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Abstract
Many women will experience a mood disorder at some point during the perinatal period,
which begins at conception and extends to at least the 1st birthday of their child. With the
expansion of Medicaid in the U.S. state of North Carolina in 2023, many new women of
childbearing age have coverage that includes mental health services. However, despite
this huge surge in newly insured women there is no notable increase in the number of
mental health providers (social workers, clinical mental health counselors, etc.) in the
state who accept Medicaid. The purpose of this study was to determine what service
providers say is preventing mental health clinicians from signing on to accept Medicaid
clients. Lewin’s theory of change and force field analysis provided the conceptual
framework of the study and was used to determine participating clinicians’ perceptions of
barriers and supports for perinatal mental health clinicians in North Carolina. Two
anonymous surveys were posted on a Facebook group for perinatal mental health
clinicians in North Carolina. The first contained open-ended questions designed to gather
information from the participants about their perceptions. The second asked participants
to rank order the key responses that were identified in the first survey. Thematic analysis
of responses from nine participants identified reimbursement rates and concerns about
billing and authorization processes to be the most concerns of participating clinicians.
This study may affect positive social change by informing policy makers of the need to
streamline Medicaid administrative processes to encourage higher levels of involvement

among already trained perinatal providers.
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Section 1: Introduction to the Problem
Background of the Human Services Problem

Perinatal mood disorders affect approximately 20%—-25% of women in the United
States, according to Postpartum Support International (PSI, 2024). These disorders range
from postpartum depression as the most common to postpartum psychosis as the least
common. In 2018, PSI leaders created a program to train professionals on how to
effectively and appropriately care for these women. Despite their efforts, there is still a
significant gap in the number of providers available to treat these women. The number is
even further restricted for providers who accept Medicaid.

Since the implementation of the Patient Protection and Affordable Care Act of
2010, Medicaid has expanded in most states and Washington, DC to now cover an
average of 50% of childbirths every year and 60% of all births for minority, young, and
rural women (Medicaid and CHIP Payment and Access Commission, 2020). Medicaid
expansion came to North Carolina in December 2023 and as of June 2024 has provided
coverage for 270,045 women of childbearing age. However, despite the significant
increase in Medicaid enrollees there has not been a matching increase in mental health
providers trained in perinatal mental health. In fact, as of June 2024 there were only 17
providers trained by PSI who accepted Medicaid clients (PSI Directory, n.d.). This gap
has left thousands of women in North Carolina without trained mental health assistance

and contributes to the numerous issues that lack of treatment causes.



Social Problem

Untreated perinatal mental health disorders have been studied all over the world
with more research conducted in high- to middle-income countries than low-income
countries. Researchers have found that untreated mental health disorders in mothers have
a significant impact on not only the mother, but also her child and even her community at
large. In the United States from 2008 to 2017, 11% of maternal deaths were determined
to be caused by mental health conditions; of these, 63% were women who were on
Medicaid at the time of their deaths (Trost et al., 2021). The World Health Organization
(2008) found that untreated mental illness in mothers causes infants to be more irritable,
fall behind in meeting physical milestones, and have lessened auditory and visual
orientation. In low middle-income countries (LMICs), these effects on infants are often
more extreme and include severe malnutrition (Tripathy, 2020).

Culpin et al. (2020) discovered that the concerns for the children do not end in
infancy and that untreated maternal mental illness has a strong connection to depression
in the child once they reach adulthood. In addition to the health concerns, the costs of
untreated perinatal mental health disorders were estimated to be $14,000,000,000 a year,
and that is just from conception to the first 5 years postpartum (Luca et al., 2020). There
is also a significant risk of severe maternal morbidity (e.g. hysterectomy, severe heart
damage, or the necessity of a ventilator), the aggregate cost was approximately

$102,000,000 a year (Brown et al., 2021).



Local Problem

In North Carolina, an estimated 1 in 3 people experienced a mental illness as of
2021, according to the National Alliance on Mental Illness (2023). The organization
noted that there were not nearly enough providers available to treat them, which shows in
the less than half who received treatment. A look at County Health Rankings (n.d.) shows
that in Lee County, North Carolina, for example, there was one licensed mental health
clinician per 470 residents in 2023. North Carolina the Policy Center for Maternal Mental
Health (2023) graded North Carolina as a D for its ratio of women in the perinatal period
to available licensed and trained perinatal mental health clinicians.

Moreover, the number of available clinicians is markedly lower when filtered for
those who accept Medicaid. With over 50% to 60% of all births in the state of North
Carolina being funded by Medicaid, there were only 17 perinatal trained providers
(therapists, social workers, or medication managers) who accepted Medicaid in 2024 (PSI
Directory, n.d.). This lack in coverage not only leaves the women themselves struggling
with no way forward, but it also affects the limited number of clinicians who do accept
Medicaid as they are constantly swamped with referrals and have almost no one to refer
out clients they cannot take.

Purpose of the Study

The purpose for this study was to determine what are the perceived barriers and
supports that either prevent or aid perinatal mental health providers in serving Medicaid
clients in North Carolina. To address the factors underpinning provider reticence, I

explored the perceptions of perinatal mental health providers regarding accepting women



clients with Medicaid. Legislators, advocates, and PSI have focused on the gap in
available providers but have not been able to identify contributory factors to serve as a
basis for actions they could take to address the underlying issues. The intention for this
study was to find the necessary data and turn it into actionable information that can be
used by maternal mental health advocates and legislators to modify or remove barriers
and increase support. By encouraging more perinatal mental health clinicians to accept
Medicaid, stakeholders may be able to assisting low-income women of North Carolina
for the betterment of not only them, but their children, families, and society.
Research Question

The practice-focused research question that was addressed in this study was, What
are the perceptions, barriers, and supports for perinatal mental health professionals in
serving Medicaid clients in North Carolina?

Conceptual Framework

Lewin (1951), in articulating force field analysis, expressed that both an
individual’s and a group’s behavior is attributable to the forces that push or pull them and
create their “life space.” He stated,

Instead of picking out one or another isolated elements within a situation, the

importance of which cannot be judged without consideration of the situation as

whole, field theory finds it advantageous, as a rule, to start with a characterization

of the situation as a whole.



Lewin posited that before a person or group can change their behavior, they must first
map out their life space so the forces that are maintaining the equilibrium can be
destabilized and then changed.

I used the theory of force field analysis developed by Lewin as the conceptual
lens for this study. I did so because the question at hand is complicated and requires a
thorough look at the life space of perinatal mental health clinicians. If the answers were
as simple as increasing reimbursement or lowering the number of “hoops” needed for
clinicians to provide for Medicaid clients, then one would expect there to be an equal
number of them to private pay providers, and yet there is not. To change the current
equilibrium, stakeholders need to look at the many forces that push or pull clinicians to
accept only certain types of insurance.

Nature of the Study

To identify the forces at play, I sought to recruit as large of a sample as possible
of perinatal mental health providers in the state of North Carolina. The qualitative study I
conducted featured two different anonymous surveys. The first survey was used to gather
information to identify and code reoccurring themes that clinicians feel are either barriers
or supports to them serving Medicaid clients. Once that information was received and
coded, then another survey was used to rank how important clinicians find each theme to
be regarding their willingness to accept Medicaid clients. I chose this two-pronged
method to find as many forces as possible and identify the strength of each force and in

which direction clinicians feel that it pulls them.



Defined Terms

Perinatal mental illness: Mental health disorders that occur during the period of
pregnancy through the postpartum period (O’Hara et al., 2014). This term is used
interchangeably with “perinatal mood disorder” and “perinatal mood and anxiety
disorder” throughout this text.

Perinatal mental health clinician: A licensed mental health provider with
specialized training in perinatal mental health (PSI, 2024).

Significance of the Study

Significance of the Study for Community

This study is significant in that it may inform efforts to address the gap in mental
health services being provided to women in the perinatal period with Medicaid in North
Carolina. North Carolina legislators may be able to use the findings as a guide to make
changes to the Medicaid system that will bring more mental health clinicians into
network with Medicaid, thereby increasing the mental health services available to these
women during a vulnerable time in their lives. Access to mental health care is a social
determinant of health that affects the lives of not only the women but also their children
for decades into the future, and the women of North Carolina deserve competent mental
health care during the perinatal period (Culpin et al., 2020).
Significance of the Study for Human Services

I believe that my capstone project has a real possibility to create social change. If
I can present my findings to North Carolina legislators, one of whom has already

expressed interest in my ideas, | may be able to help bring more perinatal mental health



providers into network with Medicaid by eliminating some of their perceived barriers to
serving that population. With the media attention on perinatal mental health, there has
been an appetite among stakeholders for an increase in perinatal mental health services,
but so far, stakeholders have failed to effectively reach some of the most vulnerable
women in North Carolina (The Policy Center for Maternal Mental Health, 2023).
Therefore, I hope that my findings regarding perceived barriers may inform efforts to
encourage more perinatal mental health clinicians to help these women and their babies.
Literature Review

Literature Search Strategy

I conducted a comprehensive literature review for this capstone. The key search
terms that were used included Medicaid expansion, providers or clinicians or therapists
or counselors, perinatal or postnatal or antenatal or postpartum or maternal or pregnant
or pregnancy, Medicaid or low-income, and human services or social work. I inputted
these search terms in the Google Scholar search engine and the Walden University
Library databases MEDLINE/PubMed, APA Psyclnfo, SocIndex, ScienceDirect,
Academic Search, Social Sciences Citation Index, and Directory of Open Access
Journals. The literature collected includes peer-reviewed articles, government reports,
and reports from health organizations published between 1995 and 2024 with the key
focus being on the years 2019-2024.
Conceptual Framework

Kurt Lewin developed force field analysis. Lewin, who was a psychologist,

originally wrote about the concept in the 1940s. Lewin had an interest in the scientific
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processes that play a part in group behavior. Lewin posited that before a person or group
can change a behavior, the forces surrounding that behavior must be altered first.
Hundreds of human services, corporate, and medical researchers have used his
framework to effect change in their environments (Coghlan & Brydon-Miller, 2014).

