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Michael Kogan:  Good afternoon. Welcome to today's Dataspeak web conference on perinatal depression. I'm Dr. Michael Kogan and Director of Data and Program Development in the Maternal and Child Health Bureau. The Dataspeak series is sponsored through our offices MHC Information Resource Center. Today we are pleased to present the second program in the 2005 Dataspeak series. The next Dataspeak is planned for September. The program will feature new data from the National Survey of Children's Health.  Information about this program will be shared as it becomes available. 

Our program today focuses on new data and Federal and State efforts to address perinatal depression. We are fortunate to have with us several presenters to share their experiences on the topic.  The first presenter will be Maribeth Badura who directs the Division of Healthy Start and Perinatal Services for the Maternal and Child Health Bureau will discuss why perinatal depression is of concern and describe current Federal activities to address the issue.  Our next speaker Dr. Susan Meikle from the Center for Outcomes and Evidence at the Agency for Healthcare Research and Quality plans to share some of the findings from AHRQ’s newly released evidence report, Perinatal Depression: Prevalence, Screening Accuracy, and Screening Outcomes. Dr. Jennifer Huang, from the Center for Health Services and Community Research at Children's National Medical Center and the George Washington Medical Center will present new data on the prevalence of perinatal depression on various ethnic groups. Dr. Huang will be followed by Ralph M. Schubert, Acting Director of Family Health in the Illinois Department of Human Services.  He plans to describe and share information on Illinois' effort to address perinatal depression throughout the State. 

It is my pleasure to introduce Beth Zimmerman, the Coordinator of Dataspeak and the moderator for today’s program.  Beth I’ll now turn the floor to.

Beth Zimmerman:  Thank you, Michael. Welcome to all our participants. We are delighted to have everyone with us. Before we begin our presentations, I have just a few housekeeping items to take care of. First, for those of you who are logged into our Internet broadcast, you'll see an ongoing slide show throughout the next hour. At the end of the program, you'll also see a short evaluation form appear on your screen and we greatly would appreciate your taking a moment to respond. If you are on the phone and wish to see the slides as they are broadcast over the internet, go to www.you-niversity.com/w/dataspeak and enter the pin number 8285100. Again that web address is  www.you-nivsity.com/w/dataspeak, pin number is 828 5100. Although we don't anticipate you'll experience any technical problem, I would like to give you a few tips on dealing with them just in case they come up. If you are on the Web and experience any problems viewing your slides, please call technical support at 1-877-867-7300. Again, that number is 1-877-867-7300. And that number is located in the bottom left corner of the screen should you need it. If it appears the slides are not advancing, you may need to restart your browser and just log back in. If you experience any problems with the audio stream, you may access the audio by phone. You can do that by dialing 1-888-604-5272 and entering the password perinatal depression. Please note if you do change your audio source, you need to close your browser and log back in and select a new audio source to ensure proper slide timing. 

There are additional resources on this issue that were posted on the Dataspeak web site including those that our speakers also highlight in their presentation. A link to this site is located in the resource area in the lower left of the screen. After we hear from all of our presenters, we will have a question and answer session. Those of you on the phone will have an opportunity to ask questions through the operator who will come on at that time to provide instructions as to how to do so. You can also post questions on-line at any time during the program. If you are logged in through the Internet, click the button that says "in writing" at the bottom of the screen under the heading "communicate with lecturer." and type in message and click send. Now it is my pleasure to introduce first presenter, Maribeth Badura who directs the Division of Healthy Start and Perinatal Services. Thank you for being here. 

Maribeth Badura:  Thank you. 

Beth Zimmerman: Can you start off by telling us why the Federal government is focusing attention on perinatal depression and what the MCHB is doing in that area? 

Maribeth Badura:   I would love to. We began our work in this area in 2000 with the release of the Surgeon General's Report on Mental Health. And in looking at that report, we became acutely aware of the statistics and the unmet needs of women with depression. The Maternal Child Health Bureau has the responsibility for all women in the States and across the nation.  We looked at particularly low income and pregnant women because that is the precise language of interest of the Bureau. And, we had the opportunity, people may not know this, that 15 months out before we announce a grant, we begin plan forge the grants for the upcoming year. We had the opportunity at that time, Healthy Start funds, to actually begin to target some resources to low income vulnerable communities. We wanted to look at the issue of postpartum depression which at that time was beginning to serve us in the public media. Marie Osmond just published a book on it. Numerous reports across the United States that were picking up the press interest, the congressional caucus was interested in it. So we offered then in 2001 a program dealing with screening and intervention for depression during pregnancy in the perinatal period. We chose that because it is more than postpartum depression. We know that women are also depressed during pregnancy and indeed after the postpartum period. We were able to function and fund 38 projects at that time. And, those projects are continuing actually to this year. They have just ended May 31 of 2005. This is some of our initial efforts that we went on in 2002 to work with safe motherhood inter-agency workgroup which is, including all of our Federal partners. NH, CDC, FDA, HRSA, SAHMSA identified as research agenda meeting was that perinatal depression was a common issue that all of the agencies were working on and in fact, when we funded
our grants, NIH had just sponsored a research advisory group on the area of perinatal depression and hoping in 2004 hoping to fund some projects in this area with the work that we  were doing and the linkage that our Healthy Start projects formed with the universities in their States they were able to go out ahead on the agenda. We have had a number of low income vulnerable communities that were already working on the issue. 

