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Abstract
Purpose: The purpose of this Quality Improvement Project was to implement and evaluate a postpartum depression screening protocol in a primary care setting using a validated postpartum screening tool. 
Background: Postpartum depression (PPD) was identified as a clinical problem as it is observed in 10-20% of new mothers globally (World Health Organization [WHO], 2019). The need for universal screening and appropriate treatment plan for postpartum women is recommended by the American College of Obstetricians and Gynecologists, American Academy of Pediatrics, and United States Preventive Services Task Force.
Sample/Setting: The sample was women ages 19 and older in the postpartum period from initial childbirth to one year postpartum. The setting was a Midwest suburban primary care clinic.
Methods: The methods included the implementation and evaluation of a validated postpartum depression screening tool in a primary care clinic setting. This tool was the Edinburgh Postnatal Depression (EPDS). 
Results: Retrospective data analysis identified that routine postpartum depression screening in this clinical setting did not occur in 2019. There was a total of 16 women seen for their six-week postpartum visit  during the months of August-December 2019 and none (0%) had a validated PPD screening performed. During the months of August through December 2020, 13 women were seen for their six-week postpartum visit and all of them (100%) were screened using the validated PPD screening tool. 
Conclusion: Every woman who came in for her six-week postpartum visit was screened. Although none of the 13 women received a score on their EPDS of 10 or greater (which would more than likely indicate PPD), they were all screened, and depression or lack thereof was addressed and discussed. Using the validated screening tool to assess for PPD allows for standardized assessment of all postpartum women, therefore allowing no woman to fall through gaps of care.














Implementation of Depression Screening in the Postpartum Population in the
Primary Care Setting: A Quality Improvement Project
Postpartum depression is a severe mood condition that can affect a mother at any point in time within the first year after giving birth particularly within the first 12 weeks (Simas et al., 2018).  Postpartum depression (PPD) should be identified early to decrease and minimize the adverse effects postpartum depression can have on a woman.  This can be achieved with early detection through proper screening and appropriate treatment.  There needs to be a greater focus on maternal mental health issues and integrating this into primary care follow-up visits in order to close the gap in PPD women going undiagnosed and/or untreated.
Background

Postpartum depression was identified as a clinical problem as it is observed in 10-20% of new mothers globally in counties of varying wealth (World Health Organization [WHO], 2019). The etiology of postpartum depression is unknown or unclear, but theories include abnormalities of maternal neurotransmitters, decreased levels of estrogen, dysfunction of the hypothalamic-pituitary-adrenal-axis, thyroid dysfunctions, and genetic predisposition (Langan & Goodbred, 2016).  Depression during pregnancy, lack of social support, and distressing life events before/during/after birth or a traumatic birth are all risk factors for postpartum depression (Ko et al., 2012).  Symptoms of PPD can vary from woman to woman, but can include anxiety, irritability, sleep disturbance, feeling overwhelmed, excessive preoccupation with baby’s health, and thoughts of suicide and self-harm, weight changes, trouble concentrating and trouble bonding with baby (Simas et al., 2018; March of Dimes, 2019).  Furthermore, “baby blues” are feelings of sadness, crankiness with frequent episodes of crying that can happen around 2-3 days postpartum and last around two weeks, whereas PPD extends beyond two weeks with the more serve symptoms mentioned above.
According to the WHO (2019), worldwide approximately 13% of women who have just experienced childbirth also experience a mental disorder, with depression being the major disorder.  This number is even higher in developing countries at 19.8% (WHO, 2019).  The suffering can get so unbearable for some mothers, that suicide can even ensue (WHO, 2019). Maternal suicide is a more common cause of peripartum mortality than postpartum hemorrhage or hypertensive disorders (Langan & Goodbred, 2016).  Suicide is a prominent cause of maternal death and thus again, making PPD screening a pertinent clinical problem to address (Hirst & Moutier, 2010).  
The number of women suffering from PPD differ by age and race/ethnicity and can also vary by state (Centers for Disease Control and Prevention [CDC], 2019).  Postpartum depression is often underdiagnosed and untreated, with up to 60% of women with depressive symptoms not receiving a clinical diagnosis and then 50% of women with a diagnosis not receiving any form of treatment (Ko et al., 2012).  According to research done by Ko et al. (2017), postpartum depressive symptoms were highest among new mothers with an age less than 19 or ages between 20-24, were of American Indian/Alaska Native or Asian/Pacific Islander race/ethnicity, had less than 12 years of education, were unmarried, were postpartum smokers, had three or more stressful life events within the prior year, or those who had given birth to low-birthweight infants or those infants who required neonatal intensive care at birth. 
According to the WHO (2019), PPD can negatively affect not only mothers, but their children as well.  PPD can have adverse consequences on a child’s development and growth, making PPD a very important clinical disorder to screen and monitor.  PPD can produce suffering and debilitating effects that can decrease a reaction or response time to the needs of a child (WHO, 2019).  Women who suffer from depression also have an amplified risk for adverse effects such as substance abuse, developing chronic diseases and overall suboptimal health (Creanga et al., 2014).  A systematic review done by Simas et al., (2018), identified a significant group of evidence indicating that PPD and the presence of PPD symptoms can have a significant burden on affected mothers, their partners and their children.  Numerous studies, as reported by Simas et al. (2018), described connections between PPD symptoms in mothers and various outcomes on their children and their development, behavior, and social and emotional health and well-being.   
Significance