Force field analysis is used to identify two opposing types of forces that occur
when change is sought by a group or organization. These forces are “restraining forces”
that support the existing state and push back against change or “driving forces” that push
towards change (Lewin, 1958). When human services professionals use force field
analysis, they must first clearly define the problem. This step allows the professional to
identify how and why a change is needed. They then describe the outcome they are
seeking with as much detail as possible and include measures for results if possible
(Lewin, 1958). Human services professionals then begin identifying as many of the
forces as they can and determine if they are driving or restraining factors. After doing so,
they rank those forces by impact or importance. An action plan is the final step. An action
plan is a strategy to create change in the forces at play to effect change in the sought
direction (Keenan, 2022).

Force field analysis has been used extensively in the world of human services and
has helped to create widespread social change. It has allowed programmers, for instance,
to incorporate research-based practices into domestic violence prevention programs to
improve the programs (Graf et al., 2013). Furthermore, Ennis (2017) used Lewin’s model
to provide direction for supervisors, and Hussein et al. (2022) used it to determine the

factors underlying hospital leaders’ implementation of accreditation standards. Force



field analysis, I concluded, was appropriate to identifying the perceptions of perinatal
mental health professionals of Medicaid expansion.

Themes and Subthemes of Literature Related to Human Services Problem
Perinatal Mood Disorders

A perinatal mood disorder is one of multiple different conditions that can occur
during the period of pregnancy through postpartum. Postpartum depression is the most
well-known condition for the public and most often identified by community health
initiatives during the perinatal period as it has been the point of discussion across the
nation and impacts approximately 20%—-25% of women in the United States (Knitzer et
al., 2008). Postpartum anxiety and obsessive-compulsive disorder (OCD) are estimated to
be slightly less common; the lack of awareness both in the public and medical sphere can
cause additional distress for affected women. Finally, there is postpartum psychosis
which, although it is exceptionally rare (affecting approximately 2.6 out of 1,000 births),
is the condition that often garners news coverage (PSI, 2024). Even other mental health
disorders will often be exacerbated during the perinatal period. Stevens et al. (2019)
found that posttraumatic stress disorder symptoms significantly worsened for women in
the postpartum period.

Postpartum depression is the most common medical condition experienced by
women during the postpartum period. It is generally marked by symptoms like
anhedonia, crying spells, feeling disconnected, trouble bonding, thoughts of harming
yourself or your baby, and suicide (March of Dimes, n.d.). Postpartum depression often

complicates mothers’ engagement in their pregnancy or bonding with their infant after
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birth (Li, 2022). Sometimes the bonding difficulties are episodic and only appear

occasionally; however, it is possible for these bonding issues to be persistent. Chen et al.
(2024) found that a woman was more likely to experience persistent bonding issues if in
addition to postpartum depression they stopped breastfeeding early, did not breastfeed at
all, and were first-time mothers. This trouble connecting has been identified as a source
for ongoing attachment issues for the child and impaired emotional, social, and cognitive
development as well as depression in the child as they become adults (Culpin et al., 2020;
Li, 2023). Mothers are not the only ones who experience depression during the
postpartum period; it is estimated that approximately 10% of fathers will also face
significant depression symptoms as well (Malik, 2023). Depression in the father has been
shown to cause attachment issues within the couple that in turn exacerbates the
depression and anxiety symptoms of the mother (Vanwalleghem et al., 2023).
Postpartum anxiety and OCD are thought to be slightly less common than
postpartum depression with an estimated 11%-21% of women affected during the
perinatal period (Cleveland Clinic, 2022). Postpartum anxiety is evident by significant
worries about numerous things usually related to baby, but not always, and irritability
that can go so far as becoming postpartum rage. One study suggested that postpartum
anxiety and postpartum OCD have a marker of mid-pregnancy insomnia that clinicians
should use to keep a close eye on those patients (Osnes, 2020). Postpartum OCD is
postpartum anxiety with the addition of “scary thoughts,” which are intrusive and
repetitive images usually regarding harm coming to baby. In my own practice I once had

a woman with postpartum OCD who would buckle her baby in the car seat, put the car
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seat in the car, and then check under the tires of her vehicle in order to make sure that her
baby was not underneath them before she could back out of her garage.

The key difference between postpartum OCD and postpartum psychosis is that the
images in OCD are ego-dystonic while in psychosis the images are ego-syntonic
(International OCD Foundation, n.d; PSI, 2024). Weiss et al. (2022) found that there was
a sharp uptick in mental health hospital stays for women from 2000 to 2018 and then
again in 2020 due to fears and stress related to COVID. Of this increase 74% of them
were related to OCD and other anxiety disorders. Many women will avoid seeking help
for postpartum OCD due to fears about being seen as “crazy’ and worries about social
services involvement (Smith & Roane, 2023).

Postpartum psychosis is extremely rare, occurring in approximately 2.6 out of
1,000 births (PSI, 2024). Postpartum psychosis has a sudden onset of symptoms generally
within the first 3 days after birth but occasionally up to 2 weeks postpartum (Vanderkruik
et al., 2024). As mentioned above, the thoughts and images that a woman experiences
with postpartum psychosis are ego-syntonic and the woman herself rarely realizes that
she is unwell. Women with a history of bi-polar disorder and previous episodes of
psychosis are those that are the most at risk. Although most women with postpartum
psychosis never hurt anyone, it is always considered an emergency that requires in-
patient mental health care until stabilization (PSI, 2024). While there are numerous
effective treatments available, when a woman has experienced postpartum psychosis, she
is at a significantly increased risk of developing it again in subsequent pregnancies or

having psychotic episodes outside of the postpartum period (Vanderkruik et al., 2024).
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Untreated maternal mental illness is also associated with infanticide and filicide in
the United States (Wong & Parnham, 2020). While rare, it is a definitive risk that always
captures the attention of the media and the nation. Severely ill women like Andrea Yates,
who suffered from postpartum psychosis and drowned her children in 2001 in Texas are
well known cases, but horrific neglect like in the case of Kristel Candelario and
numerous others can also occur when a mother with significant perinatal mental illness
does not receive effective treatment.

Even if a woman does not deliver a baby, it is still possible for her to experience a
perinatal mood disorder. Reardon and Craver (2021) found that even if a pregnancy does
not end in childbirth a woman still has a chance of developing a perinatal mood disorder.
They determined that any pregnancy loss, whether it is induced or natural, is a risk factor
for perinatal mood disorders. Moreover, the events and timing of the loss along with a
screening of prior mental health history is necessary for professionals to consider so that
they can make the appropriate mental health services referrals.

Another key factor for professionals interacting with women during the perinatal
period to be attentive to is the trauma history of the woman. Shin et al. (2021) identified a
positive association between Adverse Childhood Experiences (ACEs) and postpartum
depression. The researchers sought to determine if there was a connection between ACEs
and postpartum depression symptoms in women who were young and had low-income.
For their study Shin used 746 women (491 of which provided complete data and were
included) who were participating in another study Longitudinal Infant and Family

Environment that was used for safe sleep practices. The women were given an ACEs
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questionnaire and two Pregnancy Risk Assessment Monitoring System to gauge the
presence of postpartum depression criteria. The researchers discovered that there was a
positive association (p <.001) for women in low-income women with postpartum
depression symptoms and at least one type of ACE.

Past researchers have found that ACEs increase a variety of physical and
behavioral health problems, Shin et al. (2021) noted. They also highlighted previous
research showing a relationship between ACEs and depression both during childhood and
later in life. Shin and partners set out to determine if that held true for postpartum
depression. Importantly for this capstone project Shin discovered a significant number of
ACEs reported by low-income mothers and that there is a correlation between ACEs
exposure and postpartum depression symptoms. A statistically significant number of the
low-income women in North Carolina who suffer from postpartum depression have
Medicaid. Without enough clinicians to serve these women they have to suffer alone, and
no mother should struggle through postpartum depression without trained mental health
care.