We also made the decision in that year to require all Healthy Start projects to begin screening for depression. And, we also began in 2003, because of the problems, the projects were having in identifying resources, both for what types of tools should they be using and the prenatal period, making sure that the tools they were using in the post partum period were sensitive and reliable for the various culture bus the Healthy Start projects fund. As well as identifying ways that there could be linkages where there weren't known providers but for further assessment of the women and linkage is also for interventions, support groups, to help the mothers that were identified. We issued a technical assistance contract with some of the leading researchers in the field that also had the practical experience that would assist our Healthy Start sites. 

Beth Zimmerman: Yes. I understand as attention to this issue has continued to grow, so
has MCHB's role. What activities have you been involved in more recently? 

Maribeth Badura:  Actually, recently, Congress took note of it. In 2004, they gave us an earmark for 1.5 for perinatal depression. I wanted that to concentrate on national campaign, a national public health campaign that would address everyone from the traditional public health provider, the medical community to non-traditional, for people who relate to the women in vulnerable communities. Medicaid workers truck drivers, day care workers, and so, we are in the process of developing that public health campaign.  We will be convening later in month an expert panel that will be looking at what the content of that campaign should be but to further the work, we also wanted to make sure that the States were involved. So, the Division of Children, Infant and Family Health awarded four State systems development planning grants in the area of integrated behavioral health. Those were two year grants to plan what types of activities the State needed to further their collaboration with the behavioral health sector. And in our division, we funded four State perinatal depression grants. You'll hear from Ralph later on what his particular State is doing in that. In 2005, we received an additional $1.6 million. We continued those for State system development grants and added five additional State perinatal depression grants. As part of getting ready for the national campaign, our Bright Future force women's health initiative is looking at maternal wellness during pregnancy and we also commissioned a study of what we call fugitive sources of information. The things that aren't published in research and common sites but have been  developed by the States, by communities, by some of the research communities that they are using in practice right now, bringing that altogether so that we'll have a rich library that we will locate at Georgetown University. We also will be adding to that library, all of the work products from the Healthy Start sites. We are really excited about where we are going. 

Beth Zimmerman:  How should people access that information? Where will it be? 

Maribeth Badura:  It is at mch library.org. 

Beth Zimmerman:  Wonderful.  Thank you. Thank you very much for the overview and setting the context for the other presenters. We really appreciate it.   Thank you.  Next, I would like to talk about another effort that has come out of the Agency for Healthcare Research and Quality otherwise known as AHRQ.   Dr. Susan Meikle is here to talk to us about an evidence based report for screening for perinatal depression. Thank you for joining us, Suzi. 

Susan Meikle:   Great. Thank you for having me.

Beth Zimmerman:  Before we start talking about the report and findings, can you tell us about AHRQ and more specifically about the evidence-based practice centers that the Agency supports? 

Susan Meikle:  Sure. AHRQ’s mission, the Agency for Healthcare Research and Quality, is to improve effectiveness and safety for all Americans. We are a small agency. This gives us a focus primarily on patient safety, education technology and evidence based medicine.   The evidence-based practice center program is a group of 13 centers mostly academic centers selected through a competition to carry out systematic reviews of the published literature. Systematic reviews are careful reviews of articles that are published with specific criteria looking at quality of the science. These reports are useful for providing summary statistics, information on gas and research and are used to develop practice guidelines. 

Beth Zimmerman:  Okay. Thank you for the background on the centers through which the reports are produced. How does a development of the report on perinatal depression come about? 

Susan Meikle:  As Maribeth mentioned, AHRQ is a member of safe motherhood intervention.   Safe motherhood group tried to focus on an issue that was part of the reason that it was established, an issue that is present during and before and after pregnancy. And, everyone in the group agreed that perinatal depression was an issue that each agency could address or did have programs currently addressing and it was important. Something that was really not getting the support it needed. That is why we
chose perinatal depression. 

Beth Zimmerman:  Thank you for providing background on AHRQ and telling us the genesis of the report. Why don't we talk about the report itself now. Can you tell us about the approach that was used in developing the document which I know is published earlier this year on perinatal depression? 

Susan Meikle:   Sure. The evidence reports as I mentioned review the published literature. The reports are focused by a series of questions and the goal of the report is to actually answer those questions. So why don't I go ahead and review the questions and the answers that were covered in the perinatal depression evidence report.

Beth Zimmerman:  Great. 

Susan Meikle:   The first question is what is the prevalence of depression, major and minor depression during pregnancy and post partum period? The report found for major depression, the prevalence was 3-5% during pregnancy and 2-6% after delivery.  This with minor depression, it is more on the range of about 10-12% of both during and after pregnancy. The second part of the key question, number one, was, if depression increased during pregnancy in the post partum period compared to non-child bearing periods, and from everything that was looked at, this did not appear to be different. This may be surprising for some people to hear because post partum depression has gotten such press but in reality, depression occurs both during and after pregnancy at the same rate it occurs for women that aren't pregnant. 

