1
Screening and Prevention of
Postnatal Depression
Kari Glavin
Diakonova University College, Oslo,
Norway
1. Introduction
Pregnancy and the period following delivery represent a major transition in life with
changes and challenges. The distinction between a natural response to this transition and a
disorder requiring treatment can be difficult to detect, both for a new mother and for people
in her surroundings. For many women, this is a period of increased psychological
vulnerability and distress, which is detectable across a broad spectrum of reactions with
consequences for the woman’s well-being, for bonding between the mother and child, and
for the whole family (Cox & Holden, 2003; Kendall-Tackett, 2005).
The literature commonly describes three types of distress: postnatal blues, postnatal
depression, and postnatal psychosis. Postnatal blues (mood instability and mild depression)
is a relatively normal reaction to a central experience in life that can be regarded as a release
of tension after a birth. It is experienced by 50–80% of all women. This is a passing
emotional instability during the first days after birth. Sleep problems, concentration
problems, crying easily and reduced appetite are common signs of postnatal blues (KendallTackett, 2005; Wheatley, 2005). This reaction is normal and needs only information to the
parents as well as understanding from staff at the maternity ward (Wheatley, 2005). It is a
warning sign if this condition does not disappear within a short time; an extended period of
blues may be a sign of emerging postnatal depression. As the stay in the maternity ward
after birth is often very short, health practitioners in primary care play an important role in
recognizing a possibly severe and prolonged ‘blues’ reaction (Wickberg & Hwang, 2003).
The most serious form of psychological reaction after birth is postnatal psychosis, which
occurs in about one or two per 1000 births (Brockington, 2004a; O’Hara, 1987; Wickberg &
Hwang, 2003). This is an acute psychotic reaction, normally occurring soon after the first
week following birth (Brockington, 2004a; Wickberg & Hwang, 2003). Postnatal psychosis
has high and specific heritability. The risk of postnatal psychosis is higher for women who
have bipolar disorder (Brockington, 2004a). Warning signs of birth psychosis are deep
depression, mania, obsessions and disorientation. The condition needs special treatment, but
the prognosis is good if the condition is detected in time (Brockington, 2004a; Wickberg &
Hwang, 2003).
Postnatal depression is the focus of this chapter. Prevalence studies of postnatal depression
have used different screening tools and different points of time for screening. The
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prevalence of postnatal depression in these studies ranges from zero to almost 60%
(Halbreich & Karkun, 2006). In some countries, there are few reports of postnatal
depression, whereas in other countries reported postpartum depressive symptoms are very
prevalent. It is well documented that postnatal depression affects at least 10% of all mothers
within the first postpartum year (Cox & Holden, 2003; Gordon et al., 2006; Halbreich &
Karkun, 2006; Kendall-Tackett, 2005).
The term ‘postnatal depression’ is useful to describe any depressive disorder without
psychotic features present within the first year following childbirth (Cox & Holden, 2003).
An indication of postnatal depression is a low mood that causes every day to be
experienced as heavy and grey. Forgetfulness, concentration problems, reduced selfesteem and feelings of failing as a mother are the dominant symptoms. Other common
reactions are sleeping problems, appetite loss, extreme tiredness, anxiety, guilt, loss of
energy, and indecisiveness. Some women experience loss of control over their existence,
which can lead to an increasing feeling of unease, irritability and outbreaks of anger,
inability to cope, and thoughts of suicide (Cox &Holden, 2003; Dennis & Creedy, 2004;
Kendall-Tackett, 2005; Wickberg & Hwang, 2003). Depression ranges in severity from
mild, temporary episodes of sadness to severe, persistent depression. The term “clinical
depression” is used to describe the more severe, persistent form of depression also known
as “major depression” or “major depressive disorder” (Snoek & Engedal, 2000). As
regards the symptoms or frequency of occurrence, postnatal depression does not differ
from depressions in other life periods (Brockington, 2004a; Cooper & Murray, 1998;
O’Hara et al., 1990; Wickberg & Hwang, 2003).
However, a mother’s depression may affect her relationship with her child, as well as the
quality of care she provides. Due to disturbed maternal sensitivity, the child may develop
an insecure attachment to its mother, which may affect the child’s later emotional and
cognitive development (Campbell et al., 2004; Dennis, 2004; McLearn et al., 2006). Maternal
depressive symptoms might also contribute to unfavourable parenting practices (McLearn
et al., 2006), and depressed mothers report higher parenting stress than non-depressed
mothers (Abidin, 1995; Glavin et al., 2010b; Morrell et al., 2009a). Early intervention through
primary health services within the existing system has been shown to prevent long-term
postnatal depression (Brugha et al., 2011; Dennis & Creedy, 2004; Elliott et al., 2001; Glavin
et al., 2009, 2010b). Thus, identifying and treating postnatal depression as early as possible
may be essential. The aim of this chapter is to describe identification of postnatal depression,
various screening instruments, appropriate points of time for screening, follow-up of
screening, and potential for prevention of postnatal depression.

