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TAKEAWAYS 

• Improving outcomes for pregnant and postpartum individuals with mental health and substance use 

disorders (SUD) requires shifting from stigmatizing and harmful policies to evidence-based strategies. 

• High-quality mental health and SUD care for pregnant and postpartum individuals is family-centered, 

prioritizes trusting relationships, and integrates services to effectively address medical, behavioral 

health, and health-related social needs. 

• Promising models exist for pregnant and postpartum individuals with mental health disorders and 

SUD. These models provide integrated, trauma-informed, medical, behavioral health, and social care 

through dedicated care teams that include a community-based workforce and peer supports. 

• Given new Medicaid coverage opportunities, this report presents evidence-based strategies to 

support pregnant and postpartum Medicaid members with mental health disorders and SUD, aiming 

to inform state policymakers, health systems, providers, and community-based organizations in 

promoting more effective, equitable care for this often-overlooked population. 

Overview 
he United States has one of the highest maternal mortality rates among 

high-income countries.1 Less often recognized is the significant impact of mental 

health and substance use disorders (collectively referred to as behavioral health 

conditions) as drivers of this crisis, particularly during the postpartum period.2,3  A 

substantial portion of maternal morbidity and mortality occurs in the weeks and months 

following childbirth, with suicide and substance-use disorder (SUD)-related overdoses 

accounting for over 20 percent of postpartum deaths.4,5,6,7    

Limited care and treatment options exist for pregnant and postpartum individuals with 

mental health disorders and SUD that are easy to access, integrated, non-stigmatizing, 

and family centered. Unlike traditional models, family-centered mental health and SUD 

treatment prioritizes parenting support, bonding with children, and childcare during 

treatment.8 These emerging models focus on integrated, team-based care, often 

collaborating with community-based organizations (CBOs) and incorporating input 

from people with lived experience.  

Two out of every five births in the U.S., or 41 percent, are covered by Medicaid.9 This 

presents significant potential to improve perinatal care for Medicaid members with 

mental health disorders and SUD, especially given the ongoing opioid epidemic. 

With nearly every state in the country now providing 12 months of postpartum 

Medicaid coverage, states, providers, and payers have a unique opportunity to 

T 
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reduce maternal mortality and morbidity. This can deliver lasting improvements in 

the lives of parents, children, and families. 

To identify ways to promote evidence-based, person-centered care and supportive 

policies for this population, the Center for Health Care Strategies (CHCS) conducted a 

literature review and interviews with partners across the country. Interviewees 

represented state Medicaid agencies, state health departments, Medicaid managed care 

organizations (MCOs), CBOs, foundations, researchers, physicians, midwives, doulas, 

people with lived experience, and behavioral and maternal health experts. 

Drawing from CHCS’ research, this report:  

1. Examines the systemic challenges hindering pregnant and postpartum 

individuals’ access to quality mental health and SUD care;  

2. Provides examples of evidence-based solutions to inform the efforts of states, 

health plans, health systems, and CBOs in improving perinatal services for 

individuals with mental health disorders and/or SUD; and 

3. Outlines critical elements of effective, integrated perinatal and behavioral 

health models to help health systems and CBOs replicate these best practices 

and guide state policymakers and payers in supporting these approaches. 

Maternal Morbidity and Mortality, SUD, 
and Mental Health Conditions 
While cardiovascular conditions drive a significant portion of pregnancy-related 

morbidity and mortality10 (occurring during pregnancy, birth, and up to one year 

postpartum11), suicide and SUD-related overdose are the leading causes of death in the 

postpartum period.12 Significant racial and ethnic mortality disparities exist in maternal 

health outcomes. Black and Indigenous women are three to four times more likely to 

die from pregnancy-related complications than white mothers, and postpartum 

depression rates are 80 percent higher for Black women.13 Poverty, trauma, structural 

racism, and inadequate high-quality postpartum care all contribute to these disparities 

and poor outcomes.14  

SUD in pregnant and postpartum individuals is typically associated with co-occurring 

depression, anxiety, post-traumatic stress disorder, panic disorder, and serious 

psychiatric conditions.15,16,17,18 Experiencing intimate partner violence during pregnancy 

or the postpartum period is also closely linked with depression and SUD.19 
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Despite these challenges, mental health disorders and SUD can be treated and 

managed. Evidence-based approaches include psychiatric medications, medications 

for addiction treatment (MAT),20 and individual and group therapy and supports.21 