Beth Zimmerman:  It is an important finding of the report that I know you stressed. 

Susan Miekle:  Right. I think it is the most important finding.  

Beth Zimmerman:  Yes.

Susan Miekle:  The second question was, what is the accuracy of different screening tools for detecting depression in pregnancy in the post partum period? The report found screening is accurate but it is better for major depression which is easier to test. Finally, the third question was this prenatal or post natal screening for depressive symptoms with subsequent intervention lead to approved outcomes. This was a difficult question to answer for multiple reasons. And basically the investigators who wrote the report had to look at different types of screening issues. And found that screening early doesn't appear to be effective but once depression is identified that treatments do work. 

Beth Zimmerman:  Thank you very much for showing us the key questions and major findings from them.  Given the findings, what conclusions do you think that can be drawn from the systematic review and what are their implications for public health programs? And for future research? 

Susan Miekle:  All right. I'll just jump right there. As we mentioned, previously, that depression occurs throughout pregnancy and not just the post partum period. So we need to make sure that women feel free to take care of depression during the time they are pregnant and that appropriate services are available. We also know that there are accurate and feasible screening measures available so those need to be put out there and need to  be used and that is one of the aspects that they have been really moving forward. We still do, however, need more information about treatment although we summarize the information available currently on treatment. It was really a very small amount of literature and studies and we need to do more research in that area. As well as more research on the racial and ethnic groups in the U.S. population, the cultural sensitivity issues are quite important. 

Beth Zimmerman:  Did you want to continue with those implications? About research? 

Susan Miekle:   Yeah, I’ll go ahead and just reiterate basically some of the conclusions in a different way. And, that is that the report was able to identify gaps and research for perinatal depression. It has guided government agencies and the safe motherhood group has co-funded some research in the area recently. And, it is out there to provide information for women, families, clinicians about the common nature of perinatal depression. 

Beth Zimmerman:  Great. Where can our audience learn more about the evidence-based practice centers and get a copy of this and other reports>

Susan Miekle:  Well, let me direct you to the AHRQ website ww.w.ahrq.gov and look under the evidence-based practice center heading you can get access to a free copy of the report or down load the files. 

Beth Zimmerman:  Thank you very much. Appreciate your time, Suzi. 

Susan Miekle:  Great, any time.  

Beth Zimmerman:   Thank you. I want to mention that all of the web addresses that Suzi and the other speakers have mentioned and will mention today are on the resource page on the Dataspeak website for today's program. Let's now move to our next presenter, Jennifer Huang from the Children's National Medical Center in the George Washington University Medical Center in Washington, D.C. Thank you for joining us today, Jennifer. 

Jennifer Huang:  Thank you, Beth. I'm very happy to be here. 

Beth Zimmerman:  Suzi mentioned that more research is needed on the racial and ethnic mix of perinatal depression in the U.S. population. I understand that you have begun to look at this issue. Can you tell us more about what you are looking at and why?

Jennifer Huang:  Sure. I am on pediatric health services researcher and the coronary research the impact of factors at different levels, immigrant children's health and development. So I became more and more interested in the maternal depression as a key factor that will influence maternal, mother and children's communication and relationship. Recently, my colleague, Dr. Rosio and I have just started this project using a national data set to assess the problems of maternal depression by first, we did that for immigrant mothers by their country or region. Recently, we have expanded to all racial and ethnic groups.

Beth Zimmerman:  So, I understand that the source of this information comes from your analysis of the early childhood longitudinal study. Can you describe the study for us a little bit so folks will be familiar with it?

Jennifer Huang:  Sure. The early childhood longitudal study follows a nationally representative number—born in 2001. And the parents of more than 10,000 children were interviewed in home when the children's age were a range -- ranged 6-23 months and for our study, for this specific study, we only included those mothers with children with a child and their 1-year-old. This study both the study design and the sample, were designed to support statistical analysis in most race, ethnic groups, especially from minority groups such as Asian and Pacific Islanders. 

Beth Zimmerman:  Thank you. What was the methodology that you used for extrapolating information on post partum depression by race and ethnic group? 

Jennifer Huang:  Well, the prevalence and severity of depression in the study measured by a modified version, centered, it is called center for study, depression scale. This is a very commonly used depression scale that can be applied to general adult population. The scale is calculated based on the responses on the 12 questions and administrated questionnaire. Using a standard cut of points. We can groove the mothers into four categories and depression, mild, moderate and severe depression. The last category was used in previous studies as indicator for further assessment of the present of an active major or minor depression episode.

Beth Zimmerman:  Okay. Now I know that your findings haven't been published yet. But I was hoping you could give me a sneak preview of what those findings are. 

