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Abstract
Background: Perinatal Mood and Anxiety Disorders (PMADs), including postpartum depression (PPD) are the 

number one complication of childbirth, with prevalence rates of approximately 7-15% in the US; however, rates as high 
as 40-60% for women living in poverty have been reported. Though validated screening tools and effective treatment 
exists, it is largely unrecognized and untreated. Consequences impact not only the mother but her infant as well and 
can have long term deleterious effects. Multiple poor obstetric outcomes have been reported due to untreated PMAD’s 
including: low attendance at prenatal care, preterm labor, low birth weight, maternal suicide, decreased breastfeeding 
rate, impaired maternal/infant bonding, and short and long term behavioral and cognitive issues for the child including 
social and language delays, impulsivity, and poor academic performance. Due to the significant public health sequalae, 
Butte County, California First 5 has identified PMAD’s as a critical maternal health focus area.

Methods: Based on a community needs assessment and a literature review, educational sessions were developed 
to increase screening and treatment of PPD within a rural health center in Northern California. During the four 
educational sessions, 32 providers and staff received information on PPD, instructions on screening with the Edinburg 
Postnatal Depression Scale (EPDS), triage/treatment guidelines, lactation safety information on common psychiatric 
medications, and community resources for PPD. Outcomes were measured by pre- and post- session surveys and by 
deidentified chart and referral data.

Outcomes: Of the 16 providers who completed post-surveys, 81% stated the sessions changed their PPD 
screening or treatment practices, and 100% found the information helpful. These sessions also resulted in a 133% 
increase in referrals for postpartum mental health issues. Integrating treatment into a preexisting home visitation 
program reduced evaluation and treatment waiting times from three to four months to seven to ten days, with a 97% 
breastfeeding continuation rate for women receiving treatment.

Conclusion: Building interdisciplinary triage/treatment pathways and holding educational sessions for providers 
and staff within a rural health clinic with strong lactation support services resulted in an increase in screening for PPD 
by obstetric and family practice providers and a decrease in waiting time for evaluation and treatment of affected 
women without an interruption in breastfeeding. 
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Background
         Perinatal mood  and anxiety disorders (PMADs) including

Postpartum depression (PPD) are the number one complication of 
childbirth, with prevalence rates of approximately 10% in US, but 
much higher rates have been reported for women living in poverty [1]. 
Although validated screening tools exist, they are rarely used in 
outpatient obstetrical settings, and although effective treatment 
options are available, misinformation abounds, further complicating 
issues. Lack of provider awareness about PPD can increase the feelings 
of shame and stigma experienced by women suffering from difficult 
postpartum adjustments, and misinformation regarding the safety of 
antidepressant medications often leads to early weaning, further 
exacerbating the depression and interrupting the breastfeeding dyad 
which carries so many benefits for both mother and baby [2].

As mentioned before, untreated perinatal mood and anxiety 
disorders can have devastating consequences. Women who are 
depressed during pregnancy often have fewer prenatal care visits, can 
have inadequate or excessive weight gain, are at higher risk for preterm 
labor or birth, are at risk for substance use, and are less likely to initiate 
or sustain breastfeeding [3-5]. Documented consequences for infants of

mothers with untreated depression include: impaired bonding, changes 
in infant brain development, infant developmental and language delays, 
and potential for neglect or abuse [2,6]. In the most serious cases, 
untreated depression can be deadly [7]. Tragically, suicide is the second 
leading cause of death during the perinatal period [8], and infanticide, 
though rare, is a reality as well. However, instances are almost always 
associated with postpartum psychosis, not with other PMAD’s [9].

The negative impact of PPD on mothers and infants is well 
established, and while prevention is ideal, the next best thing is early 
screening and treatment. Universal screening for PPD was advocated 
by World Health Organization in 2009; and the Patient Protection 
and Affordable Care Act of 2010 (Section 2952) provides support 
for screening with no share of cost [5,10]. While there is controversy 
regarding universal screening, the bulk of the literature and expert 
opinions support it [5,6,11-14]. However, many OB and pediatric 
providers are hesitant to screen for multiple reasons.
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Methods
A literature review of PubMed and Cochrane Data Base was 

