatment, a limited
change in caregiving where possible, resource navigation, and an explicit recognition that the
family’s financial conditions constrain its choices. This example shows that the most important
maintaining condition and the most actionable intervention target are not always the same.

All examples are fictional teaching vignettes. They illustrate clinical reasoning, not observed patient
outcomes or proof of the framework’s effectiveness.

6 Clinical guardrails

Beyond Coping begins with competent clinical assessment. Acute suicidality, psychosis, mania,
medical instability, severe functional impairment, and other urgent presentations require
appropriate assessment and intervention. Contextual reasoning supplements rather than replaces
diagnosis, evidence-based treatment, or emergency care.

Interventions involving partners or family must consider coercion, abuse, and safety. A
recommendation to negotiate household labor is not appropriate when negotiation could expose a
patient to harm. A referral is not useful merely because a service exists on paper; accessibility,
eligibility, cost, cultural fit, and patient choice matter. Clinicians should avoid extending beyond their
professional competence or shifting additional unpaid coordination work onto an already overloaded
mother.

When an intervention does not help, the framework calls for revisiting the hypothesis. The
mechanism may have been misunderstood, the selected site may have been wrong, or the proposed
action may have been infeasible.
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7 What institutional training can address

For clinical education leaders, Beyond Coping can be framed as a training approach for a specific
reasoning task: using contextual information to make treatment-planning choices. Its proposed value
is not that staff will begin asking about social determinants for the first time. Many already do. The
educational question is whether contextual information reliably changes what clinicians consider,
document, and discuss in treatment planning.

Training objective Observable learner activity

Distinguish mapping from formulation Convert a list of contextual factors into a
working hypothesis

Identify functional roles Describe a factor as maintaining, protective, or
constraining

Recognize connections Explain a relevant reinforcing or buffering
pattern

Select pathway and site Justify an intervention choice and its intended
target

Test feasibility Revise a plan after a safety, access, or resource

constraint appears

Potential institutional applications include interdisciplinary case conferences, perinatal behavioral
health onboarding, reflective supervision, and continuing education. These are proposed uses, not
documented organizational outcomes. Programs considering training should evaluate fit with
existing clinical protocols and referral systems.

What evaluation could look like

An initial educational evaluation could compare clinicians’ treatment plans for standardized
vignettes before and after training, examining specificity, safety, contextual responsiveness, and
agreement among independent raters. Later work could assess whether changes in planning
translate into patient experience, engagement, or clinical outcomes. No such validation of Beyond
Coping is claimed here.

8 Conclusion

Beyond Coping does not argue against coping. It argues against assuming, before formulation, that
the mother is always the most obvious place to intervene. The clinical task is to understand symptoms
carefully, examine what sustains them, and let that understanding change the care provided.

The Map gathers context. The process turns context into clinical reasoning.
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