Medications for opioid use disorder (MOUD), such as methadone and buprenorphine, 

are recommended for pregnant and postpartum individuals using opioids.22,23 For 

pregnant and postpartum individuals with alcohol use disorder, there are also 

medications approved for use.24 However, few providers prescribe these medications,25 

and nearly half of pregnant individuals with opioid use disorder (OUD) who receive care 

in publicly funded treatment centers do not receive MAT.26 An estimated 75 percent of 

all birthing and postpartum individuals with co-occurring mental health and substance 

use conditions receive no treatment.27  

Federal and State Initiatives Gaining Momentum 
For many states, rising maternal morbidity and mortality rates have made addressing 

the behavioral health needs of postpartum individuals a strategic priority.28 Recent 

changes in federal laws provide states with unprecedented opportunities to increase 

access to behavioral health care and social services from an array of providers, including 

and beyond maternal health providers.  

Postpartum Medicaid coverage expansion to 12 months is now in effect nearly 

nationwide. As of August 1, 2024, 47 states are providing 12 months of coverage post-

delivery, two are planning to implement 12-month postpartum coverage, and one is 

proposing a limited coverage extension.29 More communication is needed to build 

awareness about this coverage expansion. Interviews with providers and CBOs 

revealed that many Medicaid members may not know they are now covered for the full 

postpartum year, and some providers and payers are still developing strategies to 

optimize this expanded coverage. 

In June 2024, the CMS Innovation Center released a state funding opportunity for the 

Transforming Maternal Health (TMaH) model, a 10-year effort to support states in 

improving maternal health for Medicaid and Children’s Health Insurance Plan enrollees 

by addressing physical, mental health, and social needs during pregnancy, childbirth, and 

postpartum.30 Earlier in 2018, the Centers for Medicare & Medicaid Services launched the 

five-year Maternal Opioid Misuse (MOM) model to integrate maternity care with 

behavioral health and OUD treatment throughout pregnancy and the first-year 

postpartum. Participating states — Colorado, Indiana, Maine, New Hampshire, Tennessee, 

Texas, and West Virginia — are implementing strategies to improve care coordination, 

reduce stigma, and address social needs to reduce barriers to care.31 

These are significant steps that states and the federal government are taking toward 

bringing resources, expertise, and focus to addressing the interrelated maternal health 

and behavioral health crises that exist today. 
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The Challenges 
ased on CHCS’ research and interviews, 

below is a summary of critical challenges for 

policymakers and providers in supporting 

the health and well-being of pregnant and 

postpartum people with mental health and 

substance use disorders. 

• Pervasive stigma drives silence and isolation. 

Pregnant and postpartum individuals with SUD 

face stigma, discrimination, and poor health 

outcomes for themselves and their infants.33 

Experts interviewed, and the literature, cite shame, bias, and discrimination — 

perpetuated by punitive policies, the media, the community, and medical and 

social service providers — as primary reasons that pregnant and postpartum 

individuals with SUD do not seek help.34, 35 Seeking help during pregnancy can lead 

to separation from newborns, loss of custody of other children, and in some states, 

incarceration.36,37 A pilot study found that after an individual admits substance use 

in a health care setting, they may be perceived negatively by staff and receive 

inadequate care.38  

• Poor systems alignment and misunderstanding of MAT drive harmful 

separation of families. Infants and children of mothers with SUD are at high risk for 

early foster care placement, often leading to long-term adverse outcomes.39 

Keeping families intact, especially mother-infant dyads, can improve health 

outcomes and reduce disparities in postpartum outcomes.40, 41 Evidence suggests 

that keeping families together during MAT and mental health treatment decreases 

adverse childhood experiences and improves long-term health and well-being.42 

Aligning objectives between child welfare agencies, MAT providers, health 

departments, and Medicaid agencies can help support evidence-based models of 

care that aim to keep families together.43 Lack of training among child welfare staff 

can also lead to unnecessary separations. 

• Traditional postpartum care is not designed to address the whole person. High-

quality postpartum care should address health-related social needs, behavioral 

health needs, and physical needs.44 However, systemic challenges and a lack of 

integrated services hinder access to mental health and SUD treatment in the 

perinatal period. Historically, postpartum care was limited to a single visit at six to 

eight weeks, which many people miss due to barriers like transportation, childcare, 

and employment.45,46,47 The American College of Obstetricians and Gynecologists 

Improving maternal and child outcomes 

requires us to understand and 

deconstruct our country’s historically 

punitive policies towards pregnant 

and parenting people who use drugs.32 

–   Kimá Joy Taylor, MD, MPH, Anka Consulting, 

and Non-Resident Fellow, Health Policy Center, 

Urban Institute 

B 
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recommends viewing postpartum care as ongoing throughout the first post-

childbirth year and not just a single visit.48,49 However, providers, especially in low-

resource areas, face challenges in improving postpartum care, including 

appointment scheduling difficulties, insurance limitations, and lack of provider 

continuity.50  

• Few OB/GYNs are trained in SUD care. Studies show that OB/GYNs feel less 

confident treating opioid use disorder than tobacco use disorder and lack validated 

screening tools to assess substance use of pregnant and postpartum individuals.51 

