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All women are healthy and have the opportunity to achieve a productive life, which may include pregnancy and parenting.  The Subcommittee will focus on strategies, which include but are not limited to evidence-based interventions before, during and after pregnancy.  Additionally, the Subcommittee will address established woman and child health indicators and associated outcome measures in consideration of woman's health across the life span.

Meeting Summary:  Oct. 19, 2009
Next meeting: Monday Dec. 7, 2009
Attendees:  Amy Gagliardi (Chair), Carol Stone (DPH), Dr. Janet Williams & Cheryl Wamou (DCF), Jennifer Robinson (CTBHP), Judy Blei (CTAPPlobbyist), Kimberly Sherman & Susan Davis (CHNCT), Lisa Honigfeid (CHDI), Maryellen Bocaccino (DSS), Sophiea Roache & Karen Eckert (Aetna), Monica Belyea (Middletwn WIC), Meagan Cowell (R&C lobbyist), M.McCourt (leg. Staff).
Perinatal Depression Screens for HUSKY Program

· Screening tools (click icon below to view list from Amy Gagliardi)
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The validated tools were briefly reviewed:  the EPDS – is a shortened Edinberg tool of 3 questions that capture anxiety, PHQ is a 2 question shortened version of the PHQ9 tool that was used in a DPH CHC depression screening pilot and is recommended by DPH. 
· Screening intervals: while there is no evidenced-based literature on the screening intervals, the following are recommended based on literature ‘best practices”, screen at:
· First prenatal care (PNC) intake visit.
· 6 weeks postpartum visit
· 2 month well baby visit
· 6 month well baby visit
The maternal screen at 2 & 4 month well visit avoids the developmental screen visits @ 9 months. 
States vary in implementing the maternal depression screens.  For example Illinois screens at every well baby visit, while New Jersey is mandated by law to screen on day 2 of hospitalization for delivery.  Specific questions/answers trigger an on-site psychiatric referral/consultation before the mother can be discharged.  Positive screens are referred to the hospital postpartum depression support group at the hospital.  In addition NJ has:

· Regional consortiums that assist practitioners with patients’ behavioral health coordination as well as provide community and medical professional education. 
· A consumer central help line

· Consultative services for practitioners.
CT already has some processes and resources in place to support HUSKY maternal depression screening and follow up:
· CTBHP/VO and CHNCT pilot postpartum depression screens: learn from their experiences, what works in connecting/engaging women in services. 

· HUSKY Managed Care Organizations (MCOs) and CTBHP/ValueOptions co-management process identifies member medical/BH needs and outreaches to the member to offer services, see if uptake has occurred.  The CTBHP/VO registration and outpatient authorization can track the member’s connection and engagement with BH services.
· CTBHP/VO has a Primary Care Provider advisory line to psychiatry at VO, which tracks call in this system.  Some PCPs may not be aware of this service. 
· CTBHP now has 37 Enhanced Care Clinics with contract provisions for timely service access,  MOUs with 2 primary care practices in the ECC’s area and an upcoming policy on ECC adopting DMHAS co-morbidity assessments (BH & Substance use).
· The HUSKY developmental screen implementation process can provide a format to guide implementing maternal depression screens. 

· CHDI has employed an effective EPIC (office-site practitioner training) model that would be critical to engaging community practitioners in screening/referral process.  

· MCOs have established mechanisms to communicate with their provider network, can collaborate in provider training, pregnant member outreach & education on PND.
Next steps:
1) Solicit support letters on maternal depression screening at the practitioner level and provider support from screen reimbursement and referral assistance from CTAAP, FP society, AGOG, Family APRNs, Nurse midwifes & 2 FQHC associations.

 2) Review recommendation to DSS reg. screening tool, intervals, reimbursement at Dec. 7th meeting.
3) Consider provider training resources, consultation line, integration of HUSKY maternal & PND processes. 
CT Family Planning Waiver
· CT Family Planning Waiver Proposal (click icon below to view)
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Susan Lane, CT Planned Parenthood, provided the SC with a history of Family Planning (FP) waivers and what states learned in the 1990’s from their waivers – essentially savings in the state Medicaid budget, reduction of teen births and unintended pregnancies.  FP waiver federal match is 90% for services consistent with CMS FP guidelines compared to CT Medicaid rate of 50% FMAP (time limited enhanced FMAP is ~62%) 
CT developed a FP waiver with advocates & practitioners in response to 2005 legislation. The draft went to CMS that had some concerns about presumptive eligibility provisions.  In the meantime, CT expanded pregnant women’s coverage to 250% FPL (had to be pregnant to become eligible for Medicaid at this income level).  The waiver was never implemented; this was addressed in the 2009 September Special session with projected savings after the first year estimated at $2M. 

CT Legislation on Medicaid family planning waiver, as amended in PA 09-5:
Reference:  September Special Session, Public Act No. 09-5
Sec. 62. Section 17b-260c of the general statutes is repealed and the following is substituted in lieu thereof (Effective from passage): 
(a) The Commissioner of Social Services shall apply for a Medicaid waiver, pursuant to Section 1115 of the Social Security Act, for the purpose of providing coverage for family planning services to adults in households with income that does not exceed one hundred eighty-five per cent of the federal poverty level and who are not otherwise eligible for Medicaid services. 
(b) If the commissioner fails to submit the application for the waiver to the joint standing committees of the General Assembly having cognizance of matters relating to human services and appropriations by February 1, 2010, the commissioner shall submit a written report to said committees not later than February 2, 2010. The report shall include, but not be limited to: (1) An explanation of the reasons for failing to seek the waiver; and (2) an estimate of fiscal impact that would result from the approval of the waiver in one calendar year.
The Administration in Washington may allow states to implement a FP program under a Medicaid State Plan change rather than a waiver, but for now states still have to submit a waiver.  
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To: Woman’s Health sub-committee


From:  Amy Gagliardi


Re:  Information on Perinatal Depression Screening Tools for Use in the Primary Care Setting


Approved perinatal depression screening tools for reimbursement in Illinois:


Edinburg Postnatal Depression Scale (EPDS)


Beck Depression Inventory (BDI)


Primary Care Evaluation of Mental Disorders Patient Health Care Questionnaire 


Postpartum Depression Screening Scale


Center for Epidemiological Studies Depression Scale (CES-D)


Use of screening tools not on the approved list require written approval from the Illinois Department of Healthcare and Family Services approval


Additional Screens for committee consideration (please add to list):


PHQ-2


EPDS – 3 (captures anxiety)
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