The above findings also represent the need for a universal screening and appropriate treatment plan for postpartum women, as recommended by the American College of Obstetricians and Gynecologists (ACOG), the American Academy of Pediatrics (AAP), and The U.S. Preventative Services Task Force (Obstetrics & Gynecology, 2015).  These groups (ACOG, AAP) also recommend that providers should be screening with a valid screening tool at least one-time during pregnancy and/or postpartum.  In addition, the American Academy of Pediatrics recognize that depression screening is part of family-centered well-childcare, as the pediatricians have early access to mother-infant pairs (Earls, 2010).  By looking at postpartum depression from a holistic standpoint, it helps to validate the comprehensive influence postpartum depression can have on the woman and her whole family (Simas et al., 2018). Screening for PPD is also endorsed by the American Academy of Pediatrics as a best practice (Olin et al., 2017).  
The most commonly used validated screening tool for postpartum depression is the Edinburgh Postnatal Depression scale (See Appendix A), which consists of 10 questions with each being scored on a scale of zero to three (Hirst & Moutier, 2010).  The Edinburgh Postnatal Depression Scale is the recommended screening tool for postpartum depression according to the United States Preventative Services Task Force (USPSTF) (2016). The USPSTF recommends screening for depression in the general adult population, including pregnant and postpartum women.  Screening should be implemented with adequate structures in order to support an appropriate diagnosis, effective treatment and suitable follow-up (Siu, 2016). This screening should be performed at the four to six-week postpartum visit or the two-month well-baby check (Hirst & Moutier, 2010).  The Edinburgh Postnatal Depression Scale is an instrument used to screen postpartum women for major depression and is a 10-item, self-report scale that can be completed in less than five minutes (Cox et al., 1987).  This scale is available in over 50 languages, is easy for clinicians to score and is acceptable to most women (El-Den et al., 2015).  Answers are scored 0-3 scale with a maximum score of 30 and scores greater than or equal to 12 identify most women with postpartum depression (Cox et al., 2014). With the use of the Edinburgh Postnatal Depression scale at four to eight weeks postpartum, in a systematic review there was a lower prevalence of depression at the three to five-month follow-up in the groups that were screened versus the controls who were not screened (O’Connor et al., 2016).  The American Academy of Pediatrics and the Mental Health Task Force support and advise integrating screening into the prenatal checks and into the well-baby checks at one, two, four, and six months (Earls, 2010).  The 2014 National Institute for Health and Care Excellence guidelines states that screening for depression should be standard of care and in general discussion during pregnancy and postpartum (Howard et al., 2014).
Maternal mental health problems are considered a major global health challenge (WHO, 2019).  As mentioned in the introduction, there needs to be a stronger focus on maternal mental health issues and integrating this focus into primary care follow-up visits to close the gap in PPD women going undiagnosed.  Postpartum depression has a stigmatizing diagnostic label among postpartum women, despite rising society mindfulness on the issue (Hirst & Moutier, 2010).  Suicide is a leading cause of maternal death and thus again, making PPD screening a pertinent clinical problem to address (Hirst & Moutier, 2010).  Healthy People 2020 have an objective to decrease the proportion of women delivering a live birth who experience PPD (Healthy People, 2019).  Pregnancy Risk Assessment Monitoring System (PRAMS) is a tool being used for screening.  PRAMS is an ongoing, state-specific, population-based surveillance project that assembles maternal self-reported responses in regard to PPD symptoms before, during and after delivery of a live infant.  This 2-question survey is administered by the participating states in conjunction with the Centers for Disease Control and Prevention (CDC, 2008).
Clinical Problem Statement
Postpartum depression is a severe mood disorder that can affect a mother at any point in time within the first year after giving birth.  Postpartum depression can yield negative outcomes on all components of a mother’s life including her relationship with her new baby.  
Purpose

The purpose of this Quality Improvement project was to implement and evaluate a postpartum depression screening protocol in the primary care setting using a validated postpartum depression screening tool. The specific aims were as follows: 1) To implement and evaluate a validated screening tool protocol to assure that all postpartum women are screened for depression between 4-8 weeks postpartum,  2) To increase the percent of postpartum women in the clinic who were screened for postpartum depression,  3) To evaluate the percent of women that were diagnosed with postpartum depression and 4) To evaluate provider acceptance of the use of the screening tool.
Review of Literature

