
 

Urban Institute

Embry Howell, Olivia Golden, and William Beardslee

Emerging Opportunities  
for Addressing Maternal Depression 

under Medicaid

  	 March 2013



Copyright © March 2013. The Urban Institute. All rights reserved. Permission is granted for reproduction of this file, 
with attribution to the Urban Institute.

The Urban Institute is a nonprofit, nonpartisan policy research and educational organization that examines the social, 
economic, and governance problems facing the nation. The views expressed are those of the authors and should not be 
attributed to the Urban Institute, its board, its trustees, or its funders.



i

Contents

The Problem of Maternal Depression          1

Effective Screening and Treatment for Maternal Depression          1

Medicaid’s Potential Role          1

The Affordable Care Act          2

Challenges to Providing Services to Medicaid Mothers  
with Depression          3

Emerging Opportunities to Address the Challenges          4

Summary and Recommendations          6

References          7

About the Authors          9

Acknowledgments          12

doconnor
Typewritten Text

doconnor
Typewritten Text





1

The Problem of Maternal Depression

Depression is a common condition in the United States, with 9 
percent of adults reporting current depression in 2006–2008; 
rates are higher for women than for men. Rates of current 

depression for those who do not graduate from high school (17 per-
cent) are over twice as high as for those with some college (7 percent) 
(Centers for Disease Control and Prevention 2010).

Depression is a particularly serious problem for low-income 
mothers, since it can create two generations of suffering, for the moth-
er and her children. The National Research Council and Institute of 
Medicine (2009) documented the scope of this problem and its dam-
aging implications for the nation’s children, recommending improved 
efforts to identify and treat depressed parents. Untreated parental 
depression, particularly when children are young, poses risks for chil-
dren’s cognitive, socioemotional, and behavioral development and for 
learning and physical and mental health over the long term (Center on 
the Developing Child 2009; NRC and IOM 2009; Knitzer, Theberge, 
and Johnson 2008).

Parental depression is also prevalent among low-income mothers 
of infants and young children. Over 10 percent of poor infants have a 
mother who is severely depressed and more than half have a mother 
with some depression (Vericker, Macomber, and Golden 2010). 
Similarly, among low-income mothers of young children ages 0–5, 8.8 
percent had a major depressive episode (MDE) in the past year. And 
among mothers who do have an MDE, depression is more severe 
among low-income mothers than other mothers (McDaniel and 
Lowenstein forthcoming).

Effective Screening and Treatment  
for Maternal Depression

Depression is widespread and serious in its effects on parents and 
their children. The National Research Council and Institute of 
Medicine report (2009) identified a number of safe and effective 
treatments, both medication and talking therapies (Muñoz, Beardslee, 
and Leykin 2012). Others suggest that treatment of depression should 
be combined with additional preventive services targeted at improv-
ing parenting skills and positive mother-child interactions (NRC and 

IOM 2009). When a mother’s depression is successfully treated, her 
children may have reduced rates of emotional and behavioral prob-
lems (Weissman et al. 2006).

One key step toward improved outcomes is to identify mothers 
who may need treatment. Screening for maternal depression has 
become more common and standardized, and many different instru-
ments have been developed and tested. The U.S. Preventive Services 
Task Force (2009) recommends screening all adults for depression, 
when appropriate support is available. The National Research Council 
and Institute of Medicine (2009) make the same point: screening is 
only useful if effective treatment can be offered. Such screening can 
occur in a variety of settings, either by clinicians or nonclinicians, 
depending on the instrument and training. Olson and colleagues 
(2005) show that pediatricians’ recognition of parental depression can 
be increased. Dietrich and colleagues (2004) demonstrate that in gen-
eral medical practice, a systemic approach to increasing screening and 
treatment can be effective. Wells and colleagues (2000) show that 
quality improvement strategies within health care systems can also 
increase recognition and treatment.

