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ABSTRACT

Postpartum depression (PPD) is a mood disorder that affects
10 to 15 percent of new mothers and can have a devastat-
ing effect on the mother and the development of her baby.
Management of postpartum depression is a wvital part of
adequate medical care, but it often goes unrecognized in new
mothers without a formal screening. Early formal screening
for postpartum depression is not only best practice, but also
highly feasible with a brief structured screening measure. The
Edinburgh Postnatal Depression Scale (EPDS) is a 10-item,
self-administered questionnaire that has been shown to predict
scores at 4—6 weeks postpartum when administered 2-3 days
postpartum. Given in this early interval after delivery, EPDS
helps to predict postpartum depression, thus allowing the
itiation of secondary prevention efforts that focus on reduc-
ing the prevalence as well as the duration of the condition.
A multidisciplinary approach involving obstetricians, family
doctors or pediatricians, and mental healthcare providers is
recommended to maximize secondary prevention efforts and
to minimize the negative impact of PPD. An Appendix lists
regional resources that can help patients with this problem.

INTRODUCTION

Postpartum depression (PPD) is a mood disorder that
occurs in about 10 to 15 percent of new mothers, and
should be differentiated from milder forms of the more
common “postpartum blues.”! The impact of PPD is signifi-
cant not only to the mother, but also to the baby. Through
an effective screening process during the antepartum and
postpartum periods, secondary prevention of PPD is pos-
sible, i.e. the prevention of progression from mild blues to
more serious depression. This article presents an overview
of PPD, early screening for PPD, and methods of secondary
prevention. The Appendix provides a list of organizations
in this region which offer services designed to prevent or
help resolve this problem.

PPD Defined

PPD is characterized by sadness or loss of interest, in
addition to poor concentration, appetite disturbance,
sleep deficit beyond that required for care of the baby,

lack of or excessive concern for the baby, constant
fatigue, anxiety, or irritability. Symptoms tend to fluctu-
ate, with the predominant symptom often being anxiety.
Symptoms of PPD present within the first four weeks
following childbirth.? As defined by the Diagnostic and
Statistical Manual of Mental Disorders, Fourth Edition,
Text-Revision, PPD is not a discrete disorder, but a sub-
category of major depressive disorder.

The term PPD has been used in the past to describe a
wide range of depressive symptoms following childbirth.
More recent research has tended to follow standardized
criteria for identifying PPD, which differs from postpar-
tum blues in severity and duration.

Postpartum blues, or baby blues, occurs in up to 80 percent
of new mothers. It characteristically involves relatively
mild symptoms that generally develop within 2—4 days
after delivery, last for a few hours to a matter of days, and
resolve at most within a couple of weeks. Many women
suffer from such a period of emotional dysregulation fol-
lowing childbirth; it typically does not develop to the level
of a major depressive episode and is of shorter duration. It is
thought to be relatively benign and to have limited impact
on the individual’s or baby’s overall functioning.

About 15-20% of mothers who experience postpartum
blues develop a more severe form of the blues, however,
and they are six times more likely to go on to a clinically
significant depressive disorder.?

Psychosocial Consequences of PPD

The incidence of PPD is considerable. Primiparous
women are at highest risk for psychiatric hospitaliza-
tion 10-19 days postpartum.* One in 25 women who
suffer from PPD still report depressive symptoms after 6
months. Individuals who develop PPD are more likely to
experience another episode of depression within the next
five years. In fact, the interval from 6 months to 5 years
postpartum is characterized by an increase in depressive
symptoms for about 25% of women.’
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The psychosocial consequences of PPD have been found
to extend beyond the effects on the mother, making early
detection and treatment of this disorder imperative not
only for care of the mother, but also for adequate care of
the baby. Researchers have found that maternal depres-
sion places the child at increased risk for attachment
difficulties, impaired mental and motor development,
emotional and behavioral dysregulation, low self-esteem,

and poor health outcomes.®”#

Weissman and colleagues (2006) found a correlation not
only between the mother’s and child’s mental health, but
between treatment for the mother and mental health
outcomes for the child. When mothers were successfully
treated, outcomes improved for the child.” This study
illustrates the importance of early identification and
secondary prevention of postpartum depression.

SCREENING FOR PPD

The Edinburgh Postnatal Depression Scale (EPDS)

Detection of PPD has become considerably more fea-
sible with the availability of structured, well-validated,
easily administered screening measures. The Edinburgh
Postnatal Depression Scale (EPDS) is a widely used 10-
item questionnaire for postpartum depression that was
developed in 1987, and has been extensively validated for
antepartum and postpartum depression, with multicul-
tural applicability. Cronbach’s alpha, the widely accepted
standard of internal consistency, has been found to be
around 0.86,'% sufficiently higher than the minimum
identified standard of 0.70. The EPDS is commonly the
measure of choice when assessing for depression related
to pregnancy and childbirth.