Before the removal of X waiver requirements in 2023, less than two percent of 

31,000 OB/GYNs surveyed could prescribe MAT.52 One study showed that 40 percent 

of OB/GYN program directors did not prescribe MAT, citing a lack of trained faculty 

and interest.53 Primary care providers also hesitate to screen for and treat SUD, 

noting a lack of training.54,55 The lack of addiction treatment education for OB/GYNs 

and primary care providers results in missed opportunities for care.56  

• Behavioral health workforce shortages impede timely services. The behavioral 

health workforce shortage is a significant barrier to care for pregnant and 

postpartum individuals. An estimated 122 million people in the United States live in 

mental health provider shortage areas.57 Medicaid members are disproportionately 

affected by SUD and mental health conditions, with nearly 40 percent having a 

behavioral health condition compared to 31 percent of those privately insured or 

uninsured. 58 Lower provider reimbursement and inaccurate provider directories 

further hinder access to care for Medicaid members, especially in rural areas and 

communities of color. 59,60,61 The provider shortage also leads to higher 

hospitalization rates for behavioral health conditions.62 
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Potential Solutions 
Despite the challenges, there is reason to be hopeful. CHCS’ research and interviews 

with subject matter experts nationwide found that states, health systems, and CBOs are 

developing innovative approaches that support integrated, family-centered behavioral 

health care during the perinatal period. This section spotlights promising strategies and 

provides examples to guide efforts at various levels — including states and health plans, 

health systems and providers, and CBOs — in addressing the maternal mortality crisis 

and meeting the mental health and SUD needs of the people they serve. 

State and Health Plan Approaches  
Beyond providing Medicaid coverage for postpartum individuals, states and health 

plans can play a significant role in supporting the health and well-being of this 

population. The following section spotlights innovative approaches in three states — 

Massachusetts, New Jersey, and Oregon — for improving mental health and SUD care 

for pregnant and postpartum individuals. These state and health plan approaches 

employ strategies that allow for: 

• Integrated Care and Supports: Providing care across medical, behavioral health, 

and social services, with supports and training for providers to improve care for 

pregnant and postpartum individuals with mental health conditions and SUD.  

• Community-Based Workforce and Services: Using a community-based 

workforce, including doulas, peer counselors, and community health workers 

(CHWs), along with nurse home-visiting services in the immediate postpartum 

period. 

• Evidence-Based Approaches: Implementing harm-reduction, trauma-informed 

and other evidence-based approaches. 

• Cross-Sector Partnerships: Fostering cross-sector alignment across state health 

and human service entities and other key partners to support pregnant and 

postpartum individuals and their families. 

• Value-Based Payment and Delivery: Adoption of value-based payment and 

delivery to support team-based care. 
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Massachusetts   
Massachusetts Medicaid (MassHealth) has adopted a multi-pronged strategy for 

improving the health and well-being of pregnant and postpartum individuals 

with mental health disorders and SUD.* MassHealth is embedding behavioral 

health supports and training for providers into their Medicaid accountable care 

organizations (ACOs), exploring payment levers to incentivize screening for 

behavioral health conditions beyond depression, and working with MCOs to support 

doulas to better support their clients. Massachusetts’ approach includes: 

• Requiring Psychiatric Consultation Programs for 

Providers: MassHealth has contractual requirements 

with MCOs in their Medicaid ACO program that 

pediatricians caring for pregnant teens enroll in the 

Massachusetts Child Psychiatry Access Program 

(MCPAP) for Moms. MassHealth hopes this 

requirement will help more providers feel 

comfortable screening, referring, or managing mental 

health and SUD for patients during the postpartum 

year.63  

• Exploring Payment for Behavioral Health 

Screening Beyond Depression: MassHealth is 

exploring how to use all available payment levers to 

support screening and referral or provision of care for 

a wider range of mental health and SUD issues for 

pregnant and postpartum individuals, not just depression. Pediatricians are 

required to screen for postpartum depression at every well-child visit for the 

first six months postpartum and can also receive additional reimbursement for 

these screenings. 

