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Depression during pregnancy and the postpartum period:
State-level screening policies are the first step

Perinatal depression is one of the most common complications of pregnancy. While estimated
rates of perinatal depression vary depending on how depression is measured and the population
studied, federal researchers have estimated that between 8.5 and 11 percent experience
depression during pregnancy and between 6.5 percent and 13 percent experience depression
during the first year postpartum.! Diagnosed rates of depression alone have increased seven-fold
between 2000 and 2015.2
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Untreated depression during pregnancy is

one of the greatest risk factors for both S
postpartum and chronic depression.*® Further, perinatal depression can increase the risk of other
pregnancy complications, including suicide, and can create a financial burden on individuals,

their families, and society.®

Rates of perinatal depression by population

According to 2017-2020 PRAMS responses, baseline rates and increases in perinatal depression
vary by population. In 2017, around 28 percent of Black, American Indian, and Alaskan Native
postpartum individuals reported experiencing perinatal depression — far higher than the 21.5
percent of white individuals in 2017. In 2020, the first year of the COVID-19 pandemic,
perinatal depression rates among American Indian and Alaskan Native populations increased
seven percentage points to 35 percent (Figure 2).

Rates of perinatal depression are also substantially greater in younger individuals, with the
greatest baseline rates seen in women under 25, ranging from 29 percent among 20-24-year-olds



Figure 2. Perinatal depression is more common in younger,
Black, and American Indian/Alaskan Native people
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to 39 percent among mothers
17 and younger in 2017.
Women under 25 also saw the
greatest increases in rates of
perinatal depression through
early in the pandemic, with
2020 rates ranging from 35 to
44 percent (Figure 2).

Averaging data from 2017-
2020, rates of perinatal
depression vary by geography
(Figure 3). Rates are highest
in the South, upper Midwest,
and Appalachian regions, with
the highest rates seen in
Arkansas and Mississippi
(both around 34 percent), and
the lowest rates seen in New

Jersey (18 percent) and Colorado (19 percent). Notably, this data excludes the two biggest states:
California, who did not administer the survey during these years, and Texas, who did not meet
the response threshold for reporting.

Figure 3. Higher rates of perinatal depression are concentrated in the South, upper
Midwest, and Appalachian regions

Notes: Map displays rates of perinatal depression
averaged from 2017-2020. Grey states are missing data.
Source: CDC PRAMS, 2017-2020
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Policies that address perinatal depression

Cox et al.’s “Perinatal Depression Treatment Cascade” describes the gaps in diagnosis, initiation
of treatment, adequacy of treatment, and treatment response among women with perinatal
depression.” Each of these inflection points are opportunities for policy or programmatic
intervention to increase rates of diagnosis and treatment, and ultimately reduce the number of
women with untreated depression during and after pregnancy.

Despite the increases in rates of perinatal depression, over the past decade several associations
and government agencies have issued recommendations for states to enact screening and
treatment policies, for insurers to cover depression screening and treatment, and for clinicians to
adopt new guidelines. As these groups issued recommendations, more states adopted screening
policies (Figure 4). According to data from The Commonwealth Fund, around half of states (28
states) had already implemented screening policies by 2010, including recommendations or
requirements for clinicians to screen patients during prenatal, postpartum, or well-child visits.® In
2012, the American Academy of Pediatrics recommended that clinicians screen for depression
during well-child visits, and states slowly began adopting policies requiring insurers to cover
screening during one or more well-child visits.® In 2016, the US Preventive Services Task Force
issued guidance recommending screening for postpartum depression, and at the same time, the
Centers for Medicare and Medicaid Services (CMS) clarified its guidance allowing states to
reimburse for postpartum depression screening during well-child visits.*®'! Within the following
three years, 12 additional states implemented policies recommending, requiring, or reimbursing
for postpartum depression screenings.

Figure 4. More states started screening after recommendations from the US Preventive
Services Task Force and guidance from CMS
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Although states were quick to respond to updated screening guidance, states largely focused on
postpartum depression screenings rather than screenings during prenatal visits. By 2020, only 12
states recommended screening during prenatal visits, while all but five states recommended
screening during the postpartum period. Most recommend or require screening during well-child
visits only — not during the comprehensive postpartum visit endorsed by the American College of
Obstetrics and Gynecologists (ACOG) (Figure 5). Although ACOG has been recommending
screening during pregnancy as well as the postpartum period since 2015, states have been more
responsive to the Medicaid allowances for screening during well-child visits.*?

