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The pediatric or family medicine primary care practice is an
ideal venue for the detection of maternal depression.

INTRODUCTION
Maternal Depression during the postpartum
period has become an issue of increased attention.
Postpartum depression can be crippling and
have long term sequelae for a woman’s health.1
Untreated maternal depression also imposes serious
complications for the health and development
of exposed children.2 Mothers suffering from
depression are less likely to engage in maternal
behaviors known to enhance the development
and well-being of their children. Mothers who are
depressed are less likely to play with their infants,
to continue breastfeeding, to show them books, to
talk with their infants and to follow routines.3
Although postpartum depression is thought to
have a 10 to 15% prevalence rate across all populations, it is estimated to be over 25% for vulnerable
low-income populations.4,5

This paper discusses the condition of maternal
depression from the postpartum period through
early childhood and its effect on child health
and development. Issues related to screening for
maternal depression within the pediatric settings
and referring mothers who are at risk to services
are highlighted. Initiatives in Connecticut that
support early identification of, and interventions
for, mothers at risk for depression are presented
along with recommendations for further action.

referrals. Families look to the pediatric provider
not only as an expert in their child’s physical health
but also as an expert in all areas of their child’s
growth and development.6
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The pediatric or family medicine primary care
practice is an ideal venue for the detection of
maternal depression. Since most parents have
contact with the health care system during their
children’s early years, child health providers
have frequent contact with mothers and other
family members. A family’s interaction with the
pediatric provider during well child and sick
visits provides a window of opportunity to identify
maternal depression and to make appropriate

AN OVERVIEW OF
POSTPARTUM MOOD
DISORDERS
There are two major maternal depressive disorders
associated with the postpartum period: postpartum
blues and postpartum depression. A third psychiatric disorder, postpartum psychosis, is the condition
most typically responsible for cases involving
maternal acts of infanticide widely publicized
across the media.
Postpartum blues is the most common of these
disorders with a prevalence reported in the
literature ranging from 26 to 85%. It is generally
considered to be associated with normal rather
than disordered maternal behavior.7 The transient
symptoms associated with postpartum blues
include: weeping, sadness, headache, anxiety,
irritability and sleep disorder. These self-limiting
episodes are brief, mild and are resolved within
two weeks after delivery.8
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Postpartum depression is less common than postpartum blues but is a more disabling psychiatric
illness associated with childbirth. The occurrence
of postpartum depression is estimated to affect between 10 to 15% of the childbearing population,
although differences exist concerning the
operational definition of postpartum depression.
The onset of this disorder is typically similar
to postpartum blues, but it can present anytime
within a six-month postpartum period and can last
up to one year after delivery.8 However, according
to the more narrow definition of the Diagnostic
and Statistical Manual of Mental Disorders, Fourth
Edition, Text Revision (DSM-IV-TR) postpartum
depression requires onset within the four week
postpartum period.9
Although opinions vary among experts concerning
both the nature and etiology of postpartum
psychiatric disorders, the operational definitions and
diagnostic criteria found in the present DSM-IV
reflect the American Psychiatric Association’s
viewpoint that postpartum disorders are not distinct
disorders but episodes of standard psychiatric
illnesses presenting during the postpartum period.
Some researchers, however, have reported a relationship between the physical conditions associated
with pregnancy and depression. For example,
one study found that anemia during the first
week postpartum was related to positive scores on
depression screens at 28 days postpartum.10 There
is also a reported relationship between postpartum
depression and autoimmune thyroid dysfunction
during the eight months following birth.11

Thyroid malfunction is also another physical condition that can mirror symptoms of depression.
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In a meta-analysis of 84 studies, 13 risk factors
were found to be predictive of postpartum
depression. They were: prenatal depression, low
self esteem, childcare stress, prenatal anxiety, life
stress, lack of social support, marital relationship,
history of previous depression, infant temperament, maternity blues, poor marital relationship,
and unplanned pregnancy.12 All of these associated
risk factors reflect causes of maternal stress, with
depression representing one factor within a constellation of potential stressors. There is a growing
body of research documenting the effects of
maternal stress during pregnancy and its effect
on birth outcomes, fetal growth and infant temperament.13,14 Maternal stress during pregnancy
has been shown to negatively affect fetal growth
and development. Problems in temperament result
from the infant having been exposed to maternal
stress within the fetal environment during the
prenatal period.15,16 This research highlights the
importance of assessing stress in pregnant as well as
postpartum women.

