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ABSTRACT

Objective: The purpose of this study was to examine the association of prenatal depression
screening and obstetrics clinician notification procedures with depression treatment use
through 6 weeks postpartum.

Methods: An initial sample of 1298 women was screened for depression as part of routine
clinical care at their first prenatal care appointment using the Edinburgh Postnatal Depres-
sion Scale (EPDS) at a university hospital obstetrics clinic in the United States. Women with
an EPDS � 10 who agreed to participate in this longitudinal study completed assessments of
depression and treatment use throughout pregnancy and through 6 weeks postpartum. Fol-
lowing screening and prior to their second prenatal visit, all women scoring � 10 on the EPDS
received nurse-delivered depression feedback and referral, and all treating physicians were
notified of the elevated EPDS status (i.e., � 10) of their patients.

Results: The majority (65%) of pregnant women with current major depressive disorder
(MDD) were not receiving any depression treatment throughout the study period. Overall,
women with EDPS � 10 who reported that their physician discussed depression with them
(67%) were significantly more likely to seek treatment (compared with those who did not re-
port physician discussion of depression with them) by the 1 month prenatal follow-up but
not by the 6 weeks postpartum follow-up. Initial depression severity and treatment use prior
to screening were the strongest predictors of subsequent depression treatment use.

Conclusions: Depression screening combined with systematic clinician follow-up showed
a modest short-term impact on depression treatment use for perinatal depression but did not
affect depression outcomes. Most women with MDD were not engaged in treatment through-
out the follow-up period despite the interventions. More intensive and repeated monitoring
might enhance the effect of clinician interventions to improve treatment use. 
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INTRODUCTION

PERINATAL DEPRESSION IS AMONG the most com-
mon complications of pregnancy and a major

public health concern. The prevalence of depres-

sion during pregnancy has been found to be close
to 25% based on self-report measures and 12%
based on diagnostic measures.1 Untreated peri-
natal depression has been found to impact the
physical, cognitive, and interpersonal function-
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ing of women and their children.2–5 Despite its
prevalence, several recent studies have demon-
strated vastly inadequate detection and treatment
of perinatal depression in obstetrics care set-
tings.6–9 The prevalence of perinatal depression,
its psychosocial and medical consequences, and
the worsening course of depression without treat-
ment highlight the public health importance of
early detection and improved treatment strate-
gies. The overall aim of this study was to exam-
ine depression treatment rates throughout the
prenatal period and the immediate postpartum
period associated with a prenatal depression
screening program.

Albeit a different population and setting, re-
search in primary care settings has found that de-
pression screening alone has a limited impact on
depression outcomes without quality improve-
ment enhancements, such as standardized fol-
low-up assessment and treatment protocols.10,11

Much less is known about the impact of screen-
ing on depression outcomes in obstetrics settings,
and few studies have directly examined the ques-
tion of whether prenatal screening leads to im-
proved depression treatment use.12 Although
most obstetrician/gynecologists in a recent sur-
vey reported that they conduct some form of de-
pression screening, skepticism about the benefi-
cial impact of screening on depression outcomes
was commonly noted in that survey.13 There is
accumulating evidence, however, that provision
of some form of psychosocial intervention to
women at risk for depression leads to decreased
perinatal symptomatology.12 Thus, a reasonable
first step in the process of understanding how to
improve depression outcomes is research on the
utility of screening and brief clinic-based inter-
ventions, designed to improve treatment follow-
through, that may be feasibly implemented
within busy clinic settings. Although undertreat-
ment of perinatal depression has been described
previously, this paper further clarifies the extent
of the problem by providing information on both
patient symptom level and DSM-IV depression
diagnosis and includes longitudinal assessments
of depression and treatment from the first pre-
natal care visit through 6 weeks postpartum.

