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Key Findings

Mental health problems and substance use and abuse are relatively common during pregnancy and
the postpartum period, especially among low-income women. Over a third of women on
Medicaid use tobacco during their pregnancy, and an estimated one in five women on Medicaid
suffer from depression in the postpartum period. Poor mental health and substance abuse prior to,
during, and following pregnancy have dire consequences for pregnancy success and subsequent
infant health. The HUSKY A program provides care for a significant number of women of
reproductive age, including pregnant women and new mothers. These low-income women are at
even greater risk than socially advantaged mothers for mental health problems and engaging in
substance abuse. Behavioral health care for expectant and new mothers is important for decreasing
risk of adverse birth outcomes and poor health in infants and young children.

Based on health care utilization in the year following birth, we estimated the treatment prevalence
of mental disorders and substance-related disorders among new mothers in HUSKY A and
described utilization of behavioral health services. In the absence of national data on behavioral
health during the postpartum year, findings for new mothers were compared with prevalence and
utilization of behavioral health services by women aged 16-39 who were enrolled in HUSKY A in
approximately the same time period. Results:

¢ Nearly one in five new mothers (19.4%) received behavioral health services in the
year after giving birth, a rate that is higher than the treatment rate for the
comparison group of all women 16 to 39 (18.0%):

o About 9 percent of new mothers received treatment for mood disorders,
including depression, a rate nearly equal to that for the comparison group,
but considerably less than prevalence estimates based on national data;

o Over 5 percent of new mothers received treatment for substance-related
disorders, a rate higher than that for the comparison group, but less than
prevalence estimates based on national data.

¢ The number of visits for treatment of substance-related disorders was
disproportionately high for new mothers who were more likely than women in the
comparison group to have been treated for these behavioral health problems.

o New mothers were less likely than women 16 to 39 to have had emergency care or
to have been hospitalized for treatment of mental disorders and substance-related
disorders.

The need for mental health services is high among the HUSKY A population; however, service
use may be considerably low in proportion to those needs. The preconception and
interconceptional periods represent opportunities for addressing the health needs of new mothers,
with particular attention to risks to maternal health and risks for adverse birth outcomes in
subsequent pregnancies. Comprehensive risk assessment and screening for maternal risk behaviors
and mental health during the interconceptional period can lead to identification of risk factors that
can be addressed prior to the next pregnancy.
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INTRODUCTION

Good mental health during pregnancy is important for women’s long-term health and the health of
their children. In recent years, however, mental health problems and substance abuse during
pregnancy have emerged as important and challenging public health problems. For many women,
especially low income women with Medicaid coverage, mental health problems and substance abuse
pre-date pregnancy either in the preconception period before a first pregnancy or in the
interconceptional period between pregnancies.'

National data from the 2004 Pregnancy Risk Assessment Monitoring System (PRAMS) show that
risk for mental health problems and substance abuse among women who are planning to or likely to
become pregnant vaties significantly by age, race/ethnicity, pregnancy intention, and insurance
status.” In the preconception period prior to birth, the prevalence of smoking was higher among
low-income respondents with Medicaid coverage than the rate for mothers with private insurance;
however, the rate for alcohol consumption was considerably lower (Table 1). Women with
Medicaid coverage were more likely than those with private insurance to report having experienced
particularly stressful events and to report having been physically hurt by a husband or partner during
the 12 months before giving birth. In the interconceptional period, respondent-mothers with
Medicaid coverage at the time they gave birth were far more likely than privately insured mothers to
report feeling down, depressed or hopeless since giving birth. They were less likely to report having
had social support and help since the birth of a new baby. These mothers were also more likely to
smoke.