Figure 5. Most states only recommend or require screening during the postpartum period
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Averaging self-reported rates from 2017-2020, states that enacted screening policies by 2020
have lower rates of perinatal depression (Figure 6). States with screening policies during
pregnancy and postpartum have an average rate of around 24 percent, states with screening
policies only postpartum have a rate of around 25 percent, and the five states without screening
policies have a higher average rate of 27.5 percent. While these differences demonstrate an
association, rather than causation — that is, screening policies do not necessarily lead to lower
rates of perinatal depression — the states without policies and higher rates may benefit from
increased screening as the first step in identifying and treating perinatal women with depression.
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states with a screening policy during pregnancy responded that they were asked about depression
during a prenatal visit. Although a slightly smaller share of women in states with only
postpartum screening policies responded that they were asked about depression during
pregnancy, self-reported screening rates still appear to be high. The share of women who
responded that they were asked about postpartum depression is even higher, reaching over 90
percent in states that have screening policies during pregnancy and postpartum.

Figure 7. Women were asked about depression during postpartum visits more often than
during prenatal visits
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Although PRAMS respondents largely reported that providers asked about depression, providers
may not be using an evidence-based screening tool like the Edinburgh Postnatal Depression
Scale and the Patient Health Questionnaire-9.2 Further, screening for depression alone only has
a marginal effect on the risk of continued depression during and after pregnancy.*® Screening
combined with treatment is needed to reduce rates of untreated perinatal depression,
demonstrated by ACOG’s 2015 recommendation for screening and follow-up treatment.!2
Treatment rates vary by population studied, but researchers have estimated that only 13.6 percent
of women with depression during pregnancy and 15.8 percent of women with postpartum
depression are treated.’

Only 12 states have implemented policies related to treatment of perinatal depression as of 2020

(Figure 8).812 States have appeared to respond more strongly not to the recommendations issued

by ACOG or the US Preventive Service Task Force, which both recommended screening and

treatment during
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77 percent of Medicaid costs, depending on the state.** When the federal government shoulders
most of the screening costs, coupled with the already low cost of screening, states are more
inclined to adopt policies to improve the mental health of new mothers.

Medicaid coverage as a policy solution

Enacting state-level screening and treatment policies is only marginally associated with lower
rates of depression and a higher likelihood of being asked by a provider about depression. Other
mechanisms combined with state-level screening and treatment policies may more effectively
reduce rates of untreated perinatal depression. Medicaid covered about 42 percent of all
deliveries and 35 percent of children in 2020.1%6 Pregnant women under an income threshold
are categorically eligible for Medicaid coverage, and many — especially those in states that did
not expand Medicaid to all low-income adults — are previously uninsured. Without coverage,
women are less likely to attend primary care visits before they become pregnant where they
could be screened for depression, and are less likely to receive adequate treatment, including
medication and psychotherapy.’18

As of 2020, 15 states had not
expanded Medicaid to all low-
income adults.'® While the
number has declined to 10
states as of 2023, large states
like Texas and Florida have still
not expanded, leaving
thousands of women uninsured
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depression and the share of women uninsured are lower, on average, in expansion states
compared with nonexpansion states (Figure 9). Expanding Medicaid to all low-income adults in
the remaining states could help identify more women with depression early on and reduce rates
of untreated perinatal depression.

Figure 9. States with Medicaid expansion have lower
rates of perinatal depression and uninsurance
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By default, pregnant individuals lose Medicaid coverage 60 days after giving birth unless they
qualify some other way, such as low income or disability. Starting in April 2022, CMS has made
it easier for states to extend Medicaid eligibility from 60 days to one year postpartum through a



Figure 10. States that have not extended Medicaid state plan amendment.?! 31
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Integration of screening and treatment

Screening policies can help identify women with perinatal depression, but screening alone is not
enough to reduce depressive symptoms. As states consider expanding Medicaid to all low-
income adults and to pregnant women through one year postpartum, states as well as providers at
the local level can address untreated perinatal depression through integrating mental health
treatment into the OB/GYN or primary care setting. Several states have implemented perinatal
psychiatry access programs, where psychiatrists with expertise in perinatal mental health consult
with primary care providers as needed to discuss treatment options for their patients who screen
positive for depression.?*2* Other states have implemented collaborative care models that
combine screening, treatment initiation, and follow-up within the same practice, which can
improve care transitions and quality of treatment.?>?® To address perinatal depression, states will
need to implement screening and treatment policies, improve health insurance coverage, and
work with clinicians to better integrate mental health screening and treatment in the OB/GYN
and primary care setting.
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