undertaken using the search terms “postpartum depression” OR 
“perinatal mood and anxiety disorders.” Filters activated included: 
clinical trial, randomized controlled trial, systematic reviews, meta-
analysis, published in the last 5 years, humans, and English language, 
which resulted in 206 articles. An additional search phrase added 
-AND- “prevention” or “treatment” which narrowed the results to
155 articles. Another search phrase “AND interventions” was included 
which narrowed the results to 39 articles. Additional articles were
obtained using the same search criteria from weekly PubMed search
updates and mining the reference lists of reviewed articles. Quantitative 
and qualitative research articles were reviewed and graded using
Mosby’s Research Tool (MRT), and systematic reviews were analyzed
using the Critical Appraisal Tool for Systematic Reviews (CATSR). Of
the reviewed articles, 48 were synthesized based on relevance to the
project. Several other studies and organizational position statements
are included for background information. The evidence suggested that
the Edinburgh Postnatal Depression Scale (EPDS) is the preferred
method of screening with a cut-off of 10 or greater as a positive screen
for the presence of depressive symptoms (giving a 90% sensitivity rate)  
[10]. While the EPDS is not diagnostic, there is significant evidence
that requiring a formal structured clinical interview can be a barrier
for the initiation of treatment for many women [5,10,12,15]. The
literature also pointed to the importance of integrating screening into
primary care and pediatric practices where women are typically already 
interfacing for care [6,10,11,15].

Based on a review of literature and a community needs assessment, 
a quality improvement (QI) project focused on increasing the 
screening and treatment of PPD by perinatal practitioners within a 
rural health clinic was initiated. Because screening has been shown to 
increase referral and treatment [5,10,15,16], the focus of the project 
was to increase screening for PPD using the EPDS within a federally 
designated rural health center (RHC). Objectives of the project were 
to determine the impact of the educational intervention on obstetric 
and pediatric provider knowledge of PMAD’s, rates of screening and 
referral for PPD both pre and post-intervention, impact of triage/
treatment/referral pathways on accessibility of mental health services 
for postpartum women, and impact of provider knowledge regarding 
psychiatric medications and lactation on breastfeeding rates. Pre- and 
post-surveys were used in conjunction with educational interventions 
to increase knowledge and comfort of perinatal providers regarding 
screening and treatment of PPD in a rural health center. The goal was 
to determine current PPD screening practices, barriers to screening, 
and to increase screening and treatment/referral rates within the 
clinic, as well as increasing provider comfort and knowledge regarding 
treatment options and community resources.

Between 3/4/2014 and 4/2/2014, four educational sessions 
(approximately 30 minutes in duration) were conducted with interested 
perinatal staff at the rural health center regarding the importance of 
PPD screening. Voluntary participants completed an anonymous 
pre-intervention survey that included the IRB approved consent 
form. Participants received educational training regarding PPD 
screening using the EPDS, treatment guidelines from the Academy of 
Breastfeeding Medicine, information on lactation safety of common 
psychiatric medications, and community resources for women with 
PMAD’s. Each provider office was also given a copy of the book Hale’s 
Medications and Mother’s Milk. Additionally, the recommended PPD 
screening-triage guidelines were shared and discussed [17]. Providers 
were given both electronic and hard copies (tool kits) of the information 

and were encouraged to begin screening postpartum women at the 2 
and/or 6 week postpartum visit or at pediatric well-baby appointments 
and referring women who need further evaluation and/or treatment to 
specially trained home visiting nurses.

In order to assess the impact of the educational session on provider 
knowledge, comfort and screening practices, the post-intervention 
survey was sent out through Survey Monkey three months after 
the educational sessions. All responses were anonymous and the 
information aggregated. Participation in the educational intervention 
and surveys was voluntary, and information obtained from survey data 
purposefully did not differentiate license type (RN versus MD versus 
advanced practice registered nurse i.e., certified nurses-midwife, NP) 
to avoid comparisons among disciplines. All efforts were taken to 
insure to confidentiality and anonymity of participants in order to gain 
honest feedback regarding barriers to PPD screening.

Specific outcomes measured included: number of perinatal 
providers attending educational intervention, pre- and post-
intervention knowledge and comfort regarding screening and 
treatment of PMAD’s, percentage of women screened between 2 and 6 
weeks postpartum and at well-baby pediatric visits (from anonymous 
provider survey), as well as time from positive screen to initiation of 
treatment, and breastfeeding rates for woman receiving treatment for 
PPD (from de-identified aggregated reports compiled by clinic support 
staff).

Results
A total of 32 perinatal and family-practice providers and staff 

attended the sessions and received the screening-triage guidelines as 
well as the tool-kits for their offices. While initially, family practice 
providers were not targeted for the educational sessions, there was 
interest expressed by the primary care department who felt they 
were seeing a number of women coming in for depression or anxiety 
during the first year postpartum. Additionally, an educational session 
was conducted for approximately 30 labors and delivery RNs at the 
hospital affiliated with the clinic, and a presentation was given at the 
Butte County Perinatal Public Health Council with 12 attendees from 
various disciplines. All survey data collected were anonymous and 
aggregated to look at overall trends. Of the 32 attendees, 23 returned 
the pre-educational survey (72% response rate), and 16 returned the 
post-educational survey (50% response rate). Of the respondents, 
35% identified their primary practice area as obstetrics/gynecology 
(n=6), 31% as family practice (n=5), 11% as behavioral health (n=2), 
15% as pediatric (n=3) and 8% as “other” or unspecified (n=1). Of 
the 16 post-educational survey respondents, 81% (n=13) said the 
information in the educational session impacted their screening or 
treatment practices, and all attendees answered that they found the tool 
kit helpful to varying degrees (100%, n=16) (Figure 1). Open-ended 
question responses regarding how the sessions impacted their practices 
included, “More aware of local resources and screening tools,” “I have 
some resource tools to provide patients,” and “We are more unified as 
a Health Center in how we screen and treat PMAD’s.”