Despite the evidence of success from screening and treatment, few 
low-income mothers receive any help. In 2001 only about 30 percent of 
severely depressed low-income mothers with infants reported speaking 
with a doctor, psychologist, psychiatrist, or counselor in the past year 
about an emotional problem (Vericker et al. 2010). Similarly, in 2008–
2010, only 42.2 percent of low-income mothers of young children who 
had an MDE in the past year received a prescription for their MDE, 
and only 35.3 percent talked to a psychologist, social worker, or other 
counselor about their MDE (McDaniel and Lowenstein forthcoming). 
Reasons for such low treatment rates include lack of access to appropri-
ate mental health services, lack of health insurance coverage for mental 
health services, lack of trained providers, and stigma and distrust of 
mental health providers (Clemans-Cope and Kenney 2007; Golden, 
Hawkins, and Beardslee 2011; Kaiser Family Foundation 2010b; 
Knitzer et al. 2008; NRC and IOM 2009). Filling this gap in treatment 
and prevention for low-income mothers and their children is a major 
public health opportunity.

Medicaid’s Potential Role

Medicaid already plays a central role in access to physical and mental 
health services for a large number of American mothers, and its role is 
expanding. Due to substantial past expansions in eligibility, about 40 
percent of pregnant women and a similar proportion of children are 
covered by Medicaid or CHIP (Kaiser Family Foundation 2012; U.S. 
Census Bureau 2010).

Medicaid also offers a wide range of behavioral health services to 
enrolled mothers with depression. While states have some flexibility 
in the mental health services they cover, generally coverage must be 

Emerging Opportunities for Addressing  
Maternal Depression under Medicaid

What Is Depression?

Depression is a medical illness manifest by persistent 
feelings of sadness and loss of interest. Often it can cause 
physical symptoms such as trouble eating, sleeping, and 
concentrating, as well as psychological symptoms such as 
persistent feelings of helplessness and hopelessness.
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broader than for private insurance and cost sharing is rarer. At a mini-
mum, inpatient and outpatient care, psychiatrist and psychologist 
visits, mental health clinics, and drug therapy are all generally covered 
(Kaiser Family Foundation 2010a). Some states limit the number of 
visits or prescriptions, or have limited cost sharing. The rehabilitation 
service category also broadens the array of mental health services 
offered in many states (for example, to include intensive outpatient 
therapy).

Related research suggests that well-designed and implemented 
treatment could be cost neutral or even cost saving for Medicaid:

88 Depression is associated with unemployment or underemploy-
ment, potentially leading to greater reliance on public programs, 
including Medicaid (Coryell, Endicott, and Keller 1990; Kessler et 
al. 2006; Wang et al. 2004).

88 Maternal depression is associated with increased risk of preterm 
birth and low birth weight, potentially leading to high infant 
costs for Medicaid (Grote et al. 2010).

88 Failing to provide services for mild or moderate depression can 
lead to more severe and chronic depressive episodes requiring 
costly emergency room or inpatient stays (DiMatteo, Lepper, and 
Croghan 2000). Also, depression is often episodic and is likely to 
recur (Eaton et al. 2008; Solomon et al. 2000), and severe 
depression rarely occurs in isolation from other health problems 
(Kessler et al. 2003).

88 Depression frequently occurs in the presence of comorbid medi-
cal conditions. Treating depression can significantly improve the 

outcomes for these comorbid conditions (Bodenheimer and 
Berry-Millet 2009; Katon et al. 2010; Schneider, O’Donnell, and 
Dean 2009).

88 Depression can affect a mother’s ability to manage her child’s 
chronic health conditions, such as asthma (Bartlett et al. 2001; 
Gaskin and Mitchell 2005; Perry 2008), leading to more episodes 
of costly hospitalization (Chee et al. 2008; Guttman, Dick, and To 
2004; Sills et al. 2007) and emergency room visits (Mandl and 
Tronick 1999).

88 Untreated maternal depression is associated with child abuse 
(Berger 2005) and neglect (Buist 1998; Knitzer et al. 2008; 
McLennan and Kotelchuck 2000). Children who have experi-
enced abuse or neglect are at risk of greater health, developmen-
tal, and mental health needs and may require foster care, 
automatically entitling them to Medicaid (Lehmann, Guyer, and 
Lewandowski 2012).