2. Identification of postnatal depression
In spite of growing evidence that postnatal depression can be effectively treated and
possibly prevented (Brugha et al., 2011; Glavin et al., 2010a, 2010b; Morrell et al., 2009a), this
disturbance is still undetected or untreated in many women (Dennis, 2009). Several barriers
to detection and treatment are described: women lack knowledge about postnatal
depression, they deny or minimize their symptoms, they assume their problems are
common after giving birth, or they are not aware of the treatment options. Barriers among
clinicians and in the healthcare system, as well as economic and personal factors, caused low
treatment rates among a sample of at-risk women (Horowitz & Cousins, 2006). Health
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professionals can trivialize the symptoms or offer treatment that is not suitable for the
women (Dennis, 2009; Dennis & Chung-Lee, 2006).
As many women do not report physical or emotional disorders after childbirth, the primary
health care service does not adequately address these women’s needs (Cox & Holden, 2003;
MacArthur et al., 2003). Universal screening for postnatal depression during well-child care
visits has been shown to increase detection (Morrell et al., 2009a; McLearn et al., 2006;
Glavin et al., 2010c). There is a need for comprehensive screening programmes and better
organization of care for preventing and treating postnatal depression (Dennis, 2009).
According to McLearn et al. (2006), identification, guidance and referral related to women’s
mental health are a professional responsibility. However, according to Cox & Holden (2003),
there is a need for training for all health professionals in managing postnatal depression.
The training should include the nature, detection and treatment of postnatal depression.
Recent studies provide evidence that health professionals can be trained to identify, prevent
and treat postnatal depression in women (Brugha et al., 2011; Glavin et al., 2010a, 2010b,
2010c; Morrell et al., 2009a, 2009b). Nurses are well positioned to counsel depressed mothers
about treatment options, to make recommendations and to provide referrals (Horowitz &
Goodman, 2005; Wickberg & Hwang, 2003; Glavin et al., 2010b).
Brockington (2004b) states that the merit of a broad concept of postnatal depression is the
public recognition that postpartum disorders are common, promoting the development of
remedial services. The use of clinical criteria and diagnosis is independent of when the
diseases arise. The International Classification of Diseases (ICD-10) recommends that
depression in the postpartum period is categorized in one of the established categories
(WHO, 1992), whereas the Diagnostic and Statistical Manual of Mental Disorder revision IV
(DSM-IV) accepts an extra coding that specifies when the disease arose (American
Psychiatric Association, 1994). According to Cox (2004), however, these diagnostic manuals
are not well suited for use in the postpartum period as the ICD-10 permits the classification
of mental and behavioural disorders associated with the puerperium only if they onset
within six weeks and if they cannot be classified elsewhere, and the DSM-IV with an even
shorter onset of four weeks.
2.1 Screening instruments
A valid method of screening for postnatal depression implies that health care workers have
a tool available to help them in identifying women with thoughts related to postnatal
depression. Health practitioners such as public health nurses (PHNs), midwives and nurses
have an important task in identifying and treating women with postnatal depression. The
aim is early establishment of offers of help, and referrals when necessary. The development
of screening instruments gives the primary health services an opportunity for early
identification of postnatal depression. Many studies have shown that screening can increase
detection rates (Georgiopoulos et al., 2001; Glavin et al., 2010c; Wickberg & Hwang, 2003). In
a study by Georgiopoulos et al. (2001), the rate of postnatal depression diagnosis increased
from 3.7% before the routine use of EPDS screening to 10.7% when universal screening with
EPDS was implemented.
Questionnaires in common use are the General Health Questionnaire (GHQ), the Beck
Depression Inventory (BDI), the Postpartum Depression Screening Scale (PDSS) and the
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Edinburgh Postnatal Depression Scale (EPDS) (Brockington, 2004a; Cox et al., 1987; Cox &
Holden, 2003). In a recent review by Zubaran et al. (2010), four screening tools were
reviewed and compared. The Edinburgh Postnatal Depression Scale (EPDS) and the
Postpartum Depression Screening Scale (PDSS) showed substantial sensitivity and
specificity as screening tools. However, when applied to different cultural contexts, none of
the instruments could be rated as flawless. The most commonly used screening tool for
postnatal depression is the EPDS (Fitelson et al., 2010). In this chapter, the focus will be on
the EPDS as a screening instrument for the primary health care service.
2.1.1 The General Health Questionnaire (GHQ)
The GHQ has been developed as a screening tool to detect those likely to have or to be at
risk of developing psychiatric disorders, and is available in a variety of versions using 12,
28, 30 or 60 items; the 28-item version is used most widely (Jackson, 2007).
2.1.2 Beck’s Depression Inventory (BDI)
The BDI is a 21-question multiple-choice self-report inventory, and is an instrument for
measuring the severity of depression (Lee et al., 2000; Kendall-Tackett, 2005).
2.1.3 The Postpartum Depression Screening Scale (PDSS)
Like the EPDS, and in contrast to the GHQ and the BDI, the PDSS is a screening tool
designed specifically for new mothers, and is a 35-item self-report instrument (KendallTackett, 2005). The PDSS is considered effective for identifying minor and major depression
(Zubaran et al., 2010). Studies have demonstrated the reliability, construct validity, and
sound psychometric properties of the PDSS (Beck & Gable, 2000; Zubaran et al., 2010).
PDSS-SF is the short version of PDSS and consists of seven items. According to Zubaran et
al. (2010), the PDSS-SF is useful as it provides a “quick, but accurate, overall level of
postpartum depression symptomatology“.
2.1.4 The Edinburgh Postnatal Depression Scale
Cox et al. (1987) developed this 10-item self-report instrument to detect depressive
symptoms among women who have just given birth. The questionnaire has been translated
into several languages. The EPDS was developed and validated against the Research
Diagnostic Criteria for depression to identify and screen for depression postpartum (Cox,
2004). It is a general screening tool for the whole range of postpartum psychiatric disorders.
A positive score needs to be followed by an interview clarifying the symptoms of depression
(Brockington, 2004b; Cox & Holden, 2003). The EPDS focuses on the cognitive and affective
features of depression rather than somatic symptoms. The scale alone can not confirm a
diagnosis of depression, but it is widely used to indicate probable depressive disorder. The
EPDS does not screen for those at risk for becoming depressed in the future, but it will
identify mild depression and prevent a severe prolonged disorder (Cox & Holden, 2003).
The screening form consists of ten questions, each offering four response alternatives. It
takes about five minutes to complete the form. The EPDS is easy to score; each item is rated
on a 4-point scale (from 0 to 3), yielding a summary score of 0-30. A higher score indicates
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more severe symptoms. A score of 0-9 indicates no risk of experiencing symptoms of
postnatal depression; a score of 10-12 indicates a minor/major risk of experiencing
symptoms of postnatal depression; and a score of 13 or greater indicates a major risk of
experiencing symptoms of postnatal depression (Cox & Holden, 2003; Lanes et al., 2011).
Independently of the score, a special note should be made of any positive responses to item
10 assessing suicidal ideation. A positive score on item 10 should be taken seriously and
action taken (Cox & Holden, 2003).
The scale assesses the intensity of depressive symptoms present within the previous seven
days. The instrument has been used both in clinical settings and in epidemiological studies,
and is generally well accepted by women (Cox et al. 1996; Segre et al., 2010). Even if
variability in sensitivity and specificity occurs across languages and cultures, the sensitivity
and specificity of the EPDS has been found to be satisfactory in several studies (Cox &
Holden, 2003; Berle et al., 2003; Wickberg & Hwang, 2003; Lanes et al., 2011). The instrument
is described as a valid, reliable and economical screening tool (Buist et al., 2002), and has
been recommended for postpartum screening (Georgiopoulos et al., 2001; Wickberg &
Hwang, 2003).
According to Glavin et al. (2010c), public health nurses regarded the EPDS as very valuable,
and they were convinced that they had identified more mothers with postnatal depression
than they had done previously. Georgiopoulos et al. (2001) also found that EPDS screening at 6
weeks postpartum increased the rate of diagnosed postnatal depression. The public health
nurses in the study by Glavin et al. (2010c) described the EPDS as being easy for the mothers to
complete and for the nurses to score. Other studies using the EPDS as a screening instrument
postpartum also found that EPDS is simple and easy to use for health care workers and
mothers (Freeman et al., 2005; Georgiopoulos et al., 1999; Seeley et al., 1996).
Krantz et al. (2008) argued that routine EPDS screening of postpartum women would lead to
considerable ethical problems due to the weak scientific foundation of the screening