Postpartum depression, screening, various populations and barriers to screening are the focuses to be evaluated. A comprehensive literature search regarding postpartum depression and screening tools for postpartum depression was conducted. Studies from CINAHL, EBSCO (Medline), Access Medicine, and PubMed were searched using the keywords “postpartum depression,” “ nursing research,” “management of postpartum depression,” “screening,” “risks,” consequences,” “assessment,” “diagnosis,” “pediatrics,” “women’s health,” “emotional well-being postpartum,” “recognition,” and “Edinburgh Postnatal Depression Scale.” Inclusion parameters of the search included only human clinical studies, women only, and studies published between 2010 and 2020.
One in seven women will experience something beyond baby blues and it comes with the name of postpartum depression (American Psychological Association [APA], 2019).  Postpartum depression can severely debilitate a woman and her daily routine (Lieber, 2018). Postpartum depression (PPD) is a serious mood disorder that can develop anytime within the first year after birth, especially within the first 12 weeks (Simas et al., 2018).  The Diagnostic and Statistical Manual of Mental Health Disorders, 5th edition (DSM-5), classifies peripartum depression as a major depressive disorder in which it is identified during pregnancy or within four weeks postpartum (APA, 2017).  Some experts extend this to within one year postpartum, which can also be known as postpartum depression (Lagan & Goodbred, 2016). Numerous studies have been performed on the various effects of postpartum depression and the toll it takes on women, their partners and children.  Many health and government organizations has brought forth the need for early intervention and identification of postpartum depression with initiatives for early screening, diagnosing and treatment (Simas et al., 2019).  Nurse practitioners are vital in the position to screen, diagnose and treat women with PPD to help improve their quality of life and prevent the symptoms of PPD from going undiagnosed.  Nurse practitioners can also be fundamental in referrals to psychiatrists when judged necessary. Direct evidence, from systematic reviews, of effects of screening for depression indicate that programs that incorporate PPD screening into their practice decrease the overall incidence of depression and increase the probability of remission or treatment response in postpartum women (O’Conner et al., 2016).
In a hospital-based study regarding screening by perinatal nurses, most new mothers found it suitable to be screened for PPD and to be offered education about community resources from hospital-based perinatal nurses.  Information found on screening will only be beneficial with effective follow-up care and further screening and treatment in the community (ACOG, 2018; Kendig et al., 2017; Logsdon et al., 2014; USPSTF, 2016).  According to a study by Logsdon et al. (2018), less than half of the women were asked about postpartum depression after discharge with the largest number being asked by both an obstetrician (29.5%) and pediatrician (22.7%).  The data that supports screening for postpartum depression includes a systematic review from three randomized trials with a total of 6600 women that compared screening four to eight weeks postpartum.  The EPDS was the screening tool of choice and study participants were followed for three to five months, revealing the prevalence of depression at follow-up in primary care was lower in the groups that were initially screened than the controls who were not, with differences from five to nine percent (O’Conner, et al., 2016; Viguera, 2018). Also, improvement at follow-up was greater in those patients who were screened than controls who were not screened by 11% percent (O’Conner, et al., 2016; Viguera, 2018).  Although in contrast, according to a systematic review by Thombs et al., (2014), there was little evidence found that supported screening for postpartum depression was beneficial.  Another study following 1546 women (some which were later excluded, making the total 691) from 12 weeks postpartum through four years, found that with screening using the EPDS women who had experienced postpartum depression had three times a higher prevalence of current depression rates at 38.2% versus 13.1% (Addollahi & Zarghami, 2018).  According to a synthesized literature review from O’Connor et al. (2016), among pregnant and postpartum women 18 years and older, six trials showed  18% to 59% relative reductions in postpartum depression with screening programs, or 2.1% to 9.1% absolute reductions, in the risk of depression at follow-up (three-five months) after participation in programs involving depression screening, with or without additional treatment components, compared with usual care.  In a post hoc analysis of data collected for the Translating Research into Practice for Postpartum Depression study, of the 1801 women enrolled, 369 screened positive for increased risk of PPD.  Also, of those 369 women, 179 also had an increased anxiety score based on the EPDS questions (Yawn et al., 2015).  The findings from these studies show screening is beneficial when it comes to improving outcomes related to depression in the postpartum state within the primary care setting. 
	Postpartum depression can affect all populations but can affect some populations more than others.  In a study by Dolbier et al. (2012), a greater percentage of African American participants fell in the minor/major PPD category at 20.7 % at one month postpartum compared to non-Hispanic white participants at 10.3%.  A similar pattern was observed for minor PPD (African American 8.5 %, non-Hispanic white 3.4 %) and major PPD for African American at 12.2% and non-Hispanic white at 6.9% % at one month postpartum (Dolbier et al., 2013).  Of equivalent studies, only one focused on a rural/low-income sample and reported higher rates of major PPD (15 %) and minor-major PPD (33 %) at six–eight weeks postpartum (Hutto et al., 2011). Similar studies of urban samples reported slightly lower rates of major PPD (8 %) six months postpartum and minor-major PPD (13 %) at four-six weeks postpartum (Horowitz et al., 2011; Rich-Edwards et al., 2006; Dolbier et al., 2013).  Another study looked at young African American women, living in a metro region, where they had a community health workers outreach program.  Evidence confirmed that those women in the intervention group with the community health workers had lower EPDS scores at six months postpartum than the comparison population, with a mean score of 4.14 versus 6.26 (Mundorf et al., 2017).  In a study comparing relationships of race and socioeconomic status to postpartum depressive symptoms in rural African American and Non-Hispanic white women, the demographics of the African American population participants were significantly younger and of a lower socioeconomic class and were less likely to be married when compared to the non-Hispanic white participants, which are all risk factors for PPD (Dolbier et al., 2013). In a longitudinal study on depression, anxiety and PTSD and comorbidity in perinatal women in Turkey, findings using the EPDS revealed a large number of women manifested significant depression four to six weeks after birth with a rate of 32.6% which is similar to that reported in a review of postpartum depression in developing countries at 31.3% (Villegas et al., 2011; Dikemen-Tildiz et al., 2017). However, these numbers are higher than prevalence rates found in studies conducted in developed countries, such as 14.4% in the UK and 9.6% in the U.S. (Bell et al., 2015; Banti et al., 2011, Dikemen-Tildiz et al., 2017).
Postpartum depression and screening for PPD does not come without barriers. There are many legal and ethical concerns. In a previous analysis conducted by Chaudron et al. (2017), they looked on whether or not screening for PPD within the primary care and pediatric setting was legally and ethically justified, and it was determined that it was.  The proportion of pediatricians who report usually questioning about or screening mothers for PPD has increased in the past decade from 33% to 44%, although this number still remains low, which is concerning (Chaudron et al., 2017).  In a recent survey from Gilbert et al.  (2017), 57% of pediatricians considered screening for PPD within their scope of practice, but only 45% felt confident in their ability to identity PPD or provide appropriate support as they were pediatricians.  Other barriers to screening for these pediatricians include, lack of training, low confidence in their ability to properly use the screening tools and limited knowledge about mental health care resources for adults (Gilbert et al., 2017).  The cost of screenings may accrue to the healthcare provider, practice, patient or caregiver, which can be another barrier, along with the actual time required to complete screening and scoring (Gilbert et al., 2017). Medical liability, or a provider’s legal responsibility for an adverse patient outcome is another issue that providers express trepidation about in the context of screening for PPD in the pediatric setting.  Confidentiality and privacy are yet a few additional barriers that can limit PPD screening (Gilbert et al., 2017). Lack of education on screening available can be another barrier. More than half of nurses (n=181)  and midwives (n=143) reported not knowing about existing screening tests for detecting PPD, according to data from a self-administered questionnaire among nurses and midwives in Saudi Arabia (Elshatarat et al., 2018).  Also, a limited number of state Medicaid agencies currently provide reimbursement for screening in the pediatric and primary care settings, thus making this yet another barrier.  Nonetheless, it is still important for practices and providers to understand that offering universal screening for postpartum mood and anxiety disorders will ultimately lead to enhanced health outcomes for patients. (Gilbert et al., 2017).