88 Children whose mother’s depression goes untreated can them-
selves develop serious emotional and behavioral disorders, creat-
ing an additional cost burden for Medicaid and other public 
programs (Beardslee, Gladstone, and O’Connor 2011; Lesesne, 
Visser, and White 2003). Depression may also have effects on the 
physical well-being and safety of children (Goldman et al. 2003; 
Phelan et al. 2007).

The Affordable Care Act

The Affordable Care Act (ACA), Public Law 111-148, was signed 
into law on March 23, 2010. The ACA contains numerous provisions 
that can improve opportunities for treating low-income mothers with 
depression. Under current Medicaid rules, many mothers lose 
Medicaid eligibility shortly after their babies are born. As a result, in 
many states, young children are eligible for Medicaid but their parents 
are not. Even if a mother is identified as having depression during 
pregnancy or immediately postpartum, she will lack Medicaid cover-
age for ongoing mental health services.

In 2014 many such women will obtain Medicaid coverage under 
new provisions of the Affordable Care Act that allow states to cover all 
low-income adults up to 138 percent of the federal poverty level. It is 
too soon to know how many states will take up the option, and con-
sequently how many mothers with depression will be newly covered 
by Medicaid, but about 2.7 million currently uninsured parents 
nationwide would be eligible (Kenney et al. 2012). All states taking 
up the Medicaid option must offer a minimum benefit package to 
new eligibles, which covers mental health services on parity with 
physical health services. In addition to newly eligible parents, many 
parents who are currently eligible but not participating may sign up 
for Medicaid as a result of better knowledge and the more streamlined 
processes mandated by ACA implementation.

The ACA contains numerous other relevant provisions. For 
example, it mandates coverage of preventive services recommended 
by the U.S. Preventive Services Task Force, hence screening for 
depression. The demand for mental health services, including ser-
vices for maternal depression, is thus likely to grow with ACA imple-
mentation, creating further pressure to expand the supply of 

Study Design and Methods

This paper is part of the Urban Institute’s “Linking Depressed 
Mothers to Effective Services” project, which aims to develop 
well-grounded, practical options for policy and system reform 
that will link more low-income mothers with depression to 
effective treatment. The project is funded by a research grant 
from the Doris Duke Charitable Foundation. Other products 
from the Urban Institute on this topic can be found at http://
www.urban.org/depressed-mothers-effective-services.cfm.

The paper draws on a literature and policy synthesis 
from existing documents. In addition, in 2012 we conducted 
13 telephone interviews with national experts in public 
health and Medicaid, including representatives from federal 
agencies (Centers for Medicare and Medicaid Services, the 
Health Resources and Services Administration, and the 
Substance Abuse and Mental Health Services 
Administration), the National Association of State Medicaid 
Directors, and other research and advocacy groups (the 
National Association of State Health Policy, the National 
Institute of Health Care Management, and the National 
Organization of Mental Health Directors). Quotes in the 
paper are taken from these interviews.
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department, delay care, or avoid care altogether.
Low reimbursement and other reimbursement bar-

riers. Physicians often attribute their limited partici-
pation in Medicaid to low reimbursement, since 
Medicaid fees for primary care visits are only 66 per-
cent of Medicare fees nationally (Zuckerman, 
Williams, and Stockley 2009). Many of our inter-
viewees agreed with this point, acknowledging that 
low reimbursement is often a disincentive for physi-
cians and calling for more creative solutions to 
address the problem.

Beyond the level of reimbursement, providers 
and observers also cited some specific Medicaid reim-
bursement barriers that make using Medicaid to cover 
maternal depression services difficult. For example, 
states rarely cover depression screening as a service 
that is reimbursed separately from a primary care visit. 
In addition, when both a primary care and a mental 
health visit (for example, in the case of colocated ser-
vices) are provided on the same day at the same site, 
Medicaid programs rarely pay for both visits.