Jennifer Huang:   Sure, I would love to. I'll present some results in the next four slides. The first slide shows the problems of maternal depression by race and ethnicity groups. For each bar, there are four colors. And each represents a percentage of mothers who were in certain depression groups.  The green is no depression. Yellow is mild depression. The orange is moderate. The red is severe. So if we look at a first bar, for the overall population, this is for all the new mothers. We found that in the U.S. there are about 5% of mothers that have severe depression and about 18% has either moderate or severe depression. Then, if we look at others, the rest of six bars. We found that they are actually different prevalence rate for different races and ethnicity group. African-American and Native-American mothers are more likely than other racial groups, mothers from other racial groups to have severe or moderate depression. 

Beth Zimmerman:  With an overall rate of 18% of moderate to severe depression.

Jennifer Huang:  Right, actually, that number is very consistent with other depression literature. 

Beth Zimmerman: Okay.  

Jennifer Huang:  Can we go to the next slide. 

Beth Zimmerman:  Yes, please. 

Jennifer Huang:  Yes. Okay. This slide we can look at the depression rate in Hispanic mothers by their subgroups. So, this shows that actually each subgroup Mexican, Puerto Rican or Cuban and other Hispanic mothers, their depression rate didn't differ much from the overall depression rate. And if we can look at the next slide, which is by Asian mothers, the cases are quite different. Here, we found that Filipino and Vietnamese mothers are much more likely to have depression, severe or moderate compared to other Asian subgroups. And if we look at the last slide, this says the depression rate by both race and activity for Hispanic and Asian mothers. We found again in Hispanic mothers, the mothers, whether U.S. born or foreign born, is not different, are not a factor of affecting their depression rate. For Asian, we found that foreign born mothers are much more likely to have depression compared to the u.s.-born mothers. 

Beth Zimmerman:  Well, interesting. So a lot more consistency among the Hispanic population and some variation within the Asian population. 

Jennifer Huang:  Right. Exactly. 

Beth Zimmerman: Now, moving into the focus in on severe depression, are there additional risk factors that people should be aware of in looking at this problem among new mothers?

Jennifer Huang:  Yes. Aside from the race and ethnicity, we also found that mothers who are poor, living in rural area, not married when the child was born and mothers who report of poor physical health, they are more likely to have severe  depression. And if you look at the last slide, this slide shows the mental health services for that severe depressive mothers. So, the population, the sample for this study, for this slide is only the mothers who has severe depression. And as we said, those, this is an indicator that they should ask for help at this stage. However, we found that about 60% of White mothers didn't ever talk to a doctor or a counselor. All of the other minority groups may have, even lower chance to talk to a doctor or a counselor. And to the extreme, the Pacific Islander mothers, none of them have ever talked to a doctor or a counselor. 

Beth Zimmerman:  Okay. Well, helpful new statistics here that will help inform folks going forth about how they might address this important issue. Where can our audience find out more about the early childhood longitudinal study? 

Jennifer Huang:  Well, there is a website I put on my last slide. This is for the official website for the early childhood longitudinal studies.  There are two. One is kindergarten and one is first. The data we use is the first. 

Beth Zimmerman:  Okay. All right. Thank you very much.  Appreciate your time today. 

Jennifer Huang:  You're welcome. 

Beth Zimmerman:  We are now going to switch gears and take a look at how this information is being put into action in the States. Ralph Schubert is here to share Illinois' experience for treating for and dealing with perinatal depression. I develop Illinois has developed quite a way for depression. Can you start off by giving us content for these activities? 

Ralph Schubert:  Sure. I think the real impetus for us, were a couple of high profile tragedies, going back a couple of years where a couple of women, a couple of mothers who later it was determined had been suffering from perinatal depression harmed their children. And as unfortunately sometimes the case, it is those sorts of events that cause us to pay attention to problems. So the two task forces organized the most recent being one that Governor organized, shortly after taking office, and those, those two task forces recommended largely the same, the same kinds of the strategy. They were to develop patient information resources, to train the MCH service delivery system to be able to screen and refer women for appropriate treatment. Medication guidelines for primary care providers, I’ll say more about that later that we should develop a full array of services -- full array of services sort of by shorthand call them treatment services. But that is a bit of a misnomer. It is a full array of services that include prevention, early intervention meaning screening and referral for treatment, case management, and ongoing service coordination relationship and social support—an opportunity to interact with other women who are suffering from this problem and women who have survived it. And, psychotherapy. And then, finally, some recommendations about how to finance the delivery of the full array of services.

Beth Zimmerman:  Quite an array of recommendations. How have you gone about implementing them? 

Ralph Schubert:  Let me break that into two large parts and first talk about the public health response and then our resources for physicians. The public health response includes the Chicago Healthy Start initiative and I’ll talk more about that in a minute; some training for MCH providers and the development of patient education materials as the task force recommended and some additional referral resources that we have put into place. Then, resources for physicians include some unique arrangements for Medicaid reimbursement, there is development of the medication guidelines and I will say much more about them; consultation resources for primary care physicians and some training in the development of community referral systems. 

Beth Zimmerman:  Okay. Why don't we start with public health response and what you
are doing in that arena. 