Children who are exposed to depressed mothers have
been shown to exhibit a wide range of socio-emotional,
developmental and general health problems and inappropriate
patterns of health care utilization.

THE EFFECTS ON
CHILD HEALTH AND
DEVELOPMENT
The damaging effect of postpartum depression on
infants after birth has been extensively documented.
Children who are exposed to depressed mothers
have been shown to exhibit a wide range of
socio-emotional, developmental and general health
problems and inappropriate patterns of health
care utilization. A series of studies reveal connections
between maternal depression and behavioral
problems, injury, attention-deficit/hyperactivity
disorder (ADHD), conduct disorder, violence and
antisocial behavior in children.
Socio-emotional and behavioral effects of
maternal depression
One controlled study of the children of women
who screened positive for depression during the
postpartum period demonstrated impediments
in the areas of attachment, object concept tasks
and behavioral difficulties at 18 months of age.17
The effect of maternal depression on attachment
has been well documented.18 Infants of depressed
mothers often mirror the depressed affectations
of their mothers. When compared to the infants
of non-depressed mothers there are differences
in vocalizations, facial expressions and the ability
to interact.19
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The behavior of mothers who are depressed differs
from those who are not. Sensitive mothers are
able to read and respond to their infants’ cues.
They are able to interpret their needs and create
a nurturing protective environment. Bio-behavioral
research suggests it is maternal sensitivity that
buffers infants from the effect of stress while insensitivity on the part of the mother is in itself a
stress factor. This insensitivity poses implications
for the infant’s developing regulatory functions.20
Maternal depression also has a negative impact
on children’s psychosocial functioning and is related
to low social competence. One longitudinal
prospective study that measured maternal depression
prenatally, during the postpartum period and when
the child was eight to nine years old, found that
maternal depression at any time is a risk factor for
child socio-emotional well-being.21 When violent
behavior in children at age eleven was evaluated, it
was found that maternal depression at three months
postpartum was a predictive risk factor. In addition
to violent behavior, children of depressed mothers
in this study also displayed anger and inattentiveness
at age eleven.22 In a study of 1,116 twin pairs it
was found that maternal depression during the first
five years of life was significantly related to antisocial behavior in children at age seven.23

Poverty is the single factor most associated with maternal
depression and poor child outcomes.

Effects of maternal depression on utilization of
health services
An examination of data collected as part of the
National Evaluation of Healthy Steps for Young
Children27 showed that children of mothers who
show signs of depression early in their children’s
lives (two to four months postpartum) were 20 to
25% less likely to receive age appropriate well child
services, and they were 38% more likely to have
an emergency department visit.28 Regarding adherence to health care regimens, a study of inner city
children with asthma found that mothers who are
depressed are more likely to report that their child

has a problem using an inhaler and frequently
forgets to use medications.29
Beyond maternal depression, having just one
parent, mother or father, who is depressed is also
linked to differences in a child’s utilization of and
compliance with health care services. In a study
of 24,391 children exposed to parental depression
and 45,274 children not exposed and matched by
age, there were significant health care utilization
differences between groups. Children exposed to
a parent with depression, across all age groups, had
14 to 20% more sick visits and 15 to 35% more
emergency department visits. With the exception
of children ages three to five, children exposed to
parental depression also were hospitalized more
frequently than the comparison group of children.30
These studies reveal that a child’s exposure to any
parental depression poses increased costs to the
health care system in addition to consequences for
growth and development.
Disadvantaged populations
It is critical to consider the role poverty plays in
maternal depression and the interplay with child
outcomes. Poverty is the single factor most associated with maternal depression and poor child
outcomes. Poverty is the emanating point for
stress and is a consistent predictor of depression in
women.31 In a study of 5,306 mothers whose
children were younger than 36 months of age it
was found that food insecurity, reduction in federal
financial support and reduced food stamps were
associated with mothers who scored positive for
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Health and cognitive effects of maternal
depression
A cohort study was conducted as part of the
National Longitudinal Study of Youth to examine
the relationship between maternal depression,
childhood injury and child behavior for 1,106
children five years old and younger. Maternal
depression was significantly related to childhood
injury and to externalizing behavior in children.
There was a 4% increase in risk of injury for every
one point increase on the Center for Epidemiologic Studies Depression Scale.24 An analysis of
data from the 2003 National Survey of Children’s
Health documented a relationship between low
maternal mental health and dental health and
obesity in children.25 Children of mothers who are
depressed are also at risk for cognitive and language
delays. When cognitive development is measured
at 18 months of age, maternal depression is related
to lower achievement.26