This restriction was cited, particularly by com-
munity health centers, as a major barrier to integrat-
ing primary care and mental health services. One 
expert thought that the restrictions were an unin-
tended consequence of long-standing concerns with 
fraud and abuse in both federal and state Medicaid 
policies. In addition, multidimensional behavioral 
health treatment often does not fit easily into existing 
reimbursement approaches that rely on defined man-
datory and optional Medicaid-covered services.

Provider availability. Experts told us of a shortage 
of mental health providers and advocated evidence-
based treatments be provided by teams of mental 
health clinicians at various levels of training. 
However, those we interviewed reported that complex 
limitations on scope of practice sometimes bar promis-
ing approaches—for example, the use of master’s-level 
mental health clinicians to provide in-home mental 
health treatment to poor mothers.

A high proportion of mental health care is pro-
vided by primary care physicians, particularly psy-
chotropic medication. However, providers in such 
settings may not be well trained in screening for or 
providing mental health services (Russell 2010). 
Some providers we interviewed alluded to the conse-
quences from a lack of training, such as misdiagnoses 
which lead to improper medication or lack of neces-
sary treatment.

Stigma and distrust of mental health providers. In 
spite of great progress, mental health problems—
including depression—are often stigmatized, result-
ing in preventable and treatable problems being 
hidden from the view of health professionals (Abrams, 

behavioral health providers and to improve the per-
formance of the existing delivery system. Such work-
force expansions will take time to implement, in 
part because legal and accreditation obstacles must 
be overcome (Ormond and Bovbjerg 2011).

At the same time, the ACA may increase the 
burden on the state staff charged with implementing 
the law.

Challenges to Providing Services to 
Medicaid Mothers with Depression

Medicaid offers many opportunities for providing 
access to care for maternal depression because of its 
broad coverage of mental health services and expanded 
eligibility. However, there are also numerous obsta-
cles and challenges. Some of the most serious of these 
challenges are highlighted here.

Fragmentation of services. The financing and 
delivery of mental health services are fragmented in 
federal, state, and local policy, making it difficult to 
design and implement effective services. Maternal 
depression poses particular challenges because it 
straddles two difficult divides. The first is between 
physical and mental health services. The physical 
and mental health safety net systems have been his-
torically separate, as documented in a recent policy 
brief (Takach, Purington, and Osius 2010), with 
physical and mental health services generally deliv-
ered in separate locations by separately trained pro-
fessionals with weak communication and little 
cross-training. The second divide is between care for 
adults and care for children, including a lack of 
focus on the mother/child dyad where the child is 
receiving health care. A pediatrician (with whom the 
mother may have more contact than with her own 
medical provider) will focus primarily on the child’s 
physical and developmental needs, not the mother’s. 
This leads to missed opportunities to identify a 
mother’s depression.

Poor access to care under Medicaid. While 
Medicaid covers many low-income depressed moth-
ers and children—and therefore theoretically pro-
vides access to critical health and mental health 
services—in fact, access to some services is limited by 
many factors, such as too few providers or poor geo-
graphic distribution of providers. Moreover, even 
when there are adequate numbers of providers they 
may not accept Medicaid patients (Decker 2012). A 
2008 survey showed that nationwide only 40 percent 
of physicians were accepting new Medicaid patients, 
as were only 31 percent of psychiatrists (Bokus, Cassil, 
and O’Malley 2009). This poor access leads many 
Medicaid beneficiaries to seek care in the emergency 

“While she’s pregnant she’s 
got coverage for the full 
range of benefits that she 
needs. Pregnancy-related 
benefits are broadly 
defined . . . The challenge 
is if she doesn’t meet the 
income limit and loses 
coverage after the 
postpartum period.”

“It is going to be the 
largest expansion in the 
history of the program in 
terms of . . . the enormous 
amount of behind-the-
scenes changes that are 
going to have to take 
place . . . I wouldn’t 
discount how hard this is 
going to be.”

“One of the barriers we 
find is when the person 
who needs the care is not 
the beneficiary . . . So it’s 
an issue of who the covered 
unit is . . . mother-child 
in this case.”
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qualified health centers (http://www.innovations.
cms.gov).