instrument. They argue that the side effects in terms of misclassifications have not been
considered carefully and that the EPDS does not function well as a routine screening
instrument. However, the public health nurses in the study by Glavin et al. (2010c)
perceived the EPDS as a suitable, well accepted and useful screening tool that led to better
identification of women with postnatal depression than had been the case previously. Other
researchers also report that EPDS is well accepted by women, and health staff confirm that
they identify more women with postnatal depression using the tool (Mason & Poole, 2008;
Vik et al., 2009). According to Buist et al. (2002), there is also a concern that women who
yield a “false positive” result may become anxious after the screening. The public health
nurses in the study by Glavin et al. (2010c) did not report such problems. The reason may be
the feedback the women received following completion of the EPDS at 6 weeks postpartum.
The public health nurses talked with the mother about her mental health and her feelings
after she had completed the EPDS. The author of the EPDS (Cox & Holden, 2003) and the
guidelines for its use (Coyle & Adams, 2002) confirm the importance of this feedback to the
mother. According to Glavin et al. (2010c), the EPDS increased the focus on postnatal
depression, and it functioned as a door opener for the public health nurses. Other studies
also show that the EPDS can be used as a starting point for conversations about the mother’s
psychological condition (Buist et al., 2002; Cooper & Murray, 1998; Cox et al., 1987). Public
health nurses reported that the parents provided positive reports about the screening
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procedure (Glavin et al., 2010c). Several studies support the acceptability of the EPDS for
mothers when it is used appropriately (Freeman et al., 2005; Georgiopoulos et al., 1999;
Milgrom et al., 2005; Poole et al., 2006; Segre et al., 2010).
A question raised in the literature is whether the EPDS measures only depression, or both
depression and anxiety. In a validation study by Vivilaki et al. (2009), a factor analysis
confirmed the multidimensionality of the EPDS, demonstrating a two-factor structure that
contained subscales reflecting depressive symptoms and anxiety. In another study,
Montazeri et al. (2007) also found that the EPDS not only measures postnatal depression but
may also be measuring anxiety. Navarro et al. (2007) concluded that the EPDS is a valid
instrument to detect postnatal depression as well as postnatal anxiety and adjustment
disorders; thus, it has to be considered whether the instrument measures more than
depression. According to Montazeri et al. (2007), one may argue that the EPDS is a general
measure of psychological distress rather than a one-dimensional measure of depression.
Brockington (2004b) states that the trinity classification of maternity blues, postpartum
depression and postnatal psychosis is an oversimplification. He states that the concept of
postpartum depression is broad and that mothers with postpartum depression constitute a
heterogeneous group with a broad spectrum of postpartum psychiatric disorders.
According to Brockington (2004b), a four-part classification may be more appropriate:
psychoses, mother-infant relationship disorders, depression, and a miscellaneous group of
anxiety and stress-related disorders. Brockington (2004b) is of the opinion that postnatal
anxiety disorders may be more common than depression and that they represent an
underemphasized entity. The EPDS is widely used for screening of postnatal depression and
is judged valuable (Chabrol et al., 2002; Georgiopoulos et al., 2001; Wickberg & Hwang,
2003). However, several researchers argue that the EPDS captures elements of both anxiety
and depression (Montazeri et al., 2007; Navarro et al., 2007; Vivilaki et al., 2009). According
to Montazeri et al. (2007), this could be regarded as a strength of the EPDS, and an
assessment of both anxiety and depression should be done both in the antenatal and
postpartum periods. In the study by Glavin et al. (2010b), the increased focus on maternal
mental health and supportive counselling sessions yielded a significant decrease in the
depression score between the municipalities, and the public health nurses seemed to have
prevented and treated cases of postnatal depression. However, it is possible that some of the
high scores on the EPDS were caused by anxiety disorders and that the supportive
counselling sessions were helpful for anxious women as well. Irrespective of the
classification and name of the disorder, it is important to help the women suffering from a
postpartum psychiatric disorder and to be aware of both postnatal depression and other
possible disorders such as anxiety and stress-related disorders, as mentioned by
Brockington (2004b). In any case, the EPDS seems to be a helpful tool to identify women in
need of help. Further research is needed on comorbid disorders in the postpartum period,
and the possibility to identify and help women suffering from all these conditions.
The EPDS is a screening device and not a diagnostic tool; use of the instrument requires a
clinical assessment and a counselling session by a health care worker after the completion of
the EPDS (Cox & Holden, 2003). According to Seeley (2001), the EPDS is only as good as the
person using it. Depression screening must also be combined with systemic paths for
referral of cases and well-defined implemented care plans to achieve outcome benefits (Cox
& Holden, 2003; Stewart et al., 2004).
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2.2 Time for screening
The risk of developing postnatal depression is greatest in the first three months postpartum,
decreasing slightly in the fourth through the seventh month after delivery (Beck, 2006).
Some residual depressive symptoms are common up to a year after delivery (Beck, 2006;
Dennis & Creedy, 2004). Though most of these depressions are of a milder type that
disappears after a few months, there is a risk that women will have a longer-term and more
difficult depression if they do not receive help. It is therefore important not to trivialize
signs of postnatal depression, but to discover the situation early and give the women help
and follow-up (Wickberg & Hwang, 2003). Screening for postnatal depression is
recommended 6–8 weeks after delivery (Cox & Holden, 2003). Good results have been
reported with the use of a screening instrument 6 weeks postpartum (Glavin et al., 2009,
2010b; Morrell et al., 2009a).
2.3 Follow-up
New cases of postnatal depression have been found during the whole first year after
delivery. In a study by Glavin et al. (2010b), the prevalence rate was 14.4% at 6 weeks, 10.4%
at 3 months, 8.8% at 6 months and 5.6% at 12 months, which indicates that health
practitioners need to be aware of postnatal depression among women during the whole first
postpartum year. Davies et al. (2003) found new cases of depression at 3, 6 and 12 months
postpartum and recommended that health visitors should screen for postnatal depression
for a longer period, not only in the immediate postpartum period. In a Swedish study,
Rubertsson et al. (2005) also found new cases up to 12 months postpartum and
recommended strategies to evaluate maternal emotional wellbeing during the entire
postpartum period. Postnatal depression often goes undiagnosed and untreated even in
women who have had multiple visits to healthcare providers (Driscoll, 2006). These studies
suggest that it is important to be aware of new cases and continue to use a screening tool on
indication later in the postpartum period in order to prevent and treat new cases of
depression.
2.4 Implementing a screening procedure
The introduction of a screening instrument entails requirements that are important to take
into account. The disease, the screening test and referral system are some of these. The
disease should represent an important health problem, appear reasonably often, have a
known pattern, and have a latent (asymptomatic) stage of a certain duration, so that early
discovery and treatment have a positive influence upon ending the disease (Holland et al.,
2006). It is still presupposed that not all of these requirements need to be fulfilled. For
postnatal depression, many of these requirements are satisfied; it represents an important
health problem that affects the mother, child and family. It appears fairly regularly: 8–15 %
of all women who have given birth develop postnatal depression (Buist et al., 2002; Gale &
Harlow, 2003; Glavin et al., 2009; Wickberg & Hwang, 2003). Early diagnosis and treatment
have a positive effect on the trajectory of the disease (Chabrol et al., 2002; Dennis, 2003;
Glavin et al., 2010b; Morrell et al., 2009a; Ray & Hodnett, 2004).
The requirements for a screening test are that it should be simple, acceptable, valid and
economical in relation to the results (Holland et al., 2006). The EPDS is a simple test that is
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easy to administer to all newly fledged mothers. The test has been validated in several
countries and its sensitivity and specificity were satisfactory (Berle et al., 2003; Cox &
Holden 2003; Wickberg & Hwang, 2003). Sensitivity and specificity are somehow different
depending on how high the score for depression is set. However, studies confirm that the
EPDS is a valid clinical screening instrument to diagnose postnatal depression (Berle et al.,
2003; Cox & Holden, 2003; Wickberg & Hwang, 2003). It should be emphasized that all
instruments are screening tools that will generate a certain number of false positives, and a
diagnosis of depression must always be confirmed by clinical interview (Fitelson et al.,
2010).