The U.S. Preventative Services Task Force (2019) reported that the best tactic for
all stakeholders involved with the care of women during the perinatal period is to refer
any who are at an increased risk of developing perinatal mood disorders to counseling
interventions. They found that there is a moderate certainty that providing at risk women
with counseling was effective in the prevention of perinatal depression. As the saying
goes, an ounce of prevention is worth a pound of cure, so it is imperative to get at risk

women the mental health care that they need.
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Impact of Perinatal Mood Disorders. Perinatal mood disorders are one of the
top causes of death during the pregnancy and postpartum period with an estimated 20%
of all postpartum deaths being self-inflicted (Chin et al., 2023). Hoyert (2023) took the
National Vital Statistics System and identified a significant increase in the maternal
mortality rate in the United States from 861 in 2020 to 1,205 in 2021 which some of that
increase is attributed to better information gathering practices it is still a significant jump.
In Hoyert’s report she used the World Health Organization definition of maternal
mortality “the death of a woman while pregnant or within 42 days of termination of
pregnancy, irrespective of the duration and the site of the pregnancy, from any cause
related to or aggravated by the pregnancy or its management, but not from accidental or
incidental causes (World Health Organization, 2008).” It is the position of Gunja et al.
(2022) that a great many of these maternal deaths are the direct result from delayed or
completely missed opportunities for treatment which makes them 100% preventable.

Culpin et al. (2020) used data from the Avon Longitudinal Study of Parents and
Children to determine if there was a connection between postnatal depression and
depression in the child when they turn 24. This was a significant longitudinal study that
attempted to discern if the mother’s depression and nurturing behaviors had an impact on
whether the children ended up being diagnosed with depression themselves. A strength of
the study was that it had a vast amount of information that it had available to it for
analysis. They found a strong link that associated nurturing behaviors to depression in a
mother which in turn was connected to depression in the child as an adult. The link

between depression in the mother and disconnected and ineffective nurturing behaviors



15

towards the infant had been studied previously but the link between that behavior and
depression in those children as adults was a significant finding (Abrams, 1995; Culpin et
al., 2020). The greatest link that connected maternal behavior with depression in the adult
child was determined to be between the self-reported feeding concerns and how the
mother handled the infant crying (Culpin et al., 2020).

In an extensive report from the World Health Organization (2008) they identified
numerous impacts of untreated perinatal mood disorders on infants all over the world.
They mentioned the impact that has been studied in high income countries that included
dysregulations in behavior (increased crying, decreased sleep), lower serotonin and
dopamine levels, and higher cortisol levels than infants of women without perinatal mood
disorders. These infants are also often behind in physical milestones, have lower activity
levels, less visual and auditory orientation, and have more irritability.

Tripathy (2020) focused on LMICs and their untreated perinatal mental health
disorders which have been found at significantly higher percentages at 10%—41% in than
in high middle-income countries (HMICs) like the United States. The impact of untreated
perinatal mental health disorders on babies in LMICs tends to be more significant than in
HMICs and includes severe malnutrition, lower compliance with immunizations,
hampered growth, and increased episodes of diarrhea. Tripathy (2020) also spoke about
the increased risk factors for women in LMICs face at higher rates than women in
HMICs such as low socioeconomic status, undesired pregnancy, and gender violence.

In addition to the impact on the women and children themselves there is also a

significant cost associated with untreated perinatal mood disorders (Luca et al., 2020).
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With an estimated $14,000,000,000 for a cohort of women in 2017 that were followed

from conception to 5 years postpartum. The largest costs were attributed to the mother
having reduced economic productivity, maternal medical costs, and increased number of
preterm births with a total of about $31,800 for each impacted mother-child dyad. Brown
et al. (2021) examined the connection between severe maternal morbidity (e.g. requiring
a ventilator, hysterectomy, or severe heart damage occurring in the perinatal period) and
mental health disorders; 19.8% of women in their study had Medicaid as their primary
insurance. Brown et al.’s findings showed when women have untreated mental health
disorders, they are 50% more likely to suffer from severe maternal morbidity resulting in
an aggregate cost of approximately $102,000,000 a year. Brown et al. and Luca et al.
(2020) called for increased efforts to lower the number of untreated persons through
additional screenings and maintaining insurance continuity in order to create substantial
economic savings for society, the government, employers, and insurers.

Perinatal Mental Health and Minority Populations. Perinatal mental health
disorders disproportionately impact women in poverty, who are persons of color, are
teenagers, or are otherwise marginalized (Maxwell et al., 2018). Keefe et al. (2021) and
Salameh et al. (2019) found that African American women are especially affected by
perinatal mood disorders with 24% to 39% having depression symptoms rather than the
“average” of approximately 20% even when the data is controlled for marital status, age,
number of children, income, county urbanicity, health insurance, time, self-rated health
status, and type of mental health condition. Hernandez et al. (2022) found significant

links between perinatal mood disorders and childhood trauma, sexual abuse, and
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domestic violence. Mothers with untreated depression have poorer physical health as
well, are more likely to engage in unhealthy behaviors, and less likely to participate in
healthy ones (Keefe et al., 2021). These women are also far less likely to receive mental
health services despite the increased prevalence than their White counterparts (Keefe et
al. 2022).

Poverty especially exacerbates the struggles of these women due to concerns over
missing work, being able to pay for childcare, and an overall lack of control over their
resources and circumstances (Maxwell et al., 2018). Marginalized women also report
fears about seeking help or even having routine prenatal and postpartum care due to being
seen as unfit parents and having their children taken from them by the Department of
Social Services (Smith & Roane, 2023). Black women especially have been found to gear
their medical decision making around fears of Department of Social Services
investigations. Smith & Roane (2023) found that with half of all Black children in the
United States being involved with Social Services investigations at least once before they
turn 18, that the fears of these women are rooted in the experiences of women and
children that they know.

In an extensive study of over 260,000 women during the perinatal period by Sujan
et al. (2023) found that while Asian women are less likely to experience anxiety and
depression during the perinatal period, they are more likely to suffer from moderate to
severe depression symptoms during pregnancy. The researchers also found that these
women were very unlikely to receive a depression diagnosis during this time frame. The

authors also found that Hispanic women were more likely to have moderate to severe
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depression during pregnancy but not receive a diagnosis. The authors posited that the
disparity between depression symptoms and diagnosis in these two minority populations
is due to barriers in the recognition of symptoms in the women by their providers.
Iturralde et al. (2021) conducted qualitative research into the matter and found that a
barrier in recognition for some Asian women comes from family pressure to hide their
depression symptoms. The researchers also found that some Hispanic women reported
burying their depression symptoms so that they did not seem “crazy” or ungrateful to be
mothers. Iturralde et al. (2021) also found that for many minority women their citizenship
status caused significant concerns for them and prompted many to avoid any mention of
anxiety or depression over fears that it could impact their visas. Dagher et al. (2021)
found in their research that lower income level, working either full or part-time, and
Latina are the most unlikely to seek out mental health treatment.

Suicide and Overdose During the Perinatal Period. Much more significant
than the impacts to the economy and mental health of the children, we have the loss of
life associated with untreated perinatal mental health conditions. The Centers for Disease
Control and Prevention (2024) identified the medical causes for perinatal deaths that
included hemorrhage, infection/sepsis, cardiomyopathy, and other cardiovascular
conditions. Untreated perinatal mental illness and substance misuse is associated with a
20-fold increase in maternal mortality (Morain et al., 2022). Often women experience
comorbid illnesses such as postpartum depression and substance use, postpartum
depression and anxiety or posttraumatic stress disorder, and postpartum depression and

suicidality (Craemer et al., 2023). Suicide and overdose are leading causes of death for
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women in the perinatal period at an estimated 20% of all deaths which led Biggs et al.
(2023) to attempting to find out why. They determined that when women feel like they do
not have what it takes to be a good mother and they conclude that their family is better
off without them they are at a significant risk of suicide or overdose (Biggs et al., 2023).
Mangla et al. (2019) focused on opiate overdose as one of the leading causes of maternal
mortality and indeed found that opiate overdose is a leading cause of death in women
during the perinatal period.

Moreover, Chin et al. (2022) discussed how the United States is one of the
countries with the highest maternal mortality rate among developed nations and that
suicide is a leading cause of those maternal deaths. They looked at published literature
not included in a previous review conducted by Mangla et al. and found 110 articles on
prevalence of suicide, outcomes/interventions, risk factors, and prevention. Horan et al.
(2023) identified the 6- to 12-month postpartum period as the period where a woman with
a substance use disorder is the most likely to relapse and is at a significant risk for
overdose. A lack of education and trained professional help increases the risks of these
women. While women in a residential substance use treatment center as part of a research
cohort conducted by Renbarger et al. (2024) were able to identify and practice safe infant
skills (e.g. safe sleep), they reported that the fact that they themselves were at risk of
death “never crossed their minds”.

Both Mangla et al. (2019) and Chin et al. (2023) found that there is much to be
done to develop ways to predict the suicide risk of a woman in the perinatal period

outside of the current screening practices. Trost et al. (2021) looked at maternal deaths as
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a whole and found that 11% of the maternal deaths from 2008 to 2017 were caused by

mental health conditions, and that most (63%) of those deaths were women who were on
Medicaid during the perinatal period. Moreover, 100% of those deaths were determined
to have been preventable through appropriate mental health and medical care.