The ten brief items from the EPDS assess sadness and
tearfulness, loss of interest, anxiety and worry, sleep defi-
cit, self-blame, sense of being overwhelmed, and suicidal
ideation. The questionnaire can be self-administered in
less than 5 minutes. Respondents are asked to answer
the items in relation to how they have been feeling in
the past week. Responses to the 10-item screening are
scored on a 4-point scale: 0,1,2,3. Items 3 and 5-10 are
reverse scored (i.e., 3,2,1,0), with the total score being
the sum of all items.

Scores on the EPDS range from O to 30. A score of 9/10

or above has been found to be most sensitive, specific, and

predictive of antepartum and postpartum depression.!!

Notably, the EPDS predicts PPD when it is administered
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in the immediate postpartum period. As noted earlier,
when administered 2-3 days postpartum, the EPDS is the
only screening measure to date that has been found to
accurately predict scores 4-6 weeks postpartum.”?

Early Detection: A two-part assessment

Many health care professionals are apprehensive about
early screening due to concern that women experiencing
postpartum blues will be falsely identified as having post-
partum depression. Dennis and Ross used the EPDS to
investigate this issue in a study that examined its ability
to differentiate between women whose symptoms per-
sisted after being identified in the first postpartum week,
from those whose symptoms remitted.!! They identified
several risk factors that predicted more persistent depres-
sion, including antepartum depression, lack of perceived
social support, and a history of child sexual abuse. The
researchers suggested that a screening measure should be
used in conjunction with assessment of known risk fac-
tors, in order to decrease the rate of false positives. They
recommended further evaluation for women screening
positive and having one or more known risk factors.

Additional associated risk factors that have been identi-
fied in other studies include a prior history of PPD, other
current or recent psychosocial stressors, conflict with a

partner, and a history of premenstrual symptoms.!3!413

Secondary Prevention

Research supports the performance of early screening not only
from a clinical standpoint, but from both a practical and ethi-
cal perspective.*$1? Ogrodniczuk and Piper summarized this
well when they stated, “Developing and practicing preventive

measures may be cost effective as well as humane.”'¢

One of the strongest arguments for early screening of
PPD is the possibility of enhancing secondary preven-
tion. With the ability to identify women who develop
symptoms of PPD immediately after delivery, health
professionals will be able to provide new mothers with
psycho-education, increased support, and readily avail-
able professional services. Supported individuals may
experience only a subclinical, less severe, or abbreviated
episode of postpartum depression.

Case Examples

L.E is a 24-year-old woman with no significant risk factors
for PPD, who is two weeks postpartum. The EPDS she
took just two days after delivering her baby in the hospital
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was not significantly elevated with a score of 6/30. At
4 days postpartum, she finds herself tearful. In response
to this, her husband comforts her and reassures her. She
has two more brief episodes of sadness and tearfulness,
both of which are met with support from her husband
and other family members. At two weeks, she has had no
repeat episodes, looks bright, has confidence in herself as
a new mother and enjoys her supportive family. When
she relays this experience to her daughter’s pediatri-
cian, he administers the EPDS, which is not clinically
significant with a score of 2/30. At her 6 week follow-up
with her obstetrician, he diagnoses her with an episode
of postpartum blues.

This case illustrates a woman who has no known risk
factors for PPD, a negative screen in the immediate
postpartum period, and mild depressive symptoms of
short duration that resolve by two weeks postpartum. Her
obstetrician appropriately diagnoses her with an episode
of postpartum blues.

M.L. is a 29-year-old woman with no pre-existing
risk factors for PPD who is one week postpartum. She
obtained a positive screen of 10/30 when the EPDS
was administered in the hospital 2 days postpartum.
In the well-baby visit she reports being very worried
about the health of her baby boy. She described not
being supported by her spouse, who seems to be absent
most of the time. He often is critical of her abilities as a
new mom. Her son’s family doctor attempts to reassure
her, but she continues to exhibit a pre-occupation with
worry when her son is in good health. The doctor asks
her how she has been feeling, and she says “fine.” She
denies having depression. He then gives her an EPDS to
complete as a follow-up to her previous positive score.
He finds that her score again is significantly elevated
at 12/30, with the endorsement of items related to not
finding enjoyment, self-blame, anxiety, panic, and sleep
disturbance. Recognizing how the mother’s health can
affect the baby’s health and well-being, the doctor then
educates her regarding PPD, provides her with a list of
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community resources, and refers her to a psychologist for
a comprehensive evaluation.

This case describes a woman, with lack of support and
strain in her marital relationship (i.e., a risk factor for
PPD), who is having symptoms of PPD that are pre-
dominantly anxiety-based. While she is reluctant to
endorse or perhaps does not recognize “depression,” a
formal screening identifies an increased likelihood for
PPD. Now with two positive screens and one risk fac-
tor for PPD, appropriate follow-up is taken, including
education, community support and a referral for a more
comprehensive evaluation.