3. Preventing postnatal depression
Transition to motherhood involves a period of increased psychological vulnerability, and for
some women it may be complicated and cause a great deal of stress (Brockington, 2004b;
Chick & Meleis, 1986; Kendall-Tackett, 2005). One response to the transition to parenthood
may be depression (Chick & Meleis, 1986). Preventing postnatal depression ought to be
started during the pregnancy.
3.1 Pregnancy
Dreams and plans are important components for mothers who are in the transition to
motherhood (Stern & Bruschweiler-Stern, 2000). The mother’s mental well-being in
pregnancy is of importance for the mother’s bonding to the unborn child and for the child
after birth (Brodén, 2004). Depression affects approximately 10% of all women during
pregnancy (O’Hara, 1986). According to Evans et al. (2001), symptoms of depression are not
more common or severe after childbirth than during pregnancy. In a Swedish sample, 37%
of the women who had scores above the threshold for probable depression in pregnancy
also had a high score postpartum (Rubertsson et al., 2005).
Postnatal depression can develop in primiparous and multiparous women. Risk factors are a
previous history of depression, either during pregnancy or at other times, postnatal
depression following a previous pregnancy, stressful events during the past year, including
illness, job loss or pregnancy complications, marital conflict, a weak support system, and
unplanned or unwanted pregnancy (Beck, 2006; Brockington, 2004a; Dennis et al., 2004;
Kendall-Tackett, 2005; O’Hara & Swain, 1996). Lanes et al. (2011) found an association
between total household income and postpartum depressive symptoms, which were found
to decrease as household income increased. Other factors positively associated with
postpartum depressive symptoms were immigration status, delivery at a young age, and a
prior diagnosis of depression. In this study, the highest direct association with postpartum
depressive symptoms was the amount of stress during pregnancy and the lack of
availability of support postpartum (Lanes et al., 2011).
According to Beck (2006), there is insufficient evidence that interventions in the pregnancy
may prevent postnatal depression. However, in spite of limited evidence, it may be
important to inform women about possible mental health problems in the postpartum
period, as information to women postpartum has been shown to prevent cases of depressive
symptoms among women (Brugha et al., 2011; Glavin et al., 2009, 2010 b, 2010c; Heh & Fu,
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2003). Prenatal visits provide an opportunity to inform the parents about possible
postpartum mental health disorders and obtain information about a mother’s risk factors.
3.2 Early discharge from hospital after delivery
According to Brown et al. (2002), early discharge from hospital after delivery may have
negative consequences for mothers and babies because decreased maternal confidence is
common, due to lack of professional support and higher prevalence of postpartum
depression. In a preventive programme, it is important to strengthen the resources of the
municipalities to provide support to newly fledged mothers' early discharge from the
hospital. More emotional and informational support to parents both in pregnancy and
during the postpartum period has been a recommendation made in studies (Deave et al.,
2008; Wilkins, 2006), and should be considered important to the primary health care
services. Information given to parents during the hospital stay describing mental health
conditions that can occur post partum may prevent cases of postnatal depression. In a study
by Ho et al. (2009), women who received information about postnatal depression, and an
educational programme at the hospital 2 days postpartum experienced less depression 3
months postpartum than the control group.
3.3 Peer support
In a randomized controlled trial, Dennis et al. (2009) evaluated the effectiveness of
telephone-based peer support on prevention of postnatal depression. They conclude that
telephone-based peer support can be effective in preventing postnatal depression among
woman at high risk. The women who received peer support had half the risk of developing
postnatal depression at 12 weeks postpartum than those in the control group. For some
women, there is a need for information and support from others than the nearest family
(Brown et al., 2002) and peer support can be an alternative.
3.4 Emotional and informational support to parents
Research from the US shows that regular home visits by public health nurses to the family
during the child’s first two years contribute to preventing emotional, language and mental
health problems of children (Olds et al., 2002) as well as child abuse and neglect (Olds et al.,
1997). There is also evidence from the UK that home visiting and the detection and
management of postnatal depression can produce positive effects on parenting and motherchild interaction (Bull et al., 2004).
Home visits to families with newborn babies are traditional services in many countries and
provide the basis for future collaboration between the family and the nurse (Hjälmhult,
2009; Jansson et al., 2001). In Norway, all families with newborn babies must be offered a
home visit by a public health nurse about two weeks postpartum. In the public health
nurses’ work, the home visit to the newborn is given high priority. This is often the first
contact between the family and the public health nurses, if they have not met each other
during the pregnancy (Norwegian Directorate of Health, 2004). The home visit after birth
has a long tradition in Norway, and is a well-rehearsed routine. A key task at the home visit
is to support the parents’ mastery of the parenting role (Hjälmhult, 2009; Norwegian
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Directorate of Health, 2004). Early contact is even more important at present, when newly
fledged mothers are discharged from the hospital after a very short time.
At the home visit, the public health nurse has the opportunity to get to know the parents
and any siblings in their own home (Hjälmhult, 2009; Jansson et al., 2001). The aim of the
home visit is to evaluate the child’s condition, get to know the family, create contact and
trust, and evaluate what kind of help and support the family might need. The public health
nurse listens to the family’s questions and their need for guidance with the child. There
might be questions concerning the birth, breastfeeding, infant care, or the family situation.
Breastfeeding guidance and support are central concerns at any home visit to families with a
newborn child (Norwegian Directorate of Health, 2004). In addition, the public health nurse
receives important information about the parents’ living conditions, and observes the
interaction between the child and the family (Hjälmhult, 2009; Jansson et al., 1998, 2001;
Norwegian Directorate of Health, 2004). The mothers are more satisfied when the first
meeting with public health nurses is at a home visit than at a well-baby clinic (Hjälmhult,
2009). As all the services connected to the well-baby clinic and the home visits occur on a
voluntary basis, it is important to establish a relationship of trust with the parents
(Hjälmhult, 2009; Norwegian Directorate of Health, 2004). To ask the mother how she feels at
the first postnatal visit may be essential. At this time when most of the focus is on the new
baby, most mothers will welcome the concern about how they are doing.
In the study by Glavin et al. (2009, 2010b), as part of the municipality’s screening procedure
the public health nurses paid extra attention to mental health among postpartum mothers at
the home visit and provided general information about mental health problems that may
occur in the postpartum period. Each family also received an information brochure at the
first home visit about 2 weeks after the birth. The public health nurses encouraged the
fathers to be at home during the home visit. The parents were also invited to contact the
well-baby clinic about the mother’s possible mental health problems before the appointment
at 6 weeks postpartum (Glavin et al., 2009, 2010b). The public health nurses felt that the
screening procedure was helpful to the parents in several ways, and they regarded the home
visits as particularly valuable (Glavin et al., 2010c). At the home visit, the public health
nurses informed the parents about postnatal depression and the screening procedure, and
had a dialogue about the mother’s mental health. The public health nurses had undergone
specific training related to postnatal depression and had more knowledge about this
condition. This fact, in addition to the information given in pregnancy and postpartum, the
brochure and the invitation to contact the well-baby clinic before the next appointment, may
account for the significant difference that was detected between the two groups in the study
(Glavin et al., 2009, 2010b). This support and information might have prevented postpartum
depressive symptoms in women. Other studies support the findings. Thus, Morrell et al.
(2009a) and Brugha et al. (2011) reported a decrease in the depression score among women
who received support from the health visitors. Dennis and Creedy (2004) found that home
visits after birth by public health nurses or midwives helped to prevent postnatal
depression. In another study testing the preventive effect of information about postnatal
depression, Taiwanese women were sent a booklet on postnatal depression at 6 weeks
postpartum. Compared with those who did not receive this booklet, these women had
significantly lower EPDS scores at 3 months postpartum (Heh & Fu, 2003).
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These studies suggest that support and information may have a preventive effect on
postnatal depression in women. The public health nurses in the study by Glavin et al.
(2009c) reported that they thought the focus on mental health problems gave the home visit
an altogether different significance. The mothers gave positive reports, and many of the
multiparous mothers expressed the wish that they had received this information and tool
after their first birth. In the public health nurses’ opinion, providing information about
mental health and handing out the brochure at the first home visit served as a kind of
primary prevention. According to Dennis and Creedy (2004), psychosocial and
psychological interventions may be effective treatment strategies, which may also be used in
the early postpartum period to prevent postnatal depression. Stern (2006) states that home
visits seem to have a positive effect on a wide variety of mental health and other problems,
and the nonspecific positive factors may lie in the relationship between the health
practitioners and the family, especially the mother. A newly fledged mother needs a secure
base and the health practitioner may fill the need for a secure attachment figure (Stern,
2006). The information and support given by health practitioners during the home visit
seem to have a preventive effect on postnatal depression in women.
3.5 Psychosocial and psychological interventions as prevention
The importance of psychosocial interventions in preventing minor depression is particularly
important, since research suggests that minor depressive symptomatology often precedes a
major depressive episode. In a review of 21 studies of preventative interventions for
postnatal depression, Boath et al. (2005) found several studies suggesting positive shortterm effects of psychological or supportive interventions. Many different psychological or
supportive interventions exist. Examples include interpersonal psychotherapy, cognitivebehavioural therapy, psychological debriefing, supportive interactions, continuity of care,
antenatal identification and notification, early postpartum follow-up, flexible postpartum
care, educational strategies, and relaxation with guided imagery (Dennis & Creedy, 2004). In
this review, including 15 trials, Dennis and Creedy (2004) found that women who received a
psychosocial intervention were as likely to develop postnatal depression as those receiving
standard care. However, one promising intervention was intensive postpartum support
provided by public health nurses or midwives. Recent studies suggest that receiving care
from health practitioners (health visitors, public health nurses) trained in identification and
psychological intervention methods prevents cases of postnatal depression (Brugha et al.,
2011; Glavin et al., 2010b).
In the study by Glavin et al. (2010b), the following elements constituted the main content of
the intervention procedure postpartum: (1) increased focus on maternal mental health at a
home visit about two weeks after delivery, (2) identification of women with postnatal
depression at 6 weeks postpartum with the EPDS and a clinical assessment by the public
health nurses, (3) one counselling session by a public health nurse after the mothers had
completed the EPDS at 6 weeks postpartum, (4) supportive counselling sessions for the
depressed mothers, (5) openness about mental health issues at every visit to the well-baby
clinic, and (6) a system for referral for further treatment in the municipality.
All mothers had one counselling session with a public health nurse after completing the
EPDS at 6 weeks, with a focus on the women’s mental health. A clinical assessment by the
public health nurse, charting the woman’s current condition, how serious her problems
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were, her “history” of mental health problems, and her wishes, was important for further
follow-up. The women whom the public health nurses regarded as needing treatment were
then offered further supportive counselling sessions with the nurses between 6 weeks and 3
months postpartum. The counselling took place at the well-baby clinic, and each woman
was followed up by the same public health nurse during the entire period. Each supportive
counselling session lasted about 30 minutes. The number of counselling sessions was
individualized according to each woman’s need after assessment by the public health nurses
and in agreement with the woman (Glavin et al., 2010b).
The public health nurses were trained to use active listening and empathetic communication
(non-directive counselling) as a method. Establishing a positive relationship between the
woman and the nurse was considered important. The nurse acted as an understanding
listener, helping the woman by providing advice and alternative interpretations of past
events only when asked (Rogers 1951, 1980). The method focused on the woman’s
experience, reflections, and ability to manage her own problems. Some main elements were
emphasized in the counselling: 1) to listen and try to understand how things were from the
woman’s point of view, 2) to check their own understanding of the situation with the
woman if unsure, 3) to treat the woman with the utmost respect and regard, 4) to be selfaware, self-accepting, and open with the woman. If the nurse made the judgment that a
woman needed further help for her depression, she was referred to the municipality’s
mental health team, which included psychologists who could treat women with serious
depression (Glavin 2010a, 2010b).
Findings from the study by Glavin et al. (2010b) suggest that home visits with increased
focus on mothers’ mental health, screening at 6 weeks postpartum and supportive
counselling by trained public health nurses decrease the level of postnatal depression in the
year following childbirth. Other studies support these findings (Brugda et al., 2011; Morrell
et al., 2009a, 2009b). Thus, early identification and intervention might improve long-term
prognoses for most women. A major part of prevention is being informed about the risk
factors and the condition. The primary health care services can play a key role in identifying
and treating postnatal depression. Women should be screened by their health practitioner to
determine their risk for developing postnatal depression and the health practitioner should
be aware of the importance of being sensitive and aware of changes in the mother’s
condition at all visits to the well-baby clinic.
3.6 The father’s role
The father has an important role in the postpartum period and is often the nearest person to
support the newly fledged mother. It may therefore be very important for the father to be
informed about mental conditions that may occur in the postpartum period. In the study by
Glavin et al. (2010c), public health nurses stated that it was valuable that the fathers were at
home when the nurse visited the family. The information from the public health nurses
increased the parents’ understanding that it is common for women to experience postnatal
depression in the postpartum period. This may influence the relationship between the
parents. Misri et al. (2000) showed that partners’ support reduced depressive symptoms
among postpartum women. According to Misri et al. (2000), it is important to realize that the
father is important for the child when the mother has postnatal depression. Further research
is needed on this topic.
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Studies have found the male partners of depressed women have higher than normal rates of
depression. A father’s depression might have implications for his ability to support his
partner and for the relationship with the infant. Marital problems are a risk factor both for
depression during the couple's transition to parenthood, and for adverse child outcomes
(Buist et al., 2002).

