
Meeting: California Task Force on the Status of 
Maternal Mental Health Care

April 28, 2016
9:00 a.m. to 11:15 a.m. 



Agenda

 9:00 a.m. - 9:10 a.m. - Welcome and Updates - Joy Burkhard
 Where we’ve been and where we’re going

 Timeline Overview

 9:10 a.m. - 9:25 a.m. - CSU Survey Results - Lauren Lessard, 
PhD

 9:25 a.m. - 9:45 a.m. - Goals for State - Bruce Spurlock, MD

 9:45 a.m. - 10:00 a.m. – Training & Core Competencies  + 
Owner – Joy Burkhard, MBA

 10:00 a.m. - 10:50 a.m. - Partners’ Strategies – Bruce 
Spurlock, MD
(formulated in part from Work-stream Discussions)

 10:50 a.m. - 11:15 a.m. -Roundtable on Overarching 
Recommendations -Bruce Spurlock, MD



Timeline

 April 29: Final consensus on document (summary 

document, major concepts, overarching recommendations)

 May 12: Report to Task Force via email

 May 19: Task Force in-person meeting (10:30 a.m. to 3:30 

p.m. at The California Endowment in Sacramento)

 June 1: Finalize document, editing

 Late Summer / Early Fall: Unveiling of White Paper 

(webinar)



California MMH Services and Barriers 

Survey

 Statewide survey exploring MMH services and barriers to 

accessing these services in California

 Topics:

 Availability/accessibility of services (e.g., population un-served 

and/or underserved)

 Lists of clinical strategies (e.g., existing emerging services, new 

models to consider, scope of care) 

 Barriers to care



What is the scope of maternal mental health services that your organization provides?

(instructed to list all that apply; in descending order)

Treatment through licensed therapists 55

Support groups 42

Training of clinical professionals MMH 29

Treatment through peer support 24

Maintenance of a qualified MMH professional list 23

Public policy advocacy 13



Underserved populations

 Non-English speakers

 Undocumented immigrants

 Women without formal mental health diagnosis

 HMO Clients

 Medi-Cal clients

 Uninsured women (post-partum)

 Fathers, support partners

 Women with logistical barriers



MMH Access Issues Identified as Problematic: Urban (n=63) vs. Rural (n=47) Regions

More than 10% difference between 

URBAN and RURAL respondents is 

highlighted. 

Problematic 

Urban 

(% of Urban 

responses)

Problematic

Urban (n)

Problematic

Rural

(% of Rural 

responses)

Problematic

Rural (n)

Doctors/other practitioners will 

not accept Medicaid/Medi-Cal

67% 33 53% 19

No clinics or doctor offices in same 

town - long travel times to services
31% 16 55% 21

Long waiting list 60% 27 71% 24

Lack of regular screenings by 

physicians
77% 37 71% 25

Lack of transportation 73% 38 83% 36

Lack of insurance 69% 33 73% 25

Lack of understanding scope of 

insurance and benefits
80% 35 74% 23

Lack of income to pay for 

prescriptions
70% 31 68% 23

Lack of income for medical 

emergencies
73% 29 70% 23



Problematic 

Urban 

(% of Urban 

responses)

Problematic

Urban (n)

Problematic

Rural

(% of Rural 

responses)

Problematic

Rural (n)

Lack of income to pay for therapy
78% 38 68% 28

Lack of therapists that accept 

insurance for therapy
72% 33 78% 24

Lack of educational resources for 

maternal mental health for 

providers

59% 26 60% 19

Lack of educational resources for 

maternal mental health
61% 28 51% 20

Lack of practitioners with 

expertise in perinatal depression

75% 36 71% 29

Limited or no 

programming/treatment options to 

accommodate perinatal depression

76% 38 76% 30



Perceived Barriers to MHC (all 

respondents) 

 Logistical Issues

 Screening

 Understanding scope of benefits

 Program/treatment options for MMH

 Providers trained in MMH



Perceived Barriers to MHC (by region)

Urban

 Reimbursement concerns

 In need of educational/

awareness material

Rural

 Logistical issues (distance, 

transportation)

 Wait lists for services



Provides Direct Maternal Mental Health Care (n=83) and Does Not Provide Direct Maternal Mental Health Care 

(n=50)

More than 10% difference 

between MHC Providers and Non-

Providers respondents is 

highlighted. 