[bookmark: _Hlk7642189]Currently, systematic screening for depression in the perinatal and postpartum period is controversial due to differences in methodological trials with discrepant conclusions and results.  There is also no well-designed clinical trial that shows a benefit of depression screening alone, however, positive outcomes were found to be connected with screening when enhanced depression care was available for postpartum women who screen positive (Thombs et al., 2014; Olin et al., 2017).  The intended contribution with the topic of: Implementation of a Postpartum Screening Tool in Primary Care, was to systematically screen for depression symptoms in postpartum women using to Edinburgh Postnatal Depression Screen, with the proper care and management of those who screen positive (Olin et al., 2017).  In the United States, the management of postpartum depression is challenging because of a healthcare system that treats children and adults separately, thus making boundaries and scope of practice an issue for many providers (Olin et al., 2017). Screening for postpartum depression can help distinguish those in need of intervention to minimize postpartum depression with early detection and treatment.  Therefore, the purpose of this Doctor of Nursing Practice (DNP) project was to increase screening of postpartum depression in the primary care setting, as increased screening leads to an increased diagnosis, referral and proper treatment plan.  Screening signals as the first imperative step toward PPD treatment and intervention (Chaudron et al., 2004; Dolbier et al., 2012). The plans of the project were to implement screening in the primary care setting using the Edinburgh Postnatal Depression Scale. The feasibility of PPD screening has been demonstrated in studies in pediatrician and obstetrician/gynecologist offices and health departments (Chaudron et al, 2004; Jesse et al., 2009; Flynn et al., 2006).  The population of the project was all postpartum women following up in primary care for their six-week postpartum visit. The method of screening was the Edinburgh Postnatal Depression Scale, and the setting was, as mentioned above, primary care. Variables included ethnicity, socioeconomic status (as in private insurance status or Medicaid), marital status, age, and primipara/multipara.  The plan was to implement the EPDS to the postpartum women following up in primary care for their six-week postpartum visit (anonymously). The main aim of this project was to implement the proper screening of PPD in primary care to accurately identify those in need of intervention and to minimize postpartum depression with early detection, intervention and treatment.  PPD screening was measured using the EPDS.  Another aim was to assist in the clinical training and education of the professional/s using the EPDS screening tool to ensure they were comfortable and confident with the screening tool. Education of the screening of PPD would eliminate many of the barriers to screening. The EPDS scale was filled out autonomously by the patients, however. The long-term aim was to develop a universal screening tool for PPD for all primary care settings and mandate the use of screening with specific policies and procedures in place to ensure to best possible outcomes. 
Screening for postpartum depression helped to identify women in need of assistance and support to overcome the adverse outcomes of PPD.  Enhanced screening leads to an increase in diagnosis, referral and proper treatment/management plan.  Screening signals as the primary fundamental step toward PPD treatment and intervention (Chaudron et al., 2004).  The implementation of postpartum depression screening in the primary care setting at the appropriate intervals for a postpartum woman helped to promote early intervention of postpartum depression as well as assistance in finding the proper treatment, support and resources.  Most importantly, increased screening will assist in the overall outcome goal of minimal to no adverse effects of postpartum depression in the postpartum population within the primary care setting. There is no ingenious or perfect clinical trial that shows a benefit of depression screening alone, however, positive outcomes were found to be connected with screening when enhanced depression care was available for postpartum women who do screen positive (Thombs et al., 2014; Olin et al., 2017). 
Rational
Theory & Conceptual Framework
Cheryl Tatano Beck’s theory of postpartum depression is a midrange theory that supports this project and served as a guide and theoretical framework. Early nursing advocates of midrange theory proposed that a specific midrange theory might support a single or multiple grand-theories, consequently conforming nursing knowledge, as well as signifying that midrange theory testing provides a way to analyze the adaptability of non-nursing theories to nursing practice (Lasiuk & Ferguson, 2015).  Midrange theories are less abstract and more limited in scope than grand theories and they involve fewer concepts.  Midrange theories have clearly stated propositions, and readily tend themselves to the generation of testable hypotheses (Lasiuk & Ferguson, 2015; Meleis, 1997).  
Beck first published a phenomenological study in 1992 of the lived experience of PPD. Data for the study were the text of transcribed interviews with women attending a PPD support group.  Beck directed this support group for a number of years, and it is from these experiences that Beck identified 45 significant statements about the women and their experience of PPD and grouped them into the following 11 themes, which explain the fundamental structure of postpartum depression:
1. Unbearable loneliness 2. Contemplation of death provides a glimmer of hope 3. Obsessive thoughts about being a bad mother 4. Haunting fear that "normalcy" is irretrievable 5. Life is empty of all previous interests and goals 6. Suffocating guilt over thoughts of harming their infants 7. Mental fogginess 8. Envisioning self as a robot, just going through the motions 9. Feeling on the edge of insanity due to uncontrollable anxiety 10. Loss of control of emotions 11. Overwhelming feelings of insecurity and the need to be mothered (Beck, 1992; Lasiuk & Ferguson, 2015).  
Beck identified the central variable or fundamental psychological problem in PPD through constant comparative analysis, as being “loss of control,” which the women experienced as teetering on the edge of insanity. Participants' attempt to cope with PPD through 4 stages; encountering terror, dying of self-struggling to survive, and regaining control (Beck, 1992; Lasiuk & Ferguson, 2015).  
Beck’s theory of postpartum depression was applicable to the project, because it showed how immense and significant of a problem postpartum depression is and that it can no longer be disregarded.  Beck’s theory helped to support the crucial need to start implementing screening for postpartum depression in the primary care setting to ensure the best possible outcomes for these mothers and their children.  Beck's theory underlies that PPD is a significant women’s health problem that not only affects individual women but also has detrimental effects on their children's health and development (Beck, 1996; Lasiuk & Ferguson, 2015).  Beck’s theory helped to explain what the project was trying to improve, improvement of postpartum screening thus improvement of diagnosis and essential and proper treatment.
The conceptual framework of the FADE model also supported this DNP project.  There are four broad steps included in the FADE quality improvement model (United States of Health and Human Services Health Resources and Services Administration, [USDHHS] 2011).  This first step is: Focus.  In this step, we define the process to be improved upon.  The second step is: Analyze.  Within this step collection and analyzing data occurs.  The third step is: Develop. Here is where developing action plans for improvement start.  The last step is: Execute/Evaluate.  Implementation of the action plan start, and evaluation follows.  This last step will measure and monitor the system to ensure success (USDHHS, 2011).
Methods
Design
The design was Quality Improvement Project in the primary care setting.  This quality improvement project included a retrospective chart review and post chart review, and educational intervention for the providers regarding postpartum depression, an educational intervention for the patients within the primary care setting, and the development of a depression screening clinic procedure for the postpartum population using a validated depression screening tool.  
Study Setting and Sample
The study setting was a Midwest suburban primary care clinic. The sample included women ages 19 and older in the postpartum period from initial childbirth to one year. The sample was a convenience sample.
Inclusion Criteria  
English speaking female individuals ages 19 and older in the postpartum period from childbirth to one year postpartum (one outlier patient was 17 years old but included in the data as she and parent gave consent). 
Ethical Considerations 
The Institutional Review Board (IRB) was completed prior to implementation of the quality improvement project.  Chart reviews, data collection, and interventions was implemented after the approval of the IRB, so all ethical considerations were deliberated prior.  Data was all de-identified to promote and protect patient privacy. 
Measures
Measures included age, gender, race, marital status, socio-economic status (private insurance versus Medicaid), primipara/multipara and screening pre(retrospective)/post quality improvement project.  ICD 10 codes for depression diagnoses were also a measure. Postpartum depression was measured by using the instrument of the validated screening tool: Edinburgh Postnatal Depression Scale (EPDS). 
Data Collection
In order to do a quality improvement project a pre-implementation chart review was done using the Athena healthcare electronic medical record (EMR) in the primary care clinic.  The pre-implementation chart review was done using the same months of the year prior (2019) to implementation of quality improvement project and comparing it to the chart review of the same time period in the year 2020.  Data collected will be de-identified and aggregate. 
Interventions