The early identification of maternal depression allows
for initiation of an intervention that will facilitate the
development of positive parenting skills and influence
the effect of maternal depression on child behavior.

depressive symptoms. Maternal poverty and a
positive depression score were also associated with
maternal reports of lower child health status and
of increased hospitalizations across the child’s life
compared to reports of mothers without depression
and more resources.32
The National Center for Children in Poverty
(NCCP) suggests the rates of depression are high
for all poor women regardless of ethnicity, and that
poverty supercedes race and other variables in its
predictive value for maternal depression. Pachter
demonstrated a direct relationship between maternal
depression and children’s behavior problems across
white, black and Latino populations.33 Cumulative
exposure to maternal depression and other risk
factors more common in low-income populations
places children at a greater risk for poor outcomes
associated with impaired parental behaviors. Low
income women often suffer from depression and
other stressors such as domestic violence, substance
abuse and prior trauma. Maternal depression and
anxiety are related to an increased risk of child
behavioral problems and these children are at
greater risk from their exposure to maternal
depression and anxiety than their exposure to
other maternal risk factors such as smoking, binge
drinking and domestic violence.34 This underlies
the catastrophic affect poverty has on the quality of
women’s lives and on the maternal-child relationship and child outcomes.
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Treating mothers who exhibit signs of
depression
Children are most vulnerable to poor developmental
outcomes when maternal depression is chronic.
Early interventions that target parenting behaviors
have been shown to mediate these effects.35 The
early identification of maternal depression allows
for initiation of an intervention that will facilitate
the development of positive parenting skills
and influence the effect of maternal depression
on child behavior.
Depression when detected is a very treatable condition. Both pharmacological and psychotheraphy
interventions either alone, but especially concurrently, have proven to be effective in relieving
depressive symptomatology. When the mother is
pregnant or breastfeeding one must always apply
the risk/benefit rational towards decision making
in this area. While educating mothers about any
potential risks to their infants related to treatment
modalities, mothers must also be educated about
the risks associated with untreated depression
to their infants.36
In addition to medication and counseling as treatment for depression, other interventions have
demonstrated a mediating effect on child outcomes. The use of the Mother’s Assessment of the
Behavior of her Infant Scale and Brazelton’s
Neonatal Behavioral Assessment Scale as part of
a treatment plan when working with mothers
suffering from depression resulted in a positive
effect on infant outcomes.37 A developmentally
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focused home visitation program using trained
professional home visitors is another intervention
proven to be effective. In one study, the infants
in the home visitation intervention group scored
ten points higher on the Bayley Mental Development Index and were two times more likely to be
securely attached to their mothers than infants
in the non-intervention group.38 Early positive
parenting has been shown to be a protective factor
to change the course of conduct disorder for
children with ADHD who have mothers with
depression.39 These studies underscore the importance of identifying mothers with depression
early and linking them to intervention services.

Visits with a child health provider provide an excellent opportunity
to identify mothers with depression early and connect them to
services that can mitigate the impact of the depression on their own
mental health and their children’s growth and development.