Ralph Schubert:  In the Chicago Healthy Start initiative and the Illinois Department of Human Services is one of six agencies that are in Illinois that receive Healthy Start funds from the Maternal Child Health Bureau. The Chicago Healthy Start initiative like the other five was required by the Bureau to begin addressing perinatal depression by screening systematically, women who are participating in Healthy Start and linking them to treatment. So we trained, we actually took the lead in training staff from the other five Healthy Start projects in the use of the post natal depression care. Widely recognized, widely used as a way to identify women who may be suffering from perinatal depression. Second, our project is staffed with, among others, appropriately trained mental health clinicians whether they have a masters of science degree in counseling or masters degree in social work with emphasis on clinical practice. On staff, who are then working with the case managers and health educators and outreach workers to further assess women when the Edinburgh (Edinburgh Postnatal Depression Scale) has shown there is a positive screening result, and to do some counseling with them. Many of the community agencies that we work with as well as some of the other Healthy Start projects, I think almost all of them are also federally qualified health centers. So they have immediate access to psychotherapy resources in addition to what a masters prepared clinician can provide. Where there is not the case, it is in one part of the Chicago Healthy Start initiative, the local community-based service providers have developed a referral relationship with a community-based mental health center.  

Beth Zimmerman:  Can you tell us more about the training piece that is obviously a real center piece and I wonder if there are any resources that other States could benefit from this development.

Ralph Schubert:  This is how we sort of, in a way, took things from scale. Backed on to recommendation of the task force and trained the whole MCH service delivery system. By that, I mean the staff, you know, are clinics across the State which are also closely integrated with our family case management program which is perinatal service coordination initiative for the same families who are eligible for WIC. In most of Illinois, those are provided by local health departments.  And so, the efficient way to do this was by satellite so we put together a panel of presenter whose would talk about the kinds of topics you would expect, how to screen, what to do when someone has a positive result from screening, how to develop community referral relation arrangements so that you can link people to treatment, billing procedure, all of those kinds of things. And, the length here and on the last of my slides, it is to, our training arm, the community health training center which is what CHTC in the URL stands for. You follow the links to past satellite conferences and you can purchase a videotape of the -- of the November 2004 broadcast and get the handouts. And, you know, we would certainly be happy to have people make use of that resource.  

Beth Zimmerman:  Thank you. Okay. Let's now talk about the other approach. That was developing resources for physicians. What are these resources and how do they come into your efforts? 

 Ralph Schubert:  First of all, one of the most important is Medicaid reimbursement and we have two things to talk-- to things to talk about there. First of all, Medicaid program agreed to make the Edinburgh post natal depression inventory and the back depression inventory as reimbursable screening tests under the State Medicaid plan. Now it is possible for primary care providers and others to -- providers and others to be reimbursed in time for administering one of the questionnaires. Second, I think rather uniquely, our Medicaid program arranged things so that maternal screening can be billed as a service either to the woman or to her infant so that in at least in Illinois, this may be the case in many other States, women who are not eligible for TANF, lose Medicaid eligibility six weeks post partum and therefore lose their health insurance and so in order to make it possible for screening to occur, after six weeks post partum, the Medicaid program, very generously agreed to develop the strategy so that the screening of mom done by a pediatrician or a family practice physician or another healthcare provider can be reimbursed more than sick weeks post partum. And next, the medication guidelines that I have been promising to talk about. We’re really very excited about these and I don't know if they are the only ones that they are of their kind but we think that they were important contribution a couple of years ago when I first published them. There were, as I said, recommended by the task force.  We developed them with Dr. Miller who was on the faculty of the University of Illinois and Chicago, School of Medicine, Department of Psychiatry. The grid, which you can download from the Department of Public Aid website, that address is coming later; the grid sort of lists each of the medications that are used for the treatment of depression. And medicine is not my background so I’m not going to go into the technical terms but it describes the appropriate indications and
contra indications, recommended doses for pregnant women and recommended doses for lactating women. Some of the psychiatrists on the task force were under the impression that primary care providers overtreat or undertreat women who experiencing perinatal depression and we were provided these guidelines as a resource for them to have additional confidence that they were prescribing medication appropriately. We then distributed that grid through the State chapters of the name provider association. Illinois Chapter of the American College of Obstetricians and Gynecologists, the Illinois Chapter
of the American Academy of Pediatrics and the Illinois chapter of the American Academy of Family Physicians. The third main resource, Maribeth Badura eluded
to earlier, that is that the University of Illinois and Chicago School of Medicine, Department of Psychiatry, received one those four grants about a year ago to address the issue of perinatal depression. So, because of the collaboration that the Title Five program had developed with WIC, over the course of these task forces, they were the obvious partner to turn to when Beth’s application opportunity became available. So their proposal which obviously was successful was first of all, to conduct regional workshop for healthcare providers, primarily for physicians on how to screen, assess, refer to treatment and how to build a community of referral system. And this has been successful, far beyond our original expectations for this. Second, uniquely was a part of this project, a physician consultation line. This is a toll-free number for primary care physicians to use to consult with a psychiatrist at the women's clinic at UIC on the management of individual patients who are suffering from perinatal depression and the second main component of their initiative has been some public education activities to talk with women directly about signs and symptoms and when to talk to your doctor and those sorts of things. 