Table 1. Prevalence of Maternal Risk Factors for Mental Disorders and Substance Abuse:
National data from the Pregnancy Risk Assessment Monitoring System (PRAMS), 2004

Prepregnancy insurance status

Private Medicaid Other
% (xcn) % (xc1) % (xcn
Before pregnancy:
Tobacco use 17.3 (0.8) 36.0 (2.3) 30.3 (1.3)
Alcohol use 57.1 (1.0) 37.7 (2.3) 40.9 (1.4)
Physical abuse 1.8 (0.2) 8.0 (1.3) 5.6 (0.6)
Stress 11.1 (0.6) 33.8 (2.2) 27.4 (1.3)

Insurance status at delivery

Private Medicaid Other
% (xCl) % (xC1) % (*xCl)
After pregnancy:
Tobacco use 10.9 (0.7) 26.8 (1.1) 16.6 (2.4)
Depression 10.2 (0.8) 22.5 (1.4) 17.0 (3.0)
Had social support 91.1 (1.8) 79.7 (2.9) 79.5 (5.8)

Source: D’Angelo D etal. Preconception and interconception health status of women who recently gave birth to a
live-born infant—Pregnancy Risk Assessment Monitoring System (PRAMS), United States, 26 reporting areas, 2004.
Morbidity and Mortality Weekly Report, 2007; 56(SS-10): 1-35.

Drug, tobacco, and alcohol abuse and dependency during pregnancy are also significant public
health problems. National data show that approximately 9 to 12 percent of pregnant women report
current alcohol use, with one to 3 percent reporting binge drinking and one percent reporting heavy
drinking.>* Data from the 2007 National Survey on Drug Use and Health NSDUH) show that
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about 5 percent of pregnant women used illicit drugs—including non-medical use of prescription
drugs—in the month prior to the survey.” One in eight pregnant women (16.4%) reported using
cigarettes in the past month.

The sequelae of poor maternal mental health and high-risk behaviors during pregnancy are dire and
affect entire families. The consequences vary by type of mental health problems or high-risk
behavior and by severity. For example:

e Postpartum depression is associated with disruption in maternal relationships, social
interaction, and employment status,” and has been reported to impair maternal-child
attachment " and infant emotional and cognitive development.”

e Addiction to drugs and alcohol during the prenatal period is associated with increased
obstetric and medical complications such as placental abruption, gestational diabetes,
placental insufficiency, eclampsia, premature labor and rupture of membranes, and
postpartum hemorrhage.’

e Children exposed to narcotic substances and tobacco during pregnancy are more likely to be
born preterm and at low birthweight, placing them at risk for a host of adverse outcomes,
including birth defects, restricted growth and/or decteased head circumference, poor motor
skills, and other neurological problems."

e DPrenatal alcohol exposure believed to be the primary cause of mental retardation and a
leading cause of preventable birth defects in children."

Identifying women in need of mental and behavioral health care services during pregnancy and the
interconceptional period prior to the next pregnancy can reduce the consequences associated with
mental and behavioral health problems for them, for their children, and for their families. For
example, studies have shown that screening and brief intervention for alcohol problems during the
interconceptional period can reduce long-term alcohol-related consequences.'” "

Ensuring pregnant women have access to mental and behavioral health services throughout
reproductive age is also important for treating chronic and situational mental health disorders and
for preventing relapse of risk behaviors. Early identification and treatment for maternal depression is
critically important for maternal health, as well as child health and development."* Women who quit
smoking during pregnancy often resume smoking postpartum in the absence of appropriate
treatment.” There is also evidence that women resume drug misuse and abuse in the postpartum
period,'® presenting an important opportunity for intervention between pregnancies.

In Connecticut, the HUSKY Program covers care during pregnancy for low-income women,
including maternity services and other needed care.'” During the study period 2005-06, maternity
care, primary care, inpatient care, prescription services, and ancillary services such as transportation
were delivered in a managed care system. Prior to 2006, behavioral health services were also
provided by managed care plans. Beginning January 1, 2006, behavioral health services in
Connecticut were carved out from HUSKY’s managed care program. Value Options provides
behavioral health services and care coordination under a non-risk based contract that is administered
by Connecticut’s Behavioral Health Partnership (CT BHP), an inter-agency partnership between the
Department of Social Services (DSS) and the Department of Children and Families (DCF).
Children, parents/caretaker relatives, and pregnant women entolled in HUSKY, as well as children
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under the care or custody of DCF, receive mental health and substance abuse services from the CT
BHP. Behavioral health providers are reimbursed fee-for-service by DSS.