Specifically, this study examined the effect of
routine depression screening using a validated
screening tool, physician notification of screening
results, and nurse-delivered feedback and refer-
ral on treatment use throughout pregnancy and
the early postpartum period. Primary analyses

for this study focused on the sample of prenatal
care-seeking women who scored � 10 on the Ed-
inburgh Postnatal Depression Scale (EPDS). Rates
of seeking depression treatment following the in-
tervention were examined for women with
EPDS � 10, both with and without a diagnosis of
major depressive disorder (MDD), based on a
structured interview. We hypothesized that base-
line rates of depression treatment would be low
but would increase significantly throughout the
study period after systematic depression detec-
tion, feedback, and referral. Specifically, we ex-
pected that greater depression severity,14 recent
(i.e., prior to seeking prenatal care) depression
treatment, and physician discussion of depres-
sion would be associated with increased likeli-
hood of depression treatment during the follow-
up period.

MATERIALS AND METHODS

Procedures

Between November 2002 and January 2004, all
new obstetrics patients were screened for de-
pression (n � 1298) using the EPDS as part of
newly implemented routine screening at a uni-
versity-affiliated obstetrics clinic in Michigan.
Four obstetrician/gynecologists and two nurse
practitioners provided prenatal care for patients
at the clinic site. The majority of the visits to the
clinic are paid by private insurance/HMO (87%),
10% are paid by Medicaid, and 3% are self-
pay/other. The EPDS was given to patients along
with other clinical intake materials at the begin-
ning of the first prenatal care visit by clerical staff.
After self-completing the EPDS, women were
asked to indicate at the end of the screening form
whether or not they would be interested in being
contacted about a research study. All study pro-
cedures were approved by the University of
Michigan Institutional Review Board. All women
with EPDS scores � 10 were referred for treat-
ment regardless of study participation.

All English-speaking pregnant women aged
�18, who agreed to participate and who scored
� 10 on the EPDS were contacted to complete
study interviews at baseline (within 2 weeks of
the screening visit, n � 73), 1 month after base-
line (prenatal interview), and 6 weeks postpar-
tum. The prenatal baseline interview was ad-
ministered to women by clinical research staff at
an average of 14 days after their second prenatal
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care visit (SD � 13.5 days). Thus, this interview
occurred after the physician had the opportunity
to discuss the screen or other depression-related
information and after the nursing staff had con-
tacted women who scored � 10 on the EPDS via
telephone.

The intervention for the study consisted of
screening follow-up procedures including (1) noti-
fying the treating physician of their patient’s ele-
vated (� 10) EPDS status and (2) nurse-delivered
depression feedback and referral. To accomplish
these tasks, the summed depression scores from the
EPDS were entered into the electronic medical
record into fields that would be viewed by the
physician prior to the second prenatal care visit
with the patient. Women who scored � 10 on the
EPDS were flagged in the medical record as high
risk for depression. All participants with EPDS
scores � 10 were also contacted by telephone by
nurses between the screening (i.e., initial prenatal
care) visit and their second prenatal care visit. The
purpose of this call was provision of feedback and
information about depression screening scores, ed-
ucation about depression, and provision of referral
information. The precise content of the conversa-
tion was not scripted but was allowed to vary in
order to approximate usual care by the nurses. This
information was embedded within clinical and ed-
ucational interactions with patients delivered by
nurses as part of their standard clinical responsi-
bilities. The nurses provided referrals that were
most appropriate for each individual patient based
on patient preference, insurance status, and ease of
geographic access. For example, if a woman pre-
ferred counseling, she was referred to a provider
in her preferred geographic area who accepted her
insurance plan. The primary referral source pro-
vided was to the on-site mental health social
worker. The role of the social worker is to conduct
a thorough clinical assessment with all referred pa-
tients and provide treatment as usual based on this
assessment (e.g., psychotherapy, referral to psy-
chiatry). The initial social work appointment was
offered for no fee for women without insurance
coverage for the visit. All the women who scored
� 10 on the EPDS had the opportunity to talk with
the nursing staff about their depression screen, re-
gardless of study participation.