4. Conclusion
Screening instruments such as the EPDS provide a tool to identify women who are
depressed, but can also be used as a starting point for discussions about the mothers'
psychological condition. The EPDS is easy to score and easy for the mothers to complete,
and health professionals identify postnatal depression more frequently using the tool.
Information and support may have a preventive effect on postnatal depression in women.
Flexible, individualized postnatal care that is provided by a professional and that
incorporates postnatal depression screening tools appears to be promising to prevent
postnatal depression in women. Increased focus on mother’s mental health during the first
year postpartum also seems to have preventive effects on postnatal depression and
parenting stress in women.
In several countries, the circumstances for following up postpartum women are satisfactory,
and in many countries mothers receive a home visit by a midwife, health visitor or public
health nurse after birth. In these countries, almost all women who have given birth have
frequent contact with well-baby clinics or health centres during the first year of the child’s
life. It is important to be aware of the new cases of women likely to be suffering from
postnatal depression in the first year postpartum, as depression is strongly related to
parenting stress. Trained health practitioners have the opportunity to identify and treat
postnatal depression in women, which can improve the quality of the services provided. If
additional training of health practitioners and information to the parents at the home visit
can improve the quality of the services and provide support to the parents, this would seem
to be a worthwhile investment. The prevention and treatment of postnatal depression could
make a significant difference in women’s lives and the lives of their children and families.