PURPOSE

This study examines patterns in behavioral health care for new mothers who were enrolled in
HUSKY A for the postpartum year. This report is the third in a series on maternal health in the
HUSKY Program, issued by Connecticut Voices for Children." The purpose of the study is:

e To describe the treatment prevalence of behavioral health disorders among new mothers:

e To describe behavioral health care utilization by new mothers.

METHODS

For this study, we used a retrospective cohort design. Birth and Medicaid managed care data were
linked to identify mothers with HUSKY A coverage at the time they gave birth. Managed care
encounter records and fee-for-service claims were then searched for behavioral health care services
received during the year after giving birth. The leading diagnoses for which women received care
were described and compared to the distribution of diagnoses for all women enrolled in HUSKY A
during approximately the same period. Behavioral health care utilization rates for new mothers were
compared to rates for all women 16 to 39 enrolled in HUSKY A during approximately the same
period.

Data

For the purpose of linking birth and HUSKY Program records, the 2005 birth data file was obtained
from the Connecticut Department of Public Health with the approval of the agency’s Human
Investigations Committee. The birth data file contains identifying information for every mother who
gave birth and data on maternal health, prenatal care, and birth outcomes.

For ongoing performance monitoring, 2005 and 2006 HUSKY Program enrollment and encounter
data were obtained from the Connecticut Department of Social Services. Enrollment records
contain identifying information and sociodemographic descriptors for each HUSKY Program
enrollee. Encounter data for behavioral health services provided in 2005 were obtained from the
Department as part of the managed care database. Claims data for behavioral health services for
new mothers in 2006 were obtained from the Department. Behavioral health care encounter
records and claims include information about each health care encounter, including patient
identifiers, diagnostic codes, and procedure codes for the care rendered.

Study Sample

A three-way linkage of birth and HUSKY Program data was conducted to identify the study
population. First, birth certificates and Medicaid managed care enrollment records were linked to
identify mothers who gave birth in 2005 while enrolled in HUSKY A."” Behavioral health care
encounter records and claims for each mother were linked to the birth-HUSKY A record, using
Medicaid identification number to link the records.
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We then identified the study sample of “new mothers,” that is, those women who gave birth in 2005
and were continuously enrolled for 12 months following delivery. Prevalence estimates and
utilization rates were compared to findings for women of reproductive age (16 to 39 years) who
were continuously enrolled in HUSKY A during calendar year 2005, roughly the same period as new
mothers.”

We searched the encounter and claims databases for records corresponding to any health services
for a primary diagnosis of mental disorder received during the postpartum year.”’ A woman was
counted as having a mental disorder and behavioral health services if she had a health care
encounter with a behavioral health diagnosis (ICD-9-CM code 291-316 for mental disorders, not
including dementia (290) or mental retardation (317-319)). Diagnoses were reported by the
following diagnostic groupings: adjustment disorders (309), anxiety disorders (300, 308, 313),
attention deficit/conduct/disruptive behavior disorders (312, 314), delirium/dementia/
amnestic/other cognitive disorders (293, 294, 310), developmental disorders (315), disorders usually
diagnosed in infancy/childhood/adolescence (299, 307), mood disorders (296, 311), personality
disorders (301), schizophrenia and other psychotic disorders (295, 297, 298), substance-related
disorders (291, 292, 303, 304, 305), and miscellaneous mental disorders (302, 306, 316). We did not
include prescriptions for psychotherapeutic medications as part of our definition of service use.

Analytic Approach

For this descriptive study of the prevalence of mental disorders and utilization of behavioral health
services by new mothers in HUSKY A, we calculated simple rates and distributions overall and for
subgroups of interest. For comparisons between subgroups, we calculated the relative risk (rate
ratio) of having had care for mental disorders and substance abuse; differences that occur with
p<0.01 are reported as significant and shown with the 95% confidence interval (CI).