Interventions included implementation of a procedure related to identifying and assessing for depression in the postpartum population at their six-week postpartum visit using a validated depression screening tool.  Implementation of a reminder flag in the electronic health record to assess for postpartum depression at their six-week postpartum visit.  Providing educational interventions for providers within the clinic and resources regarding postpartum depression in an easy to access folder (electronic resource folder and local resources for referrals) was also part of the interventions.  Interventions also included providing educational resources for the postpartum population served on an individual basis on their after-visit summary.  Items such as pamphlets in waiting room, posters, and patient information resources out in the open was not able to be implemented due to COVID-19 restriction and infection control.
Results
The characteristics of the study participants were all women being seen in the clinic for their six-week postpartum visit.  The ages of the women ranged from 17-40 years of age.  All the women in the study live in suburban/rural area and received all of their prenatal care within this primary care clinic (See Appendix C and Appendix D).
There was a total of 13 women seen for their six-week postpartum visit during the months of September-December 2020.  All these women were screened and evaluated for post-partum depression (PPD) using the validated screening tool Edinburgh Postnatal Depression Scale (EPDS).  The maximum score on this scale is 30, and any score of 10 or greater indicates possible depression or depression risk. Item #10 was always examined closely, despite the overall total, as this question asked about suicidal thoughts.  
Three out of the 13 were married and the rest single (marital status).  Six out of the 13 were multiparas and the remaining were primiparas. Five out of the 13 were on Medicaid and the remaining had private insurance. Twelve of the 13 patients identified White/Caucasian as their race, while one patient identified as Hispanic. All 13 of the women had a statement of being assessed for depression in their review of systems (ROS) and all women had a statement of whether signs and symptoms of depression were present or not mentioned in their plan of care.  Although none of the 13 women received a score on their EPDS of 10 or greater (which would more than likely indicate PPD), they were all screened, and depression or lack thereof was addressed and discussed.  Those with a score elevated at 8-9 were offered to have an additional follow up in two-weeks. Those on Medicaid had an average score of 5.2 on the EDPS, while those on private insurance had an average score of 6.125 on the EDPS. The average score of those listed as single was 6.1 on the EDPS, while the average score of those listed as married was 4.666. The average score for those listed as primiparas was 6.285, while those listed as multiparas was 5.166 on the EDPS.
In the chart review from the same months September-December of the previous year (2019), a total of 16 women were seen for their six-month postpartum visit.  All 16 of these women had no screening for PPD with a validated screening tool. Only six out of the 16 had a statement regarding assessment of depression in their ROS, although only four of the 16 had no mention of whether signs and symptoms of depression were present or not mentioned in their plan of care.  The remaining 12 did have a statement of whether signs and symptoms of depression were present discussed in their plan of care. Fifteen of the 16 patients identified as White/Caucasian, while one identified as Hispanic. One patient was on Medicaid, while three were self-pay, and the remaining had private insurance. Three were listed as single (marital status), one was listed as having a domestic partner, and the other 12 were listed as married.  Four of the 16 were primiparas, while the other 12 were multiparas.  There were no validated screening tools used during this time to assess evidence of PPD or risks for PPD. There is a significant difference in age between 2019 and 2020 (p = 0.02), with participants in 2019 being older than those in 2020. (t-test).  There was a significant difference between screening (Chisq = 29.00, df = 1, p < 0.0001), with those in 2020 being screened more often (all were screened in 2020, versus none in 2019). Fisher's exact test shows a significant difference in ROS, with more 'yes' in 2020 (p = 0.0004).  (See Appendix B).
Implication for Practice/Discussion
The findings relate greatly to the purpose of this quality improvement project as the goal was to implement and evaluate a postpartum depression screening protocol in the primary care setting using a validated postpartum depression screening tool and this was accomplished.  All women (100%) during the time period of quality improvement project in 2020, were screened for PPD at their 6-week postpartum check-up.  To support project implementation, educational sessions were conducted with the nursing staff to assure the distribution of the PPD screening tool prior to the provider entering the room and then patients filled them out independently.  During the quality improvement project, the rate of women screened for PPD using a validated PPD screening tool went from 0% in 2019, to 100% in 2020. As discussed in the results, none of the 13 women received a score on their EPDS of 10 or greater (which would more than likely indicate PPD), so evaluation of PPD did not occur.  The most important element is that all women were screened, and depression or lack thereof was addressed and discussed and those with a score elevated at 8-9 were offered to have an additional follow up in two-weeks.  Additionally, during the quality improvement project, there was comprehensive provider acceptance as the provider allowed all of the woman at their 6-week postpartum check-up to be screened for PPD using the validated screening tool.
As mentioned above, postpartum depression was identified as a clinical problem as it is observed in 10-20% of new mothers globally in counties of varying wealth (WHO, 2019).  At this clinic where the quality improvement project was implemented, in the previous data from 2019, not one single depression screen was done using a validated PPD screening tool during the six-week postpartum follow-up visits. This can lead to contemplation on how to determine which mothers are depressed or at risk for depression without a proper screen. There are screening guidelines for many conditions, but when it comes to mental health and postpartum care there are countless gaps and weaknesses within the system. 
PPD needs to be recognized early to minimize the adverse effects of postpartum depression on a woman and this can be accomplished with early detection through proper screening.  This would immensely improve quality of care and clinical practice. As evidenced by the results of the quality improvement project, screening for PPD using a validated screening tool can help to determine who has PPD or the very least, who is high risk for developing PPD.  Those noted as having PPD can then be properly treated and followed and those at risk can have more frequent follow-ups to check in and re-assess. As discussed earlier, Beck’s theory helps to support the crucial need to start implementing screening for postpartum depression in the primary care setting to ensure the best possible outcomes for these mothers and their children.  Beck's theory also underlies that PPD is a significant women’s health problem that not only affects individual women but also has detrimental effects on their children's health and development (Beck, 1996; Lasiuk & Ferguson, 2015).  This can no longer be ignored and needs to be screened routinely and universally. 
	Limitations of the study include a small population sample and patients from one area and one primary care clinic in a small Midwest suburban setting.  Additionally, other limitations include lack of diverse population of women from different ethnicities.  Despite these limitations, the evidence is clear that PPD is a strong clinical problem that can occur to any postpartum woman, despite age, race, socioeconomic class, ethnicity or religion.
Future Implications
Implications for future practice include many elements that can be concluded from the above-mentioned background, data, review of literature and results.  Suggested next steps include a bundled care option for postpartum follow-ups as a preventative health measure. Postpartum follow-ups could be bundled into follow-up visits at six-week, and three, six, nine and 12 months (similar to well child checkups) and be covered by insurance as preventative health.  Each visit should have a depression screen using validated PPD screening tool.  PPD would then at the minimum be discussed and examined further and thus decreasing the stigma associated with maternal mental health and PPD.  
Additional next steps should be to have postpartum resources through local hospitals, such as counseling, or postpartum mom support groups. Furthermore, there should be an easy access hotline through local hospitals that puts moms through to a provider if she is struggling and has no means to travel. Standard guidelines for PPD screening with a validated tool should be implemented into clinical practice, with the minimum being at the six-week postpartum follow-up.  These suggested next steps would meet the long-term objective of implementing a validated/universal screening tool for PPD with mandated use to safeguard all women were screened for PPD; with specific policies and procedures in place to ensure to best possible outcomes.
Conclusion
Every woman who came in for her six-week postpartum visit was screened. Although none of the 13 women received a score on their EPDS of 10 or greater (which would more than likely indicate PPD), they were all screened, and depression or lack thereof was addressed and discussed. Using the validated screening tool to assess for PPD allows for standardized assessment of all postpartum women, therefore allowing no woman to fall through gaps of care. This plan has sustainability and reproducibility.  PPD needs to be identified early to minimize the adverse effects of postpartum depression on a woman and this can be accomplished with early detection through proper screening and/or appropriate treatment.  Aiming a stronger focus on maternal mental health issues and integrating this into primary care follow-ups for PPD women would help to close the gap in PPD women going undiagnosed.
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	2020
	Column1
	Column2
	Column3
	Column4
	Column5
	Column6
	Column7
	Column8
	Column9

