November 5, 2021
The Honorable Chris Murphy
United States Senate
136 Hart Senate Office Building
Washington DC, 20510

The Honorable Bill Cassidy, M.D.
United States Senate
520 Hart Senate Office Building
Washington DC, 20510

Dear Senators Murphy and Cassidy,
The Maternal Mental Health Leadership Alliance would like to express our gratitude for your commitment
to addressing the United States’ growing mental health crisis with the “Request for Information” solicited
on October 5th and your work over the past decade on mental health and substance use disorder programs.
As you consider updates and reauthorization for many of the programs in your Mental Health Reform Act,
passed through the 21st Century Cures Act, we value the opportunity to provide input on how Congress
can best support the specific mental health needs of our nation’s mothers.
Congress must continue to invest in the screening, identification, treatment of, and referral for MMH
conditions, which are the most common complications of pregnancy and childbirth and affect 1 in 5
women (800,000 families each year in the United States).1 Recent studies show that suicide and overdose
combined are the leading cause of postpartum death for new mothers, contributing to the distressingly
high maternal mortality rate in the United States.2,3 Sadly, 75% of those experiencing MMH conditions
are never treated, increasing the risk of multigenerational, long-term impacts on both mother and child.4,5
The cost of not treating MMH conditions is $32,000 per mother-infant pair, or $14.2 billion nationally
each year.6 COVID-19 has exacerbated MMH conditions, with a recent study showing that pregnant
women and new mothers are experiencing anxiety and depression at 3-4 times the rate prior to the
pandemic.7,8 Women of color, low-income women, and other populations disproportionately served by
Medicaid programs are also impacted at greater rates by both the pandemic9 and MMH conditions,
experiencing maternal mental health and substance use disorders at rates as high as 28%.10,11,12,13,14
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Professional societies and policy-makers recommend universal screening for perinatal mental health and
substance use disorders15,16,17,18,19,20 and many states mandate universal screening.21 Although screening is
well accepted by patients and obstetric providers22,23, screening alone is not enough. Less than 20% of
pregnant individuals who screen positive for depression receive initial treatment and as little as 0-2%
receive any follow-up treatment.24 Regrettably, the care pathway for mental health and substance use
disorders– screening, assessment, and treatment until symptom remission – is laden with barriers and
gaps in care. These barriers are magnified for women who are Medicaid-insured.17,25 Federal and state
policy-makers, researchers, and our patient and provider partners all identify the need to improve the
capacity of front-line obstetric providers to address perinatal mental health and substance use disorders.
Doing so is critical to securing access to quality mental healthcare for perinatal women.
Our comments focus specifically on reauthorizing and expanding the Bringing Postpartum
Depression out of the Shadows Act, which first passed as Section 10005 of the 21st Century Cures
Act. The reauthorization effort has been led by Senators Gillibrand, Capito, and Baldwin. This bipartisan
provision authorized $5 million annually for states grants to train health care providers to screen and treat
for maternal depression and create psychiatric access programs for maternal mental health (MMH)
conditions under HRSA. Since this authorization, HRSA created the “Screening and Treatment for
Maternal Depression and Related Behavioral Disorders Program”, funding seven states out of thirty-two
that applied to create and maintain these programs.
Demand for and success of these grant programs – including in the state of Louisiana, which currently
receives funds through the authorization – demonstrates the critical need to reauthorize this program.
Additionally, there exists a huge opportunity to expand the program’s reach and positive impact on
maternal mental health in the following ways:
Expanding HRSA Screening and Treatment for Maternal Depression and Related Behavioral
Disorders Grants
Pregnant and postpartum patients see a healthcare provider an average of 25 times during the two-year
timeframe from conception through the first year following pregnancy. Psychiatric access line programs
and healthcare provider MMH trainings therefore function within existing systems of care to give
providers necessary tools to identify and successfully interrupt MMH conditions. Existing HRSA
“Screening and Treatment for Maternal Depression and Related Behavioral Disorders Program” are
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effective at strengthening the maternal health workforce by training frontline providers, such as
obstetricians and pediatricians, to educate and screen women for MMH conditions; providing real-time
psychiatric consultation; and offering resources and referrals. Nearly 120 million Americans (including
3.4 million Louisianans and 1.1 million Nutmeggers) live in a Mental Health Professional Shortage Area
– defined by the Bureau of Health Workforce as an area with fewer than 1 psychiatrist for every 30,000
people.26 Given these gaps, many individuals impacted by MMH conditions are unlikely to ever receive