Measures

The EPDS15 was used as the depression screen-
ing tool. The EPDS is a 10-item screen designed

for use with perinatal women and for ease of ad-
ministration and scoring by a wide range of
healthcare workers and has been found to be an
effective screening tool for identifying women
with depressive symptoms during pregnancy.1 A
cutoff score of 10 has been the most commonly
studied12 cutoff point for detection of depression
in the postpartum period, found to have sensi-
tivity at this score ranging from 0.65 to 1.0 and
specificity ranging from 0.76 to 1.0 to detect
MDD.16

The baseline interview was administered by a
Masters or Ph.D. level mental health clinician
trained in clinical psychiatric diagnosis. This in-
terview was administered either face-to-face in a
location convenient for the participating woman
(41%, n � 29) or over the telephone (59%, n � 44).
In order to accommodate women’s preferences,
they where asked to choose which method of ad-
ministration would be most convenient for them.
The Mood Disorders Module of the Structured
Clinical Interview for DSM-IV (SCID)17 was used
to obtain a diagnosis of current and past depres-
sion, including history of psychiatric treatment.
The SCID is a structured, validated clinical diag-
nostic interview designed and tested to yield a
valid and reliable diagnosis of MDD. SCID train-
ing included formal training sessions with expe-
rienced SCID interviewers, completion of SCID
training videotape series, and quality assurance
monitoring (including feedback) of initial inter-
views by experienced SCID interviewers. De-
pression severity was assessed using the Beck De-
pression Inventory-II (BDI-II).18 In a medical
sample, internal reliability of the BDI-II has been
found to be � � 0.94,19 and it has been found to
have a strong correlation (r � 0.62) with clinician
diagnosis of minor/major depression based on
DSM-IV20 in postpartum samples.

Depression treatment use was assessed by
items asking participants to indicate whether
they had received counseling, psychotherapy, or
medications for depression since their prior in-
terview. In addition to depression treatment in-
formation during the study period, the baseline
interview also assessed any treatment within the
3 months prior (time 1 treatment use) to their ini-
tial prenatal care visit. All depression treatment
information was corroborated by medical chart
review. The 1-month prenatal and 6-week post-
partum follow-up interviews were administered
over the telephone and included repeated mea-
sures of depressive severity (BDI-II) and depres-

PRENATAL SCREENING AND DEPRESSION TREATMENT USE 1197



sion treatment use. At 6 weeks postpartum (but
not at the 1-month prenatal interview), current
depression diagnosis was reassessed using the
SCID. Therefore, assessments of treatment use in-
cluded four time points: time 1, 3-month time
frame prior to the first prenatal care visit (based
on medical chart review and baseline interview);
(time 2, time frame between the first prenatal care
visit and the baseline prenatal interview (based
on the baseline interview after the second prena-
tal care visit and notification of the physicians of
screening results); time 3, time frame between the
baseline prenatal interview and 1-month follow-
up interview (based on prenatal follow-up inter-
view 1 month after baseline); time 4, time frame
between the 1-month prenatal interview and 6
weeks postpartum (based on postpartum follow-
up interview).

Data plan

Differences in demographics based on depres-
sion (prenatal MDD) status were evaluated using
the Pearson chi-square test for association or t
tests for mean differences. A p value � 0.05 was
considered statistically significant in all tests. Per-
centages of women seeking treatment at each as-
sessment period based on MDD status are pre-
sented, as are percentages of women seeking
treatment based on whether their physician dis-
cussed depression with them. In addition to bi-
variate differences in treatment seeking based on
physician discussion, we were interested in the
relationship of physician discussion to treatment
use when other variables expected to impact
treatment were considered. Therefore, among
study participants (n � 73), we conducted multi-
variate analyses of predictors of treatment use
over the study period. The treatment use variable
was a dichotomous variable defined as any coun-
seling/psychotherapy or medications for depres-
sion during the assessment period. Whether or
not women sought treatment over time (prenatal
baseline, 1 month after baseline, and 6 weeks
postpartum) was examined fitting a multivariate
logistic regression model to the repeated mea-
sures treatment use data using generalized esti-
mating equation (GEE) methodology to account
for the likely correlations of the repeated mea-
sures.21 Because depression severity has been
found to be a strong predictor of seeking treat-
ment, this variable was examined in the multi-
variate model along with depression treatment