Difficulties in Receiving Help. Despite the well-known and extensively
documented issues caused by untreated perinatal mental illness, it remains very difficult
for women to find help. Even with more and more states passing legislation mandating
perinatal depression screening at well-child visits and during pregnancy, those screenings
alone are not enough when women then have no access to providers that can help them
(Morain et al., 2022). Hu et al. (2023) attempted to pinpoint the forces that help, and
hinder women seeking help and used 43 articles with the Consolidated Framework for
Implementation Research. They identified barriers and facilitators for help-seeking
behaviors in women during the perinatal period. They found that women feared the
stigma of seeking mental health help, lacked social support, and struggled with conflicts
in their cultural beliefs and misconceptions about needing services. The facilitating
factors were found to be when the medical team of a mother had training in detecting and
discussing perinatal mood disorders, adequate social support, and positive relationships
with mental health care providers.

When women seek services, they often run into multiple issues that make
receiving help difficult if not impossible. Insurance issues, lack of providers, difficulties
with transportation and having time off work just to name a few. When Stevens et al.

(2019) attempted to determine the viability of a posttraumatic stress disorder treatment
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during the perinatal period they struggled to have a high enough sample size of women
that completed the treatment protocol to report their findings. Women discontinued the
program due to difficulty finding childcare, lack of transportation, and even lack of time
to schedule the treatment appointments due to work and other obligations. Renbarger et
al. (2024) found that sometimes the partner or family of the mother can deny them access
to treatment for various reasons (“he needs the car for work™, “my mom said I wasn’t
really depressed”).

Arguably, the most significant issue that prevents women from receiving the
mental health care they need is the lack of available treatment providers. The Policy
Center for Maternal Mental Health (2023) rated all 50 states on the availability of trained
perinatal mental health therapists and medication managers and found that 40 of the
states were at a D and below. Researchers found that only one state (California) scored
higher than a C+ and that 40 states received Ds and lower, to include North Carolina.

When we look at Medicaid specifically, the results are even worse. A search of
the provider database maintained by PSI as of this writing shows 398 total trained
perinatal mental health providers in the state of North Carolina, but only 17 of those
providers accept Medicaid (PSI Directory, n.d.). Horan et al. (2023) found that
limitations in what Medicaid covers, lack of time and availability, and limited treatment
options were identified by the providers as the primary barriers.

Couts et al. (2022) looked at the savings in standard health care when women
with Medicaid receive counseling during the perinatal period designed to prevent PPD

and highlighted insurance churn as one of the most significant barriers to effective
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treatment. Daw et al. (2020) described insurance churn as, “Insurance churn, or moving
between different insurance plans or between insurance and uninsurance.” They went on
to discuss how common it was for women to suffer with insurance churn. With data from
the 2012—-17 Pregnancy Risk Assessment Monitoring System Daw et al. (2020) found
that while Medicaid expansions lessened the percentage of women that experienced
insurance churn between having no insurance to having insurance, it remained at a steady
level for women going from private insurance to Medicaid and back.

When the insurance churn is caused by the bureaucracy of the Medicaid system it
places undue strain on the women and their providers. Staiger (2022) analyzed the loss of
access to medical providers for Medicaid users by using the Medicaid Analytic eXtract
system. Staiger was able to find a positive correlation between a forced change in
primary care with patients becoming hospitalized as well as a decrease in patients
returning to primary care at all. On the mental health side, it is common for Medicaid to
unexpectedly change the insurance management (e.g. from Healthy Blue to WellCare)
without notifying the client or the clinician. This leads to weeks of backdated charges all
suddenly being denied and leaving clients up to thousands of dollars in the hole that they
cannot afford. The majority of clinicians will write off this loss as uncollectable and
remove the client from their practice if the new Medicaid management is not one with
which they are in network.

Medicaid Expansion
Medicaid is an insurance program that is funded by the government for low-

income Americans who otherwise could not afford the costs of their health care.
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Medicaid can be used to either completely, or almost completely cover things like
primary care, hospitalizations, dental and vision care, mental health care, and more.
Medicaid in North Carolina also includes tailored plans to meet certain needs of
enrollees, such as substance use disorders, serious mental illness, traumatic brain injuries,
and intellectual and developmental disabilities (North Carolina Department of Health and
Human Services, n.d.).

The Patient Protection and Affordable Care Act or the Affordable Care Act (also
known as Obamacare) was a significant reform in legislation in 2010 that was designed to
ensure health care coverage for millions of Americans. Medicaid expansion was a
provision that was included in the Affordable Care Act that sought to cover more
individuals in the United States between the ages of 18 and 65. Prior to the Affordable
Care Act, Medicaid was reserved in most states for disabled adults, pregnant women, and
children. The Affordable Care Act pushed for income to be the only factor taken into
consideration and to raise that income bar to 133% (plus 5% income disregard) of the
federal poverty level. As part of the expansion the federal government pays a 90/10 split
with the state in covering the enrollees that use the program. When the Supreme Court
determined that the states could not be forced to expand their Medicaid programs, the
federal government started to offer significant incentives to states who did expand. As of
this writing 40 of the 50 states have expanded their Medicaid programs with some joining
sooner than others (Norris, 2023).

Medicaid expansion came to North Carolina in December 2023 to cover adults

aged 19 to 64 that are 138% above the federal poverty line with new enrollments at
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479,153 as of April 2024 with 270,045 of those being women within childbearing age

(NC Medicaid, Division of Health Benefits, 2024a). With an estimated 1 in 5 North
Carolinians suffering from a mental health disorder in 2021, North Carolina being rated
number 21 out of 50 for mental health needs to access, and 1 in 3 experiencing symptoms
of depression and anxiety in 2020, this expansion was long overdue (Kinsley, 2022;
Ranking the states, 2022). Senator Jim Burgin from Angier stated,

Everybody saw that to make big changes was gonna take a lot of money. And I

think one of the attractions to Medicaid expansion for all of us was this once-in-a-

generation, or maybe even once-in-a-lifetime opportunity to say, “Mental health is

a big deal.” (“N.C. Officials Tout,” 2023, pp. 7-8)

Senator Burgin explained that the state legislature chose to use the federal
government sign-on bonus to invest in mental health services. The North Carolina state
legislature decided to allocate the $1,600,000,000 incentive given by the federal
government as a “signing bonus” for Medicaid expansion in various ways to include
funding a children’s hospital with a mental health ward, mobile crisis teams, a registry of
all mental health ward beds and their availability in order to facilitate people being able
to receive the care that they need, and building additional buildings for universities in
order to hopefully train more providers (Campbell, 2023).

Medicaid covers almost half of all births in the United States and more than 60%
of births for young, minority, and rural women with similar numbers found in North
Carolina (Medicaid and CHIP Payment and Access Commission, 2020). The reach of

Medicaid coverage for these women, who as mentioned before are at an increased risk of
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perinatal mood disorders, is completely unparalleled (Burak & Wachino, 2023).

Moreover, Medicaid is the highest single payer for mental health services in the United
States, which is part of what makes the huge gap in perinatal mental health services
providers so significant (Herschell et al., 2023). Just as important there is a gap in
available medication managers to treat women that require medications for opioid use
disorders and mental health issues. Grove et al. (2022) looked at licensure data, Drug
Enforcement Administration prescribers, and Medicaid to determine how many providers
there are in North Carolina. They found that while 67%—-83% of providers serve
Medicaid users, only 30%—52% of them prescribe medications for opioid use disorders
which are one of the most common ways that women die during the perinatal period.

Medicaid expansion has been found to increase positive changes in the structure
of the health network, increase participation of local governments, schools, and public
health providers (Hogg-Graham et al., 2023). There has also been identified a link
between decreased infant mortality rates and Medicaid expansion. Constantin & Wehby
(2023) found a decrease in mortality rates of infants from the years 2014 to 2019 and
postulated that improved access to care and enhanced mental health counseling and
support were significantly players in the drop.

Clinician Gaps and Incentives. It is not just the perinatal mental health
population that is struggling with finding mental health clinicians. Chatterjee (2024)
mentions that a report from the Department of Health and Human Services showed that
despite Medicaid and Medicare covering more than 40% of population of the United

States there is a significant gap in providers. There are only an estimated 3.1 providers
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per 1,000 people enrolled in Medicaid. Chatterjee (2024) quoted the Deputy Regional

Inspector General Meridith Seife who was the lead author on the Department of Health
and Human Services report.

"When you have so few providers available to see this many enrollees,

patients start running into significant problems finding care," says Seife.

“The findings are especially troubling given the level of need for mental

health care in this population. On Medicare, you have 1 in 4 Medicare

enrollees who are living with a mental illness," she says. "Yet less than

half of those people are receiving treatment. Among people on Medicaid,

1 in 3 have a mental illness, and 1 in 5 have a substance use disorder. So,

the need is tremendous."