RECOMMENDATIONS

[t is recommended that clinicians screen women for
postpartum depression utilizing the EPDS while in the
hospital in the first 2-3 days postpartum. Individuals with
positive screenings considered within the context of one
or more known risk factors should be provided secondary
prevention efforts including psychoeducation, commu-
nity resources and if warranted, professional assistance.
A follow-up re-screening can be completed for all posi-
tive screens via the primary care provider or during the
well-child visit approximately 1-2 weeks postpartum.!>!?
It is recommended that individuals with 1) a positive
screen and one or more risk factors, or 2) two consecutive
positive screens, be further evaluated by a primary care
physician or mental health professional.

FUTURE DIRECTIONS

Early screening and secondary prevention for PPD is ben-
eficial to both mother and baby. As more women become
accurately identified as having symptoms of PPD, the
demand for secondary and tertiary prevention and treat-
ment resources will increase. It will take a multidisciplinary
approach involving obstetricians, family physicians,
pediatricians, and mental health professionals to ensure
the need is met. Future research examining how varying
disciplines can work together to meet the needs of this
population of mothers will aid coordination of efforts.

REFERENCES

1. Wisner KL, Chambers C, Sit DKY. Postpartum Depression: A major
public health problem. Journal of the American Medical Society 2006;296
(21):2616-18.

2. American Psychiatric Association. Diagnostic and Statistical Manual
for Mental Disorders, Text revision (DSM-IV-TR). Washington, DC:
American Psychiatric Press; 2000.

3. Henshaw C, Foreman D, Cox ]. Postnatal blues: A risk factor for

postnatal depression. Journal of Psychosomatic Obstetrics and Gynecolgy
2004;25(3-4):267-12.

4. Munk-Olsen T, Laursen TM, Pedersen CB, et al. New Parents and
Mental Disorders: A population-based register study. Journal of the American
Medical Association 2006;296(21):2582-9.

The Jowrnal of Lancaster General Hospital * Winter 2008-2009 * Vol. 3 - No. 4




5. Najman JM, Andersen M], Bor W, et al. Postnatal Depression - Myth
and Reality: Maternal depression before and after the birth of a child. Social
Psychiatry & Psychiatric Epidemiology 2000;35(1):19-27.

6. Goodman SH, Gotlib IH. Risk for psychopathology in the children of
depressed mothers: a developmental model for understanding mechanisms

of transmission. Psychological Review 1999;106:458-490.

7. Petterson S, Albers A. Effects of poverty and maternal depression
on early child development. Child Development 2001;72:1794-1813.

8. Weinberg MK, Tronick EZ. Emotional characteristics of infants associ-
ated with maternal depression and anxiety. Pediatrics 1998;102:1298-1304.

9. Weissman MM, Pilowsky DJ, Wickramaratne PJ. Remissions in
maternal depression and child psychopathology [published correction
appears in JAMA. 2006; 296:1234]. Journal of the American Medical
Association 2006;295:1389-98.

10.  CoxJL, Holden JM, Sagovsky R. Detection of postnatal depression:
Development of thel0-item Edinburgh postnatal depression scale. British
Journal of Psychiatry 1987;150:782-6.

11.  Dennis CL, Ross LE. Depressive symptomatology in the immediate
postnatal period: Identifying maternal characteristics related to true- and
false-positive screening scores. The Canadian Journal of Psychiatry 2006;
51(5):265-73.

PREVENTION OF POSTPARTUM DEPRESSION

12. Teissedre F, Charbrol H. Detecting women at risk for postnatal
depression using the Edinburgh Depression Scale at 2-3 days postpartum.
Canadian Journal of Psychiatry 2004;49(1):51-4.

13. Beck CT. Predictors of postpartum depression: an update. Nursing
Research 2001;50:275-85.

14. Nielson Forman D, Videbech P, Hedegaard M, et al. Postpartum
depression: identification of women at risk. British Jowrnal of Obstetrics and
Gynaecology 2000;107:1210-17.

15. Seguin L, Potvin L, St-Dennis M, Loiselle J. Socio-environmental
factors and postnatal depressive symptomatolgy: a longitudinal study.
Women’s Health 1999;29:57-72.

16.  Ogrodniczuk ]S, Piper WE. Preventing postpartum depression: A
review of research findings. Harvard Review psychiatry 2003;11:291-307.

17. Chaudron LH, Szilagyi PG, Campbell AT, et al. Legal and Ethical
Considerations: Risks and Benefits of postpartum screening at well-child
visits. Pediatrics 2007;119(1):123-8.

APPENDIX A

Available Community Resources in Lancaster County

Women and Babies Hospital Wellness Programs:
Baby Weigh Station and Discussion Group
Wellness Center

717.544.5511

Elizabethtown Mom’s Club

etownmomsclub@mail.com

Lancaster Mom’s Club
lancasterpamoms@yahoo.com

Lititz Mom’s Club

lititzmomsclub@yahoo.com

Mental Health America

Postpartum Depression Support Group
630 Janet Avenue

Lancaster, PA 17601-4585
717.397.7461
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