In terms of clinician comfort with identifying and screening for 
PPD, there was a significant shift towards being “moderately” or “very 
comfortable” versus “not at all” or “somewhat comfortable” in the 
post-education survey data (n=16) compared to the pre-education 
survey data (n=23) (Figure 2).

A positive trend was seen in comfort with treating PMAD’s in the 
post-educational survey data as well. Pre-education data revealed that 
only 35% reported feeling “moderately” or “very comfortable” treating 
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PMAD’s versus 69% reporting such comfort in the post-educational 
surveys (Figure 3).

In terms of knowledge regarding lactation and medications for 
PPD, the post-educational session surveys also showed a positive 
shift from 42% rating their knowledge as “not knowledgeable” or 
“somewhat” on the pre-education survey (versus 22% on the post-
education survey) and 65% of respondents rating their comfort level as 
“moderately” or “very comfortable” post-education (versus 35% pre-
education) (Figure 4).

Prior to the educational sessions, providers were asked about PPD 
screening practices. Of the 23 respondents, 74% reported that they did 
screen women for PPD or other PMAD’s. Of those screening women, 
35% (n=6) reported screening less than 25% of the time, none reported 
screening 25-50% of the time, 24% (n=4) reported screening 50-75% 
of the time, and 29% (n=5) reported screening 75-100% of the time 
(Figure 5).

The most common time for screening was at the 2 and/or 6 week 
postpartum appointment (76%, n=13) but other times were cited as 
well, including initial prenatal visit (41%, n=7), pediatric well-baby 
visits (24%, n=4), and “other” (18%, n=3). Respondents were allowed 
to choose multiple answers regarding timing of screening, so results do 
not equal 100%.

The most commonly used screening tool was the EPDS (65%, 
n=11), but other methods that were used included: “informal method” 
(47%, n=8), “specific formal questions developed by our office” (18%, 
n=2), PHQ-2 (6%, n=1), PHQ-9 (6%, n=1), and “other” (12%, n=2). No 
one reported using the Beck Inventory (Figure 6).

Following the educational sessions, there was no significant 
difference in the percentage of providers who reported screening (74% 
versus 76%), but there was a significant difference in the percentage 
of providers who reported screening 75-100% of the time (29% versus 
44%).

Additionally, there appeared to be a formalization of screening, 
moving away from “informal method” and “specific formal questions 
developed by our office” (65% pre-educational session versus 29% 
post-educational session), towards an increased use of the EPDS (65% 
pre- educational session versus 79% post-educational session).

Reasons for not screening women for PPD were also examined in 
the surveys. In the pre- educational session survey, 26% of respondents 
(n=6) reported not screening women for PPD. Respondents were given 
multiple options for reasons and could choose as many as applicable. 
“Lack of time”, “lack of knowledge” and “lack of places to refer for 
treatment” were all cited by half of respondents (n=3). “Concerns 
about liability” were cited by two respondents, and one respondent 

Figure 1: Perceived helpfulness of toolkits.

Figure 2: Provider comfort with PMAD screening.
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Figure 3: Clinician comfort with treating PMAD’s.

Figure 4: Clinician knowledge of PPD medications and lactation.

Figure 5: Rates of reported PMAD screening.

answered “not seeing the patient as much”. None of the respondents 
cited “general discomfort” as a factor in their choice to not screen. 
Following the educational sessions, 24% of respondents reported not 
screening (n=5) which was a consistent proportion to the pre-education 

data. While “lack of time” and “lack of places to refer” remained the 
same in frequency of reasons cited for not screening, “concerns about 
liability” increased from 33% to 50%, and “not in my scope of practice” 
increased dramatically from 17% to 100% of providers who reported 
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not screening women for PPD following the educational session. 
“General discomfort” was not cited as a reason in either group of 
survey data, and “lack of knowledge” decreased dramatically from 50% 
to zero in the post-educational session surveys (Figure 7).