The U.S. Department of Health & Human Services, Office of Inspector General
(2024) report shows that every state must set quantitative standards to measure the
adequacy of their behavioral health networks. One issue comes from the lack of
structured guidance that leads each state to create their own standards for these networks.
The agency found that there were a quarter of counties that had less than one provider
that actively served Medicaid enrollees. They found that on average there were
approximately half of the number of Medicaid accepting providers in rural areas versus
urban areas. Mental health services also struggle with medication management. The
agency found that on average there were only .5 active medication management providers

per 1,000 Medicaid enrollees.
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The report also found that despite 1 in 3 enrollees in Medicaid suffering from a
mental health disorder, only an average of 8% of enrollees received mental health
services in 2021. In some cases, enrollees, especially those in rural areas, traveled 45 min
to more than 1.5 hr in order to see their providers. An interesting finding from the report
was that enrollees in urban areas were more likely to utilize telehealth services than those
in rural areas with only 38% of rural users compared to 45% urban.

The Department of Health and Human Services report also offered suggestions
for bringing in and keeping behavioral health professionals to serve the Medicaid
population. They highlighted reducing the administrative burden of serving these clients
for providers. They stated that the wide range of administrative tasks needed for
providers is slow and burdensome. The report also recommended ensuring that
reimbursement is appropriate for the services especially in underserved and rural areas.
Both of these suggestions would go a long way towards helping North Carolina meeting
the needs of our women in the perinatal period.

Saunders et al. (2023) researched ways to increase provider participation in
Medicaid and found that reducing the burden on clinicians, increasing pay rates,
extending the workforce, and incentivizing participation are the most likely to succeed.
Practices like mandating health plans to notify the charging provider 18 calendar days
after a claim has been filed if more information is needed and pay approved claims within
30 days is helpful for speeding up the process and decreasing the waiting time from
charging insurance and receiving payment (Saunders et al., 2023). A look at incentives

offered for providers in North Carolina that accept Medicaid shows numerous increases
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in enrollment incentives, reimbursements, and relaxed requirements for mental health
providers (NC Medicaid, Division of Health Benefits, 2024b).
Summary

Perinatal mood and anxiety disorders impact women around the world with an
estimated 20% of women in the United States with increased numbers around 50% in
women living in poverty, teen mothers, and minority mothers (Knitzer et al., 2008).
These women struggle to find trained perinatal mental health providers that can support
them through this difficult and vulnerable time in their lives especially in states like
North Carolina which received a D rating from the Policy Center for Maternal Mental
Health (2023) and those with Medicaid are in an even worse position. Without
appropriate services the women, their children, and society suffer. This study is a force
field analysis for perinatal mental health providers in North Carolina to identify the
factors they feel are either barriers or supports to them serving women with Medicaid. In
section two [ will go in depth on the project design, methods for information collection,

recruitment of participants, and data collection and analysis.
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Section 2: The Project

Introduction

This human services advocacy research project was conducted as part of the
fulfillment of the capstone requirements. In this section the research plan and
methodology will be explained for the qualitative phenomenological force field analysis
study and is aimed to determine the perceptions of perinatal mental health professionals
for their service of women with Medicaid. The findings of the study are included in a
white paper in Appendix A.

Purpose Statement

The purpose for this qualitative study was to determine what are the perceived
barriers and supports that either prevent or aid perinatal mental health providers in
serving Medicaid clients in North Carolina. To take steps to fill the gap in providers to
women that need help, we need to determine what the perceptions of perinatal mental
health providers are in accepting women with Medicaid. This gap in available and willing
providers has been a focus of legislators and advocates, but no one has been able to
identify the answers in a clear way that allows actions to be taken to fix any identified
issues. The intention for this study was to find that information and turn it into actionable
information that can be used by maternal mental health advocates and legislators to
modify or remove barriers and increase support. With the end goal of bringing perinatal
mental health clinicians on board with Medicaid and thereby assist the low-income
women of North Carolina in their hour of need for the betterment of not only them, but

their children, families, and society.
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Project Design

A convenience sampling of volunteer perinatal mental health providers who are
members of the Perinatal Psychotherapists of North Carolina Facebook group was given
two anonymous surveys that identified the barriers and supports that providers perceive
and determine their decision as to take Medicaid or not. The first survey of open-ended
questions was used to gather the information needed to identify and code any reoccurring
themes. The second survey took the themes identified by the first and providers were
asked to rank on a scale of one-to-five, the degree to which each issue identified in the
coding process is a factor for them in their decisions to accept Medicaid patients. The
surveys were posted multiple times during a 10-week period until saturation was reached.
This design was decided upon as the best way to anonymously find as many factors as
possible that providers feel are either supports or barriers to their serving the Medicaid
population. I used the findings from this research to develop a white paper, which is
available in Appendix A.

Methods
Role of the Researcher

As the researcher, it was my responsibility to be as unbiased and objective as
possible, to write the survey questions in such a way that providers can provide
actionable data, and to effectively analyze that data. I had three senior perinatal mental
health professionals go over each survey to establish validity. I took the data received and

worked to help the voices of the providers reach the ears of those that can effect changes
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in the policies and procedures providers see as barriers. The survey questions are
included in Appendix B.

The preconceived ideas of this topic were that perinatal mental health providers
refuse to treat mothers with Medicaid due to concerns about the insurance itself (Horan et
al., 2023). There is also an idea that the women with Medicaid tend to be more
complicated cases and therefore more difficult to treat (Shin et al., 2021). To mitigate this
bias, it is my intention to ask several questions that are designed to get clinicians to look
deeper into what their specific concerns are and what they feel is a benefit.

As a researcher I am ethically bound to ensure that all data collected is safe and
secure. | did so by keeping all data on password protected networks and a password
protected laptop. Also, as a person in what could be perceived as a leadership role in the
perinatal mental health community in North Carolina, I needed to make it clear that my
role as a researcher has nothing to do with my role on the North Carolina chapter of the
PSI board. Finally, by using the Walden University Institutional Review Board informed
consent documentation I ensured that any clinician taking the survey would be well
informed of their rights and of what would be asked of them as participants.

Participant Recruitment and Sampling Strategy

The study participants were perinatal mental health professionals in the North
Carolina Perinatal Psychotherapists group on Facebook. This group is an active group
that consists of professionals who have either been trained in perinatal mental health and

are seeking their certifications or have already received their certifications. Convenience
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sampling was used as it is the most efficient and convenient way to identify participants
that fit the identified population.

Participants were selected upon the criteria of English speaking, fully or associate
licensed mental health professionals in North Carolina, and perinatal professionals
trained or certified by PSI. The first few questions of the survey were set up to only allow
participants to answer the rest if they answer “yes” to the criteria questions. The first
survey was reviewed on weekly basis and analyzed to see if saturation had been
achieved. Saturation was deemed to have been achieved after 5 weeks at nine responses.
The second survey ranking the factors achieved saturation after 5 weeks as well with
eight participants. These participants were contacted through the North Carolina Perinatal
Psychotherapists group on Facebook by using an initial post followed by weekly
additional posts until saturation was achieved.

Data Collection

[ used SurveyMonkey to administer both surveys. The surveys were anonymous
with the first being designed to identify as many factors as possible. The focus of the
second survey was to determine the importance and flexibility of the previously identified
factors. Validity was established by having three senior level perinatal mental health
professionals go over the survey and assess the appropriateness of each question. I
reviewed the collected data on a weekly basis until saturation was achieved. The surveys
were each posted on a weekly basis for a period of 10 weeks. Although it was my hope to
have more participation, I am confident that my findings are representative of perinatal

clinicians in North Carolina.
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Data Analysis

Data Analysis Plan

The first survey I used the Braun and Clarke thematic analysis to find themes
(Braun & Clarke, 2006). The data analysis for the second survey was conducted using the
descriptive analysis function from SurveyMonkey. For the first survey the areas that
stood out were used to create the second survey to then identify how important and/or
unmovable each factor was considered to be by the perinatal mental health professionals.
There were no discrepant cases identified in either survey.
Ethical Considerations for Data Collection

I adhered to the expectations and regulations set forth by Walden University’s
Institutional Review Board with an approval number of 09-23-24-0569076. Prior to being
allowed into the anonymous surveys, participants received informed consent that
included detailed information about the study topic and procedures. As the study was
composed of anonymous surveys there was not any identifiable information collected
other than basic demographic details. The data is and will continue to be stored on a
secure OneDrive, only accessible by my faculty chair and myself for a term of 1 year
after publication of this capstone, after which it will be destroyed. Finally, the anonymity
of the surveys ensured that my position as a PSI North Carolina chapter board cochair did
not affect the openness of participants.

Summary
In this section the study and methodology were explained. There were two

surveys sent out to the North Carolina Perinatal Psychotherapists group on Facebook,
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with the first having open-ended questions and the second asking respondents to rank the
factors until saturation is achieved. The survey questions were created to determine the
factors that participants feel are the barriers and supports for them accepting Medicaid.
The data were analyzed and will be outlined in the following section as well as used to

produce a white paper on the factors identified.
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Section 3: Results of the Study

Introduction

The results of my findings from the two surveys will be presented in the following
section. I created and posted an open-ended question survey to the North Carolina
Perinatal Psychotherapists group on Facebook. I then conducted thematic analysis using
the Braun and Clarke method to identify the common themes found in the answers
(Braun & Clarke, 2006). Once those themes were found I created a second survey that
asked participants to rank order their responses to determine what they felt were the
biggest barriers to them accepting Medicaid clients.