88 The health homes state plan amendment autho-
rized by a provision of the Affordable Care Act 
and administered by the Centers for Medicare 
and Medicaid Services (CMS) could provide sta-
ble funding for integrated care initiatives—by 
mid-2012 seven states had taken up the option 
(Integrated Care Resource Center 2012).

88 An integrated services demonstration, whereby 
the Substance Abuse and Mental Health Services 
Administration (SAMHSA) awarded 90 provid-
ers with grants to bring primary care services 
into a behavioral health provider setting 
(SAMHSA 2012).

In all, 30 states have one or more of these feder-
ally funded integrated care initiatives. Some are new 
and none are addressing maternal depression directly, 
but each has components that will facilitate depres-
sion screening and referral to treatment. CMS has 
recently highlighted the importance of such 
approaches by issuing “State Guidance on Developing 
and Implementing Integrated Care Models in 
Medicaid Programs” (Mann 2012a).

The Center for Integrated Health Solutions is 
funded jointly by SAMHSA and the Health Resources 
and Services Administration (HRSA) to provide 
grantees with technical assistance under the 
SAMHSA-funded integrated services demonstrations 
(http://www.integration.samhsa.gov). With joint 
HRSA funding, the center is facilitating links from 
behavioral health providers to primary care sites. 
However, currently grants are all focused on serious 
mental illness and are not likely to serve many moth-
ers with milder depression.

The inventory of federal initiatives does not 
include a wide array of efforts funded by private orga-
nizations or state or local governments. The Center for 
Studying Health System Change has evaluated 12 
U.S. metropolitan areas for the past decade. In 2000 
only two study cities had initiatives to coordinate care 
across safety net providers; by 2010 six cities had active 
care coordination networks (Cunningham, Felland, 
and Stark 2012).

The Patient-Centered Medical Home (PCMH) 
is a concept which has evolved to incorporate, among 
other features, attention to the whole patient (all 
conditions, not just the condition for which the 
patient is seeking care) and coordination of care 
across providers (Berenson, Devers, and Burton 
2011). The concept has developed wide support 
among providers and payers. The National Academy 
o f  S t a t e  He a l t h  Po l i c y  ( N A S H P  2 0 1 2 ) 

Dornig, and Curran 2009; Anderson et al. 2006). 
Physicians may be reluctant to ask a mother about her 
depression for this reason (Heneghan, Morton, and 
DeLeone 2007). For maternal depression in particu-
lar, mothers report reluctance to disclose their depres-
sion to someone they do not trust or with whom they 
do not have a relationship, partly because they fear 
being reported to child protective services. Some 
mothers say that they have a relationship with their 
medical provider that makes them comfortable dis-
cussing mental health problems, while others do not 
(Golden et al. 2011).

Another issue highlighted in our interviews was 
that some Medicaid beneficiaries with depression had 
difficulty obtaining appropriate medication. Most 
states and managed care plans use formularies that 
restrict which psychotropic medication can be pre-
scribed or first require attempts of cheaper generic 
drugs. In addition, many states charge copayments. 
This may lead to inappropriate or inconsistent use of 
depression medication. Research has shown that incon-
sistent use of antidepressants, especially abrupt discon-
tinuation, leads to negative side effects including the 
reemergence of symptoms (Rosenbaum et al. 1998).

Emerging Opportunities  
to Address the Challenges

Despite these many challenges, Medicaid offers 
extraordinary opportunities to serve low-income 
mothers with depression and reap the benefits for 
both generations.

Integrated health care models. The time is ripe to 
address the fragmentation between physical and 
mental health care, because Medicaid and other pub-
lic programs are undertaking new initiatives to 
improve access to appropriate care. These initiatives 
are well positioned to provide maternal depression 
services using teams of differently skilled physical and 
behavioral health providers who together provide 
depressed mothers and their children with high-qual-
ity care. Such integrated models have been shown to 
improve mental and physical health outcomes, as 
well as patient satisfaction (Archer et al. 2012; Katon 
et al. 2010).