Treatment prevalence estimates and utilization rates were determined by selected sociodemographic
and pregnancy-related characteristics that might have affected behavioral health care use:

e Maternal individual factors: Maternal age (<15, 15-19, 20-24, 25-29, 30-34, 35-39, 40 and
over), race/ethnicity (non-Hispanic White, non-Hispanic Black, other non-Hispanic groups;
Hispanic);

e Prenatal care utilization: When prenatal care began (first trimester, second or third
trimester; no prenatal care), adequacy of prenatal care (adequate or intensive, intermediate,
inadequate);

e Birth outcomes: Preterm delivery (< 37 weeks), low birthweight (< 2,500 grams).

Behavioral health care was described in terms of the average number of behavioral health care visits
per diagnosis type made by new mothers in the year postpartum. We characterized new mothers’ use
of behavioral health services by type of service (e.g., emergency care). The measures were compared
to utilization patterns for all women of reproductive age who were enrolled in approximately the
same time period.
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Methodological Limitations

Our study has several methodological limitations that could affect the interpretation of results. First,
the study is based on secondary analysis of administrative data for the HUSKY Program. The
validity and reliability of the data were not independently assessed for this study. Second, prevalence
estimates are based on primary diagnoses associated health care utilization, that is, services received
by women who actually obtained care. We were unable to assess the extent to which new mothers
needed care but did not get it.  We also did not analyze pharmacy data for use of psychotropic
medications. Third, we could not assess the severity of the conditions or co-morbidities for which
care was received, nor could we assess the quality of services. Nevertheless, these results provide a
basis for comparison with data for national data and assessment of the extent to which the program
meets the needs of new mothers for behavioral health services.

RESULTS
Enrollment

In 2005, 11,007 babies were born to 10,835 mothers who were enrolled in HUSKY A when they
gave birth. Just two out of three new mothers (63.2% or 6,851) were enrolled for the entire twelve
months following the birth.” New mothers who were and were not enrolled for one year post-
delivery were similatly distributed across age and racial/ethnic groups (data not shown). Prenatal
care initiation and adequacy were also comparable, as were birth outcomes (low birth weight and
preterm birth rates) (data not shown).

In 2005, there were 90,801 women aged 16 to 39 who were enrolled for one month or more in
HUSKY A. Fewer than two out of three (58.4% or 52,999) were continuously enrolled for the
entire calendar year. Prevalence estimates and service utilization for new mothers were compared to
these women of reproductive age who were continuously enrolled for roughly the same one-year
period.

Estimated Treatment Prevalence of Mental Disorders
In the year following the birth, 19.4% of new mothers had treatment for one or more mental

disorders (Table 2).”  The rate for new mothers was higher than the rate for all women in HUSKY
A (18.0%) in approximately the same time period (RR=1.08, 95% CI: 1.03 - 1.14).

Table 2. Behavioral Health Care Utilization: New mothers and women in HUSKY A

Any behavioral health care

Total N %
New mothers® 6,851 1,329 19.4%
Women 16 to 39° 52,999 9,517 18.0%

2 Women who gave birth in 2005 and were continuously enrolled in HUSKY A for the following 12 months.

b Women 16 to 39 who were continuously enrolled in HUSKY A in CY 2005.

Source: Analysis of HUSKY A enrollment and encounter data obtained from the Connecticut Department of Social
Services and the Connecticut Behavioral Health Partnership linked with birth data from the Connecticut Department of
Public Health.
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Behavioral health care rates by maternal sociodemographic and pregnancy-related characteristics are
shown in Table 3. Several characteristics were associated with increased likelihood of having had
behavioral health services in the postpartum year:

e Maternal sociodemographic factors. Older new mothers (aged 35 and older) were more
likely than younger new mothers to have had behavioral health care (26.8% vs. 18.8% <35
years; RR = 1.42, 95% CI: 1.21 - 1.66). New mothers who were White were far more likely
than non-White mothers to have had behavioral health care services (27.4% vs. 15.4% non-
White; RR = 1.78, 95% CI: 1.62 - 1.90).

e Prenatal care utilization. New mothers who had early prenatal care were no more or less
likely to have had behavioral health care than new mothers who had late or no prenatal care
(19.6% vs. 19.0% who began care in the second or third trimester; RR=1.03, 95% CI: 0.92 -
1.16). Rates of behavioral health care use among new mothers did not differ by adequacy of
prenatal care.

e Birth outcomes. New mothers who gave birth preterm were more likely to have
behavioral health care than new mothers who delivered full-term (24.9% vs. 18.7% full-term;
RR = 1.33, 95% CI: 1.16 - 1.53). Similarly, new mothers who gave birth to low birthweight
babies were more likely to use behavioral health care than new mothers who delivered
normal weight babies (24.4% vs. 18.9% low birthweight; RR = 1.29, 95% CI: 1.13 - 1.48).