psychiatric treatment. Psychiatric access programs instead leverage available highly-trained psychiatrists
to educate community-embedded frontline providers so they can meet the needs of their patients where
they are.
The Massachusetts Child Psychiatry Access Program (MCPAP for Moms), which serves as a national
model for psychiatric access programs, has been found to improve treatment initiation and sustainment
rates and depression outcomes among pregnant and postpartum individuals.27 They are being
implemented in 19 states across the United States, with seven currently funded by HRSA through the
Screening and Treatment Grants program.28 Collectively, these programs cover more than 2 million (55%)
of the 3.7 million US births each year. The widespread adoption and growth of Perinatal Psychiatry Access
Programs reflects demonstrated evidence of effectiveness and creates an unprecedented opportunity for
federal investment to support further expansion, evaluation, and sustainability. When the funding
opportunity was first announced in 2018, thirty states, along with Washington, D.C., and Puerto Rico,
applied for HRSA Screening and Treatment Grant funding. However, due to budget limitations, only
seven applicant states ultimately received grants. We therefore recommend the reauthorization and
expansion of these grants to nationwide availability – including all states, the District of Columbia, and
United States territories – so that every mother can receive these supports regardless of where she lives.
Secondly, funding is required to support psychiatric access programs in developing the evaluative
approaches needed to leverage available data and inform ongoing quality improvement initiatives.
Thirdly, funding is required to sustain programs that received initial investments through HRSA. The
original seven grantees report facing a funding cliff, jeopardizing the sustainability of their respective
programs. Federal initiatives to support the sustainability of these existing programs are critical, especially
given evidence that the MCPAP for Moms model improves treatment rates and depression outcomes.
Finally, we propose the inclusion of culturally congruent care trainings for providers and HRSA-provided
technical assistance to grantee and non-grantee states to help with program implementation and other
MMH efforts.
Summary of our Recommendations:
Expand existing HRSA Screening and Treatment for Maternal Depression and Related Behavioral
Disorders program capacity from 7 states to all 50 states, D.C., and Puerto Rico.
1. Add culturally and linguistically appropriate care trainings for providers;
2. Assist mothers to receive treatment, including patient consultation, care coordination, and
navigation for treatment;
3. Conduct outreach and awareness around the state’s programs;
4. Support the development of evaluative approaches to leverage data and inform quality
improvement of psychiatric access lines;
5. Sustain previous grantees to ensure program sustainability;
6. Coordinate with state and local government agencies’ maternal and child health programs,
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including child psychiatric access lines; and
7. Include HRSA-provided technical assistance to support grantee and non-grantee states
with the creation, implementation, and improvement of state-based MMH psychiatric
access lines as well as screening and treatment training programs.
Permanently Authorizing the Maternal Mental Health Hotline
The Maternal Mental Health Hotline, originally passed through the Fiscal Year 2021 Consolidated
Appropriations Act, works as an extension of HRSA Screening and Treatment Grants to get mothers
support and treatment as soon as possible. MMHLA recommends the permanent authorization of this 24/7
real-time voice and text support for mothers and families, so that it can continue to offer a lifeline to
struggling mothers. The MMH Hotline immediately connects callers to highly-trained individuals who
provide real-time emotional support, information, brief intervention, and resources and referrals for
individuals affected by maternal mental health conditions. We further recommend the addition of
culturally and linguistically appropriate supports to the hotline to improve access and equity.
Summary of our Recommendations:
Authorize and improve the existing HRSA Maternal Mental Health Hotline, allowing for a nationallyoperated 24/7 real-time voice and text access resource for individuals affected by MMH conditions,
including the following improvements to the hotline:
1. Add culturally and linguistically appropriate supports to improve access and equity;
2. Consult and coordinate with the other federal hotlines including the Domestic Violence
Hotline and National Suicide Prevention Lifeline to ensure pregnant and postpartum
women are connected in real time to appropriate specialized hotline services, when
applicable;
3. Conduct a public awareness campaign for mothers and their loved ones; and
4. Coordinate with federal departments and agencies, including SAMHSA’s Centers of
Excellence and Technical Assistance Centers
We thank the Committee for its ongoing attention to issues of mental health in our country, and especially
for addressing MMH conditions. New mothers need support: they are the heart and soul of the family.
When a mother thrives, so does her child, her family, and her community.
Sincerely,

Adrienne Griffen, MPP
Executive Director
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