Discussion and Recommendations
Increasing access to mental health care for postpartum women 

is important both for the suffering women and for their dependent 
infants. Developing triage and treatment/referral pathways and tool 
kits with resources for providers was welcomed and overwhelmingly 
seen as helpful. Provider feedback by anonymous survey showed an 
increase in knowledge and comfort with screening and treatment, thus 
one recommendation would be to continue to offer brief trainings and 
support services for interested perinatal providers. Enlisting pediatric 
and obstetric doctors as change agents may also be useful in engaging 
some harder to reach medical offices.

The resistance to screening seen within the pediatric discipline was 
disappointing but not surprising. Although clearly maternal depression 
negatively impacts the development of the infant in her care, the fact 
that the mother is not the patient of the pediatric office hinders the 
willingness and ability of pediatric providers to see screening for 
PPD as part of their scope of practice. This, coupled with an already 

stretched to capacity schedule and minimal, if any, reimbursement 
for screening and referral does not create an environment amenable 
to practice change adoption. Within the pediatric department, there 
was understanding regarding the importance of recognizing and 
treating PPD, and providers and office staff expressed a wil lingness 
to give paper copies of the EPDS to mothers bringing their infants in 
for well-baby visits, but the office staff and pediatric pro viders were 
uncomfortable scoring and counselling mothers regarding the results. It 
is recommended that continued stakeholder discussions with pediatric 
providers be conducted to better understand barriers to maternal PPD 
screening and develop workable solutions.

Another recommendation from this project is the importance of 
targeting not only obstetric and pediatric providers for education on 
PPD, but family practice providers as well including these advance 
practice nurses who often see women during the first year 
postpartum for other health issues. Nationally, due to a lack of 
psychiatric specialists, primary care providers have had to take a 
lead role in diagnosing and treating many common mental health 
issues [15]. Because most primary care providers do not specialize in 
obstetrics or lactation, there may be discomfort or a lack of 
knowledge regarding best treatment approaches for PPD. 
Furthermore, since mental health issues can often present with 
somatic complaints [4], raising awareness and index of suspicion 
for PPD within primary care clinics increases the likelihood 

Figure 6: Method of PMAD screening.

Figure 7: Provider reasons for not screening for PMAD.
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of identifying women in need of treatment and support. Education 
regarding lactation safety of psychiatric medications also enables 
primary care providers to provide women with appropriate treatment 
options which support breastfeeding continuation whenever possible.

Limitations
As with any quality improvement project, there are limitations in

the design that may impact the interpretation and generalizability of 
the project findings. In order to accommodate the needs of providers 
in an evolving clinical environment, the project interventions adjusted 
over the course of implementation. Because providers self-selected 
to participate, there may be selection bias and lack of generalizability 
of interpretations of results, and the small sample size also limits 
generalizability of results. The survey instruments were reviewed 
by stakeholders and content experts, but they were not validated 
for reliability and only offer descriptive and trend data without risk 
adjustment or formal statistical analysis. Finally, the timeframes of 
the project limited the ability to collect data over an extended period. 
Nonetheless, it is hoped that this project will offer insight into barriers 
to screening and potential solutions to increasing access to perinatal 
mental health care for this population of childbearing women.

Conclusion
Building interdisciplinary triage/treatment pathways and holding

educational sessions for providers and staff within a Federally Qualified 
Rural Health Clinic (FQRHC) resulted in an increase in screening 
for postpartum depression (PPD) by obstetric and family practice 
providers. During the four educational sessions, 32 providers and 
staff received information on PPD and instructions on screening with 
the EPDS, as well as triage and treatment guidelines. Of the 16 who 
completed post-surveys, 81% stated the sessions changed their PPD 
screening or treatment practices, and 100% found the information 
helpful. These sessions also resulted in a 133% increase in referrals for 
postpartum mental health issues. Integrating front-line treatment into a 
preexisting home visitation program reduced evaluation and treatment 
waiting times from three to four months to seven to ten days. An 
impressive 97% breastfeeding continuation rate for women receiving 
treatment was reported. Based on qualitative and quantitative survey 
data, project intervention overall increased provider awareness and 
comfort with screening for and treating PPD and also increased 
provider knowledge of  lactation safety with psychiatric medications 
and available community resources. However, to sustain and expand 
screening locally and nationally, legislative and organizational policy 
issues need to be addressed. Increasing billing incentives for providers 
to screen for PPD, integrating screening into billing requirements for 
insurance or into Centers for Medicare and Medicaid (CMS) core 
measures, and standardizing electronic health records (EHR’s) to 
prompt providers to screen for PPD are just some examples of ways to 
increase screening and treatment of PPD on a systems level.

Postpartum depression is a serious but treatable disease. Women 
suffering with PPD deserve competent and compassionate care, and 
their infants deserve to have their mothers functioning at their optimal 
level. Developing community triage and referral networks and increasing 
provider awareness and screening is crucial for early recognition and 
treatment. Mothers and babies in our communities are depending on us.
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