Overall, about 9 percent of new mothers received treatment for mood disorders, over 5 percent
received treatment for substance-related disorders, and about 5 percent received treatment for
anxiety disorders or adjustment disorders.”* The percentage of new mothers treated for substance-
related disorders (5.5%) was higher than the percentage of women 16 to 39 who were treated (3.9%)
(RR=1.29; 95% CI: 1.17,1.42). The percentage of new mothers who were treated for anxiety
disorders (4.9%) was lower than the percentage of women 16 to 39 who received care (4.2%)
(RR=1.14; 95% CI: 1.02, 1.27). Treatment rates for mood disorders and for anxiety were essentially
the same.

For those with any behavioral health services, the numbers with treatment and the distribution
across diagnostic groups for new mothers and women in the comparison group are shown in Table
4 and Figure 1. The new mothers who had care (n=1,329) were treated for 1,743 primary diagnoses
(average 1.3 conditions per woman with any behavioral health care). Like with new mothers, the
most prevalent conditions for women 16 to 39 were mood disorders, substance-related disorders,
anxiety disorders, and adjustment disorders. Among those with any care, proportionately more new
mothers were treated for substance-related disorders (RR=1.32; 95% CI: 1.20-1.46); fewer were
treated for anxiety disorders (RR=0.86; 95% CI: 0.78-0.95). On average, new mothers and women
16 to 39 in HUSKY A were treated for 1.3 conditions per woman with any behavioral health care,
an estimate of co-morbidity.
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Figure 1. Distribution of Behavioral Health Disorders For Which
New Mothers in HUSKY A Received Care
Other disorders Adjustment

6.0% disorders
18.9%

Substance-related
disorders
21.5%

Anxiety disorders
19.4%

Mood disorders
34.2%

Note: 1,329 new mothers received care for 1,743 primary diagnoses (average 1.3) while enrolled in HUSKY A for one year after
giving birth.

Figure 2. Distribution of Behavior Health Disorders For Which
Women 16-39 in HUSKY A Received Care

Adjustment
disorders
17.4%

Other disorders
10.1%

Substance-related
disorders
16.2%

Anxiety disorders
Mood disorders 22.6%

33.6%

Note: 9,517 women 16-39 received care for 12,820 primary diagnoses (average 1.3) while enrolled in HUSKY A in 2005.

Behavioral Health Service Volume

New mothers who received any behavioral health care services in the twelve months after giving
birth had a total of 15,307 visits for care with a primary diagnosis of mental disorder or substance-
related disorder. The average number of visits was 11.5; however, the average number of visits
varied considerably, depending on diagnosis (from 1 for a diagnosis of personality disorder, up to
7.3 visits per new mother for treatment of mood disorders and 19.1 visits for treatment of
substance-related disorders). The number of visits for treatment of substance-related disorders was
disproportionately high, compared with other diagnoses for which new mothers received care
(Figure 3).
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Figure 3. Distribution of New Mothers and
Behavioral Health Visits by Diagnostic Group
19% 13%
9% B Adjustment disorders
19% O Anxiety disorders
28% O Mood disorders
0 Substance-related disorders
34% 0O Other disorders
47%
22%
6% 20/
new mothers \isits

The services associated with primary diagnoses of mental disorders and substance-related disorders
are show in Table 5. In the year following the birth, 64.9% of new mothers who had any behavioral
health services had psychiatric therapeutic services, including diagnostic or evaluative interviews, and
individual or group psychotherapy. The rate was nearly the same as that for women 16 to 39,
although the average number of services for new mothers (7.6) was less than that for the
comparison group (9.0). A larger proportion of new mothers had hospital psychiatric services
(8.4%, compared with 7.2% of women 16-39) and more services on average (6.1 v. 3.3 per woman
with any hospital psychiatric services). Proportionately fewer new mothers had emergency care
(RR=0.79; 95% CI: 0.68-0.92) or hospital admissions (RR=0.69; 95% CI: 0.52- 0.93) for treatment
of mental or substance-related disorders. One in four new mothers appears to have been treated by
primary care providers for mental and substance-related disorders.