SCREENING AND
REFERRAL IN THE
PEDIATRIC SETTING
Visits with a child health provider provide an
excellent opportunity to identify mothers with
depression early and connect them to services that
can mitigate the impact of the depression on their
own mental health and their children’s growth and
development. Pediatric health care providers have
early and frequent contact with mothers of young
children. The six recommended well child visits in
the first years of life40 provide access to mothers at
exactly the time when they are most affecting their
children’s future growth, health, cognition, and
socio-emotional development and when treatment
can be most effective.
The content of child health services, and especially
well child care services, encompasses monitoring
growth and development and detecting problems
early. As an extension of developmental monitoring
and risk assessment, screening for maternal depression is an additional strategy towards identifying
potential developmental and behavioral problems
in children. The American Academy of Pediatrics’
Bright Futures initiative defines the scope of pediatric practice to include the assessment of parental
and familial environmental issues that can impact a
child’s health and development, including maternal
depression.41 Bright Futures provides resources for
pediatric providers committed to addressing the
issue of maternal depression, including information
sheets, educational materials, and website links
with additional resources. These can be found
at http://www.brightfutures.org/mentalhealth.42
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Addressing barriers to screening and referral
Despite endorsement from the American Academy
of Pediatrics for maternal depression screening and
the indisputable evidence on the devastating effects
of maternal depression on child development,
pediatric providers still face challenges in identifying mothers who are depressed and finding intervention services for them. There are three overall
barriers that pediatric providers face in identifying
and referring mothers who show signs of depression:
1) The mother is not the pediatrician’s patient.
Pediatric providers are frequently uncomfortable addressing the mother’s health issue because
the child is their primary patient. One issue
associated with screening a child’s mother for
depression is related to how to document the
encounter. If a mother screens positive for depressive symptoms and the pediatrician provides
anticipatory guidance and a referral to behavioral health services or to the mother’s primary
care provider, a note will need to be made in
the child’s chart. This raises the issue of sharing
of health information with the mother’s health
care provider. Since all screening information
would be protected under the Health Insurance Portability and Accountability Act of 1996
(HIPAA)43, a mother would need to sign a
consent form prior to the screening process to
have her information shared. A recent article
examining this issue concludes that the benefits
for children of identifying mothers who are depressed early far outweigh the liability risks for
pediatric providers, articulates this issue.44

Maternal depression screening can be implemented with a written, standardized tool
or by provider interview as part of the history
taking. Administration of standardized, written
screening tools, which is the only method that
is reimbursable, has been shown to be most ef-

fective in identifying mothers who are
depressed.48 It, however, requires some practice
redesign to ensure that screening tools are
distributed at the right visits, which would most
likely be well child care visits.
The Assuring Better Child Health and Development (ABCD) initiative, which has successfully
supported several states in implementing developmental screening in pediatric practices, has
also helped states implement Medicaid reimbursement for screening.49 This effort has been
expanded to include socio-emotional screening,
and is now addressing maternal depression. Illinois, having participated in the ABCD screening initiative, has now created policy to provide
Medicaid reimbursement to pediatric providers
for maternal depression screening.
3) Providers often don’t know what resources
are available for mothers who show signs of
depression. Although screening can improve
the identification of maternal depression, clinical interventions for this disorder can only be
realized if referrals to treatment are a part of
the practice process. Collaborative relationships
amongst a variety of medical and behavioral
health providers and care coordination are essential to effective treatment for mothers.50
Some communities have behavioral health
resources specifically for women, including
services for mothers who are depressed. The
pediatrician’s network of community-based
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2) Child health providers may find it challenging to put a system of maternal depression
screening into their busy practice routines.
Time, lack of adequate reimbursement, and
practice routines all make it difficult to implement maternal depression screening in pediatric
practice. In studies of the barriers to developmental screening of children in pediatric practice, providers consistently rate lack of time as
the most critical.45 These findings would likely
apply to maternal depression screening as well.
Although reimbursement is considered a barrier
to screening, providers rarely cite it as the most
important one. However, it clearly plays a role.
When providers are reimbursed for services such
as developmental screening, they often generate
enough additional income to hire staff to assist
with these activities. The provider’s time is freed
up to see more patients. Some pediatricians
and family physicians bill for maternal depression screening under the category of infant
risk assessment.46 The Illinois Department of
Public Aid provides reimbursement for maternal
depression screening delivered by pediatric and
other non-behavioral health providers.47 This
reimbursement is billed separately, and over and
above the cost of the office visit.