	Patient 
	Age (years)
	Screening
	ROS
	Plan of Care
	Race 
	Insurance
	Marital Status
	Primipara/Multipara
	PPD Screening Score 

	1
	20
	yes
	yes
	yes
	white
	Private
	Single
	Primipara
	7

	2
	21
	yes
	yes
	yes
	white
	Medicaid
	Single
	Primipara
	3

	3
	25
	yes
	yes
	yes 
	white
	Private
	Single
	Primipara
	8

	4
	27
	yes
	yes
	yes
	white
	Medicaid
	Single
	Multipara
	6

	5
	23
	yes
	yes
	yes
	white
	Private
	Single
	Multipara
	5

	6
	22
	yes 
	yes
	yes
	white 
	Medicaid
	Married
	Multipara
	2

	7
	17
	yes
	yes
	yes
	Hispanic
	Medicaid
	Single
	Primipara
	6

	8
	40
	yes
	yes
	yes
	white
	Private
	Married
	Primipara
	9

	9
	30
	yes
	yes
	yes
	white
	Private
	Married
	Multipara
	3

	10
	26
	yes
	yes
	yes
	white 
	Medicaid
	Single
	Multipara
	9

	11
	30
	yes
	yes
	yes
	white
	Private
	Single
	Multipara
	6

	12
	22
	yes
	yes
	yes
	white
	Private
	Single
	Primipara
	4

	13
	28
	yes
	yes
	yes
	white
	Private
	Single
	Primipara
	7
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	2019
	Column1
	Column2
	Column3
	Column4
	Column5
	Column6
	Column7
	Column8

	Patient 
	Age (years)
	Screening 
	ROS
	Plan of Care
	Race
	Insurance 
	Marital Status
	Primipara/Multipara 