use just prior to the first prenatal care visit (as-
suming that those already in treatment would be
more likely to continue treatment). Therefore, po-
tential predictors of the repeated measures binary
treatment use variable (1 � Yes, 0 � No) in-
cluded baseline depression severity as measured
by BDI-II, any treatment use in the 3 months prior
to the initial screening visit (yes/no), and
whether or not the treating physician had dis-
cussed depression with each participant (yes/
no). Estimates based on the logistic regression
model were used to examine patterns in di-
chotomous depression treatment use over time
and explore the relationships of depression sever-
ity, treatment before the initial visit, and physi-
cian depression discussion with the likelihood of
seeking depression treatment over time. Odds ra-
tios (ORs) representing the relationships of the
predictors with the odds of seeking treatment
were derived, and 95% confidence intervals (95%
CI) for the ORs were calculated based on the ad-
justed standard errors found using the GEE
methodology (to account for the correlations of
the repeated measures). All analyses were con-
ducted using SPSS version 11 (Chicago, IL) and
SAS version 9.1 (Cary, NC).

RESULTS

Participation data

A total of 1298 women seeking prenatal care
overall were screened for depression using the
EPDS, with a 95% completion rate. Overall, 16%
(n � 207) of women screened scored above the cut-
off of �10 on the EPDS. Among those women scor-
ing � 10 on the EPDS, 53% (n � 110) agreed to be
contacted for the research study. Reasons for re-
fusal to be contacted were not collected because of
privacy constraints associated with the recruit-
ment method. There were no significant differ-
ences in depression (EPDS) scores between wo-
men who agreed to participate and those who did
not. There were significant differences in self-iden-
tified racial/ethnic group (chi-square (8) � 61.7,
p � 0.001) between women who agreed to partic-
ipate and those who did not, with significantly
more Caucasian women (56.4%) agreeing to par-
ticipate in the research as compared with African
American women (34%) and Asian American wo-
men (36.5%). No differences in marital status,
weeks of gestation, parity, household income, or
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maternal age were found between those who
agreed to participate and those who did not. Wo-
men who miscarried (8%, n � 9), who were not
able to be contacted prior to their next prenatal
care visit (12%, n � 13), who delivered prema-
turely (thus, could not complete the baseline in-
terview, 6%, n � 7), and who refused because of
time constraints (7%, n � 8) did not complete the
baseline interview, resulting in a total of 73 com-
pleted baseline interviews. All women not com-
pleting interviews for any reason were offered
treatment referral information. There were no sig-
nificant differences in depression or any of the de-
mographic indicators between women who com-
pleted the baseline interview and those who did
not. A total of 85% (n � 62) completed the 1-
month prenatal follow-up interview, and 81% (n �
60) completed the postpartum interview. There-
fore, a total of 60 women completed all interviews.
There were no significant differences in depression
or demographics between women completing the
follow-up interview and those who did not.

Demographic information on the sample based
on prenatal MDD status is shown in Table 1. Wo-
men were screened at their initial prenatal care
visit at an average of 15 weeks gestation (SD �
7.5) overall, ranging from 8.5 to 35 weeks. No dif-

ferences in BDI-II scores, MDD, or treatment use
were found based on number of weeks pregnant
at screening. Most women reported that they
completed high school or greater educational at-
tainment (98%, n � 71), with 28% (n � 20) of
those women completing some college, and 30%
(n � 21) reported graduating from college. As can
be seen in Table 1, women meeting MDD criteria
at the baseline prenatal interview were found to
be significantly younger and completed fewer
years of education than women who did not meet
MDD criteria. No other demographic differences
were found based on MDD status.