• Enhancing Access to Doula Services and Community Supports through MCO 

Partnerships: MassHealth covers doula services during pregnancy, delivery, and 

the 12-month postpartum period. Roughly 90 percent of the pregnant and 

postpartum individuals covered by MassHealth are in managed care. Managed 

care can connect members to the MassHealth Community Partners Program 

that provides behavioral health care services if needed. MassHealth ensures that 

doulas are aware of these resources and can connect their clients to them. They 

are also working with MCOs to educate members about doula access.64  

 
* Please note that some of the MassHealth policies mentioned in this report may have been updated or 

modified since the date of publication. 

Massachusetts Child Psychiatry Access 

Program (MCPAP for Moms), a program 

funded by the Massachusetts Department 

of Mental Health, supports primary care 

providers, OB/GYNs, and nurse-midwives 

with real-time access to perinatal 

psychiatric consultations and care 

coordination services. It is designed to 

help providers manage their pregnant 

and postpartum patients' mental health 

and substance use concerns. MCPAP for 

Moms delivers training and toolkits on 

evidence-based behavioral health 

guidelines and can link individuals and 

families to community-based services 

when appropriate. 
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New Jersey  
New Jersey has one of the widest racial disparities for both maternal and infant 

mortality in the country. Black mothers in New Jersey are almost seven times 

more likely than white mothers to die from maternity-related complications, 

and Black infants are over three times more likely than white infants to die 

before their first birthday.65 In response, New Jersey Medicaid has adopted a 

multi-pronged approach that includes: 

• Creating a Statewide Strategy to Address Perinatal Health Involving All 

Sectors — Health, Education, Housing, Business, Government, and Justice: 

Led by First Lady Tammy Murphy, Nurture NJ is a statewide campaign launched 

in 2019 to reduce maternal and infant mortality and morbidity, especially among 

women of color.66 The statewide multi-agency approach involves a range of 

partners, such as doulas, health experts, mothers, families, providers, health 

systems, and government agencies, to create their strategic plan.67 The plan 

centers on dismantling policies that reinforce structural racism and drive poor 

maternal health outcomes for women of color.68  

• Establishing a Maternal and Infant Health Innovation Center: As work toward 

Nurture NJ’s goals has gained momentum, the state passed legislation creating 

the Maternal and Infant Innovation Authority.69 The Authority is similar to a 

governmental agency, and unlike previous initiatives, its objectives are codified by 

law, thus it will continue to operate beyond the current administration’s term. The 

Authority established the Maternal and Infant Health Innovation Center,70 

which supports comprehensive efforts to provide equitable perinatal and infant 

care services.71  

• Closing the Care Gap for Postpartum Individuals in the Immediate 

Postpartum Period: Under Nurture NJ, legislators passed a law in 2021 that 

establishes free, statewide postpartum nurse home-visiting services. The law 

requires all New Jersey hospitals and birthing facilities to schedule a free 

postpartum home visit within seven days of discharge for each birth.72 The 

Department of Children and Families partners with Family Connects, which links 

parents with a home-visiting nurse.73  

• Removing Stigmatizing Language about SUD from State Institutions, 

Entities, and Laws: In 2023, New Jersey became the first state to remove 

stigmatizing language about SUD from state institutions, entities, and when 

referenced in other laws. According to the new legislation, “the overall goal is 

to use person-first, non-stigmatizing language when referring to individuals 

with alcohol or substance use disorders.”74 



REPORT   •   Building Healthy Futures: Addressing Mental Health and Substance Use Disorders During Pregnancy and Postpartum 

 

CHCS.org  11 

Health Share of Oregon 
In 2012, Health Share of Oregon, a Coordinated Care Organization (CCO) 

accountable for health care quality and spending for more than 400,000 

Medicaid members across three Portland-area counties, piloted an 

innovative approach for pregnant and postpartum individuals with SUD.75,76 

Project Nurture integrates maternity care, substance use treatment, 

and social service coordination.77,78 The program has reduced foster care 

placements, increased prenatal visits, decreased C-section rates, and 

decreased child maltreatment.79 Notably, of 238 participants served during the 

three-year pilot, 93 percent have remained in recovery and retained custody of their 

infants for one year after delivery.80  

The model includes doulas and peer supports, who have lived experience with SUD, 

and connects clients to additional social supports.81 As Project Nurture has grown, the 

CCO’s health plan partners now finance the model, and Health Share of Oregon 

convenes participating organizations to address program needs and identify 

sustainability strategies. Model components include: 

• Providing Evidence-Based Integrated Maternity and Addiction Care Under One 

Roof: The program offers outpatient addiction treatment, MOUD, and medical care 

during pregnancy and postpartum.82 It engages women in prenatal care and drug 

treatment through low-barrier, drop-in weekly support groups. 