Obstacles to maternal depression screening are not insurmountable
but require redesign of pediatric care in state policies, health and
behavioral health systems and in community and practice settings.

services is generally limited to children’s resources such as child and adolescent behavioral
health providers, early intervention programs,
and special education resources. If pediatric
providers are to identify mothers with signs of
depression, systems must be structured so that
referrals and treatment options are readily available. Pediatricians must be supported in linking
mothers to the care they need.
These obstacles are not insurmountable but require
redesign of pediatric care in state policies, health
and behavioral health systems and in community
and practice settings. This may seem to present
a monumental challenge, but several studies of
maternal depression screening in pediatric practice
suggest that it is feasible and yields a significant
number of mothers who require intervention, and
that intervention is effective in ensuring positive
child outcomes.
Maternal depression screening in pediatric
practice
The American Academy of Pediatrics’ Periodic
Survey of Fellows identified several characteristics
of pediatricians who are likely to identify, refer and
manage maternal depression. Eighty-two percent
of the respondents in direct patient care claimed
that they identify maternal depression. Of those
who identify mothers with depression, 82% refer
mothers to services outside of their practice, and
6% treat the mothers themselves. The most important physician characteristics related to identifying
and managing maternal depression were believing
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that impaired maternal health has an extreme effect
on child health and working in a practice setting that offers child behavioral health services.51
The lack of behavioral health services has been
shown to be a barrier to the identification and
management of maternal depressive symptoms in
another national survey of pediatricians.52 In North
Carolina, co-location of mental health providers in
pediatric practices and Medicaid coverage of mothers’ mental health services under their children’s
eligibility has enhanced mothers’ access to care and
willingness to obtain mental health services.53
Another study explored pediatricians’ reports of
how they managed their last recalled case of maternal depression, their perceptions of barriers to
care, their confidence in their own skills, and their
beliefs surrounding the identification and management of maternal depression.54 Results revealed
that 81% of responding pediatricians identified
their last recalled case of maternal depression
through the mother’s physical appearance or her
complaints. When depression was suspected, 48%
of pediatricians did some form of further assessment. Only one fourth of pediatricians reported
willingness to change their current approach to
identifying maternal depression. However, pediatricians who reported they felt responsible for recognizing maternal depression were more likely to
consider strategies to change their current practice
and more likely to provide a more thorough assessment and intervention than pediatricians who did
not believe the identification of maternal depression came under their purview.

Although the majority of pediatricians rely on maternal
appearance to identify depression, utilization of standardized
screening tools has been shown to be more effective.

Olson also compared using the short 2-question
depression screen through a structured interview
as opposed to a written screening tool.56 The time
needed to administer both modalities was brief and
took less than one minute. Pediatricians screened
250 mothers using the interview method and 223
through written screens. While both methods were
feasible in the primary care setting, many more
mothers were identified with the written screen,
22.9% versus only 5.7% in the interview group.
This finding was especially true for mothers of
children younger than one year of age.

In summary, it appears that screening for maternal
depression in the pediatric setting is feasible and
productive. The maternal depression screening
tools most commonly used in pediatric practice
are described in Figure 1. Screening is not a time
intensive activity for the practice, and mothers are
willing to complete paper screening tools and talk
with the pediatric provider about their symptoms.
When paper screening forms are systematized into
the daily practice routine, a higher rate of screening
is realized. Clinician feedback suggests that parents
respond to the structured screening approach
positively.57 Similarly, a study documenting the
feasibility of parental self report surveys administered while parents are waiting for pediatric visits
in a hospital clinic setting revealed that the survey
facilitated both conversation between the pediatrician and parent and parental acceptance of referrals
to community resources.58
Recommendations for the timing of screening for
maternal depression in the pediatric setting vary.
While some suggest the screening process should
be limited to the child’s first year of life, others
recommend screening should continue beyond that
point. In a study of 3,412 mothers, it was found
that symptoms of maternal depression appeared
precipitously when the child was up to three years
old with later positive screens being independent
of earlier screening results. Results suggest that
periodic screening for maternal depressive symptoms should be continued beyond the immediate
postpartum period through the toddler period.59
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Although the majority of pediatricians in this particular study reported relying on maternal appearance to identify depression, utilization of standardized screening tools has been shown to be more
effective. Olson studied how both mothers and
pediatricians respond to depression screening and
the time necessary to discuss the screening results.
A two-question paper screen, the Patient Health
Questionnaire (PHQ 2), was used to screen 1,398
mothers. Seventeen percent of the mothers had
one depressive symptom, and 6% were found to be
at risk for a depressive disorder. In the majority of
cases, additional discussion between the pediatrician and mother after the screen was administered
took less than three minutes or no additional time
at all. In only 5% of cases did discussion time take
more than five minutes. These discussions identified mothers who thought they might be depressed
even though their screening results indicated that
their symptoms were at a low level.55