Baseline prenatal depression and treatment rates

The mean EPDS score (among all women scor-
ing � 10) was 13.1 (SD � 3.3). Based on the pre-
natal baseline interview, 40% (n � 29 of 73) of
women met diagnostic criteria for a current
MDD, and an additional 34% (n � 25) of women
without a current MDD met criteria for lifetime
MDD. Thus, 74% (n � 54) of women scoring � 10
on the EPDS met diagnostic criteria for current or
lifetime MDD. Table 2 shows rates of depression
treatment use (including counseling, psychother-
apy, or medications) among all study patients
with an EPDS � 10 (n � 73) over the study as-
sessment period, separated based on whether cri-
teria for current MDD (based on prenatal assess-
ment) were met. Most women meeting criteria for
current MDD (90%) were not being treated at the
time of their initial prenatal care visit for the pre-
vious 3-month period. A total of 65% of women
with current MDD (diagnosed at baseline prena-
tal interview) reported receiving no treatment at
any assessment point through 6 weeks postpar-
tum. Among all women with an EPDS score � 10
(n � 73), 25% (n � 19) reported any depression
treatment at the prenatal baseline interview. Of
those, 21% (n � 4) reported counseling only, 47%
(n � 9) reported medications only, and 32% (n �
6) reported both counseling and medication. Wo-
men with an EPDS score � 10 and a previous his-
tory of MDD would also arguably benefit from
intervention. Among those patients, 5% (n � 4)
were receiving any depression treatment at base-
line.

Physician discussion of depression

As part of the prenatal baseline interview, wo-
men were asked to report whether or not their
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TABLE 1. SAMPLE DEMOGRAPHIC CHARACTERISTICS AND

DIFFERENCES BASED ON PRENATAL MAJOR DEPRESSIVE

DISORDER (MDD) STATUS, n � 73

Variable MDD No MDD

Maternal agea 28.7 (5.4)* 31.4 (4.5)
Weeks pregnant at screeninga 16.5 (8.0) 14.0 (7.0)
Number of other childrena 0.96 (0.94) 0.73 (0.85)
Years of completed educationa,b 4.6 (0.94)* 5.2 (1.0)
Annual gross household incomea,c 2.2 (3.4) 2.9 (4.0)
Marital status

Married or live-in partnerd 34 (25) 56 (41)
Raced

Caucasian 27 (20) 48 (35)
African American 7 (5) 1.3 (1)
Asian American 4 (3) 7 (5)
Latina 0 (0) 3 (2)
Other racial group 1.4 (1) 1.4 (1)

Insurance statusd

Private 30 (22) 55 (40)
Medicaid 7 (5) 3 (2)
Uninsured 1 (1) 1 (1)

aMean (SD).
*p � 0.05.
bYears of completed schooling scaled as 4 � 13–16

years; 5 � college graduate.
cAnnual gross household income scaled as 2 �

$20,000–$39,999; 3 � $40,000–59,999.
d% (n).



physician had discussed their positive depression
screen with them at the second prenatal care visit
(i.e., following physician notification of positive
depression screening results). Sixty-seven percent
(n � 49) of participants reported that depression
was discussed during their visit, 58% (n � 42) of
whom reported that the conversation was initi-
ated by the physician. Whether or not physicians
discussed the positive depression screen with the
patient was unrelated to the severity of the pa-
tient’s depression (based on BDI-II scores) or de-
pressive diagnostic status (current or lifetime
MDD).

Changes in depression treatment use

During the 3-month period prior to the screen-
ing and intervention, 14% (n � 10) of women
scoring � 10 on the EPDS overall were receiving
any depression treatment. Following the inter-
vention and throughout the follow-up period,
close to 30% of women reported use of any de-
pression treatment. Women who reported dis-
cussing depression with their physician were sig-
nificantly more likely to have sought depression
treatment at the 1-month prenatal follow-up
period (39%) compared with those who did not
discuss depression with their physician (15%)
(chi-square (1) � 3.6, p � 0.05). However, no sig-
nificant differences in treatment use based on
physician discussion of depression were found at
the 6-week postpartum follow-up. Specifically,
18% of women who did talk with their physician
about depression at their second obstetrics ap-

pointment reported treatment at 6 weeks post-
partum compared with 14% who did not talk
with their physician about depression. Similar to
prenatal baseline, 67% (n � 6) of women with a
new or continuing diagnosis of MDD at 6 weeks
postpartum (based on the SCID interview ad-
ministered at that assessment) were not receiving
any depression treatment at 6 weeks postpartum.
Among women who met criteria for MDD at
baseline (n � 29), 24% (n � 7) also met criteria for
current MDD at the 6-week postpartum follow-
up. Women who did meet criteria for a current
MDD at the 6-week postpartum assessment were
not found to be more likely to be in treatment at
any point during the study than women who no
longer met criteria for depression. Comparisons
of depression outcomes at all time points between
women who did and did not seek depression
treatment revealed no significant differences ei-
ther in depression severity as measured by BDI-
II or in MDD status.