Beth Zimmerman:   Well, I’m sure, with all of the success that you have had this way, you also encountered a lot of challenges along the way and probably have learned a few lessons.  Maybe you could share some of those with our audience today. 

Ralph Schubert:   Sure. The great thing about almost all of what I have talked about, it is that we did it for free. Through the collaborative relationships we had already established with UIC, with the Medicaid program, with other partners across the State. There are many more initiatives that we haven't even talked about here. We did a survey as a part of the task force work of local health departments asking them to identify social support in treatment resources in their communities. We collected those responses and added them to the data base used by our MCH health line that is a part of our Title V program so that when people call in for information in response to some of the public education campaigns, they can be directed to resources in their area. Many of those things are operated, initiated by hospitals and so they recognize the problem and set up social support network force women. We haven't even talked about those things today. Some of our remaining challenges really won't be much of a surprise, I don't think. One is financing that whole array of services, especially for women who were eligible for Medicaid during pregnancy but now in the post partum period, late post partum period are now uninsured. Second, especially with the racial and ethnic diversity of Chicago
and its environs, it is necessary to be able to provide these services in more than English and in more than Spanish. That becomes even more challenging. And the third remaining challenge, making the services – remaining challenge is making the services available to women in rural parts of the State where qualified providers are even harder to come by. 

Beth Zimmerman:  Thank you for summarizing those. If more people, people in our audience would like more information, i know you have mentioned a number of resources along the way, can you go over just the final few you have on your last slide here.

Ralph Schubert:  The three I want to point people to, first of all, the Illinois Department of Public Aid website, the Title V program worked with our colleagues in Medicaid a couple of years ago, on a very large task force that looked at a wide array of services related to pregnancy so it resulted in the perinatal task force report. The medication guidelines are on that web site as well. That is the www.dpa.illinois.com and follow to the MCH program. Second, description of the Chicago Healthy Start www.dhf.State.org. Follow to Healthy Start program descriptions. Finally the website for our partner in so many of the activities, the women's clinic in the Department of Psychiatry of the University of Illinois at Chicago school of medicine. Their site is the www.psyche.uic.edu and then follow the links to clinical and then HRSA, obviously referring to the grants from the Maternal and Child Health Bureau, perinatal.

Beth Zimmerman: Thank you, Ralph and thanks again to all of our presenters for the information that you provided us today. We're now in the question and answer portion of our program and we have all of our presenters with us to answer your questions but for Ralph Schubert who was not able to be with us, but we do have his colleague Beverly English with us, who is the Acting Bureau Chief of the Maternal and Child Health programs in the Illinois Department of Health, welcome to you Beverly. 

Beverly English:  Thank you. Thank you. Happy to be here. 

Beth Zimmerman:  As I mentioned at the beginning, we will be taking questions both on line and from our telephone participants, if you would like to post a question on-line, just click the button that says write, at the bottom of the screen, unto the heading communicate with lecturer.  Just type in message and click send. Cynthia is our operator today. Hi, Cynthia.  Could you please tell our telephone participants how they can ask a question? Thank you. 

Operator:  If you would like to ask a question through your phone line press the star key followed by the digit one on your touch tone. If you are using a speaker phone, please make sure that your mute function is turned off to allow your signal to reach our equipment. If you find that your question has been answered, and you would like to remove yourself from the cue, you can press the star key followed by the digit q. Once again, to ask a question through your phone line, press star 1.  And we will pause for a moment. 

Beth Zimmerman:  Thank you, Cynthia. While people in telephone audience cue up for their questions, I have a few from the online audience for our presenters.  So why don't we start for one with Beverly. Beverly, somebody asked a question about one of the task force recommendations to train MCH providers and Ralph did talk about the training that was conducted. But their question has to do with the types of providers that are included in the term maternal and child health providers. Could you please elaborate on who those were?

Beverly English:  Certainly. Our providers included all of our local health departments in the State of Illinois. We have 102 health departments Statewide. It included provide others that are federally qualified health centers at community-based organizations at the health department, of course, it was their RN staffing and some of their outreach providers and in the same at our federally funded agencies, they sent their nursing staff and outreach and staff, and we opened it up to hospitals, we had a real successful satellite telebroadcast where we had a live panel discussion following it with OBGYN in the field and we had Dr. Laura miller, who just had an excellent panel.  We opened that up to any healthcare providers, social service network, etc., we had, I think we had close to 500 which was one of our record breakers for satellite conference. But we opened it up to just about everybody we could but our focus initially of course was on the health department's federally funded agencies- that type of thing.

Beth Zimmerman:  Thank you very much. Maribeth, somebody from the audience has asked about the status of the RFPs for the 2005 State perinatal depression grants. Have they been announced or still pending?

Maribeth Badura:  RFPs for the State perinatal depression grant have been awarded already. There was not another call for solicitation. We were actually able to fund five more grants from the group that submitted in 2004.

Beth Zimmerman:  Okay. Thank you very much. For Jennifer, I wonder if you can answer this question, they are asking about this study population in the ecos population. Asking what was the highest percent yield among the mothers who participated in this. Do you know the age range of the women in that cohort? 