	1
	23
	no
	no
	no
	white
	Private
	Married
	Multipara

	2
	34
	no
	yes
	no 
	white
	Private
	Married
	Multipara

	3
	29
	no
	yes
	yes
	white
	Private
	Married
	Primipara 

	4
	33
	no
	yes
	yes
	white
	Private
	Married
	Multipara

	5
	35
	no
	no
	no
	white
	Private
	Married
	Multipara

	6
	25
	no
	yes
	no
	white
	Private
	Married
	Primipara 

	7
	26
	no
	no
	yes
	white
	Private
	Single
	Primipara 

	8
	27
	no
	no
	yes
	white
	Self
	Married
	Multipara

	9
	36
	no
	no
	yes
	white
	Private
	Single
	Multipara

	10
	30
	no
	no 
	yes
	white
	Private
	Married
	Multipara

	11
	36
	no
	no
	yes
	white
	Private
	Married
	Multipara

	12
	29
	no
	no
	yes
	Hispanic 
	Medicaid
	Married
	Multipara

	13
	27
	no
	yes
	yes
	white
	Private
	Married
	Multipara

	14
	32
	no
	no
	yes
	white
	Private
	Domestic Partner 
	Multipara

	15
	24
	no
	yes
	yes
	white 
	Self
	Married
	Multipara

	16
	35
	no
	no
	yes
	white
	Self
	Single
	Primipara 


Appendix D



















References
Abdollahi, F., & Zarghami, M. (2018). Effect of postpartum depression on women’s mental and 
physical health four years after childbirth. East Mediterranean Health Journal, 24(10), 1002-1009. http://doi.org.10.26719/2018.24.10.1002
American College of Obstetricians and Gynecologists. (2008). Perinatal depression screening: 
Tools for obstetricians-gynecologists. Retrieved from 
http://mail.ny.acog.org.website/DepressionToolKit.pdf
American College of Obstetricians and Gynecologists. (2018). Screening for perinatal 
depression. ACOG committee opinion number 757, 132(5), e208-e211. https://www.acog.org/-/media/project/acog/acogorg/clinical/files/committee-opinion/articles/2018/11/screening-for-perinatal-depression.pdf
American Psychiatric Association. (2017). What is postpartum depression: Depression during 
pregnancy and after childbirth. Retrieved from: https://www.psychiatry.org/patients-families/postpartum-depression/what-is-postpartum-depression
American Psychological Association. (2019). Postpartum depression: What is postpartum 
depression and anxiety? Retrieved from: https://www.apa.org/pi/women/resources/reports/postpartum-depression
Banti, S., Mauri, M., Oppo., A., Borri, C., Rambelli, D., Montagnani, M.S.,…Cassano, G.B. 
(2011). From the third month of pregnancy to 1 year postpartum: Prevalence, incidence, 
recurrence, and new onset of depression: Results from the perinatal depression-research screening unit study. Comprehensive Psychiatry, 52, 343-351. http://dx.doi./org/10/1010/j.comppsych.2010.08.003
Bell, A.F., Carter, C.S., Davis, J.M., Golding, J., Adejumo, O., Pyra, M.,…Rubin, L.H. (2015).
Childbirth and symptoms of postpartum depression and anxiety: A prospective birth cohort study. Archives of Women’s Mental Health, 19, 219-227. http://dx.doi.org./10.1007/s00737-015-0555-7.
Beck, C.T. (1992). The lived experience of postpartum depression: a phenomenological study. 
Nursing Research, 41(3), 66-170. 
Beck C.T. (1993). Teetering on the edge: a substantive theory of postpartum depression. Nursing 
Research, 42, 42- 48.
Centers for Disease Control and Prevention. (2018). Depression during and after pregnancy. 
Retrieved from: https://www.cdc.gov/features/maternal-depression/index.html
Centers for Disease Control and Prevention. (2008). Prevalence of self-reported postpartum 
depressive symptoms- 17 states, 2004-2005. MMWR Weekly, 57(14), 361-366. 
Retrieved from: https://www-cdc-gov.cuhsl.creighton.edu/mmwr/preview/mmwrhtml/mm5714a1.htm?c_cid=journal_search_promotion_2018
Chaudron, L.H., Szilagyi, P.G., Kitzman, H.J., Wadkins, I.M., & Conwell, Y. (2004). Detection 
of postpartum depressive symptoms by screening well-child visits. Pediatrics, 113, 551-558. 
Chaudron, L.H., Szilagyi, P.G., Campbell, A.T., Mounts, K.O., & McInerny T.K. (2007). Legal 
and ethical considerations: Risks and benefits of postpartum depression screening at well-child visits. Pediatrics, 119(1), 123-8. http://doi.org/10.1542/peds.2006-2122
Creanga, A. A., Berg, C. J., Ko, J. Y., Farr, S. L., Tong, V. T., Bruce, F. C., & Callaghan, W. M. 
(2014). Maternal mortality and morbidity in the United States: where are we now?. Journal of women's health (2002), 23(1), 3–9. doi:10.1089/jwh.2013.4617
Dikemen-Yildiz, P., Ayers, S., & Phillips, L. (2017). Depression, anxiety, PTSP and comorbidity 
in perinatal women in turkey: A longitudinal population-base study. Midwifery, 55, 29-37. http://dx.doi.org/10/1016/j/midw.2017.09.001
Dolbier, C., Rush, T., Sahadeo, L.S., Shaffer, M.L., & Thorp, J. (2013). Relationships of race 
and socioeconomic status to postpartum depressive symptoms in rural African American and non-Hispanic white women. Journal of Maternal Child Health, 17, 1277-1287. doi: 10.1007/s10995-012-1123-7. 
Earls, M.F. (2010). Committee on psychosocial aspects of child and family health American 
academy of pediatrics: Incorporating recognition and management of perinatal and postpartum depression into pediatric practice. Pediatrics, 126(5), 1032-1039.
Elshatarat, R.A., Yacoub, M.I., Saleh, Z.T., Ebeid, I.A., Raddaha, A,H.A., Al-Za’areer, 
M.S.,…Maabreh, R.S. (2018). Perinatal nurses’ and midwives’ knowledge about assessment and management of postpartum depression. Journal of Psychosocial Nursing and Mental Health Services, 56(12), 36-46. https://doi-org.cuhsl. Creighton.edu/10.3928/02793695-20180612-02.
Flynn, H.A., O’Mahen, H.A., Massey, L., & Marcus, S. (2006). The impact of a brief obstetrics 
clinic-based intervention on treatment use for perinatal depression. Journal of Women’s Health, 15, 1195-1204. 
Gilbert, A.L., Balio, C., & Bauer, N.S. (2017). Making the legal and ethical case for universal 
screening for postpartum mood and anxiety disorders in pediatric primary care. Current Problems Pediatric Adolescent Health Care, 47, 267-277. http://dx.doi.porg/10.1016/j.cppeds.2017.08.001
Healthy People 2020. (2019). 2020 topics & objectives: Maternal, infant and child health. 
Retrieved from: https://www.healthypeople.gov/2020/topics-objectives/topic/maternal-infant-and-child-health/objectives
Hirst, K., & Moutier, C. (2010). Postpartum depression. American Family Physician, 82(8), 926-
933. Retrieved from: https://www.aafp.org/afp/2010/1015/p926.pdf
Horowitz, J., Murphy, C., Gregory, K., & Wojcik, J. (2011). A community-based screening 
initiative to identify mothers at risk for postpartum depression. Journal of Obstetric, Gynecologic, and Neonatal Nursing, 40, 52–61. 28. 
Howard, L.M. Megnin-Viggars, O., Symington, I., & Pilling, S. (2014). Guideline development 
group: Antenatal and postnatal mental health: Summary of updated NICE guidance. BMJ, 349, 7394. doi: https://doi.org/10.1136/bmj.g7394 
Hutto, H. F., Kim-Godwin, Y., Pollard, D., & Kemppainen, J. (2011). Postpartum depression 
among white, african-american, and hispanic low-income mothers in rural southeastern North Carolina. Journal of Community Health Nursing, 28, 41–53.
Jesse, D.E., Morrow, J., Herring, D., Dennis, T., & Laster, B.M. (2009). Translating research to 
prevent antepartum depression in a local health department prenatal clinic: A model approach. Journal of Public Health Management and Practice, 15, 160-166. 
Kendig, S., Keats, J. P., Hoffman, M. C., Kay, L. B., Miller, E. S., Moore Simas, T. 
A.,..Lemieux, L. A. (2017). Consensus bundle on maternal mental health: Perinatal depression and anxiety. Journal of Obstetric, Gynecologic, and Neonatal Nursing, 46(2), 272–281. doi:10.1016/j.jogn.2017.01.001
Ko, J.Y., Farr, S.L., Dietz, P.M., & Robbins, C.L. (2012). Depression and treatment among U.S. 
pregnant and non-pregnant women of reproductive age, 2005-2009. Journal of Women’s Health, 21(8), 830-6. doi: 10.1089/jwh.2011.3466.
Ko, J.Y., Rockhill, K.M., Tong, V.T., Morrow, B., & Farr, S.L. (2017). Trends in postpartum 
depressive symptoms-27 states, 2004,2008, and 2012. Centers for disease control and prevention: Morbidity and mortality weekly report, 66, 153-158. http://dx.doi.org.cuhsl.creighton.edu/10.15585/mmwr.mm6606a1
Langan, R.C., & Goodbred, A.J. (2016). Identification and management of peripartum 
depression. American Family Physician, 93(10), 852-858. Retrieved from: https://www.aafp.org/afp/2016/0515/p852.pdf
Lasiuk, G.C. & Ferguson. (2005). From practice to midrange theory and back again: Beck’s 
theory of postpartum depression. Advances in Nursing Science 28(2), 127-136.
Leger, J., & Letourneau, N. (2014). New mothers and postpartum depression: A narrative review 
of peer support intervention studies. Health and Social Care in the Community, 23(4), 337-348. doi: 10.1111/hsc.12125
Lieber, A. (2018). Postpartum depression: A guide to common depression after childbirth. 
Retrieved from: https://www.psycom.net/depression.central.post-partum.html
Logsdon, M. C., Eckert, D., & Tomasulo, R. (2014). Screening mothers for postpartum 
depression: Policy and Procedure. Nursing Practice Guideline. In C. T. Beck (Ed.), Postpartum mood and anxiety disorders: Case studies, research, and nursing care (3rd ed.). Washington, DC: Association of Women’s Health, Obstetrics, and Neonatal Nurses. 
Logsdon, M. C., Eckert, D., Tomasulo, R., & Myers, J. (2013). Self- efficacy and postpartum 
teaching: A replication study. The Journal of Perinatal Education, 22(3), 166–170. doi:10.1891/1058-1243.22.3.166 
Logsdon, M. C., Foltz, M. P., Scheetz, J., & Myers, J. A. (2010). Self-efficacy and postpartum 
depression teaching behaviors of hospital-based perinatal nurses. The Journal of Perinatal Education, 19(4), 10–16.
 Logsdon, M. C., Tomasulo, R., Eckert, D., Beck, C., & Dennis, C. L. (2012). Identification of 
mothers at risk for postpartum depression by hospital based perinatal nurses. MCN. The American Journal of Maternal Child Nursing, 37(4), 218–225. doi:10.1097/NMC.0b013e318251078b 
Logsdon, M., Vogt, K. Winders, D, Myers, J., Hogan, F., Eckert, D., & Masterson, K. (2018). 
Screening for postpartum depression by hospital-based perinatal nurses. The American Journal of Maternal/Child Nursing, 43(6), 324-329. doi:10.1097/NMC.0000000000000470
March of Dimes. (2019). Postpartum depression. 
https://www.marchofdimes.org/pregnancy/postpartum-depression.aspx?gclid=Cj0KCQiAhP2BBhDdARIsAJEzXlH35-sWJXkF1064KBpGkasDLdki0QRpuRCEt_MPijKEuNyfa79oIgkaAuGuEALw_wcB
Meleis, A.I. (1997). Theoretical nursing: Development and progress (3rd ed.). Philadelphia, PA: 
Lippincott Williams & Wilkins
Mundorf, C., Shankar, A., Moran, T., Heller, S., Hassan, A., Harville, E., & Lichtveld, M. 
(2017). Reducing the risk of postpartum depression in a low-income community through a community health worker intervention. Maternal and Child Health Journal, 22, 520-528. http://doi.org/10.1007/s10995-017-2419-4.
Obstetrics & Gynecology. (2015). Committee Opinion No. 630, 125(5). P. 1268-1271 
doi: 10.1097/01.AOG.0000465192.34779.dc
O’Connor, E., Rossom, R.C., Henninger, M., Groom, H.C. & Burda, B. (2016). Primary care 
screening and treatment of depression in pregnant and postpartum women: Evidence and report and systematic review for the US preventive services task force. Journal of the American Medical Association, 315(4), 388-406.  doi: 10.1001/jama.2015.18948.
Olin, S.S., McCord, M., Stein, R.E.K., Kerker, B., Weiss, D. Hoagwood, K.E.,…Horwitz. 
(2017). Beyond screening: A stepped care pathway in managing postpartum depression in pediatric settings. Journal of Women’s Health, 26(9), 966-975.
Rich-Edwards, J. W., Kleinman, K., Abrams, A., Harlow, B. L., McLaughlin, T. J., Joffe, H., & 
Gillman, M.W. (2006). Sociodemographic predictors of antenatal and postpartum depressive symptoms among women in a medical group practice. Journal of Epidemiology and Community Health, 60, 221–227.
Simas, T.A., Huang, M.Y., Patton, C., Reinhart, M., Chawla, A.J., Clemson, C., & Eldar-Lissai, 
A. (2018). The humanistic burden of postpartum depression: A systematic literature review. Current Medical Research and Opinion, 35(3), 383-393. doi: 10.1080/03007995.2018.1552039
United States Department of Health and Human Services: Health Resources and Services 
Administration. (2011). Quality improvement. https://www.hrsa.gov/sites/default/files/quality/toolbox/pdfs/qualityimprovement.pdf
United States Preventive Services Task Force. (2016). Depression in adults: Screening. Journal 
of the American Medical Association, 315(4), 380–387. doi:10.1001/jama.2015.18392 
Villegas, L., McKay, K., Dennis, C.L., & Ross, L.E. (2011). Postpartum depression among rural 
women from developed and developing countries: A systematic review. The Journal of Rural Health, 27(3), 278-288. https://doi.org/10.1111/j.1748-0361.2010.00339.x
Wilson, N., Lee, J.J., & Bei, B. (2019). Postpartum fatigue and depression: A systematic review 
and meta-analysis. Journal of Affective Disorders, 246, 224-233. https://doi.org/10.1016/j.jad.2018.12.032
Wittenburg, K.T., Camosy, C., Sanford, K, Tran, K., Wise, L., Greendy, T., & Gallas, M. 
(2018). Implementation of a postpartum depression screening tool in a pediatric primary care resident clinic. Pediatrics, 141(1). Retrieved from: http://pediatrics.aappublications.org/content/141/1_MeetingAbstract/35
World Health Organization. (2019). Mental health: Maternal mental health. Retrieved from: 
https://www.who.int/mental_health/maternal-child/maternal_mental_health/en/
Yawn, B., Bertram, S., Kurland, M., & Wollan, P. (2015). Anxiety assessment should be added 
to postpartum depression screening: A research letter. Journal of Women’s Heath 24(8), 689-690. doi: 10.1089/jwh.2015.5308














