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I erinatal depression is the most common com-

plication of pregnancy, with a higher incidence than
gestational diabetes, preeclampsia, or preterm birth. Peri-
natal depression affects 1 of every 7 women.! Antenatal
depression is a significant risk factor for postpartum de-
pression and, if left untreated, increases risk for preterm
birth, low birth weight, preeclampsia, excess gestational
weight gain, and operative delivery while decreasing
rates of breastfeeding.23

The American College of Nurse Midwives recom-
mends midwives integrate prevention, universal screen-
ing, treatment, and/or referral for depression into the
care they provide for women.# The American College of
Obstetricians and Gynecologists, the US Preventive Ser-
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vices Task Force, and the American Academy of Family
Physicians recommend screening all pregnant and post-
partum women for depression and stress that screening
should be implemented only when adequate systems are
in place to ensure accurate diagnosis, effective treatment,
and appropriate follow-up.>~”

A survey of 53 certified nurse midwives in Oregon
showed that although 94% screened for prenatal de-
pression, only 53% had a formalized screening process
in place.g A national survey of obstetricians and gynecol-
ogists reported that 53% universally screened pregnant
patients for depression, but only 33.67% implemented
guideline-congruent care.?

The Council on Patient Safety in Women's Health Care,
a multidisciplinary collaboration of organizations across
the spectrum of women’s health, developed the Maternal
Mental Health Patient Safety Bundle in 2016. The bundle
has four key components: readiness, recognition and pre-
vention, response, and reporting and systems learning.
Patient safety bundles are developed to provide a small
set of evidence-based interventions to achieve improved
outcomes. They are based on the concept that when care
processes are grouped into simple bundles, healthcare
providers are more likely to implement them by making
fundamental changes in how they work.10

Project purpose

The purpose of this DNP quality improvement (Ql) proj-
ect was to utilize the Maternal Mental Health Patient
Safety Bundle to design and implement a universal peri-
natal depression screening and response protocol within
a Federally Qualified Health Center (FQHC) in central
Ohio. The goal was to increase the rate of screening and
referral for depressive symptoms among pregnant and
postpartum individuals. Prior to implementation, the
FQHC site did not have a standardized process in place
to ensure timely diagnosis, effective treatment, and fol-
low-up for perinatal depression.

Description of the setting and
population

The site for this project was a nurse-practitioner-led
FQHC in an urban area in central Ohio. The implementa-
tion site provided prenatal care to women who lived pre-
dominantly in one county, with 65% of pregnant patients
being low-income Black women. The age range for the
perinatal population was from 15 to 44 years, with 74% of
women falling between the ages of 20 and 29 years.

A low volume of perinatal patients was seen at the site,
typically 30 to 35 patients each week with 110 births per
year. Three certified nurse midwives provided perinatal
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Table 1. Rates of depression screening by visit type pre- and post-quality improvement

Visit type Pre-quality improvement Post-quality improvement
count (frequency) count (frequency)

Initial prenatal 61/66 (92.4%) 17/18 (94.4%)

24-28 week e 11/12 (91.6%)

Postpartum 30730 (100%) 11/11 (100%)

Follow-up EPDS > 6 (4 wks) e 9/9 (100%)

Total 91/96 (94.7%) 48/50 (96%)

EPDS, Edinburgh Postpartum Depression Scale.
***No screenings done at this time period.

Note: The pre-quality improvement data spanned 6 months while the post-quality improvement data spanned 8 weeks.

Table 2. Elevated depression screens by visit type pre- and post-quality improvement

Visit type
count (frequency)

Pre-quality improvement

Post-quality improvement
count (frequency)

Initial prenatal 32/61 (52.5%)

517 (29.4%)

24-28 week e

4/11 (36.4%)

Postpartum 11/30 (36.7%)

4/11 (36.4%)

Follow up for elevated screen e

6/9 (66.7%)

Total 43/91 (47.3%)

***No screenings done at this time period.

19/48 (39.6%)

Note: A score of > 6 on the Edinburgh Postpartum Depression Scale was considered to be an elevated depression screen;

the pre-quality improvement data spanned 6 months while the post-quality improvement data spanned 8 weeks.

care and a unique multidisciplinary team consisting of a
counselor, social worker, psychiatric mental health nurse
practitioner, family nurse practitioners, and a community
health worker worked at the site.