5. References
Abidin, R. (1995). Parenting Stress Index: Professional Manual (3rd ed), Psychological
Assessment Resources Inc. Florida.
American Psychiatric Association. (1994). Diagnostic and statistical manual of mental disorders,
(4th ed), American Psychiatric Association, Washington DC.
Beck, CT., & Gable, RK. (2001). Further validation of the Postpartum Depression Screening
Scale. Nursing Research, 50, 155–164.
Beck, CT. (2006). Postpartum depression: it isn't just the blues. The American Journal of
Nursing, 106, 40-50, quiz 50-1.
Beck, CT., Gable, RK. (2000). Postpartum Depression Screening Scale: Development and
psychometric testing. Nursing Research, 49, 272-82.
Berle, JØ., Aarre, TF., Mykletun, A., Dahl, AA., & Holsten, F. (2003). Screening for postnatal
depression. Validation of the Norwegian version of the Edinburgh Postnatal

www.intechopen.com

14

Perinatal Depression

Depression Scale, and assessment of risk factors for postnatal depression. Journal of
Affective Disorders, 76, 151–156.
Boath, E., Bradley, E., & Henshaw, C. (2005). The prevention of postnatal depression: A
narrative systematic review. Journal of Psychosomatic Obstetrics & Gynecology, 26,
185–192.
Brockington, I. (2004a). Postpartum psychiatric disorder. The Lancet, 363, 303–310.
Brockington, I. (2004b). Diagnosis and management of post-partum disorders: a review.
World Psychiatry, 3, 89–95.
Brodén, MB., (2004). Graviditetens muligheder, Akademiske forlag, København (in Danish).
Brown, S., Small, R., Faber, B., Krastev, A., & Davis, P. (2002). Early postnatal discharge from
hospital for healthy mothers and term infants. The Cochrane Database of Systematic
Reviews, 3. No. CD002958. DOI: 10.1002/14651858. CD002958.
Brugha, TS., Morrell, CJ., Slade, P., & Walters, SJ. (2011). Universal prevention of depression
in women postnatally: cluster randomized trial evidence in primary care. Psychol
Med, Apr, 41(4), 739-48.
Buist, AE., Barnett, BE., Milgrom, J., Pope, S., Condon, JT., Ellwood, DA., Boyce, PM., Austin
MP., & Hayes BA. (2002). To screen or not to screen – that is the question in
perinatal depression, Medical Journal of Australia, 177, 101–105.
Bull, J., McCormack, G., Swann, C., & Mulvihill, C. (2004). Ante- and post-natal home visiting: a
review of reviews, (1st ed), Health Development Agency, London.
Campbell, SB., Brownell, CA., Hungerford, A., Spieker, SJ., Mohan, R. & Blessing, JS. (2004).
The course of maternal depressive symptoms and maternal sensitivity as predictors
of attachment security at 36 months. Development and Psychopathology, 16, 231–252.
Chabrol, H., Teissedre, F., Saint-Jean, M., Teisseyre, N., Sistac ,C., Michaud, C., & Rogé B.
(2002). Detection, prevention and treatment of post-partum depression: a controlled
study of 859 patients. Encephale, 28, 65-70
Chick, N., & Meleis, AI. (1986). Transitions: A nursing concern. In Nursing research
methodology, Chinn P.L., ed, pp. 237-257, Aspen Publication, Boulder CO.
Cooper, PJ., & Murray, L. (1998). Postnatal depression, clinical review. British Medical
Journal, 316, 1884–1886.
Cox, JL., & Holden, J. (2003). Perinatal mental health: A guide to the Edinburgh Postnatal
Depression Scale (EPDS), Gaskell, London.
Cox, JL. (2004). Postnatal mental disorder: towards ICD-11. World Psychiatry, 3, 96–97.
Cox, JL., Holden, J., & Sagovsky, R. (1987). Detection of postnatal depression. Development
of the 10-item Edinburgh Postnatal Depression Scale. British Journal of Psychiatry,
150, 782–786.
Coyle B. & Adams C. (2002). The Edinburgh Postnatal Depression Scale: Guidelines for its
use as a part of a maternal mood assessment. Community Practitioner, 75, 395–395.
Davies B.R., Howells S. & Jenkins M. (2003). Early detection and treatment of postnatal
depression in primary care. Journal of Advanced Nursing, 44, 248–55.
Deave, T., Johnson, D., & Ingram, J. (2008). Transition to parenthood: the needs of parents in
pregnancy and early parenthood. BMC Pregnancy Childbirth, 8:30, DOI:
10.1186/1471-2393-8-30.
Dennis, CL., & Chung-Lee, L. (2006). Postpartum depression help-seeking barriers and
maternal treatment preferences: a qualitative systematic review. Birth, 33, 323–331.