Figure 1: Maternal Depression Screening Tools Often Used in Pediatric Practice60
Screening Tool

Method of
Administration

Time to Complete

Time Frame Covered

EPDS
Edinburgh Postnatal
Depression Scale

Self-administered

10-item

< 5 minutes

Past 7 days

CES-D
Center for Epidemiologic Studies Depression Scale

Self-administered

20-item

1-2 minutes

Past 7 days

Personal Health
Questionnaire-261

Self-administered

2-item

1-2 minutes

Past 2 weeks

Pediatricians’ attitudes about treating maternal
depression
Outside of family medicine practices, where
providers treat adults as well as children, treatment
of mothers for depression is out of the scope of
pediatric practice. Olson found that although 57%
of pediatricians believed they were responsible for
identifying maternal depression, only 7% thought
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Number of Items

their role included treatment.62 Pediatricians’ responses to depressive symptoms included: referrals,
education about the effects of maternal depression
on children, and a follow up visit or phone call.

Figure 2: Maternal Depression Efforts
in Connecticut

Since 2005 many groups including policy makers,
academics, state agencies, practitioners, advocates
and consumers have come together to call for
increased attention to maternal depression and
its effect on children. Connecticut is positioned
to be in the forefront nationally by implementing
recommendations such as those surrounding the
screening of maternal depression in the pediatric
setting. The work currently underway in Connecticut is summarized in Figure 2.

Perinatal Depression Advisory Board:
During the fall of 2005 the Connecticut Department of Public Health
(DPH) established the state’s first
Perinatal Depression Advisory Board.
This group provided oversight and
feedback on several of the Department’s initiatives, including: a media
campaign, consumer focus groups,
the selection of depression screening tools, the convening of a Perinatal
Depression Summit, the distribution
of perinatal depression fact sheets in
all hospital newborn packets, and the
establishment of two perinatal depression screening pilot projects in
primary care practices.
Perinatal Depression Pilot Project: Community Health Center, Inc. a federally
qualified health center (FQHC), was
selected by DPH as one site to pilot a
perinatal depression screening, referral and treatment program. As an
FQHC which delivers obstetric, pediatric and behavioral health services to a
low-income, underserved population,
the Center was able to administer and
document the screening of women for
depression during pregnancy, their six
week postpartum obstetrical visit and
at intervals during the year following
birth during their infants’ well child
care visits.
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CONNECTICUT EFFORTS
TO ADDRESS MATERNAL
DEPRESSION

Figure 2: (Continued)

The results of this project revealed:
1. Rates of depression were higher
among this low-income population
compared to that of the general
population with 33% of the 512
women in this study screening
positive for depressive symptoms.
2. W
 hile 83% of the women who
scored positive for depressive
symptoms accepted a referral for
behavioral health services, only
33% actually attended at least
one visit. According to a followup qualitative study, barriers to
obtaining mental health services
included: not enough time, transportation, childcare and the need
to focus on other problems.

4. R
 ates of depression were higher
during the postpartum period than
the prenatal period.

Healthy Start:
The Department of Social Services
(DSS) has integrated screening and
referrals for maternal depression into
Connecticut’s Healthy Start Program
services. All Healthy Start sites are
required to screen pregnant and
postpartum women for depression,
to make referrals when appropriate
and to document such encounters for
reporting purposes.