• Promoting Transparency and Collaboration with Child Protective Services: 

Project Nurture clinicians prepare and support participants and act as a liaison 

and advocate during interactions with child protective services (CPS). Ongoing 

partnerships between clinicians and child welfare staff build trust and sustain 

professional rapport.  

• Facilitating Cross-Sector Partnerships through One Convening Organization: 

Health Share of Oregon convenes providers and partners for quarterly Project 

Nurture meetings, facilitating peer-to-peer learning and troubleshooting. This 

convening role helps build connections between health and human services, 

housing, CPS, and behavioral health agencies.  

• Addressing Financial Challenges Created by Siloed Addiction and Physical 

Health Care: Health Share of Oregon, their health plan partners, and the Project 

Nurture sites are exploring an enhanced maternity payment for its perinatal SUD 

care model to better support the extra care this model provides through the full 

postpartum year.  
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Health System/Hospital Approaches 
Integrated, team-based care can ensure that pregnant and postpartum individuals 

with mental health disorders and SUD receive individualized care that considers their 

specific physical and behavioral needs and pays attention to health-related social 

needs.83 Models embodying these principles are emerging in health systems and 

hospitals across the U.S., supported by forward-thinking clinicians, administrators, 

and health system leadership. Below are two examples of integrated, family-centered 

care models centered within a health or hospital system. 

Dartmouth Hitchcock Perinatal Addiction Treatment 
Purple Pod Program   
Purple Pod is a team-based, trauma-informed, person-centered care model located 

within the Perinatal Addiction Treatment program in the OB/GYN department at 

Dartmouth Hitchcock Medical Center in Lebanon, New Hampshire.84 The program 

provides enhanced support for patients with mental health disorders, SUD, and/or 

health-related social needs that interfere with their ability to access and engage in care.  

Purple Pod is led by a certified nurse-midwife and staffed by medical residents. The 

midwife trains and oversees residents as they rotate through Purple Pod. OB/GYN 

residents are also trained in addiction medicine, perinatal psychiatry, medications for 

OUD and alcohol use disorder, trauma-informed care, and intimate partner violence.  

Purple Pod seeks to build bridges between the community and the health system 

through its community ambassadors’ program. Community ambassadors, who are 

CHWs trained as doulas and certified recovery support workers, spend time in the 

community connecting with pregnant individuals with SUD who may not be receiving 

care. They are reimbursed as CHWs connected to a licensed provider’s visit. Through 

grant funding, they are able to provide free phones to pregnant and postpartum 

individuals who are homeless or using substances to increase care engagement, 

allowing them to schedule appointments, telehealth visits, and Medicaid-covered 

transportation. In 2025, New Hampshire Medicaid will begin reimbursing doulas, 

and community ambassadors will be able to bill independently under Medicaid.  

Nursing staff receive training in addiction medicine, understanding addiction as a 

chronic disease, and stigma reduction. A key aspect of this integrated model’s success 

is the introduction of doulas/community ambassadors to labor and delivery and 

postpartum nurses. By attending select nursing staff meetings, the doulas/community 

ambassadors build trust with the nursing staff. This collaboration leads to nurses 

working closely with doulas, bringing them in as needed for extra support or care for 

pregnant patients with mental health and/or SUD who present at the hospital.85 
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Team Lily at Zuckerberg San Francisco General Hospital 

Team Lily is a trauma-informed, team-based, person-centered care model located at 

Zuckerberg San Francisco General Hospital.86 The program provides medical care and 

wrap-around services to pregnant and postpartum individuals with a focus on those 

experiencing homelessness, intimate partner violence, incarceration, substance use, 

and/or a mental health condition. Training inpatient hospital staff is a key component 

of Team Lily’s approach to shift away from punitive cultural attitudes toward pregnant 

and postpartum individuals with SUD. All clinical staff who work on labor and delivery 

and the postpartum floor are trained, and nurses are paid to attend trainings.87   

Team Lily partners closely with street medicine 

providers and runs an open-access clinic where 

patients can arrive at any time on a specific day and 

see their designated provider. An OB/GYN provider 

who prescribes MAT, and a therapist, social worker, 

navigator, and psychiatrist are available. Patients can 

stay with a provider they trust, and patients set the 

agenda for their visits. For example, if a patient wants 

to spend their prenatal visit discussing their need for 

housing or they want to talk about their mental 

health and not have a traditional prenatal visit, they can do that. This builds trust with 

patients and allows them to feel in control of their visit. 