Problematic 

(Provides 

MHC)

Not Problematic

(Provides MHC) 

Problematic

(Not Provide 

MHC)
Not Problematic 

(Not Provide MHC)

Doctors/other practitioners will 

not accept Medicaid/Medi-Cal

65% 35% 51% 49%

No clinics or doctor offices in same 

town - long travel times to services
34% 66% 51% 49%

Long waiting list 55% 45% 72% 28%

Lack of regular screenings by 

physicians
75% 25% 69% 31%

Lack of transportation 81% 19% 80% 20%

Lack of insurance 73% 27% 56% 44%

Lack of understanding scope of 

insurance and benefits
76% 24% 74% 26%

Lack of income to pay for 

prescriptions
69% 31% 67% 33%

Lack of income for medical 

emergencies
75% 25% 62% 38%



Problematic 

(Provides MHC)

Not Problematic

(Provides MHC) 

Problematic

(Not Provide 

MHC)

Not Problematic 

(Not Provide MHC)

Lack of income to pay for therapy 73% 27% 77% 23%

Lack of therapists that accept 

insurance for therapy
67% 33% 83% 17%

Lack of educational resources for 

maternal mental health for 

providers

54% 46% 60% 40%

Lack of educational resources for 

maternal mental health
47% 53% 63% 37%

Lack of practitioners with 

expertise in perinatal depression
72% 28% 81% 19%

Limited or no 

programming/treatment options 

to accommodate perinatal 

depression

77% 23% 74% 26%



Perceived Barriers to MHC (by scope)

Respondents who Provide 

Direct Care

 Insurance Coverage 

(reimbursement and 

accepting insurance)

 Clients do not have 

emergency funds

Respondents who Provide 

Supportive Services

 Insurance coverage for 

non-medical services

 Wait lists for services

 Educational/awareness 

materials



CA Goal Setting Proposal

1. The overarching goal to improve is maternal and newborn wellness.
 Objective measures of wellness not widely evaluated – supports measure 

development

2. Taskforce supports the USPSTF recommendations to screen women in 
the perinatal period and make appropriate and timely referrals
 Also supports the MMH bundle form the Council on Patient Safety in 

Women’s Health Care

3. Taskforce recommends setting measurable goals for screening and 
treatment
 Option 1 – numerical targets now
 Option 2 – numerical targets when guidelines/measures adopted nationally



Improve Overall Maternal & Newborn 

Wellness

 Current measures of maternal & newborn/child wellness not 

widely evaluated

 Support the development of wellness measures

 Include disparities in the development, evaluation and use in 

wellness measures

 California should support national entities but should 

consider statewide implementation if delays.



Universal Screening and Treatment
 California should work with national endorsement 

organizations to finalize optimal screening and symptom 
score measures

 Measures for additional mental health diagnoses, such as 
generalized anxiety disorder, should be evaluated and 
endorsed at a national level

 Several validated screening tools exist (PHQ-9, EPDS) exist 
and all perinatal women should be screened for depression

 When screening meets criteria, or clinical judgment suggests 
a potential MMH diagnosis, appropriate and timely referral, 
including patient preference, is required.



Setting Measurable Goals

 Option 1
 Set numerical targets for screening using ANY validated screening tool.

 E.g., 300,000 (60%) perinatal women each year by 12/31/22

 Set numerical targets for effective treatment (symptom score) using a 
validated measure such as the initial screening tool.
 E.g., Reduction in symptom score by 2 or more points within 6/12 months in 75% of 

treated moms

 Determine the appropriate stakeholder (e.g., hospital, insurance plan, both, 
other) for public reporting and accountability towards reaching numerical 
goals

 Option 2
 Set numerical targets for screening and effective treatment when national 

endorsement of guidelines and measures are available.



Core Competencies, Training & 

Certification
A rich conversation occurred with many TF members via  e-mail.

PCPs/OBGYNs

1. Primary Care including OBGYNs shouldn't have to become certified to address maternal mental health -as we 
are promoting integration -all PCPs/OBGYNs should be screening, treating/referring. 