In order to determine the relationship of physi-
cian discussion of depression in conjunction with
other variables expected to impact treatment
seeking, such as depression severity and most re-
cent treatment, multivariate analyses were con-
ducted. Table 3 shows the results of the multi-
variate logistic regression analysis predicting the
likelihood of depression treatment use through-
out the study assessment period (any counseling,
psychotherapy, or medications: yes/no) from
treatment use in the 3 months prior to screening
and intervention, initial depression severity (BDI-
II scores), and whether or not the physician talked
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TABLE 2. PERCENTAGE OF WOMEN WITH EPDS � 10 RECEIVING ANY DEPRESSION-RELATED TREATMENT

(COUNSELING/PSYCHOTHERAPY OR MEDICATIONS) THROUGHOUT STUDY PERIOD, BASED ON WHETHER (n � 29) 
OR NOT (n � 44) CURRENT MDDa CRITERIA WERE MET AT PRENATAL BASELINE INTERVIEW

Time 2:
Baseline Time 3:

Time 1: interview 1 month
3 months prior following after Time 4:

to first second baseline 6 week
prenatal care prenatal care interview postpartum

visit visit (prenatal) interview

EPDS � 10 but 16% (n � 7) 21% (n � 9)0 21% (n � 9)0 18% (n � 8)
no current
MDD

Current MDD 10% (n � 3) 35% (n � 10) 35% (n � 10) 28% (n � 8)

aMDD, current major depressive disorder based on structured interview for DSM-IV diagnosis.
bDepression screening, physician notification of high-risk status, nurse telephone-delivered feedback, and second

prenatal care visit occurred between time 1 and time 2 assessments.



with the patient about depression (yes/no). As
expected, treatment use prior to screening was a
strong predictor of treatment use throughout the
study period, as was greater depression severity.
Physician discussion of depression approached
significance as a predictor of treatment use over
time (p � 0.06) with the other variables included
in the model.

DISCUSSION

Identification of depression in obstetrics set-
tings may be an important initial step in ulti-
mately providing appropriate treatment for wo-
men suffering from depression. Replicating
previous studies, the present study supports the
feasibility of depression screening in prenatal
care setting.6–9 The EPDS, a brief screening mea-
sure, was acceptable to women, as evidenced by
the 95% compliance rate with routine clinic
screening. Most women with EPDS score � 10
(74%) met criteria for current or lifetime MDD.
Most women with current MDD diagnosed dur-
ing pregnancy were not receiving any form of de-
pression treatment during the 3 months prior to
seeking prenatal care (90%), between the initial
prenatal care (screening) visit and after their sec-
ond visit (65%), or at the 6-week postpartum in-
terview (72%). Research on depression screening
in general medical settings suggests that im-
proving monitoring and treatment effectiveness
for patients with identified MDD might be a bet-

ter use of scarce healthcare resources than as-
sessment of all patients seeking care.22,23 The lack
of differences in depression outcomes found here
between treated and untreated women suggests
that any treatments being received may not have
been optimal. Thus, one implication is that on-
going assessment of treatment adherence and ef-
fectiveness (such as ongoing mood monitoring)
of women with identified MDD should be con-
ducted.