5. W
 hile age did not influence rates
of depression, race and marital status did. African American
women and unmarried women experienced significantly higher rates
of depression than other races or
than married women.63

Medicaid Managed Care Council
(MMCC)
The MMCC, under the leadership of
Senator Toni Harp, has a long history of exploring strategies that will
enhance the health of Connecticut
citizens insured by Medicaid. The

3. A
 care coordinator designated to
manage and oversee the screening and referral process is a key
component to successful service
delivery in this area.
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Health Care Provider Help Line:
DPH is establishing a health care
provider help line. Through 211
Infoline, providers will be able to call
with questions concerning the referral and treatment of women suffering
from depression and to receive assistance with referral sources. Additionally, they will be able to speak
directly with a behavioral health clinician to discuss treatment and medication options. The clinician line will
be staffed through the Yale School of
Medicine Department of Psychiatry.
There will also be statewide provider
trainings including training of primary
care pediatric providers.

Figure 2: (Continued)

The details of these recommendations can be found on the MMCC
website, www.cga.ct.gov/ph/medicaid.
They have been incorporated into
several ongoing state initiatives that
address early childhood issues as

well as women’s health. The Governor’s Early Care and Education Cabinet has included maternal depression
detection and treatment in its plan
for infants and toddlers (First Words,
First Steps).65 DPH and DSS are
also implementing recommendations
through the activities listed above.
There should be a triage line in effect
by fall 2008, and expansion of Medicaid coverage for pregnant and postpartum women should enhance their
access to behavioral health services.
Pregnancy Workgroup:
In continuation of the work surrounding women’s health, which the MMCC
started, Senator Harp charged a
newly formed pregnancy workgroup
with the task of identifying maternal
characteristics associated with poor
birth and child outcomes. Using the
Results-Based Accountability method
for identifying programs, strategies,
and indicators of outcomes, the pregnancy workgroup focused on several
indicators that influence the course
of maternal well being, birth outcomes and infant development. Maternal depression was selected as an
indicator requiring a targeted intervention. Recommendations addressing maternal depression included:
the use of a validated tool to measure
maternal stress, screening for depression and domestic violence during
prenatal and pediatric visits, provider
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protection and promotion of women’s
health is one area of the council’s
focus, and the issue of maternal
depression is a priority. The MMCC
convened Connecticut’s first Women’s
Health Forum in 2007. With a focus
on the two-generational effect of maternal depression, experts gathered to
discuss various aspects of maternal
depression and its negative impact
on children. As a result of testimony
presented at this forum, a series of
recommendations were drafted and
submitted to the MMCC and approved in April 2007. They include:
• support of a provider consultation
phone line
• collaboration with the Connecticut Behavioral Health Partnership to develop provider training
modules and dissemination of
these modules using an academic
detailing training model such as
Educating Practices in the Community (EPIC)64
• reimbursement for the screening of maternal depression with
an expansion of service providers who may be eligible for such
service reimbursement.

Figure 2: (Continued)

trainings using the EPIC academic
detailing model, funding to FQHCs
to expand their behavioral health
services and reimbursement for the
screening and referral process. The
2nd Annual Women’s Health Forum
was convened in March 2008 and
addressed the issues of maternal
stress and depression, the twogenerational effect and the pregnancy
workgroup plan.
The Children’s Fund of Connecticut
(CFC) and the Child Health and Development Institute of Connecticut (CHDI):
CHDI, the operating arm of the CFC,
a public charitable foundation focused on developing comprehensive,
effective, community-based health
and mental health care systems for
children and their families, is funding four primary care pediatric sites
to address children’s mental health
issues by partnering with behavioral
health agencies. This collaboration
includes offering onsite short term
counseling and care coordination.
Two of the sites will extend their
work in 2008 to include screening
for maternal depression and linkage
of mothers to intervention services.
Fairhaven Community Health Center,
an FQHC in New Haven, will screen
mothers for depression during well
child visits and link them to the
behavioral health services located
onsite at the clinic. A clinic-based
18

care coordinator will track mothers’
receipt of services and ensure that
they follow through on appointments
in the behavioral health unit at the
clinic. In the Bridgeport Hospital
Primary Care Center, mothers will
complete a paper screen as part of
well child services. Intervention services for mothers who screen positive
will be provided by a combination
of onsite behavioral health services
and community-based adult mental
health services.