image3.tiff
¥r M Mean Std Dev
one 16 30.0625 44453
two 13 254615 58682

Diff (1-2) 46070

51285

3td Err | Minimum | Maximum

1.1123
16275
18150

23.0000
17.0000

36.0000
400000




image1.emf



Edinburgh Postnatal Depression Scale 1 (EPDS) 
Name:  ______________________________           Address:  ___________________________ 



Your Date of Birth:  ____________________       ___________________________ 



Baby’s Date of Birth:  ___________________  Phone: _________________________ 



As you are pregnant or have recently had a baby, we would like to know how you are feeling.  Please check 
the answer that comes closest to how you have felt IN THE PAST 7 DAYS, not just how you feel today. 



Here is an example, already completed. 



I have felt happy: 
Yes, all the time 
Yes, most of the time This would mean:  “I have felt happy most of the time” during the past week. 
No, not very often Please complete the other questions in the same way. 
No, not at all 



In the past 7 days: 



1. I have been able to laugh and see the funny side of things *6.  Things have been getting on top of me 
As much as I always could Yes, most of the time I haven’t been able 
Not quite so much now to cope at all 
Definitely not so much now Yes, sometimes I haven’t been coping as well 
Not at all as usual 



2. I have looked forward with enjoyment to things No, I have been coping as well as ever 
As much as I ever did 
Rather less than I used to *7 I have been so unhappy that I have had difficulty sleeping 
Definitely less than I used to Yes, most of the time 
Hardly at all Yes, sometimes 



Not very often 
*3. I have blamed myself unnecessarily when things No, not at all 



went wrong 
Yes, most of the time *8 I have felt sad or miserable 
Yes, some of the time Yes, most of the time 
Not very often Yes, quite often 
No, never Not very often 



No, not at all 
4.    I have been anxious or worried for no good reason 



No, not at all *9 I have been so unhappy that I have been crying 
Hardly ever Yes, most of the time 
Yes, sometimes Yes, quite often 
Yes, very often Only occasionally 



No, never 
*5  I have felt scared or panicky for no very good reason 



Yes, quite a lot *10 The thought of harming myself has occurred to me 
Yes, sometimes Yes, quite often 
No, not much Sometimes 
No, not at all Hardly ever 



Never 



Administered/Reviewed by ________________________________    Date  ______________________________ 



1 Source: Cox, J.L., Holden, J.M., and Sagovsky, R. 1987.  Detection of postnatal depression: Development of the 10-item 
Edinburgh Postnatal Depression Scale.  British Journal of Psychiatry 150:782-786 . 



2 Source:  K. L. Wisner, B. L. Parry, C. M. Piontek, Postpartum Depression N Engl J Med vol. 347, No 3, July 18, 2002, 
194-199 



Users may reproduce the scale without further permission providing they respect copyright by quoting the names of the 
authors, the title and the source of the paper in all reproduced copies.



No, most of the time I have coped quite well 











Edinburgh Postnatal Depression Scale 1  (EPDS) 
Postpartum depression is the most common complication of childbearing. 2 The 10-question Edinburgh 
Postnatal Depression Scale (EPDS) is a valuable and efficient way of identifying patients at risk for “perinatal” 
depression.  The EPDS is easy to administer and has proven to be an effective screening tool. 



Mothers who score above 13 are likely to be suffering from a depressive illness of varying severity. The EPDS 
score should not override clinical judgment.  A careful clinical assessment should be carried out to confirm the 
diagnosis.  The scale indicates how the mother has felt during the previous week.  In doubtful cases it may 
be useful to repeat the tool after 2 weeks.  The scale will not detect mothers with anxiety neuroses, phobias or 
personality disorders. 



Women with postpartum depression need not feel alone.  They may find useful information on the web sites of 
the National Women’s Health Information Center <www.4women.gov> and from groups such as Postpartum 
Support International <www.chss.iup.edu/postpartum> and Depression after Delivery 
<www.depressionafterdelivery.com>. 



SCORING 
QUESTIONS 1, 2, & 4 (without an *) 
Are scored 0, 1, 2 or 3 with top box scored as 0 and the bottom box scored as 3. 



QUESTIONS 3, 5­10 (marked with an *) 
Are reverse scored, with the top box scored as a 3 and the bottom box scored as 0. 



Maximum score:          30 
Possible Depression:  10 or greater 
Always look at item 10 (suicidal thoughts) 



Users may reproduce the scale without further permission, providing they respect copyright by quoting the 
names of the authors, the title, and the source of the paper in all reproduced copies. 



Instructions for using the Edinburgh Postnatal Depression Scale: 



1. The mother is asked to check the response that comes closest to how she has been feeling 
in the previous 7 days. 



2. All the items must be completed. 



3. Care should be taken to avoid the possibility of the mother discussing her answers with 
others.  (Answers come from the mother or pregnant woman.) 



4. The mother should complete the scale herself, unless she has limited English or has difficulty 
with reading. 



1 Source: Cox, J.L., Holden, J.M., and Sagovsky, R. 1987.  Detection of postnatal depression: Development of the 10-item 
Edinburgh Postnatal Depression Scale.  British Journal of Psychiatry 150:782-786. 



2 Source:  K. L. Wisner, B. L. Parry, C. M. Piontek, Postpartum Depression N Engl J Med vol. 347, No 3, July 18, 2002, 
194-199










Edinburgh Postnatal Depression Scale 

1 

(EPDS)

 IN THE PAST 7 DAYS

Never 

Administered/Reviewed by ________________________________    Date  ______________________________ 

1 

Source: Cox, J.L., Holden, J.M., and Sagovsky, R. 1987.  Detection of postnatal depression: Development of the 10-item 

Edinburgh Postnatal Depression Scale.  British Journal of Psychiatry 150:782-786. 

2 

Source:  K. L. Wisner, B. L. Parry, C. M. Piontek, Postpartum Depression N Engl J Med vol. 347, No 3, July 18, 2002, 

194-199 

Users may reproduce the scale without further permission providing they respect copyright by quoting the names of the 

authors, the title and the source of the paper in all reproduced copies.

No, most of the time I have coped quite well 
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SCORING|

(QUESTIONS 1,2, & 4 (without an *)
e score 0, 1,2 or 3 Wi 10 box score a5 0 and the btom box scored as 3.

|QUESTIONS 3,510 (marked with an )
(v everse scored,with  top box scorad a5 3 and the bottom box scored 8.0
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