We found that 67% of women with EPDS
scores � 10 reported that their physician dis-
cussed depression with them after screening and
physician notification of screening results. Physi-
cian discussion of depression was found to be un-
related to either depression severity based on
BDI-II scores or MDD diagnostic status as mea-
sured by SCID. This finding is consistent with re-
search in primary care settings, suggesting that
physician detection of depression may be less as-
sociated with the severity of depression than with
other factors, such as physical health, comorbid-
ity, patient attitudes about treatment,24 or psy-
chosocial impairment.25 Factors associated with
the likelihood of clinicians addressing depression
in obstetrics settings must be specifically investi-
gated in future studies. Physician discussion of
depression did appear to have a moderate impact
on treatment seeking, especially at the 1-month
prenatal follow-up and even with the relatively
small sample size. Specifically, physician discus-
sion nearly doubled the rates of treatment use in
the short term (from 14% to 39%), even when key
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TABLE 3. MULTIVARIATE LOGISTIC REGRESSION PREDICTING ANY DEPRESSION TREATMENT USE

OVER TIME AMONG PRENATAL CARE-SEEKING WOMEN WITH EPDSa � 10 (n � 73)

Parameter Estimate Odds ratio 95% CI

Intercept �2.35 0.09 0.02–0.43
Time point (chi-square (2) � 3.6, p � 0.15)b

Prenatal baseline �0.65 0.52 0.18–1.45
Prenatal follow-up 0.09 1.10 0.45–2.69
Six weeks postpartum 0.00 0.00 —

Depression severityc 0.08 1.10 1.0–1.16
(chi-square (1) � 4.72, p � 0.03)

Any treatment prior to screening 5.41 222.96 26.6–1881.8
(chi-square (1) � 11.7, p � 0.001)

Physician discussion of depression
(chi-square (1) � 3.5, p � 0.06)

No �1.04
Yes 0.00

aEPDS, Edinburgh Postnatal Depression Scale.
bOmnibus parameter statistics (chi-square).
cBased on Beck Depression Inventory-II scores.



factors, such as depression severity and history
of treatment, were considered. This implies that
physician messages may be important in helping
encourage treatment for women at a time when
they may be more open to health-promoting be-
haviors.26 This effect, however, was not observed
at the 6-week postpartum assessment. This find-
ing provides preliminary evidence that imple-
menting systematic screening and clinician noti-
fication at the prenatal care clinic may help
physicians, other clinical staff, and patients pay
attention to depression risk and may improve
treatment use but does not appear to have af-
fected depression outcomes. This intervention,
with modest but observable impact, was feasibly
instituted in a busy obstetrics practice, with few
additional resources being absorbed to do so.
Cost analyses of screening and follow-up proce-
dures implemented in the context of obstetrics
care should be conducted in future studies.

Overall rates of treatment use among women
with EPDS scores � 10 and MDD remained low
(i.e., no more than 35%) and did not appear to
impact depression outcomes in the short term.
The strongest predictors of treatment use through
6 weeks postpartum in this study were treatment
prior to seeking prenatal care and severity of
symptoms, consistent with previous studies.14

Clinicians may wish to use prior mental health
treatment experience as an indicator of the like-
lihood that a woman will follow through with
treatment. The impact of ongoing encouragement
by obstetrics providers for women with MDD to
remain in treatment may be helpful in enhancing
treatment adherence and should be specifically
tested in future studies. The low treatment rates
through 6 weeks postpartum were observed de-
spite the fact that social work and psychiatry clin-
icians were available on site and that the first
mental health appointment was offered for no fee
when insurance coverage was not available. This
suggests that in addition to external barriers (e.g.,
lack of transportation, ability to pay), psycholog-
ical barriers (e.g., stigma, illness and treatment
beliefs, depressive symptomatology) may also in-
terfere with pursuit of treatment. Future studies
should elucidate the array of possible barriers to
seeking depression treatment in the perinatal
population. Although screening for depression is
a promising and commonly recommended strat-
egy27 to achieve the goal of improved depression
outcomes, the results of this study support the
notion that screening alone may not be sufficient.