Team Lily has developed “dyadic care coordination timeouts,” which are called 

whenever anyone on the team mentions or considers calling CPS. During this timeout, 

providers and clinical staff involved in the parent’s care pause and come together to 

decide on a course of action. Team Lily has found that this process allows the team to 

hear from other providers and team members who may know the parent and family 

better, providing a fuller picture of the patient’s situation. It ensures that calling CPS is 

the best course of action for both mother and infant or allows the team to avoid calling 

CPS and take another course of action. 

 

 

 

 

 

We did a lot of training with triage 

nurses on labor and delivery about 

instead of saying, ‘Why are you here?’ 

starting with, ‘We're so glad you're here. 

Let's get you settled in a room. Would you 

like some food?’ 

–   Dominika Seidman, MD, MAS, Team Lily, 

Zuckerberg San Franciso General Hospital 
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Community-Based Approaches 
CBOs and a community-based workforce — employing doulas, CHWs, and/or peers 

— are crucial in supporting pregnant and postpartum individuals with mental health 

disorders or SUD through effective community engagement and connections. Below 

are examples of community-based approaches with positive results. 

Moms Do Care EMPOWER at Baystate Franklin Medical Center, 
Massachusetts 
The Moms Do Care EMPOWER program, funded by State Opioid Response Funds 

from the Substance Abuse and Mental Health Services Administration through the 

Bureau of Substance Addiction Services at the Massachusetts Department of Public 

Health, operates several sites. The program supports pregnant and postpartum 

individuals using substances, those using MAT for OUD, and their families.88  

The Moms Do Care EMPOWER site in Greenfield, Massachusetts provides a team-based 

approach committed to person-centered care. At the center of the team are doulas and 

peer recovery coaches who have lived experience with addiction and recovery. Doulas 

and peers are connected to a multidisciplinary team, including obstetricians, midwives, 

and care coordinators. The team has flexibility to support clients’ autonomy and self-

defined goals, ranging from low-barrier/low-threshold care and harm reduction-based 

interventions to abstinence-based treatment goals.89  

The organization’s ability to retain a peer workforce with low turnover is 

key to its success. The program respects peers’ lived experience by 

elevating their unique strengths and qualifications through equitable 

compensation, flexible scheduling, and clear opportunities for professional 

development. 
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Shades of Blue Project, Texas 
Some individuals feel more comfortable finding support outside the health care system. 

The Shades of Blue Project supports individuals of color before, during, and after 

pregnancy by providing maternal mental health advocacy, treatment, community 

resources, and support groups.90 The project has a team of CHWs and doulas, many who 

share lived experiences with clients. They also refer to social workers and psychiatrists. 
Although based in Texas, Shades of Blue serves 

women and families in 42 states. The program’s 

virtual support groups focus on restoring people’s 

mental health in part by restoring their dignity 

and self-respect. No one is turned away from the 

program. The project offers a variety of groups 

including for pregnant and postpartum, teen 

moms, single moms, general mental health, 

LGBTQ+, and a pregnancy loss grief support 

group. Shades of Blue also provides free new 

clothing for mothers and babies, diapers, and 

other supplies. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

We often say in the maternal mental 

health and substance use space that 

there are not enough people to help, not 

enough providers. That’s because we 

don’t look beyond clinicians. If you 

widen the lens, you see all these other 

support mechanisms. Not everybody 

needs to go to therapy … Maybe I just 

want to talk to another mom who 

identifies with how I'm feeling, and she 

can make me feel better about myself 

and know that I’m not alone. 

–   Kay Matthews, LCSW, Founder,  

Shades of Blue Project 
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Key Recommendations  
nnovative programs are emerging nationwide to reduce maternal mortality and 

morbidity and ensure healthier outcomes for infants and their parents, 

particularly individuals with mental health and SUD needs. These patient-

centered initiatives, often rooted in the community or local health systems, typically 

offer seamless integration of perinatal and behavioral health services through a no-

wrong-door, stigma-free approach.  

This section outlines key elements essential for models that effectively integrate 

perinatal and behavioral health services. These six elements, detailed below, can guide 

health systems, CBOs, state policymakers, and payers in designing successful programs 

and supporting coordinated evidence-based care for this population. 

 

1. Support Dedicated Care Teams 

 

2. Center People with Lived Experience to Drive Health Equity 

 

3. Normalize Substance Use Care 

 

4. Train All Staff on Bias and Stigma 

 

5. Expand the Community-Based Workforce 

 

6. Use Harm Reduction and Street Medicine Approaches 

Interviewees and subject matter experts CHCS spoke with emphasized that even small 

changes in supporting the policy and care delivery approaches outlined in the following 

recommendations can benefit mothers and families.  