www.intechopen.com

Screening and Prevention of Postnatal Depression

15

Dennis, CL., & Creedy D. (2004). Psychosocial and psychological interventions for
preventing postpartum depression. Cochrane Database of Systematic Reviews, 18,
CD001134. DOI: 10.1002/14651858.CD001134.pub2.
Dennis, CL. (2003). The effect of peer support on post partum depression: a pilot
randomized controlled trial. Canadian Journal of Psychiatry, 48, 115-124.
Dennis, CL. (2004). Treatment of Postpartum Depression, Part 2: A Critical Review of
Nonbiological Interventions. Journal of Clinical Psychiatry, 65, 1252-1265.
Dennis, CL. (2009). Preventing and treating postnatal depression. Comprehensive screening
programmes and better organization of care are key. British Medical Journal, 338,
a2975, doi: 10.1136/bmj.a2975.
Dennis, CL., Hodnett. E., Kenton. L., Weston. J., Zupancic. J., Stewart. DE., & Kiss. A. (2009).
Effect of peer support on prevention of postnatal depression among high risk
women: multisite randomised controlled trial. British Medical Journal, 338, a3064.
Dennis, CL., Janssen, PA., & Singer, J. (2004). Identifying women at-risk for postpartum
depression in the immediate postpartum period. Acta Psychiatrica Scandinavica, 110,
338-346.
Driscoll, JW. (2006). Postpartum depression: the state of the science. Journal of Perinatal and
Neonatal Nursing, 20, 40–42.
Elliott, SA., Gerrard, J., Ashton, C., & Cox, JL. (2001). Training health visitors to reduce
levels of depression after childbirth: An evaluation. Journal of Mental Health, 10,
613–625.
Evans, J., Heron, J., Francomb, H., Oke, S., & Golding, J. (2001). Cohort study of depressed
mood during pregnancy and after childbirth. British Medical Journal, 323, 257-260.
Fitelson, E., Kim, S., Scott Baker, A., & Leight, K., (2011). Treatment of postpartum
depression: clinical, psychological and pharmacological options. International
Journal of Women’s Health, 3 1–14, DOI: 10.2147/IJWH.S6938.
Freeman, MP., Wright, R., Watchman, M., Wahl, RA., Sisk, DJ., Fraleigh, L. & Weibrecht, JM.
(2005). Postpartum depression assessments at well-baby visits: Screening
feasibility, prevalence, and risk factors. Journal of Women’s Health, 14, 929–935.
Gale, S., & Harlow, BL. (2003). Postpartum mood disorders: A review of clinical and
epidemiological factors. Journal of Psychosomatic and Obstetric Gynecology, 24, 257–
266.
Georgiopoulos, AM., Bryan, TL., Wollan, P., & Yawn, BP. (2001). Routine screening for
Postpartum Depression. Journal of Family Practice, 50, 117–122.
Georgiopoulos, AM., Bryan, TL., Yawn, BP., Houston, MS., Rummans, TA., & Therneau,
TM. (1999). Population-based screening for postpartum depression. Obstetrics and
Gynecology, 93, 653–657.
Glavin, K., Ellefsen, B., & Erdal, B. (2010c). Norwegian Public Health Nurses’ Experience in
Using a Screening Protocol for Postpartum Depression. Public Health Nursing, 27,
255-261.
Glavin, K., Smith, L., & Sørum, R. (2009). Prevalence of postpartum depression in two
municipalities in Norway. Scandinavian Journal of Caring Sciences, 23, 705-710.
Glavin, K., Smith, L., Sørum, R., & Ellefsen, B. (2010a). Supportive counseling by public
health nurses for women with postpartum depression. Journal of Advanced Nursing,
66, 1317-1327.

www.intechopen.com

16

Perinatal Depression

Glavin, K., Smith, L., Sørum, R., & Ellefsen, B. (2010b). Redesigned community postpartum
care to prevent and treat postpartum depression in women – a one year follow up
study. Journal of Clinical Nursing, 19, 3051-62.
Gordon, TE., Cardone, IA., Kim, JJ., Gordon, SM., & Silver R.K. (2006). Universal perinatal
depression screening in an Academic Medical Center. Obstetrics & Gynecology, 107,
342-347.
Halbreich, U., & Karkun, S. (2006). Cross-cultural and social diversity of prevalence of
postpartum depression and depressive symptoms. Journal of Affective Disorders, 91,
97-111.
Heh, SS., & Fu, YY. (2003). Effectiveness of informational support in reducing the severity of
postnatal depression in Taiwan. Journal of Advanced Nursing, 42, 30-36.
Hjälmhult, E. (2009). Skal helsesøster tilby hjemmebesøk til alle foreldre med nyfødt barn?
Sykepleien Forskning, 4, 18–27 (in Norwegian).
Holland, WW., Stewart S., & Masseria C. (2006). Policy brief: Screening in Europe, World
Health Organization 2006, On behalf of the European Observatory on Health
Systems and Policies.
Horowitz JA., & Cousins, A. (2006). Postpartum depression treatment Rates for At-Risk
Women. Nursing Research, 55, 23–27.
Horowitz, JA., & Goodman, JH. (2005). Identifying and Treating Postpartum Depression.
Journal of Obstetric, Gynecologic, and Neonatal Nursing, 34, 264–273.
Jackson, C. (2007). The General Health Questionnaire. Occupational Medicine, 57, 79.
doi:10.1093/occmed/kql169.
Jansson, A., Isacsson, A., Kornfält ,R., & Lindholm, LH. (1998). Quality in child healthcare.
The views of mothers and public health nurses. Scandinavian Journal of Caring
Sciencies, 12, 195-204.
Jansson, A., Petersson, K., & Uden, G. (2001). Nurses' first encounters with parents of newborn children--public health nurses' views of a good meeting. Journal of Clinical
Nursing, 10, 140-151.
Kendall-Tacket, KA. (2005). Depression in new mothers: Causes, consequences, and treatment
alternatives, Haworth Maltreatment and Trauma Press, New York.
Krantz, I., Eriksson, B., Lundquist-Persson, C., Ahlberg,BM., & Nilstun, T. (2008). Screening
for postpartum depression with the Edinburgh Postnatal Depression Scale (EPDS):
An ethical analysis. Scandinavian Journal of Public Health, 36, 211-216, DOI:
10.1177/1403494807085392.
Lanes, A., Kuk, JL., & Tamim, H. (2011). Prevalence and characteristics of Postpartum
Depression symptomatology among Canadian women: a cross-sectional study.
BMC Public Health, May 11.
Lee, DTS., Yip, ASK., Chiu, HFK., & Chung, KH. (2000). Screening for Postnatal Depression
Using the Double-Test Strategy. Psychosomatic Medicine, 62, 258–263.
MacArthur, C., Winter, HR., Bick, DE., Lilford, R., Lancashire RJ., Knowles, H., Braunholtz,
D.A., Henderson, C., Belfield, C., & Gee, H. (2003). Redesigning postnatal care: a
randomised controlled trial of protocol-based midwifery-led care focused on
individual women’s physical and psychological health needs. Health Technology
Assessment, 7, 1–98.
Mason, L., & Poole, H. (2008). Views of healthcare staff and mothers about postnatal
depression screening. Nursing Times, 12, 44-47.