Based on the information presented in this paper,
including some of the recommendations put forth
by policy groups in Connecticut, the following
recommendations are made to promote policy
and programs that support maternal depression
screening and referral in pediatric practice. They
offer strategies for policy makers, advocates, and
pediatric providers committed to addressing maternal depression and its consequences for young
children.
1. Train pediatric providers and their clinical
support staff in formal screening for maternal
depression as part of well child services. Use the
Educating Practices in the Community (EPIC)
model to train pediatric and family medicine
practices in systematizing maternal depression
screening within their well child services.
2. Ensure Medicaid and private insurance reimbursement for maternal depression screening in
pediatric and other primary care settings. This
reimbursement should be in addition to reimbursement for the office visit.

3. Establish easy referral options for primary care
physicians who identify mothers showing signs
of depression, such as telephone and web-based
referral systems.
4. Reimburse primary care providers and those
providing prenatal and postpartum services for
care coordination activities associated with linking mothers to behavioral health services and for
following maternal/child dyads as they receive
mental health interventions.
5. Train behavioral health clinicians in strategies
related to intervening with mothers who show
signs of depression to increase the availability of
behavioral health services for mothers who suffer
from depression.
6. Reimburse behavioral health providers for maternal/infant interventions based on risk to the
infant, without a formal diagnosis for the child.
7. Develop a statewide data system to monitor
rates of maternal depression and receipt of
intervention services to track the state’s progress
in identifying and treating mothers who suffer
from depression.

IMPACT

RECOMMENDATIONS TO
Improve the capacity
of Connecticut’s
pediatric primary care
providers to identify
and refer mothers
who suffer from
depression

Studies of maternal depression screening in pediatric practice suggest
that it is feasible and yields a significant number of mothers who
require intervention, and that intervention is effective in ensuring
positive child outcomes.

CONCLUSION
Regardless of the etiology, postpartum depression results in impaired maternal functioning and
can have profound and long term effects on the
development and well-being of children. Although
the operational definition of postpartum depression varies widely, maternal depression needs to be
identified as early as possible and treated in order
to prevent the associated effects on young children.
Because of the frequency of contact mothers and
children have with the primary pediatric provider,
the pediatric setting is a likely venue for a maternal
depression screening intervention.
Studies reveal that screening for maternal depression in the primary pediatric office is an effective
strategy for identifying mothers who are depressed.
Studies also demonstrate that the time required to
deliver this service is minimal and that screening
for maternal depression by pediatricians is viewed
positively by mothers.
In order for the screening of maternal depression to
become an integrated part of the pediatric practice,
policy regarding reimbursement, legal, ethical and
data sharing issues must be addressed. Providers
also must be educated about the screening process
and be assured of its efficacy. Models exist for
the successful integration of maternal depression
screening in the primary care pediatric setting,
which can be utilized as examples while
developing policies, procedures and protocols
to support a statewide program of addressing
maternal depression.
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Resources for learning more about maternal
depression
American Psychological Association:
http://www.apa.org
Depression.com:
http://www.depression.com/web_resources.html
National Institute of Mental Health:
www.nimh.nih.gov
National Mental Health Information Center:
http://mentalhealth.samhsa.gov
Postpartum Education for Parents:
http://www.sbpep.org
Postpartum Support International:
http://www.postpartum.net
The U.S. DHHS Office of Women’s Health:
www.4women.gov/owh
Links to screening tools:
Center for Epidemiologic Studies Depression Scale
(CES-D), NIMH
http://www.chcr.brown.edu/pcoc/cesdscale.pdf
Edinburgh Postnatal Depression Scale
http://www.fresno.ucsf.edu/pediatrics/downloads/
edinburghscale.pdf
Patient Health Questionnaire 2 (PHQ 2)
http://www.commonwealthfund.org/usr_doc/PHQ2.
pdf?section=4061
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