  

I 
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1. Support Dedicated Care Teams 
Almost all states have now extended Medicaid coverage to 12 months postpartum.91 

This creates an unprecedented opportunity to rethink care delivery for postpartum 

individuals and their families, particularly those with mental health disorder and 

SUD diagnoses. One promising first step would be to support dedicated multi-

disciplinary teams where medical and behavioral health providers, a community-

based workforce, and people with lived experience are integrated. A full year of 

postpartum Medicaid coverage makes this multi-disciplinary approach possible not 

just for pregnant individuals but also for those who need behavioral health care for 

up to a year after they give birth. 

States, payers, health systems, and providers can increase “no wrong door” access to 

mental health and SUD services for postpartum individuals over the full postpartum 

year by focusing on the multiple entry points where individuals will likely access care 

(i.e., OB/GYN offices, primary care offices, pediatrician’s offices, emergency 

departments, or non-clinical settings like shelters). States can make team-based care 

easier to provide by developing perinatal episode payments or other bundled payment 

models that are inclusive of behavioral health and health-related social needs. 

Coverage of a community-based workforce, such as doulas, can also support teams in 

employing these team members. Payers can extend their support beyond just financing 

screening and treatment. They can incentivize team coordination by aligning incentives 

with desired outcomes, such as providing bonus payments for implementing care 

coordination processes and multi-disciplinary case conferencing. Additionally, payers 

can reward reductions in disparities and assist in data sharing and measuring outcomes 

for patients engaged with these teams.  

Hospital-based maternal health and OB/GYN departments are also key entry points for 

care since care delivery infrastructure is already in place. Like Purple Pod at Dartmouth-

Hitchcock and Team Lily at Zuckerberg San Francisco General, hospital-based providers 

can consider creating dedicated teams within their departments that integrate behavioral 

health providers, a community-based workforce, and OB/GYNs, midwives, and nurses. 

These providers can be trained in SUD treatments and trauma-informed practice.  
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2. Center People with Lived Experience 
to Drive Health Equity 

The maternal mortality crisis, driven in part by behavioral health issues, 

disproportionately impacts people of color.92 Peer support from people with lived 

experience is an evidence-based strategy for helping pregnant and postpartum 

individuals with mental health disorders and SUD.93,94 However, many communities, 

especially those experiencing the greatest disparities, lack the robust community-based 

workforce with lived experience needed to implement these strategies effectively. For 

example, a New Jersey study found that in most community-based perinatal programs, 

people of color made up less than 10 percent of CHWs, doulas, and peer recovery 

coaches.95 Similarly, studies show racial and ethnic disparities in the use of mental health 

and SUD services, with communities of color accessing these programs less than their 

white counterparts.96 When interviewed, mental health and SUD program administrators 

cited a range of barriers, including mental health stigma, lack of family support, fears of 

disclosing mental health issues, limited language options, social determinants (namely 

transportation barriers), and limited awareness of the programs and services available.97  

Systemic and structural racism and historical and 

current bias within the health care and social service 

systems against mothers of color and families are 

complex, interrelated factors that compound the 

likelihood of experiencing postpartum mental health 

distress and SUD. These factors may also dissuade 

women of color from seeking effective treatment.98 

People with lived experience working as CHWs, peers, 

and doulas can play a critical role in supporting these individuals and their families. 

Health systems, providers, CBOs, as well as states, payers, and funders should consider: 

• Investing in the capacities of community-based programs to identify equity gaps, 

increase staff diversity and peer workforce, and address barriers to seeking care; and 

• Including people with lived experience in the design and delivery of care and 

support for pregnant and postpartum mothers with mental health and SUD. 

  

For me, it's about what we  

need to do to get people to put 

compassionate care back into this 

care delivery system that we are in. 

–   Kay Matthews, LCSW, Founder,  

Shades of Blue Project 
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3. Normalize Substance Use Care  
Today, high-quality, evidence-based treatment exists that can help people with SUD 

diagnoses. However, many providers and clinical staff are either unaware of these 

treatments, uncomfortable with them, or have not received training to provide 

effective care. A systemic review identified the most common reasons physicians are 

reluctant to provide addiction care as “lack of institutional support, knowledge, skill, 

and cognitive capacity.”99 Normalizing SUD care requires more clinical professionals 

who care for pregnant and postpartum individuals to understand current evidence-

based SUD treatments and receive training to deliver them.100 States, MCOs, and health 

systems can play an important leadership role by requiring or funding this training.  

