A PUBLICATION OF THE NATIONAL ACADEMY FOR STATE HEALTH POLICY

April 2017

Case Study: How Minnesota
Uses Medicaid Levers to Address
Maternal Depression and Improve
Healthy Child Development
Tina Kartika

Despite evidence that maternal depression is quite common
and can negatively impact the development of young children,
it is often undiagnosed and untreated; however, states can
use policy levers to increase maternal depression screening
and treatment. Since the rate of maternal depression is
disproportionately higher in low-income women,1 Medicaid
can play a leading role in identifying at-risk mothers and
connecting them to treatment.2 Minnesota has administered a
Quality Improvement Project (QIP) that focuses on addressing
postpartum depression and through the project has developed
tools that may be useful to other states.

Background

While children with depressed mothers have increased risks
of behavior problems,3 delayed language development,4 and
poorer infant cognitive outcomes5 among a host of other
problems, an intervention to reduce maternal depression
symptoms has been shown to improve early childhood problem
behavior.6 For this reason, maternal depression screening is
recommended by the U.S. Preventive Services Task Force,7
the American Academy of Family Physicians,8 the American College of Obstetricians and Gynecologists
(ACOG),9 and the American Academy of Pediatrics (AAP),10 with the most recent AAP Bright Futures
Guidelines recommending postpartum depression screening from the one-month through the six-month
well-child visit.11
State Medicaid agencies may allow providers to bill for maternal depression screening under the
mother’s Medicaid coverage and/or as part of the child’s Early and Periodic Screening, Diagnostic and
Treatment (EPSDT) benefit.12 Maternal depression screening is covered under the child’s Medicaid
coverage in 11 states and the District of Columbia according to a 2016 survey.13 Covering maternal
depression screening under the child’s Medicaid coverage enables new mothers who may not be
eligible for Medicaid to be screened.

Minnesota’s Quality Improvement Project

According to 2009-2011 Minnesota Pregnancy Risk Assessment Monitoring System (PRAMS) data, an
average of 9.2 percent of mothers reported experiencing postpartum depression symptoms. Postpartum depression is even more prevalent among low-income mothers: 1 in 5 low-income mothers in the
state is diagnosed with postpartum depression, but only 1 in 10 receives treatment.14
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Minnesota’s involvement in the Assuring Better Child Health Development (ABCD) Program from 2003
to 2012 paved the way for the state’s work on maternal depression screening.15 To show the state’s
commitment in addressing this issue, Minnesota approved billing for up to three postpartum depression
screens during well-child checks in the first 12 months16 and added maternal depression screening to the
recommendations for EPSDT screenings (known as Child and Teen Checkups (C&TC) in the state).17
Another opportunity to address postpartum depression opened up when the Minnesota Department
of Human Services (DHS, Medicaid Agency) received an Adult Medicaid Quality (AMQ) grant from the
Centers for Medicare and Medicaid Services (CMS). As part of this grant, DHS contracted with the Minnesota Department of Health (MDH) to facilitate two cohorts of a QIP on postpartum depression screening. DHS provided MDH with the number of mothers on Medicaid who had a code related to depression
and the number of postpartum depression screens in well-child visits that were billed. The QIP started
in February 2015, with the goal of supporting improved universal screening and referral for postpartum
depression during well-child visits. Minnesota focused on addressing screening implementation issues
during well-child checks because more mothers attend a two-month well-child visit (92 percent in Minnesota’s Medicaid population in 201218) compared to postpartum visits. The first cohort ran for 12 months
and the second ran for 10 months, and the two cohorts were implemented at 20 pediatric and family
practice clinics across the state.19
Even though the AMQ grant has concluded, Minnesota continues to run the postpartum depression QIP.
Minnesota launched its third cohort in July 2016, which includes similar project activities as those in the
pilot group but without the financial incentive offered in the first two cohorts. In addition to pediatricians
and family practitioners, the third cohort is open to obstetricians and other organizations that serve
women but do not perform well-child visits. Including these providers expands the scope of the QIP to
support universal screening both during pregnancy and postpartum. Identifying mothers with mental
health challenges during pregnancy and ensuring they get the treatment they need could lead to better
outcomes than addressing the issues only postpartum.