2. There are core competencies we believe PCPs & OBGYNs in particular should have to effectively do this.

3. Medical school curriculum and residencies. Training should be moved upstream. Medical schools and/or their 
accrediting bodies are urged to adopt MMH curriculum.

4. It's unclear how existing OBGYNs should gain the core competency knowledge at this time. MDs who 
participated don't believe the mandated CA pain management training, etc. was effective. The only 
training/training pathways that currently exists for MMH and OBGYNs -is the ABOG article review process 
where OBGYNs read articles of interest to them annually. There is no proof that this type of training increases 
knowledge base either. Recommendation: ACOG/ABOG consider the best way to develop core competencies 
in OBGYNs.



Core Competencies, Training & Certification, 

cont.
Psychiatrists

1. There are core competencies that would apply to all psychiatrists 
in order to treat this population effectively, and additional 
competencies for reproductive psychiatrist.

2. Medical school curriculum and residencies and/or their 
accrediting bodies should be urged to provide education around 
these core competencies.

3. It's unclear how existing psychiatrists should gain the core 
competency knowledge at this time.



Core Competencies, Training & Certification, 

cont.
Other BH providers

1. There are core competencies that apply to therapists, etc. in order to treat this population effectively.

2. There are various training programs in MMH that address these competencies for therapists, including the PSI 
trainings.

3. There is no one test to confirm a provider's understanding of the core competencies.

4. PSI (in connection with a university institution like Mass General) is interested in developing such a test, 
similar to other boards, which would allow for a special destination behind a BH provider's name, like MMH, 
helping to address the referral pathway challenge -who is qualified to treat when simple medication 
management provided by an OBGYN isn't what the mother is looking for.

Question: Would the TF like to recommend an entity like PSI in partnership with a research institution take on 
this testing to help with identification of BH specialists who have core competencies?



Core Competencies, Training & Certification, 

cont.
All providers (PCPs, OBGYNS, Psychiatrist and BH) should know:

 The range of maternal mental health disorders, symptoms, causes and risk factors.

OBGYNs (& PCPs) should know the following:

a. What screening tools are valid for depression and anxiety, where to locate and how to use (and 
to pick and implement a tool)

b. The menu of treatment options 

c. 2-3 resources for non-drug treatment (finding a therapist who is on the patients insurance 
panel can be a challenge)

d. What meds are safe for treatment during pregnancy and lactation

e. When a mother who is currently on meds should not be taken off when she becomes pregnant

f. Which psychiatrist they can consult with when a cocktail is needed, etc. 



Core Competencies, Training & Certification, 

cont.
Psychiatrists should know (From Emily Dossett, MD):

a. How to interpret screening tools for anxiety, depression, and bipolar disorder in pregnant women

b. How to assess for safety in pregnant and newly postpartum women, particularly suicide and infanticide

c. How a differential diagnosis differs for perinatal women

d. The importance of social support and appropriate psychotherapy and how to access these resources, in 
person or on line

e. Which medications are safe to continue in pregnancy or while breastfeeding, at least until a specialized 
consultation is available, versus which medications need to be changed immediately

f. Appropriate counseling of women with psychiatric illness who are planning pregnancies and on 
medication

g. Appropriate counseling of all women with psychiatric illness of child-bearing age on birth control

h. When to seek consultation from a reproductive psychiatrist



Core Competencies, Training & Certification, 

cont.
Reproductive Psychiatrists should know (From Emily 

Dossett, MD):

a. How to Manage complex medication regimens in pregnancy

b. The importance of Pre-pregnancy consultation for women on 

complex medication regimens in and the postpartum



Core Competencies, Training & Certification, 

cont.

Non Psychiatrist BH providers should know:

a. What screening tools are valid for depression and anxiety, where 
to locate and how to use (and to pick and implement a tool as 
some women may not be screened before finding a therapist)

b. The menu of treatment options (came up at our in-person not in 
discussion below)

c. MMH Evidence based psychotherapy (CBT, IPT, etc.)

d. When to refer to psychiatry and which psychiatrist to refer to -
Note, this resource isn't available in all communities



 Roundtable on Overarching Recommendations



Next Meeting

 May 19, 2016 in Sacramento