DISCUSSION

The results of this study show that one in five new mothers in HUSKY A (19.4%) had behavioral
health services during the postpartum year, including about 9 percent treated for mood disorders
and over 5 percent treated for substance-related disorders. The only national data on postpartum
mental health available for comparison suggest that a higher percentage of new mothers in HUSKY
A may have needed care but did not get it. Data from 2004 PRAMS survey show that over 22
percent of new mothers with Medicaid reported symptoms of depression, let alone other conditions
for which professional help may have been warranted.”> Population data from the 2005-2006
National Health and Nutrition Examination Survey show that females, non-Hispanic black persons,
and poor people have the highest rates of depression and that just 29 percent of all people with
moderate to severe symptoms of depression received care from a mental health professional in the
previous year.”* In a study by Kelly et al. (2001), the authors reported that 26 percent of women
receiving prenatal care at a university clinic screened positive for a psychiatric disorder, but only 18
percent had treatment for a psychiatric condition written in their chart.”” It is likely that utilization
paled in comparison to the overall burden of mental health and behavioral health problems
experienced by new mothers in HUSKY A.
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Our findings showing an association between the likelihood of treatment and maternal age or
race/ethnicity are consistent with the literature on mental health service utilization. We found that
older mothers and White mothers were more likely than their counterparts to have had behavioral
health services. These findings are consistent with the results of a study of mental health services
utilization by Medicaid-eligible low income mothers in Philadelphia, showing that women who
received any care during pregnancy or the postpartum period were more likely to be older and
White.” In another study of mental health services, Temkin-Greener & Clark (1998) reported that
Medicaid-insured White women in New York’s Monroe County used more outpatient mental health
services than African-American or Hispanic women.” One possible explanation for higher
utilization among older women might be a history of problems and/or treatment that predate the
pregnancy. Differences in access to care and utilization associated with race/ethnicity may be
pervasive throughout the HUSKY Program. In 2005, we reported that White persons (males and
females aged 5 and over) were more likely to have had treatment with diagnosis of mental or
substance-related disorders (18.1% of Whites v. 12.9% of Hispanics, 10.6% of African Americans,
and 4.1% of persons in other racial/ethnic groups).”

We also found an association between treatment for mental disorders and adverse birth outcomes.
Mothers who had behavioral health services were more likely to have had preterm and/or low birth
weight babies. In a study by Kelly et al. (2002), maternal psychiatric and substance use were
reported to be independent predictors of low birthweight and preterm birth.”'

Several findings are encouraging. First, the percentage of new mothers with any behavioral health
care is greater than that for all women of reproductive age who were enrolled in HUSKY A at about
the same time period. Given the initial screening and ongoing contact with health care providers
that characterize prenatal care, identification of women with mental disorders and substance-related
problems may have resulted in higher referral and treatment rates during pregnancy and afterwards.
In addition, the Connecticut Behavioral Health Partnership may have improved access to services
for women treated after services were carved-out from managed care; this hypothesis warrants
further investigation. Second, the emergency care and hospitalization rates for new mothers are
significantly lower that the rates for women 16 to 39. This finding cannot be explained by utilization
of outpatient services (office visits, clinic visits, hospital psychiatric services) that was about the same
for new mothers as for women 16 to 39. This finding warrants further investigation.

In addition to the findings we have reported, we also determined that the birth certificate is not a
good source of data about the prevalence of mental disorders. Connecticut’s birth certificate has a
checklist for medical risk factors such as anemia, cardiac disease, diabetes, and hypertension. Two
decades ago, an expert panel assembled by the National Center for Health Statistics recommended
replacement of an open-ended reporting system with checkboxes intended to ensure reporting of
common conditions.”” However, none of the listed risk factors pertain to mental health, so birth
attendants who report a mental disorder must write in the diagnosis. In 2005, just 55 new mothers
in HUSKY A (less than 1.0%) had a written diagnosis of depression.”