Between the two surveys responses were collected over a 10-week period from
September 2024 to December 2024. Respondents for each survey were asked if they were
licensed mental health professionals in North Carolina that had received training or
certification in perinatal mental health from PSI. If a respondent answered no to either
question, they were automatically directed to a disqualification page. The final sample
from the first survey was nine participants and the second survey had eight participants.

Using SurveyMonkey to create transcripts of the first survey I then conducted
thematic analysis using the Braun and Clarke (2006) method. I read each transcript
carefully and then went through and marked the common themes from each transcript.
Once the themes were identified I separated them into categories that identified each
theme. Both my chair and second committee member read over my transcripts and
analysis and confirmed my findings. The second survey used the analysis feature on

SurveyMonkey to show how the respondents ranked the identified barriers, what they
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considered to be the most important things that would increase their willingness to see
Medicaid clients, and what they would like to see immediate Medicaid reform in that
would make them willing to see Medicaid clients. The results provided interesting
findings that can direct legislators and advocates in increasing the number of perinatal
mental health providers that accept Medicaid.
Research Question
The research question that was addressed in this study was, What are the
perceptions, barriers, and supports for perinatal mental health professionals in serving
Medicaid clients in North Carolina?
Presentation of the Results
Survey 1
Thematic Results
While coding the data the most prominent theme that was identified was concerns
over the profitability of serving Medicaid clients. There were subthemes that fit within
the main profitability theme of reimbursement rates and authorizations/paperwork. The
other themes identified were client needs and thoughts about what would bring the
clinicians on board with Medicaid. These themes that were identified provided insight
into what the perinatal mental health clinicians considered to be the most significant
barriers. The nine respondents were all licensed mental health professionals in the state of
North Carolina who had received training or certification in perinatal mental health from

PSIL.
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Reimbursement Rates. The theme of the barrier of perceived reimbursement
rates offered a lot of information on what clinicians were concerned about. This included
fears over the profitability of accepting Medicaid clients due to low reimbursement rates
and concerns about the ability to pay clinicians. This also included fears about clawbacks,
which are when an insurance company demands that monies be returned due to errors in
filing, paperwork, or some other error. Audits and delayed payments were also included
in this theme. Additionally, nearly every respondent made statements about their no-show
policies that allow them to charge their clients with private insurance with a fee if they
cancel less than 24 hours prior. This is against the law for Medicaid clients, and would
cause a loss of income for the clinicians.

Profitability, given the time needed to pursue reimbursement, was a key concern
of participants. One participant stated, “it would not be very profitable, as I have heard
that the reimbursement rates are quite low for Medicaid.” Another participant supported
this viewpoint, stating that “it would be detrimental to profit, particularly for higher
levels of care (in which case it’s unsustainable).” For another provider, the time needed to
pursue reimbursement, given the low levels of reimbursement, made the effort not
worthwhile: “It is complicated and tedious and not worth the reimbursement rates that |
perceive to be lower than private insurance contracted rates.” Another participant voiced
their frustration with “the fact that I would be paid so low for the amount of effort and
time [ would put in to helping clients.” In summary, “poor reimbursement, delayed
payments, effortful audits,” as one participant noted, made taking on Medicaid clients a

difficult proposition for many participants.
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Authorizations/Paperwork. The processes of receiving authorizations for
Medicaid clients, concerns about paneling, and fear of clawbacks for paperwork errors
was evident in this theme as well. Several clinicians argued that they are professionals
and it is undermining and unreasonable to make them receive the clearance of the
medical doctor for the client before they can receive authorization for their treatment. The
fact that now Medicaid has been split into multiple different plans, all of which require
you to become paneled with them before you can serve their clients, is felt by the
perinatal mental health clinicians to be overwhelming.

The language used by participants illustrated their fears and concerns regarding
Medicaid-related documentation: “complicated...threat of huge clawbacks on small
errors,” “long and painful,” and “overwhelmed.” Other participants noted how
documentation requirements made them disinclined from treating Medicaid clients, a
result they perceived to be unfair to providers and clients alike:

e “The biggest barrier is paperwork. I pay someone hourly to help with
insurance paneling and with eight different Medicaid plans, I cannot afford for
them to do the paperwork for each plan. If it was simpler, I would accept
Medicaid.”

e “It’s really difficult to manage, so even though I want to accept Medicaid I'm
hesitant to do so0.”

e “Itis terrible, and unreasonable. Commercial insurance doesn’t make you

jump through nearly as many hoops”
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“If a client has Medicaid, they should be able to get therapy without having to
have it authorized. The clinician should be the one who determines it therapy
is medically necessary, not an authorizing agent or a doctor. It feels
undermining to me to not have that authority. I have it with private insured

people.”

Clients. The theme of Medicaid clients themselves fell into two camps, one

positive and the other concerned. Several clinicians made statements about everyone

having a right to health care but still did not offer services to Medicaid clients. Most of

the others expressed concerns about Medicaid clients being more complex. Participants

made statements that included the following:

“[Clients] may have other medical issues.”

“Many of the folks we see pro bono are the most diligent about attending.
Their stressors needs are often more complicated, requiring more of the
clinicians’ time, but this is totally fine if it’s adequately compensated.”
“They may have additional stressors related to finances, housing, etc.,
increasing their risk of mental illness.”

“I would expect they have lower socioeconomic status and money strains
would be part of their life stressors that amplify their mental health
condition/diagnosis.”

“I am a former Medicaid in-network provider, and I did note a higher rate of
no-shows and in general higher acuity clientele”

“Everybody has a right to health care.”
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Factors That Could Promote Provider Receptiveness. Finally, clinicians in the
study expressed what they felt would be needed for them to be willing to come on board.
Their responses mirrored those for the reimbursement and authorization/paperwork
themes. Participant recommendations included the following

e “the reimbursement rate be equal to or greater than the reimbursement rate for

commercial insurance”;

e “all the plans would have the same paperwork for getting paneled”;

e ‘“‘easy onboarding process, easier documentation process, like commercial

insurance”;

e ‘“clearer documentation requirements”; and

e “that it mirrored private insurance. The same can be said for Tricare, it is too

tedious. Credentialing should be basic. No authorization process. Medicaid
clients should be held responsible for the no-show policy. And reimbursement
rates should be equitable.”

This response crystallized participant views: “Yes, I would accept [Medicaid clients] if

there was not so much paperwork with paneling.”

Connection to the Conceptual Framework and Literature Review

Overall, the data collected fit with the information that was gathered in the
literature review, and it provided great insight into the force field analysis conceptual
framework. Only one respondent said that they had heard that the reimbursement rates
were on par with private insurance, which is closer to the truth. The perception that

Medicaid rates are significantly lower than private insurance rates appear to be a common
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misconception. While that may have been the case at one time and has been expressed as
a concern in prior research (Saunders et al., 2023). Medicaid expansion in North Carolina
has made significant changes that make most of the expressed concerns of the clinicians
obsolete (NC Medicaid, Division of Health Benefits, 2024b).

The perceptions of increased client needs is generally found elsewhere in the
literature as poverty is often linked to comorbidities and more complex cases (Maxwell et
al., 2018). What was surprising was that while all of the clinicians agreed that these
clients deserve mental health care, they were still very hesitant to be the one providing
that care. This would be an excellent area for further research so that it can be determined
if additional training would be needed to increase the comfort of clinicians taking more
complex cases or if there is something else at play here.

Saunders et al. (2023) covered some of the issues around
authorizations/paperwork when they were attempting to discover ways to increase
provider participation. The consensus of providers, however, appears more extensive than
Saunders et al. found and includes concerns about the entire process from paneling all the
way through authorizations and billing. While clinicians stated that they were aware that
they could get assistance in proper completion of paperwork from Facebook groups and
the state website the general consensus was that it still was not worth serving Medicaid
clients.

Survey 2
For the second survey, I took the themes identified from the thematic analysis of

the first survey and created three questions asking perinatal mental health providers to
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rank their responses from most important to least. The first question sought to determine

what the clinicians felt were the most significant barriers to them accepting Medicaid

clients. The second asked clinicians to rank what they felt was the most important change

that would bring them on board for supporting Medicaid clients. Finally, providers were

asked to rank the areas that they would like to see immediate Medicaid reform.

Half of the respondents listed reimbursement rates as the most significant barrier

to them accepting Medicaid clients. This was followed by an equal number of clinicians

identifying complex client needs and the complexity of the billing process to be the

second most significant barriers. Those barriers were followed by the complexity of the

authorization process and finally the lack of ability to charge Medicaid clients no-show

fees. Table 1 shows the rankings.

Table 1

Rankings of Perceived Barriers (N = 8)

Barrier

Rank

%

S

%

%

%

%

Score

Reimbursement 37.5
rates

Billing process 12.5
complexity

Client needs 37.5
(complex
cases with
high needs)

Authorization 12.5
process
complexity

No-show fees 0
(lack
thereof)

W

25

37.5

12.5

12.5

12.5

12.5

12.5

12.5

25

25

50

25

12.5

37.5

12.5

37.5

4.00

3.13

3.13

2.63

2.13
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The second question had reimbursement rates again taking the lead in the
estimation of the clinicians only this time as the thing they felt would make them the
most willing to accept Medicaid clients. This was followed by having the billing process
streamlined and then a streamlining of the authorization process. Finally, the complexity
of Medicaid client cases and the ability to charge no-show fees were ranked as the bottom
two. Table 2 shows the rankings.