State Policy Levers Minnesota Uses to Address Maternal Depression
•

•
•

•

Medicaid Reimbursement: As noted earlier, Minnesota Medicaid reimburses maternal depression
screening. As a result of this QIP, Minnesota changed the cap on the number of maternal depression
screenings in well-child checks from three to six maximum billable visits in the first year of the child’s
life.20 Screening helps to identify where treatment is needed. Minnesota Medicaid reimburses postpartum depression treatment for mothers eligible for Medicaid. Some mothers who qualify for Medicaid
coverage with no cost sharing find their coverage requires cost sharing once their pregnancy eligibility
status ends 60 days postpartum. For some mothers, this cost is prohibitive, and they end coverage.
However, they can still be screened after their coverage ends because screening is billed under the
child’s Medicaid.
Other Funding Streams: Since the end of the AMQ grant, Minnesota has been using a variety of funding streams to provide QI and staffing support for the QIP, including state maternal depression dollars.
Quality Improvement Infrastructure: Minnesota organizes learning collaborative sessions and provides
technical assistance to support primary care providers and clinic care coordinators participating in the
QIP.21 MDH provides participating primary care clinics with contacts for the early childhood mental
health providers and county mental health clinics that provide treatment on a sliding scale; MDH also
provides education about free mental health services. In addition, the state analyzes the data that
providers submit monthly and provides run charts back to the providers for rapid-cycle improvements
supporting universal screening and referral to treatment.22
Incentives: In the pilot, Minnesota gave a $3,000 stipend to participating clinics that implemented universal screening and referral to treatment,23 which was effective in keeping the clinics engaged. Other
incentives the state still offers to participating providers include maintenance of certification (MOC) for
pediatrics and family medicine practitioners and continuing medical education (CME) credits for all
participants.24 Obstetricians and gynecologists are eligible for MOC through ACOG.
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Using lessons learned from the QIP, Minnesota has published Clinical Guidelines to implement postpartum depression screening in pediatric settings, which may be useful to other states. The Clinical
Guidelines include an ideal screening workflow from parent and child arrival at the clinic to referral and
potential interventions. Other information in the Clinical Guidelines includes ways to document and
chart for postpartum depression in well-child checks, sample scripts for clinic staff to use in screening
and referral, considerations around choosing at which well-child visits to screen and which validated tool to use, as well as billing information. For providers who can only conduct one screening,
Minnesota recommends screening at the two-month well-child visit because it is past the initial adjustment period of having a baby while still very early in the child’s development. Symptoms of “maternity
blues” or “baby blues” that affect 50 to 80 percent of new mothers should subside within two weeks after
having a baby,25 so screening at two months would distinguish the lingering postpartum depression from
ephemeral baby blues. Additionally, the Clinical Guidelines recommend that if the parent screens positive, the providers monitor the well-being of the child and siblings and provide possible childcare plans
the clinic can arrange while the parent receives care. Minnesota has also provided links to the screening
tools that are approved for billing available in many languages on the MDH website.
Besides developing useful tools for providers to implement screening, Minnesota has developed information sheets and a maternal well-being plan for clinicians to make available to clients in seven languages, demonstrating the state’s commitment to increasing awareness about postpartum depression.
As of December 2015, providers participating in the project had completed 2,885 screens, with 203
out of the 341 positive screens referred.26 There was a decrease in the rate of referrals in the second
cohort (52 percent) compared to that in the first cohort (67 percent) because the second cohort had
more family medicine practitioners who were more comfortable treating postpartum depression and did
not refer mothers with positive results to other providers but rather managed it themselves.27 The state
followed up with clinic teams that participated in the first two cohorts 12 months later, and more than half
of the teams still conducted universal screening.28 Among barriers to continued universal screening are
difficulty with documentation and lack of staff.29 From the state perspective, tracking for postpartum depression screening can be difficult, but training providers to screen is essential because providers apply
their training to all patients instead of only to those who are eligible for Medicaid.30

Linking Mothers to Treatment

Connecting mothers to effective treatments can be challenging. History of mental health problems is a major risk
factor for maternal depression—a study of 104 women with postpartum depression in Finland found that 82 percent of them had a history of depression.31 However, partly due to conflicting recommendations from providers,
many mothers quit medication when they get pregnant, leading to problems postpartum. Therefore, referrals
often mean encouraging mothers to reconnect with an existing mental health provider and treatment plan or helping mothers find a new mental health provider. Counseling therapy is the first line of treatment, but inconvenient
appointment schedules and lack of transportation may pose barriers to access. Additionally, there are therapists
that do not allow mothers to bring their infants to appointments. Medication might be easier to access through a
primary care practitioner, but many providers are reluctant to prescribe medication to pregnant or breastfeeding
mothers, so mothers often have to wait for a psychiatry appointment to obtain medication as part of their care
plans. To address this issue, Minnesota has encouraged primary care providers to consider consulting with a
postpartum depression expert psychiatrist in creating treatment plans rather than wait for an open psychiatry
appointment.
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Minnesota’s efforts to address maternal depression provide lessons and tools for other states considering strategies to improve maternal and child well-being. To improve accessibility to information, states
can make resources for maternal depression available in multiple languages. Developing a screening
workflow can be challenging,32 but having standardized guidance documents providers can refer to
helps them to implement screening. State Medicaid agencies could also consider disseminating guidelines and implementing expectations for postpartum depression to be screened during postpartum visits. Allowing Medicaid reimbursement for perinatal and postpartum depression screening is an important
first step, but positive diagnosis must be followed by appropriate referrals, follow-ups, and treatment
before it can improve health outcomes. According to a 2016 national study, 30.8 percent of women with
postpartum depression are identified within clinical settings, 6.3 percent of women with postpartum depression receive adequate treatment, and 3.2 percent of women with postpartum depression achieve
remission.33 Minnesota assists providers participating in the QIP to strengthen their referral practices,
which may include connecting mothers to peer or community support programs (e.g., group, hotline,
other agencies), family home visiting, psychotherapy, and/or medication.34 Since postpartum depression
can have pernicious effects on child development, states can also consider encouraging providers to
conduct social-emotional screening for children. From encouraging and reimbursing screening to linking
mothers to treatment, there are many ways Medicaid can address maternal depression in states.
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