Improving Behavioral Health Services for New Mothers
For many years, policy makers have invested in increasing access to and enhancing prenatal care,
especially for women at risk for adverse birth outcomes. These efforts have included expansion of

Medicaid eligibility in order to reduce or eliminate financial barriers to obtaining care. In
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Connecticut, these policies have resulted in Medicaid coverage for an increasing proportion of all
births. However, the literature shows that prenatal care alone will not prevent poor birth outcomes
or ensure healthy infants. Additional steps to improve care for women before pregnancy, beginning
in adolescence, and between pregnancies may help to address the antecedents of poor maternal
health and adverse birth outcomes. “Internatal care,” as proposed by Lu et al,” is comprehensive
health care and support services, beginning with the birth of a baby, delivered at regularly scheduled
intervals until the next pregnancy. This pattern of care may be more effective than current practice
for addressing known health risks and promoting maternal health for all women and especially for
high-risk women. However, the literature on preconception health with respect to psychiatric
conditions and use of alcohol, tobacco, and illicit drugs, recommend that risk assessment and
treatment for mental/behavioral health be part of women’s health care in general prior to
pregnancy, during pregnancy, and during the interconceptional period.”> Comprehensive risk
assessment and screening can lead to identification of risk factors for poor postpartum health
outcomes, such as substance abuse and dependence, that when unaddressed can affect both
maternal and infant health.

Expanding eligibility may lead to improved access to behavioral health services for new mothers and
all others in the HUSKY Program. Recent changes to the HUSKY program include:

e Medicaid eligibility was expanded to cover parents in families with income up to 185 percent
of the federal poverty level, effective July 1, 2007. This change means that more mothers will
qualify for ongoing coverage before and after giving birth.

e Medicaid eligibility was expanded to pregnant women with family income up to 250 percent
of the federal poverty level (was 185% FPL), effective January 1, 2008. This change means
that more pregnant women at slightly higher income levels will receive coverage during
pregnancy and the immediate postpartum period.

These eligibility changes, coupled with major changes in the way behavioral health services are
delivered and reimbursed, will undoubtedly have an impact on access to behavioral health care for
all HUSKY program enrollees, including new mothers. A legislative proposal for expanding
Medicaid to include reimbursement for perinatal screening for depression was under discussion in
the current legislative session, but did not get out of committee for consideration by the full
legislature.

CONCLUSIONS

e Nearly one in five new mothers (19.4%) received behavioral health services in the year
after giving birth, a rate that is higher than the treatment rate for all women (18.0%):

o About 9 percent of new mothers received treatment for mood disorders,
including depression, a rate nearly equal to that for the comparison group of
women 16 to 39;

o Over 5 percent of new mothers received treatment for substance-related
disorders, a rate higher than that for the comparison group.

o \Visits for treatment of substance-related disorders were disproportionately high for
new mothers who were more likely than women 16 to 39 to have been treated for
these behavioral health problems.
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o New mothers were less likely than women 16-39 to have had emergency care or
hospitalization for treatment of mental disorders and substance-related disorders.

SOURCE OF FUNDING

Connecticut Voices for Children is a non-profit organization that conducts research and policy analysis on
children’s issues. This report on behavioral health care by mothers and women of reproductive age was
prepared under a contract between the Connecticut Department of Social Services and the Hartford
Foundation for Public Giving, with a grant from the Hartford Foundation to Connecticut Voices.
Connecticut Voices for Children contracts with MAXIMUS, Inc. for data management and data analysis. This
report was prepared by Mary Alice Lee, Ph.D., Karen M. Sautter, M.P.H., and Amanda Learned, B.A. This
publication does not express the views of the Department or the State of Connecticut. The views and
opinions expressed are those of the authors. This report and eatlier reports are available online at
ctkidslink.org.
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Table 3. Maternal Behavioral Health Care Utilization by Sociodemographic and Pregnancy-
Related Characteristics