New federal funding has provided states and 
providers with a substantial incentive to adopt inte-
grated care approaches:

88 The Center for Medicare and Medicaid 
Innovation has funded several demonstration 
programs to foster integrated care models, 
including the Advanced Primary Care Practice 
Demonstration with 500 participating federally 

“That’s the curse and 
blessing for having 
[behavioral health] on  
site . . . It doesn’t matter if 
[it’s the] same provider, 
they can’t have the same 
day treatment [and be 
reimbursed for both].”

“Evidence-based practices 
are not necessarily 
[individual] services. For 
example, [they] may 
instead be a package of 
services. Medicaid covers 
certain parts of [the] 
package but not all.”

“Physicians are frustrated 
because of the hoops and 
the low reimbursement 
rates . . . but at the end of 
the day, Medicaid is the 
largest provider of mental 
health services. Medicaid 
has the capacity to do this 
work on maternal 
depression.”
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The Strong Start Perinatal Initiative is a new CMS grant program 
with two primary goals: (1) to test new alternative approaches for pro-
viding prenatal care in order to reduce preterm birth rates and (2) to 
test ways to avoid early elective deliveries. The initiative was announced 
in February 2012 and proposals were due August 2012. Applicants can 
be obstetrical providers, states, or consortiums, and they are expected to 
serve at least 500 pregnant women a year (over a three-year grant peri-
od) at risk for preterm birth. These grantees may incorporate maternal 
depression screening and links to treatment into these innovative new 
prenatal care programs, and so they provide an additional opportunity 
to test such approaches. As of this writing, awards have not been 
announced.

Accountable care organizations (ACOs) are a service delivery 
model whereby a group of affiliated providers administers all care to a 
defined population, usually with financial incentives such as shared 
cost savings. ACOs have been established as Medicare demonstrations 
around the country, with strong emphasis on care coordination across 
providers and service types. While ACOs were not initially designed 
for Medicaid, several state Medicaid programs are developing their 
own initiatives (McGinnis and Small 2012).

Risk-based Medicaid-managed care (e.g., HMOs) is a financing 
model states are increasingly adopting for both physical and behav-
ioral health. The use of risk-based managed care is growing nation-
wide in Medicaid programs, and growth is expected to continue 
with the addition of new Medicaid beneficiaries under the 
Affordable Care Act (Howell, Palmer, and Adams 2012). There are 
two approaches to providing mental health services under risk-
based managed care. The first is to “carve in” mental health ser-
vices to physical health plans, so that the plan has financial 
incentives to improve coordination across physical and mental 
health services, improve access to care, and potentially reduce 
costly emergency department and inpatient hospital use. Another 
approach is to “carve out” mental health services to a special plan 
that is experienced in providing such services. A mixed model 
carves in mental health care for some conditions (such as mild or 
moderate depression) and carves out care for more serious and 
chronic conditions (such as major depression).

States could use risk-based managed care to improve services for 
depressed mothers enrolled in Medicaid. For example, they could 
require plans to implement quality of care initiatives that examine 
how often mothers receive screening and referral for maternal depres-
sion and whether mothers are successfully linked to mental health 
services. A recent brief from the Integrated Care Resource Center 
(Hamblin, Verdier, and Au 2011) outlines various examples from 
states around the country for integrating physical and mental health 
services through managed care approaches.

Managed care plans are increasingly monitoring the quality of 
their services through the Healthcare Effectiveness Data and 
Information Set (HEDIS), the Consumer Assessment of Health Plans 
Survey, or other measurement approaches. Currently the HEDIS 
standard measures, as defined by the National Committee for Quality 
Assurance (NCQA), do not include measures of services for maternal 
depression (for example, the rate of screening). The HEDIS does 
incorporate an adolescent screening for depression measure and a 

has documented that 9 states have patient-centered medical home 
initiatives with a specific focus on behavioral and physical health inte-
gration. These are stimulated by funding from CMS as described 
above, and by payments from public- and private-sector payers to 
providers that implement the PCMH concept. The National 
Academy of State Health Policy finds that 41 states have some PCMH 
initiatives underway (NASHP 2012), and that 25 states offer 
enhanced Medicaid payments to PCMHs (Takach 2012).