Jennifer Huang:  Well, we have mothers; those are all mothers, at least a child under 1. Their age ranged from 17 to, I guess, 40, because we have three age groups. Teenage mother, 20-35 and greater than 35. But I don't have the exact range right now. But the data does have that. 

Beth Zimmerman:  Okay. Thank you very much. 

Jennifer Huang:  You're welcome.  Here is an easy question I can anticipate. It says, will a transcript of the web question -- of the web conference be available on line? The answer is yes. That is part of the package of materials that will be available as part of this program. The archive will be added; vocal archive as well as the written transcript. I would like to pause at this time to go to operator and ask if there is anyone from our telephone audience who has a question. 

Operator:   Yes, we have several participants who have cued. We go first to Erma. Please go ahead.  All right. 

Participant:  Hi, I just wanted to ask this question.  Number one, I wanted to thank you Dr.  Meikle, I’m sorry I can't pronounce your name.

Susan Miekle:  You got it. 

Participant:  On the study you did about a depression. I was totally fascinated and very, very pleased to find out as I did something right yesterday. A lady that is pregnant right now and told me one of the problems she was having is very depressed. She found herself at times very depressed. I said, well, we can refer you to a counselor and immediately, because I do not want you to have problems with post partum depression. Little did I know I was doing the right thing. I thank you very much. I think it is incredibly eye opener to find now that depression in pregnant women is -- pregnant women, while they are pregnant, more prevalent than the caution of post partum depression. I thank you for that. 

Susan Meikle:  Yes, I think, this is Susan Meikle, I’m glad you found that useful. I think a lot of people are surprised to hear that depression occurs pregnancy at same rate after pregnancy or when the women are not pregnant and as a matter of fact, psychiatric diagnosis with the DSM manual only discusses post partum depression. There is room for research to reinforce the need to make sure that women who are pregnant are getting appropriate screening and treatment as well. 

Participant:   I think I learn a lot from that today. And I think I will be utilizing it at a very, very different manner. My second question is for the one from Chicago. You were talking bilingual people that you utilized and is it very, very hard for you to find a proper professional to work with the Hispanic community that you have in the Chicago area? And I’m asking that specifically because we find that even in the area here, Arizona, right now, bilingual people have also bicultural sensitivities, very important. I'm just curious how difficult it is for you to fulfill the need. 

Beverly English:  Well, this is Beverly, thank you for the question. Yes, you're exactly right. It is very challenging to fulfill their needs. Even though Chicago being very multi-cultural, bilingual, we have one agency that we are doing a pilot in, in a predominantly Hispanic neighborhood, they are doing a perinatal depression screening program for us and we are having our family case management agencies and Healthy Start targeted intensive prenatal case management agencies. When they screen, if the screening indicates that there is a need to refer then of course, they refer over to this healthcare systems alternatives that we are contracted with. It is a highly populated Hispanic area. We have an excellent resource there. But that is not the only pocket of need. And so you really have to market, network, build your infrastructure and make sure that two of the staff member, the masters prepared social workers that they have on staff relocated from California. 

Participant:  Oh, really?

Beverly English:  Yes. 

Participant:  Well, you have an impressive program, congratulations. 

Beverly English: Yes, we are real excited about it. I mean, from our task force, forward, as Ralph has indicated in his presentation, it is really taken roots and it is growing. We are so excited about that.  But, to your question, we can't let down our guard and our need to pursue getting qualified folks in the Hispanic area as well as the African American areas that can really get these folks involved in it and be culturally sensitive at the same time. 

Beth Zimmerman:  Thank you. Thank you for your question. Beverly, actually, there is a couple of questions that come in from online audience about the Edinburgh. I'm wondering if you could tell us how much Medicaid reimburses for administering the Edinburgh scale.

Beverly English:  The exact dollar amount, I don't remember right offhand. I can find that out. 

 Beth Zimmerman:  Okay. I would recommend for the person who submitted this to perhaps e-mail you directly. 

Beverly English:  And I can get that information to you. Can you look in my – 

Beth Zimmerman:  And they ask, do you have any suggestions as to how you could convince a Medicaid agency in another State to cover this service? 
Beverly English:  Well, number one, I think that it is always good to go in armed with your data; armed with research and not just anecdotal evidence. I think that at the same time, it is always good. In fact, when I, in this conversation, I’m going to be talking with other States on another issue. I always explore what they have done. Our contact over at Medicaid would be happy, I’m sure to talk with you and steer you as to how we were able to sit down with them and demonstrate to them how much more preventive this is than waiting until the mother or the client needs extensive services. And also, not only to our client, the mom, if you will, but to the children and to the husband or the significant other. There is a great amount of savings there in the prevention. 

Beth Zimmerman:  Excellent. 

Beverly English:  When you go in from the prevention perspective. I know my colleague from Medicaid, we have a bunch of different numbers and stats we put together. 

Beth Zimmerman:  Excellent. Well, maybe folks who are interested, I am getting a lot of questions here for Beverly. I know we won't be able to get through all of them. 