Table 2

Rankings of Willingness to Accept Medicaid (N = 8)

Barrier Rank Score
1 2 3 4 5
% n % n % n % n % N
Reimbursement 50 4 25 2 12.5 1 12.5 1 0 0 413
rates
Billing process 12.5 1 50 4 25 2 12.5 1 0 0 3.63
streamlined
Authorization 12.5 1 12.5 1 37.5 3 25 2 12.5 1 288
process
streamlined
Client needs 25 2 0 0 25 2 12.5 1 37.5 3 2.63
(complex
cases with
high needs)
No-show fees 0 0 12.5 1 0 0 37.5 3 50 4 1.75
(getting to

charge them)

Last, when asked to rank in order the areas that perinatal mental health providers
would like to see immediate reform that would make them interested in serving Medicaid
clients, they yet again selected increases in reimbursement rates as their number one
concern. This was followed by the removal of the requirement for a medical professional
to authorize therapy services. The third-ranked item was a streamlined billing process

followed by streamlining the approval process. Last, with six of the respondents marking
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it as the least important item was the addition of no-show fees. Table 3 shows the
rankings.
Table 3

Rankings of Desired Immediate Reforms (N = 8)

Barrier Rank Score
1 2 3 4 5
% n % n % n % n % N

S

Increased 62.5 5 25 2 0 0 12.5 1 0 4.38
reimbursement
rates

Removal of the 37.5 3 375 3 0 0 25 2 0 0 3.88
requirement for
a medical
professional to
authorize
therapy services

Streamlined 0 0 25 2 25 2 50 4 0 0 275
billing process

Streamlined 0 0 12.5 1 50 4 125 1 25 2 250
approval
process

Adding in no- 0 0 0 0 25 2 0 0 75 6 1.50
show fees

Reimbursement rates followed the previously identified major theme of lack of
profitabilty from the first survey. These findings fit what was determined by Saunders et
al. (2023) that one way to increase provider participation is to alleviate concerns about
the profitability of serving the Medicaid population. Further research into identifying the
thought process behind reimbursement rates being both the greatest barrier as well as the
number one thing clinicians think should be reformed would grant an interesting insight.
While I did include a final question in the second survey asking if respondents had

anything further to add, no one provided a response.
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Summary

In this section the data collected from the two surveys that were created for this
research was given a detailed analysis. The first survey used open ended questions to
gather information on the perceived barriers and supports identified by licensed mental
health professionals who have received training and/or certification from PSI. I took the
answers provided which highlighted significant concerns of the profitability for clinicians
that serve Medicaid clients with subthemes reimbursement rates, and
authorizations/paperwork. The themes of client needs and what clinicians felt would
make them willing to accept Medicaid were also identified in that process. The themes
were then used to make a second survey that asked clinicians to rank the previously
identified barriers from most important to least important and reimbursement rates, which
falls in line with profitability being the biggest concern, were identified as the most
important in each of the three categories.

In Section 4 I will reflect on the process of this doctoral study both as a scholar-
practitioner and as an individual. I will do this through the lens of advocacy,
professionalism and personal development. I will provide recommendations designed to
assist fellow advocates and the legislators of the great state of North Carolina so that we
can bring about Medicaid reform that will benefit women and their families as well as the

providers themselves.
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Section 4: Conclusion and Reflections
Introduction

In this section I reflect on this experience as an individual and scholar-practitioner
through the lens of personal development, professionalism, and advocacy. Finally, I will
provide recommendations for the humans services field that will further advocacy. These
recommendations are designed to aid my fellow advocates for women and families in
North Carolina to help bring about Medicaid reform in order to increase provider
participation and fill the massive gaps in care for women in the perinatal period.

Reflection of Self

As an individual I have found this journey to be fulfilling and enjoyable as
someone who loves a challenge. I have developed as a person in my faith and as a wife
and mother of four amazing children. Throughout this process I have worked to expand
my knowledge of God’s word as I learned from my professors, and every day that [ have
spent homeschooling my children I have learned from them too. Especially the lesson
that nothing beats a bad day like cuddles and popcorn with marshmallows. As I have
progressed through this program, I developed my confidence and acceptance of who I am
as a person. As an individual that went through a drastic career change, from the military
intelligence community to human services, I was unsure that I would fit into this world.
As I walked this path, I had to remember that the Lord does not call the qualified, “For
we are God’s handiwork, created in Christ Jesus to do good works, which God prepared

in advance for us to do” (Ephesians 2:10).



47

Reflection of Scholar—Practitioner

During these last 2 years I have grown in confidence and come to accept myself
as a professional and an advocate. I began this journey shortly after becoming a brand-
new associate mental health counselor with specialization in perinatal mental health and a
board member for the PSI-North Carolina chapter at the same time. I remember during
my interview with PSI-North Carolina, I told the board about my interest in advocating
for perinatal mental health, but I had no confidence in my ability or plan on how. Now as
I'look at closing out this doctoral journey, I am a co-chair on that same board, close to
seeking full licensure, and I not only have real plans to advance mental health care
availability for women in North Carolina with Medicaid, but I also have the confidence
and belief that I can accomplish the task. The greatest challenges I faced during this
journey came from my desire to do everything, all at once. I had to learn how to best
manage my time so that I could pursue my studies, see my perinatal mental health clients,
and live my life with my husband and children. I finally learned when and how to say no
when I did not have the capacity to take on an additional task or client, and how to trust
in myself as a scholar-practitioner.

Recommendations for Human Services Field Advocacy

My recommendation for continuing advocacy is a two-pronged approach that can
increase the number of perinatal trained mental health providers significantly in a short
amount of time. These approaches are training providers who already accept Medicaid in
perinatal mental health and advocating for already trained providers to accept Medicaid

by providing them education and support. Finally, I recommend that my findings be
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shared with legislators in North Carolina, in support of reforming Medicaid to make it
easier for providers to navigate.

The Mind the Gap coalition, led by PSI, has worked diligently to decrease the
number of women in the United States that suffer from untreated perinatal mood
disorders. Part of their current focus is on increasing the number of perinatally trained
mental health providers by providing them with perinatal mental health training so that
women in need have access to competent care. I recommend that a special focus be
placed on recruiting providers who already accept Medicaid. This will help the
overwhelming number of women who now have coverage through Medicaid but do not
have access to care due to a lack of providers.

Second, if the state mental health licensure boards join Mind the Gap in a push to
educate and support clinicians it will increase the number of providers who are willing to
accept Medicaid. Repeatedly through the first survey the respondents mentioned how
complicated the Medicaid process is and that they do not think the reimbursement rates
are similar to private insurance. In reality the Medicaid process is very similar to that of
private insurance as are the rates. This leads me to believe that there is a lack of
knowledge that is preventing clinicians from wanting to even attempt to accept Medicaid
clients. I believe that by providing them with that information and some assistance we
could add a significant number of perinatal mental health trained clinicians that accept
Medicaid to our workforce.

Finally, while there have been great strides made towards modernizing Medicaid

and bringing it up to par with private insurance, there are still some things that require
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reform and should be addressed by the legislature. First, as state board recognized
professionals who are trusted by private insurance companies to determine whether a
client requires therapy services we should also be acknowledged by Medicaid as having
that capacity. Requiring a referral from the client’s medical doctor, who has no
significant training in mental health, is an unnecessary step that makes it that much
harder for women in need to receive the care they deserve. Second, simplifying the
billing and administrative processes and allowing clinicians time to correct any
paperwork errors rather than leaping to clawbacks would increase the comfort level of the
mental health professionals and increase their willingness to see Medicaid clients.
Summary

In this section I detailed the impact that the doctoral process has had on me as
both an individual and as a scholar-practitioner. I also provided recommendations for my
fellow humans services advocates as well as the legislators so that we can take effective
steps to increase the number of perinatal mental health trained clinicians in North
Carolina. I look forward to partnering with the legislative stakeholders and my fellow
advocates as we work to get every woman that needs mental health services the support

that she needs.
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Appendix A: The Project

Introduction

The perinatal period, which is described as the time from conception to the first
birthday of the child, is a complex and often dangerous time for a woman. When that
woman is one of the 20% who experiences a perinatal mood disorder, then that danger
increases exponentially. Women who live in rural areas, experience poverty, are from a
minority population, or are in their teens are all at an increased risk of developing a
perinatal mood disorder, and their risk increases with each additional factor with which
they intersect. Further, when perinatal mood disorders go untreated, they can face death
by suicide or overdose, and there is an increased risk of severe maternal morbidity which
alone costs approximately $102 million dollars a year (Brown et al., 2021; Trost et al.,
2021).