Implementation of the PCMH concept is being facilitated 
nationally by stakeholder groups such as the Patient-Centered Primary 
Care Collaborative (PCPCC 2012) and the Agency for Healthcare 
Research and Quality’s Patient-Centered Medical Home Resource 
Center (AHRQ 2011). Additional resources for implementation 
guidance come from quality of care organizations such as the National 
Committee for Quality Assurance (NCQA 2011), which review pri-
mary care practices and designate them as PCMHs once the practice 
has met the organization’s criteria. The criteria assure that the practice 
has care coordination mechanisms in place (including electronic 
health records, among other features) to identify important health 
conditions (such as depression) and refer patients appropriately. 
When an organization is designated as a PCMH by NCQA, it has 
demonstrated that it manages psychotropic medication appropriately 
and links patients to formal mental health services. To date about 150 
federally qualified health centers have been designated by NCQA as 
PCMHs. While maternal depression is not explicitly targeted in these 
models, in such an environment a mother would have a better chance 
of being identified and referred to services.

While none of these initiatives are as yet focused on maternal 
depression specifically, the developing structure is well suited for such 
services. Still, policy analysts have called for a stronger emphasis on 
integrating mental health services and screening and treatment for 
depression into the PCMH model (Croghan and Brown 2010; Hogan 
et al. 2010).

Since health homes are now an optional Medicaid service, over 
time more states may take up the option. A provision of the Affordable 
Care Act (Section 2703), health homes are very closely related to 
patient-centered medical homes in terms of care coordination, with 
an increased emphasis on links between physical and behavioral 
health care. States apply for a state plan amendment, and those that 
are approved will receive enhanced federal match for health home 
services. So far states have targeted high-need and high-cost patients, 
including the elderly and disabled. To qualify, beneficiaries must have 
two chronic conditions, one chronic condition and be at risk for a 
second, or one serious and persistent mental health condition. States 
have some leeway in which conditions they choose to target. Thus the 
demonstrations could be serving some mothers with depression or 
children with behavioral problems who also have co-occurring physi-
cal problems such as diabetes, hypertension, or asthma. According to 
an Urban Institute review of information in health home state plan 
amendments in 2012, five states incorporate screening for depression 
and one incorporates medication management for depression into the 
quality goals they will be measuring. In our interviews, we heard some 
interest in pursuing a two-generational health home that would serve 
both mothers and their children, although no states do so far.
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depression has the potential to benefit a woman and her family and 
should be strongly considered.” The brief then provides information 
on various screening tools such as the PHQ-2 and somewhat longer 
PHQ-9 (Kroenke, Spitzer, and Williams 2001), as well as the specially 
designed 10-item Edinburgh Postnatal Depression Scale (Cox, 
Holden, and Sagovsky 1987).

Screening for depression for adults is also one of the 35 health 
care quality measures from the initial core set required by the 
Affordable Care Act for Medicaid-eligible adults and published in 
the Federal Register on January 4, 2012. Currently, reporting these 
measures is voluntary for state Medicaid programs. Although the 
tool for depression screening is not specified in the quality measures, 
SAMHSA (2012) recommends using the PHQ-9 for depression 
screening.

Workforce initiatives. As noted above, a major challenge to imple-
menting new and improved services for mothers with depression is 
the lack of a multidisciplinary, well-trained workforce that can pro-
vide services. A new health care workforce must emerge to staff the 
integrated care initiatives described above, which in turn could 
improve the structure for maternal depression services. The innova-
tions represent a new shift toward team-based care, for which behav-
ioral health can become a component. A recent brief (Ormond and 
Bovbjerg 2011) outlines a variety of innovative approaches underway 
for expanding the primary care workforce, some of which are facili-
tated by the ACA through increased reimbursement for primary care 
services. While most innovations mentioned in the brief do not 
directly involve behavioral health services, the new initiatives to 
expanding the overall health care workforce have implications for the 
mental health workforce. For example, these initiatives may lead to 
inclusion of counselors in team-based care, as well as to retraining 
primary care providers to administer depression treatment within 
their practices.