Beverly English:  I'm happy to get e-mails and send them back things and resources, etc.

Beth Zimmerman:  That would be great.  E-mail address and Ralph is on the screen currently right now. So you can get them to her, if we don't get to your question. Maribeth, I would like to follow up with you about a couple of questions we have gotten about the State perinatal depression grants. Are you still there?

Maribeth Badura:  Yes, I am. 

Beth Zimmerman:  Great. Could you tell me which States they were that received them recently? 

Maribeth Badura:  Uhm, I’m going to have to check to get that list. And, I’ll be glad to e-mail them to people if they would like to see it. 

Beth Zimmerman:  Okay. They also are asking, once you have the experience with these States, if you are finding these projects to be worthwhile and effective? Do you know any plan to extend funding more broadly to other States? 

Maribeth Badura:  That is something that HRSA will be examining. At this time, we don't have any funds to go beyond 2005. But we will be looking at what our resources in the future will be and we can shift to that area. 

Beth Zimmerman:  Okay. Thank you very much. Cynthia, I know we have some
folks in our queue of the telephone audience. 

Operator:  We will go next to Susan. Please go ahead. 

Participant:  Yes, hi, my name is Sue Micenner, I was a member of the first Illinois task force on perinatal depression. My question is for Beverly, I’m wondering how well you feel that screening is addressing the lack of disclosure issue that the study we saw today was quite impressive for women who do not disclose any problems. I do crisis intervention lines with women in Illinois. Every week, women who have not told their husbands let alone their doctors that they are struggling with these kinds of problems. And, some of them, by the way, do have post partum onset of depression. So I’m wondering how well you feel that the screening is addressing that type of issue and also, what your progress is on developing a network of support groups for women as a resource to refer them to for supplemental treatment besides medication therapy. >

Beverly English:  Sue, that is an excellent question. I think that the strength in our ability to address the disclosure the screening test alone is -- the screening test alone is certainly a great aid to that. And the ability of the screener to be sensitive to the needs of our client, what we did when we first started the outreach education trying to get everybody on board and using the Edinburgh or whatever, we found that most -- every OB office that we talk to, I went out personally myself and did some trainings here in my area with some OBs. They weren't screening at all. 

Participant:  Yes. 

Beverly English:   I think the best way we can  address and encourage women to feel comfortable saying, hey, I’m sad, I need some help and know that what it is, is out continuing to hit the grassroots, if you will and really educate because we are doing screenings, excellent. I think that is really making a difference but is it making a -- all the difference it could? No, we need to be out there continually addressing this. We need, just as you alluded to, we need more support group force women. We need to network in our communities what resources are available, will hospitals, a lot of the hospitals do have perinatal depression support. 

Participant:  I must say this, I was part of the small group of primarily nurses, some social workers and a few psychiatrists that helped to launch some of those programs that are still in place and I think that the role for, you know, advocacy organizations and facilitating the development of support programs within not only hospitals but other community-based organizations. 

Beverly English:  Absolutely. 

Participant:  Has not been capitalized upon. 

Beverly English:  No. And the more we talk about it, up. Bring it to the surface.  Don't be afraid. 

Participant:  I’ve been trying to do that for year. That is right. You are doing an excellent job. You know what I’m saying. It is going to be the more we get women comfortable knowing and knowledgeable about it, I think then that the more we	are going to say decrease in the reluctance to disclose. 

Beverly English:  I would like to see a shift in a balance of focus with the treatment component with primary prevention and the social support.  Which I think that research supports the fact that it does help to improve the outcomes for this population group. So thank you for your work. I did find, it is $14.60 current reimburse many rate for the Medicaid. 

Beth Zimmerman:  We have exceeded our time but one more question asked from telephone audience before we wrap things up. Cynthia. 

Operator:  We go next to Ingrid Davis. Please go ahead. 

Participant:  Yes, this question is for Beverly again, just to follow-up on the Medicaid reimbursement. Ralph has mentioned that Medicaid has agreed to reimburse six weeks post partum. How long do they continue to reimburse for that screening? Up to twelve months?

Beverly English:  Reimburse up to twelve months. That way you bill it to the child's Medicaid number. 

Participant:  Okay. Because, we will cover the mom up to six weeks post partum. Then, once she loses her eligibility, the child is eligible, becomes the active client and we can bill up to 12 months of age.  

Beverly English:  Okay. Thank you. 

Beth Zimmerman:  Thank you. And thank you to everybody for sending in questions and asking them on the phone, I regret that we can't answer all of them. But it is clear that our presenters are very willing to answer additional questions you have. Please feel free to contact them. What I would like everyone to do, if you would be so kind before you log out, provide us feedback on our program today. If you look on your screen, you will see an arrow down to the left corner of the screen. And there is an evaluation and feedback link that if you press on it, you will get a form to provide your input to us. 

I would like to once again thank our presenters and all of you in our audience for participating in today's program and we look forward to having you join us again for future programs. The audio conference is now officially adjourned.  Once again, this will conclude today's conference call. We thank you for your participation.
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