Per the 2023 Census Bureau report, North Carolina has the second highest
percentage of people living in a rural area in the United States and an overall poverty
level of 12.8%. This leaves the women in North Carolina at significant risks of perinatal
mood disorders. In Lee County, North Carolina there is one licensed mental health
provider per 470 residents, and the perinatal population in specific is even more
underserved — North Carolina received a D rating from the Policy Center for Maternal
Mental Health due to a significant lack of trained providers (2023). Even worse, if we
filter through the few providers who are available and perinatally trained for someone

that accepts Medicaid there are only 17 in total (e.g. therapists, social workers, or
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medication managers) (PSI Directory, n.d.). This gap leaves thousands of North
Carolinian women without competent mental health care.

To not only best serve the women of North Carolina but also their children we
must take action to close the gap in competent and covered providers. Medicaid is the
primary insurance provider for one out of four North Carolinians and an average of 50-
60% of births nationwide for rural, young, and minority women. Accordingly, it should
be a focus of our legislative efforts to increase the number of perinatal mental health
providers through training (Medicaid and CHIP Payment and Access Commission, 2020).
There also needs to be a push from the state licensure boards to convince already trained
providers to branch out and accept Medicaid clients. Finally, Medicaid reforms designed
to ease the administrative burden on providers would have substantive impact in
convincing mental health clinicians to join the Medicaid networks.

Ethical Considerations

The participants for this study were all English-speaking mental health providers
licensed in the State of North Carolina, that had received training or certification from
Postpartum Support International. The research was conducted via anonymous surveys to
ensure that all information provided was confidential. The anonymous surveys were
posted into the North Carolina Perinatal Psychotherapists group on Facebook. The data
will be kept securely stored under password protection for a term of five years after
which it will be deleted.

I am currently serving in a position as the cochair of the North Carolina chapter of

Postpartum Support International and have been a support coordinator for several years. I
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am also one of the few certified perinatal mental health providers that accepts Medicaid,
and I have been vocal in my advocacy for increasing the number of providers that are
boarded with Medicaid. So, I am known by a great many people in the perinatal mental
health community in North Carolina. As a person in a leadership role, and a visible
advocate for the subject of the survey, I did not want my position in the perinatal care
community to impact the data collected, so I took steps to mitigate any such effect. These
ethical considerations led me to choose to use anonymous surveys as my instrument of
measurement.

Evidence Supporting the Need for a Solution

The data was collected through two different anonymous surveys. The two
surveys responses were collected over a 10-week period from September 2024 to
December 2024. The first was a series of open-ended questions designed to gather as
much information as possible from the participating clinicians. The second used themes
identified by the first survey to determine the factors perceived by clinicians as the most
important to their decisions to accept Medicaid. The surveys were created on
SurveyMonkey and posted in the North Carolina Perinatal Psychotherapists group on
Facebook.

The responses were analyzed using the Braun and Clarke (2006) method of
thematic analysis to identify common themes. The themes identified in the first survey
were then turned into the second survey which asked participating clinicians to rank order
the themes from most important (1) to least important (5). The descriptive analysis

function of SurveyMonkey was used to analyze the results of the second survey.
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Findings

The themes that were identified in the first survey were reimbursement rates,
clients, authorizations/paperwork, and what they felt would bring them on board as a
Medicaid provider. Participants made statements that included,

e “My concern is that it would not be very profitable, as I have heard that the

reimbursement rates are quite low for Medicaid”

e “They [clients] may have additional stressors related to finances, housing, etc.
increasing their risk of mental illness.”

e “The biggest barrier is paperwork. I pay someone hourly to help with
insurance paneling and with eight different Medicaid plans, I cannot afford for
them to do the paperwork for each plan. If it was simpler, I would accept
Medicaid.”

e “That it mirrored private insurance. The same can be said for Tricare, it is too
tedious. Credentialing should be basic. No authorization process. Medicaid
clients should be held responsible for the no-show policy. And reimbursement
rates should be equitable.”

The second survey asked respondents to rank the themes identified in the first
survey in order of most important to least important. Half of the respondents listed the
perception of low reimbursement rates as the most important barrier to them accepting
Medicaid clients. This was followed by an equal number of clinicians listing the
complexity of the billing process and the complexity of Medicaid client needs as their

second most important criterion. When asked to rank what would increase their
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willingness to accept Medicaid clinicians ranked increased reimbursement rates as the
highest, followed by streamlined billing and authorization processes. Finally, when asked
to rank what reforms they would like to immediately they again listed increased
reimbursement rates as the most important which was followed by the removal of the
requirement that a medical professional authorize therapy services and streamlined
processes.
Proposed Solution

During my study I looked at the perceptions of perinatal mental health providers
of Medicaid expansion and I found several things that can be changed that would help in
closing the gap. I believe that a multi-pronged approach has the greatest potential for
change, including legislative reform of Medicaid designed to streamline the processes,
training providers that already accept Medicaid in perinatal mental health, and providing
education and support for perinatal mental providers to enable them to accept Medicaid.

The benefit of this proposed solution is that it addresses all of the factors that
were identified by the respondents that we are able to address. Streamlining the process
for providers to accept Medicaid would help exponentially to increase the total number of
providers willing to be in network. Providing perinatal mental health training to providers
that already accept Medicaid through plans like those proposed by the Mind the Gap
coalition would be a simple solution to quickly increase the number of providers. Finally,
data indicates that contrary to clinician perceptions, reimbursement rates for Medicaid are

on par with all of the major private insurance companies, which leads me to believe that
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providing education and paneling support to clinicians who do not currently accept
Medicaid is a priority.
Recommendations for Next Steps and Call to Action

The next steps for increasing the number of perinatal mental health providers can
be completed all at the same time. More providers and advocates can push for Medicaid
reform to streamline processes and ensure that clinicians can feel like accepting Medicaid
is cost effective for them. Additionally, advocates can and should push to increase the
education and support available to clinicians so they will be more willing to take the steps
needed to join with Medicaid in serving the underprivileged women of North Carolina.
And finally, a shift of attention from increasing the total number of providers that
specialize in perinatal mental health to increasing the number of Medicaid paneled
providers through special Medicaid provider scholarships granted by Postpartum Support
International, Mind the Gap, and others. The women of North Carolina need our help to
not only survive their perinatal mental health disorders but to thrive and enjoy
motherhood. Every woman should know and trust that they are not alone and that with

help they will be well.
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Appendix B: Survey Questions

Survey 1

You are invited to complete an anonymous online questionnaire for a Walden University

doctoral study. To provide your informed consent, please review the information below

and continue on to the survey if you choose to proceed.

[Consent form redacted]

1.

2.

10.

11.

12.

13.

What is your age?

What is the highest level of education you have received?

In what state or U.S. territory do you live?

Which of the following options most closely aligns with your gender?

Which of the following best describes your current occupation?

Are you licensed in the state of North Carolina as a mental health professional?
Have you received training or certification as a perinatal mental health professional
from Postpartum Support International or a partner organization?

Do you accept Medicaid clients/patients?

What best describes your mental health practice?

What are your thoughts on the Medicaid billing system?

Do you have any thoughts to share on whether or not Medicaid clients/patients are
"good" clients who show up to session and put the work in?

If you have a "No Show" policy will you please describe it?

Do you have thoughts on the profitability of adding Medicaid clients to your

caseload?



14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.
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If you have used any of the resources available for support in taking Medicaid
(Facebook group, NCTracks, DHHS, etc.) please identify those and how useful you
found them.

What are your thoughts on the individuals that have Medicaid as their primary
insurance?

Please describe how you feel about the Medicaid authorization process.
Approximately how many Medicaid clients do you currently serve?

What is the number one reason that you do/do not take Medicaid?

If you had a Medicaid client, what would your expectations be about their
background and current situation?

If you do not accept Medicaid, what would it take to convince you to add Medicaid
clients/patients to your caseload?

Do you know where to find information and assistance on accepting Medicaid?

If so, have you? And how was your experience?

What do you wish would happen for the Medicaid process that would make it easier
for you?

What do you consider to be the primary benefit of accepting Medicaid?

What do you consider to be the primary issue with accepting Medicaid?

Perceptions of Perinatal Mental Health Providers on Medicaid: Part 2

1.

Anonymous Survey Consent Form [redacted]
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2. Are you licensed in the state of North Carolina as a mental health professional?
Yes
No
3. Have you received training or certification as a perinatal mental health professional
from Postpartum Support International or a partner organization?
Yes
No
4. Please rank the following in order of what you perceive to be the most significant
barrier to you accepting Medicaid clients (1) to the least (5).
1. Billing process complexity
2. Authorization process complexity
3. Reimbursement rates
4. No show fees (lack thereof)
5. Client needs (complex cases with high needs)
5. Please rank the following as most important (1) to least important (5) when it comes
to what would increase your willingness to accept Medicaid clients.
5. Billing process streamlined
6. Authorization process streamlined
7. Reimbursement rates
8. No show fees (getting to charge them)

9. Client needs (complex cases with high needs)



6. Please rank in order (1-1st to 5 last) the areas in which you would like to see
immediate reform to be willing to accept Medicaid clients.
1. Increased reimbursement rates
2. Removal of the requirement for a medical professional to authorize therapy
services
3. Adding in no show fees
4. Streamlined billing process
5. Streamlined approval process

7. Do you have anything else to add?
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