www.intechopen.com

Screening and Prevention of Postnatal Depression

17

McLearn, KT., Minkovitz, CS., Strobino, DM., Marks, E., & Hou, W. (2006). Maternal
depressive symptoms at 2 to 4 months postpartum and early parenting practices.
Archives of Pediatrics & Adolescent Medicine, 16, 279–284.
Milgrom, J., Ericksen, J., Negri, L., & Gemmill, AW. (2005). Screening for postnatal
depression in routine primary care: Properties of the Edinburgh Postnatal
Depression Scale in an Australian sample. Australian and New Zealand Journal of
Psychiatry, 39, 833–839.
Misri S., Kostaras X., Fox D., & Kostaras D. (2000). The impact of partner support in the
treatment of postpartum depression. The Canadian Journal of Psychiatry, 45, 554–558.
Montazeri A., Torkan B., & Omidvari S. (2007). The Edinburgh Postnatal Depression Scale
(EPDS): translation and validation study of the Iranian version. BMC Psychiatry, 4,
7-11.
Morrell, CJ., Slade, P., Warner, R., Paley, G., Dixon, S., Walters, SJ., Brugha, T., Barkham, M.,
Parry, GJ., & Nicholl, J. (2009b). Clinical effectiveness of health visitor training in
psychologically informed approaches for depression in postnatal women:
pragmatic cluster randomized trial in primary care. British Medical Journal, 338,
a3045.
Morrell, CJ., Warner, R., Slade, P., Dixon, S., Walters, S., Paley, G., & Brugha, T. (2009a).
Psychological interventions for postnatal depression: cluster randomised trial and
economic evaluation. The PoNDER trial. Health Technol Assess, Jun;13(30):iii-iv, xixiii, 1-153.
Navarro, P., Ascaso, C., Garcia-Esteve, L., Aguado, J., Torres, A., & Martin-Santos, R. (2007).
Postnatal psychiatric morbidity: a validation study of the GHQ-12 and the EPDS as
screening tools. General Hospital Psychiatry, 29, 1-7.
Norwegian Directorate of Health. (2004). The municipalities’ work for health promotion and
prevention in well baby clinics and school health services [Kommunenes helsefremmende og
forebyggende arbeid i helsestasjons og skolehelsetjenesten], Veileder til forskrift av 3.
april 2003 nr. 450. Norway (in Norwegian).
O´Hara, MW. (1987). Post partum blues, depression and psychosis: a review. Journal of
Psykosomatic Obstretrics and Gynaecology, 7, 205-227.
O’Hara, MV., & Swain, A.M. (1996). Rates and risk of postnatal depression—a metaanalysis. International Review of Psychiatry, 274, 740–743.
O’Hara, M.W., Zekoski, EM., Philipps, LH., & Wright EJ. (1990). Controlled prospective
study of postpartum mood disorders: Comparison of childbearing and nonchildbearing women. Journal of Abnormal Psychology, 99, 1–5.
O'Hara, MW., (1986). Social support, life events, and depression during pregnancy and the
puerperium. Archives of General Psychiatry, 43, 569–573.
Olds, DL., Eckenrode, J., Charles, R., Henderson, J.; Kitzman, H., Powers, J., Cole, R., Sidora,
K., Morris P., Pettitt, LM., & Luckey, D. (1997). Long-term Effects of Home
Visitation on Maternal Life Course and Child Abuse and Neglect: Fifteen-year
Follow-up of a Randomized Trial. JAMA, 278, 637-643.
Olds, DL., Robinson, J., O'Brien, R., Luckey, DW., Pettitt, LM., Henderson, CL., Rosanna, K.,
Sheff, KL., Korfmacher, J., Hiatt, S., & Talmi, A. (2002). Home Visiting by
Paraprofessionals and by Nurses: A Randomized Controlled Trial. Pediatrics, 110,
486-496.

www.intechopen.com

18

Perinatal Depression

Poole, H., Mason, L., & Osborn, T. (2006). Women’s views of being screened for postnatal
depression. Community Practitioner, 79, 363–368.
Ray, KL., & Hodnett, ED. (2004). Caregiver support for postpartum depression (Cochrane
Review). The Cochrane Library, Issue 1, 2004.
Rogers, CR. (1951). Client-Centered Therapy, Constable & Robinson, London.
Rogers, CR. (1980). A Way of Being, Houghton Mifflin Company, New York.
Rubertsson, C., Wickberg, B., Gustavsson, P., & Rådestad, I. (2005). Depressive symptoms in
early pregnancy, two months and one year postpartum-prevalence and
psychosocial risk factors in a national Swedish sample. Archives of Women’s Mental
Health, 8, 97-104.
Seeley, S., Murray, L., & Cooper, P. (1996). The outcome for mothers and babies of health
visitor intervention. Health Visitor, 69, 135–138.
Seeley, S. (2001). Strengths and Limitations of the Edinburgh Postnatal Depression Scale, In:
Postnatal depression and maternal mental health: A public health priority. Conference
proceedings, Community Practitioners’ and Health Visitors’ Association, London.
Segre, LS., O'Hara, MW., Arndt, S., & Beck, CT. (2010). Screening and counseling for
postpartum depression by nurses: the women's views. MCN Am J Matern Child
Nurs, Sep-Oct, 35(5), 280-5.
Snoek, JE., & Engedal, K. (2000). Psykiatri. Kunnskap, forståelse, utfordringer, Akribe, Oslo (in
Norwegian).
Stern, DN., & Bruschweiler-Stern, N. (2000). En mor blir til, Fagbokforlaget, Bergen (in
Norwegian).
Stern, DN. (2006). Introduction to the special issue on early preventive intervention and
home visiting. Infant Mental Health Journal, 27, 1-4.
Stewart, DE., Robertson, E., Dennis CL., & Grace, S. (2004). An evidence-based approach to
post-partum depression. World Psychiatry 2004 3, 97–98.
Vik, K., Aass, IM., Willumsen, AB., & Hafting, M. (2009). "It's about focusing on the mother's
mental health'': screening for postnatal depression seen from the health visitors'
perspective--a qualitative study. Scandinavian Journal of Public Health, 37, 239-245.
Vivilaki, VG., Dafermos, V., Kogevinas, M., Bitsios, P., & Lionis, C. (2009). The Edinburgh
Postnatal Depression Scale: translation and validation for a Greek sample. BMC
Public Health, 9, 329, DOI: 10.1186/1471-2458-9-329.
Wheatley, SL. (2005). Coping with postnatal depression, Sheldon Press, London.
Wickberg, B., & Hwang, CP. (2003). Post partum depression – nedstämthet och depression i
samband med barnefödande. [Post-partum depression – dejection and depression associated
with childbirth], Statens folkhälsoinstitut, 2003:59 (in Swedish).
Wilkins, C. (2006). A qualitative study exploring the support needs of first-time mothers on
their journey towards intuitive parenting. Midwifery, 22, 169-18.
Zubaran, C., Schumacher, M., Roxo, MR., & Foresti, K. (2010). Screening tools for
postpartum depression: validity and cultural dimensions. African Journal of
Psychiatry, 13, 357 -365.

www.intechopen.com

Perinatal Depression

Edited by Dr. María Graciela Rojas Castillo

ISBN 978-953-307-826-7
Hard cover, 190 pages
Publisher InTech

Published online 20, January, 2012

Published in print edition January, 2012
This book presents ten chapters that give us important information about epidemiological, biological, clinical
and psychological aspects of common mental disorders during pregnancy and in the postnatal period. Some of
the issues covered in this book are: detecting postnatal depression using different instruments at the right
time, which is very important to avoid the negative effects on the children of depressed mothers;
understanding the impact of anxiety and depression during pregnancy and in the postnatal period; biological
issues of perinatal anxiety and depression; epidemiological information about perinatal mental health problems
among minorities, like immigrant population and underserved rural women. Some information is also provided
on postnatal depression in men, which is frequently overlooked.

How to reference

In order to correctly reference this scholarly work, feel free to copy and paste the following:
Kari Glavin (2012). Screening and Prevention of Postnatal Depression, Perinatal Depression, Dr. María
Graciela Rojas Castillo (Ed.), ISBN: 978-953-307-826-7, InTech, Available from:
http://www.intechopen.com/books/perinatal-depression/screening-and-prevention-of-postnatal-depression

InTech Europe

University Campus STeP Ri
Slavka Krautzeka 83/A
51000 Rijeka, Croatia
Phone: +385 (51) 770 447
Fax: +385 (51) 686 166
www.intechopen.com

InTech China

Unit 405, Office Block, Hotel Equatorial Shanghai
No.65, Yan An Road (West), Shanghai, 200040, China
Phone: +86-21-62489820
Fax: +86-21-62489821

© 2012 The Author(s). Licensee IntechOpen. This is an open access article
distributed under the terms of the Creative Commons Attribution 3.0
License, which permits unrestricted use, distribution, and reproduction in
any medium, provided the original work is properly cited.