It is likely that more intensive treatment linkage
interventions or repeated contacts or both may be
needed to significantly improve depression treat-
ment engagement. These results are consistent
with depression studies in primary care settings,
which indicate that comprehensive and system-
atic interventions, such as enhanced clinician
psychoeducation, systematic follow-up assess-
ment protocols, and timely, coordinated referral
with specialty care, are needed to improve treat-
ment engagement and acute depression out-
come.11,28,29

These results should be considered preliminary
for several reasons. One limitation is that whether
or not the physician discussed depression was
based on patient self-report, without corrobora-
tion from the physician. However, whether the
patient remembers the conversation may be the
prevailing issue. It is not clear from our study de-
sign, however, if our screening plus notification
intervention had a causal effect on physician dis-
cussion of depression during the subsequent
visit. Future studies would need to randomly as-
sign patient to screening plus notification com-
pared with no screening control groups12 in or-
der to elucidate causal factors. Given the small
sample size, these results should be used to gen-
erate additional research questions concerning
depression screening enhancements designed to
improve depression treatment rates and subse-
quent depression outcomes. These findings
should be replicated in community, urban, and
private clinics comprising of more socioeconom-
ically and racially diverse and larger samples.
The differential administration of the baseline in-
terview in person or over the telephone may have
introduced some inconsistency in response.
However, previous research has suggested no
significant difference in validity of administration
of depression and other psychiatric measures
over the telephone when compared to in-person
administration.30,31

Another possible limitation to our study is the
lack of interreliability calculations for SCID in-
terviews administered. However, all study inter-
viewers successfully completed SCID trainings
according to the SCID user guide17(p88) and
achieved adequate interrater reliability on train-
ing interviews. Although we corroborated re-
ports of depression treatment use with medical
chart information, we were not able to obtain de-
tailed, reliable information on specific types of
treatments being received (e.g., psychotherapy
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type). Because the nurse-delivered referral infor-
mation was not scripted or standardized, we do
not have specific details on the precise referral in-
formation provided for each woman. Referral in-
formation was individualized based on patient
preference and requests. The relationship of pa-
tient preferences for specific treatments to treat-
ment use and adherence should be specifically
evaluated in future studies.

The aim of this study was to examine depres-
sion and treatment use during the prenatal and
immediate postpartum periods and, therefore,
the results do not provide information on the tra-
jectory of postpartum symptoms and impact on
treatment use beyond that time frame. Postpar-
tum depression may emerge well beyond 6 weeks
after delivery, and symptoms should be moni-
tored on an ongoing basis.1 This study was lim-
ited to the assessment of depression and related
treatment use and did not include a more com-
prehensive assessment of comorbid psychiatric or
psychosocial risk, such as anxiety, interpersonal
violence, or substance use, all of which may be
associated with adverse outcomes32 and may be
assessed feasibly.33

This study also elucidates some challenges in
studying depression screening programs imple-
mented as part of routine clinical practice. First,
just over half of women screened as part of rou-
tine care indicated willingness to participate in re-
search when clinic staff administered the screen
and initial research consent. Higher rates of par-
ticipation would be expected if research staff were
present to administer the screen and consent
forms.9 This study, however, was designed to have
minimal involvement by research staff on site in
order to maximize the likelihood of generalize-
ability of these procedures beyond the research
study period. African American and Asian Amer-
ican women were more likely than Caucasian
women to refuse participation in the research.
Therefore, our findings should only be considered
generalizeable to women who agreed to partici-
pate in research, noting that no differences in de-
pression scores were found between those who
participated and those who refused. It is not clear
if racial differences in participation were due to re-
luctance to participate in research or to address
mental health issues (or both). It is important to
understand and address barriers to participation,
and researchers must continue to work toward op-
timizing participation of racial/ethnic minorities
in studies of untreated perinatal depression.

This study provides preliminary evidence that
depression screening in conjunction with obstet-
rics clinician notification has potential value in
improving use of depression treatment and may
serve as an important basis from which to begin
a discussion about appropriate treatment. More
intensive efforts, however, are needed to engage
and monitor women with MDD in treatment.
Given the recurrent and disabling nature of de-
pression and its negative impact on the health of
both the mother and the child, interventions fo-
cused on improving treatment adherence among
these women are pressing in their need.
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