New Mothers

Had Behavioral Health

Total Services in Postpartum Year
N n %
New mothers?® 6,851 1,329 19.4%
Maternal characteristics
Race/ethnicity
Black Non-Hispanic 1,753 242 13.8%
Hispanic 2,556 430 16.8%
Other Non-Hispanic 249 29 11.6%
White Non-Hispanic 2,293 628 27.4%
Age
Under 15 17 6 35.3%
15-19 1,332 238 17.9%
20-24 2,521 453 18.0%
25-29 1,582 314 19.8%
30-34 921 190 20.6%
35-39 389 105 27.0%
40 And Over 89 23 25.8%
Prenatal care
Prenatal care timing
First trimester 5,231 1,025 19.6%
Second trimester 1,388 255 18.4%
Third trimester 152 37 24.3%
None 25 4 16.0%
Prenatal care adequacy
Adequate or better 4,958 950 19.2%
Intermediate 950 185 19.5%
Inadequate 850 175 20.6%
Birth Outcomes:
Gestational age
Preterm (< 37 weeks) 714 178 24.9%
Normal (>= 37 weeks) 6,100 1,142 18.7%
Birthweight
Normal (>= 2500 gms) 6,237 1,178 18.9%
Low (<2500 gms) 611 150 24.5%
Very low (<1500 gms) 118 28 23.7%

@ Women who gave birth in CY 2005 and were continuously enrolled for 12 months post-delivery.

Source: Analysis of birth data from the Connecticut Department of Public Health linked with
HUSKY A enrollment and encounter data obtained from the Connecticut Department of Social
Services and the Connecticut Behavioral Health Partnership.
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Table 4. Behavioral Health Disorders for Which New Mothers and Women in HUSKY A Received Care

New Mothers

Women 16-39

n=1,329 (19.4%)

n=9,517 (18.0%)

Diagnoses® % with care diagnoses % with care
Adjustment disorders 329 18.9% 2,235 17.4%
Anxiety disorders 339 19.4% 2,900 22.6%
Attention-deficit/conduct/disruptive behavior disorders 39 2.2% 490 3.8%
Delirium/dementia/amnestic/other cognitive disorders 3 0.2% 71 0.6%
Developmental disorders 0 0.0% 7 0.1%
Disorders usually diagnosed in infancy/childhood/adolescence 38 2.2% 412 3.2%
Miscellaneous mental disorders 6 0.3% 54 0.4%
Mood disorders 596 34.2% 4,309 33.6%
Personality disorders 1 0.1% 52 0.4%
Schizophrenia and other psychotic disorders 17 1.0% 207 1.6%
Substance-related disorders 375 21.5% 2,083 16.2%
Total primary diagnoses 1,743 12,820

“ Number of women treated for diagnosis; women may have been treated for more than one primary diagnosis.
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Table 5. Behavioral Health Services Received by New Mothers and Women in HUSKY A

New Mothers Women 16-39
n=1,329 (19.4% with care) n=9,517 (18.0% with care)
Percent Services® Percent Services®
Mothers with care Services per mother Women with care Services per woman
Provider services
Evaluation and management (99201-99215) 328 24.7% 483 1.5 2,643 27.8% 4,239 1.6
Preventive medicine services (99381-99396) 2 0.2% 2 1.0 44 0.5% 44 1.0
Psychiatric therapeutic procedures (90801-90899) 862 64.9% 6,529 7.6 6,213 65.3% 55,692 9.0
Hospital and clinic services
Clinic visits (510-515; excl. 512) 14 1.1% 19 1.4 77 0.8% 112 1.5
Hospital psychiatric services (9)00-919)b 111 8.4% 682 6.1 687 7.2% 2,295 3.3
Emergency or urgent care (450-456) 166 12.5% 203 1.2 1,497 15.7% 1,972 1.3
Hospital admissions (100-154) 46 3.5% 63 1.4 475 5.0% 714 1.5

@ Does not include other services such as lab tests, drug screens, x-ray, transportation, or ambulance charges.

b Hospital services include individual and group therapy, family therapy, partial hospitalization, rehabilitation services, and other psychiatric services provided in
the hospital setting.
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