Pregnant and postpartum individuals may seek SUD treatment from any of the 

following providers and staff, all of whom could benefit from training in perinatal 

SUD treatment options: 

• Maternal and reproductive health providers, including OB/GYNs, midwives, 

hospital labor and delivery and postpartum nurses; 

• Primary care providers, including internal medicine, family physicians, 

pediatricians, nurse practitioners, and physician assistants;  

• Emergency department providers and staff; 

• Behavioral health providers, addiction specialists, social workers, care 

managers/care coordinators;  

• CHWs, doulas, peer navigators and counselors; and  

• Child protective services staff.  
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4. Train All Staff on Bias and Stigma  
When pregnant or postpartum individuals seek help for mental health disorders or 

SUD, they often face feelings of shame or stigma during encounters with the health care 

system. This can happen at any point of interaction, whether it is the tone of the person 

answering the phone or the doctor’s attitude during a medical visit. Postpartum 

individuals with SUD diagnoses may be judged more harshly by both clinical and non-

clinical staff members than non-parents, leading to punitive and shaming approaches 

that may deter them from seeking care.101 Postpartum individuals may also have 

legitimate fears that seeking help will lead to police or child welfare involvement.102  

To address this, it is essential to provide training on bias and stigma to a wide range of 

clinical and non-clinical staff, including administrators, security, and janitorial staff. This 

type of training, a core principle of trauma-informed care, is critical for changing the 

culture of care for pregnant and postpartum individuals with mental illness and SUD.103 

Postpartum individuals seeking help may be as likely to go to an emergency 

department or ask for treatment in the pediatrician's office as they would at a 

postpartum visit. This highlights the need for training on bias and stigma across the 

array of provider types that postpartum individuals interact with. Addressing stigma 

and bias at the systems level requires widespread education across locations and staff.  

5. Expand the Community-Based Workforce  
Doulas, CHWs, peer coaches, and recovery specialists are fundamental assets in 

bridging the gap between the community and traditional health care-based settings. 

They often excel at building trust with patients, and a positive, supportive relationship 

can increase patient engagement in care. Evidence supports the use of peer 

interventions and a community-based workforce to prevent or reduce the harms of 

perinatal depression, as well as the use of peers for SUD recovery support.104,105  

Integrated care models at health systems and hospitals can incorporate a community-based 

workforce, including peers, doulas, perinatal CHWs, recovery coaches, and peer specialists. 

These care models recognize that having team members who have a community presence — 

able to reach people where they are, in their homes and communities — is vital for serving 

pregnant and postpartum individuals with mental health and substance use disorders, 

especially if there are other issues such as unstable housing and lack of childcare. Having a 

community-based workforce as part of the care team also helps the clinical staff have more 

awareness of the behavioral health and social needs of patients.106 Payment models are key 

to helping health systems support a community-based workforce, and many states have 

already moved or are moving to expand coverage of CHWs and doulas through Medicaid.107,108 
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6. Use Harm Reduction and Street Medicine Approaches 
Many successful programs for pregnant and postpartum individuals use innovative 

approaches such as street medicine, drop-in clinics where patients are guaranteed to 

see their preferred provider, and care models that provide medical care and SUD 

treatment and connect patients to housing, transportation, and domestic violence 

services if needed. Many interviewees spoke of “low barrier to entry” care or support 

groups that minimize rules around who can attend, highlighting these as core parts of 

their models. Additionally, many successful programs brought care directly to pregnant 

and postpartum individuals with SUD instead of waiting for them to come into hospitals 

and clinics. These programs focus on building trust and relationships, allowing 

pregnant and postpartum individuals to feel in control over their care and treatment 

choices. These approaches are based on harm reduction strategies.109 

Conclusion 
uicide and overdose are the leading causes of death in the postpartum period, 

and the impact on families and the community is tragic and profound.110 It 

should not be difficult for pregnant and postpartum individuals with mental 

health disorders and SUD who are seeking help to find it. However, these individuals 

often face shame and stigma and an array of challenges in accessing the family-

centered, trauma-informed, team-based care and support they need. 

States are now providing Medicaid coverage for a full postpartum year. To make the most 

of this coverage, states, payers, and providers can act strategically to promote evidence-

based care that works and reduces the inequities and disparities that currently exist. 

Positive change is within reach by collaborating across sectors, creating integrated teams 

of medical, behavioral health, and social service providers, and embracing a community-

based workforce and individuals with lived experience in designing and delivering care.  

Policy change, new payment strategies, and integrated, person-centered, trauma-informed, 

non-punitive team-based care can help. There is no order in which these changes should 

occur, and there is no mandate to do everything all at once. Whether through participation 

in innovative new efforts like the CMS Innovation Center’s TMaH model, or through 

incremental approaches at the state or local level, there are critical opportunities to 

significantly improve care for new birth parents and their babies across the United States. 

  

S 
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