Summary and Recommendations

Maternal depression has large implications for state Medicaid pro-
grams, which cover a high proportion of the nation’s low-income 
pregnant women, children, and mothers. A comprehensive and rigor-
ous documentation of the cost savings from maternal depression 
screening and treatment does not yet exist. However, we have here 
shown considerable evidence that untreated depression is associated 
with a range of damaging and potentially costly consequences for 
both generations, and that opportunities are emerging to overcoming 
the barriers to addressing this pervasive problem.

We have summarized the challenges to providing maternal 
depression services. These include the fragmentation between physi-
cal and mental health services and between services to adults and chil-
dren; poor access to mental health services; limitations in the size of 
the appropriate workforce to deliver services; and stigma, among 
others.

We also have identified emerging opportunities to address these 
challenges, including new federal, state, and local initiatives, many 
linked in some way to the Affordable Care Act. For example, the 
nationwide movement toward integration of Medicaid services 

measure that examines medication management for those already 
diagnosed with depression. These recently adopted measures indicate 
an increased awareness of the importance of managing depression 
appropriately.

The National Institute for Health Care Management (funded by 
Blue Cross plans around the country) produced a brief emphasizing 
the importance of maternal depression as a problem for health plans 
serving both public and commercial enrollees (Santoro and Peabody 
2010). The brief provides strategies for health plans to follow in screen-
ing for maternal depression and providing effective treatment.

Home visiting. The ACA authorizes substantial new funding for 
home visiting to mothers and young children. We discuss the oppor-
tunities that these programs offer to depressed mothers and their chil-
dren in a separate paper under this project (Golden et al. 2011).

Guidelines. As a complement to these various emerging models 
for integrating care and providing a structure to improve identifica-
tion and treatment of maternal depression, new guidelines for screen-
ing and treatment have come out recently. For example, a recent CMS 
bulletin to states, “Coverage and Service Design Opportunities for 
Individuals with Mental Illness and Substance Use Disorders,” gives 
guidance on coverage options for mental health services under the 
ACA (Mann 2012b).

As specified in the ACA, the U.S. Preventive Services Task Force 
(USPSTF) is responsible for recommending appropriate preventive 
services to be covered. The USPSTF recommends routine screening 
for depression for all adults when “staff-assisted care supports are in 
place to assure accurate diagnosis, effective treatment, and follow-up” 
(USPSTF 2009). Such a recommendation emphasizes the value of 
integrating physical and mental health services, since the task force 
found no evidence for improved outcomes without such care support. 
The USPSTF recommendation for depression screening has been 
incorporated into the 16 recommended preventive services for adults 
that must be covered under the Affordable Care Act (US DHHS 
2012). The USPSTF has not recommended a particular screening 
tool.

The American Academy of Pediatrics recommends in its Bright 
Futures Guidelines (Tanski et al. 2010) that pediatricians regularly 
screen for maternal depression during an infant’s pediatric care. The 
guidelines do not recommend a specific screening tool but suggest 
that at a minimum, providers use the brief two-question Patient 
Health Questionaire-2 (PHQ-2) (Kroenke, Spitzer, and Williams 
2003) rather than more informal screening. The PHQ-2 includes the 
questions, “During the past two weeks, have you ever felt down, 
depressed, or hopeless?” and “during the past two weeks, have you felt 
little interest or pleasure in doing things?” The Bright Futures guide-
lines (sometimes used by states for establishing screening periodicity 
under the Early Periodic Screening, Diagnosis, and Treatment pro-
gram) suggest screening for maternal depression at the one-, two-, and 
six-month visits following birth.

In contrast, the American College of Obstetricians and 
Gynecologists (2010) recently issued a committee opinion that “at 
this time, there is insufficient evidence to support a firm recommen-
dation for universal antepartum or postpartum [depression] screen-
ing.” However, the opinion goes on to state that “screening for 
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These are only a limited number of ideas for a new focus on 
maternal depression within the existing federal-state Medicaid policy 
framework. Enhancing the role of Medicaid in identifying and treat-
ing maternal depression could benefit many women and improve life 
chances for the nation’s children. The time is now to begin this 
important effort.
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