Description of the quality
improvement project

An evidence-based perinatal depression screening and
response protocol was developed based on recommen-
dations from the Maternal Mental Health Safety Bundle.
Education on use of the protocol was given to all providers
and staff via a 30-minute PowerPoint presentation. The
screening aspect of the protocol called for administration
of the Edinburgh Postnatal Depression Scale (EPDS) to all
patients at initial, 24- to 28-week gestation, and postpar-
tum visits. The response aspect of the protocol required

a referral to a mental health provider for any EPDS score

of 14 or greater, indicating the patient is at risk for or has
symptoms of moderate-to-severe depression. All patients
with an EPDS score of more than 6 were scheduled to have
arepeat screen at the following visit. The project was im-
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plemented over an 8-week period of time. This QI project
was determined to be exempt by the Ohio State University
human subjects assessment process and did not require
Institutional Review Board review.

Methods to evaluate outcomes

Patient charts were reviewed before and after implemen-
tation to monitor rates of perinatal depression screening
and referral. Data collection was done by chart review
and a case management log. Six months of patient charts
were reviewed for baseline data. This included descrip-
tive statistics such as age, race, screenings completed,
number of positive screens, the response to positive
screens, and referrals made and completed. After proj-
ect implementation, this same data was collected for 8
weeks to assess provider adherence to the protocol. All
patient charts that demonstrated a positive screen (EPDS
> 6) were reviewed for appropriate diagnosis added to
the electronic medical record (EMR) problem list, doc-
umentation of education, and, if required, a completed
referral to a mental health provider.
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Table 3. Referral rates for elevated depression screens pre- and post-quality improvement

EPDS score Pre-quality improvement Post-quality improvement
count (frequency) count (frequency)

Referrals EPDS 7-13 1/33 (3.0%) 2/14 (14.2%)

Referrals EPDS > 13 7110 (70%) 3/5 (60%)

Total referrals 8/43 (18.6%)

EPDS, Edinburgh Postpartum Depression Scale.

5/19 (26.3%)

Note: The pre-quality improvement data spanned 6 months while the post-quality improvement data spanned 8 weeks.

Outcomes
A total of 50 perinatal patients were screened during the
8-week implementation of the protocol.

As shown in Table 1, implementation of the protocol
increased rates of screening from 92.5% to 94% at the
new patient visit and from 0% to 92% at the 24- to 28-
week prenatal visit. Screening rates remained stable at
100% pre- and post-implementation for all postpartum
visits. During implementation, two patients were not
screened: one at the initial visit and one at the 24- to 28-
week visit. Both patients were non-English speaking with
no EPDS readily available for their language. As shown
in Table 2, the percentage of positive depression screens
decreased pre- to post-Ql project.

As shown in Table 3, referral rates increased from
18.6% to 26.3% for women with elevated EPDS scores
indicating symptoms of depression (> 6). This represents
a41.4% increase in clinic referrals. It is important to
note that there were nine patients who had follow-up
appointments during the 8-week project who were re-
screened per the new perinatal depression screening
and response protocol. Women were re-screened if their
EPDS score on a prior visit was more than 6. Of the nine
patients, six had scores that remained elevated and four
of the six agreed to a referral for counseling. The highest
percentage of referrals occurred in this follow-up screen-
ing group. This screening time frame was new for the
practice and highlights the importance of follow-up for
women who have elevated EPDS screens.

Discussion and implications for
practice

Early identification of depression during pregnancy

and postpartum offers an opportunity for providers to
discuss symptoms of depression and refer patients for
counseling and treatment. It has long been recognized
that standardization of healthcare processes and reduced
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variation improves outcomes and quality of care.'® This
DNP project demonstrated that standardization in the
form of an evidence-based protocol increased the rate of
depression screening and increased referrals to a mental
health specialist for treatment. This project also demon-
strates the need for multiple screening points during and
after pregnancy with follow up for those with elevated
EPDS scores.

Facilitators of this project included the unique makeup
of the FQHC, midwives with additional mental health
training and supportive administration and staff. The
project had no negative finanacial impact and minimal
workflow changes. The ability to refer for mental health
services to the clinic's imbedded mental health counselor
or psychiatric mental health nurse practitioner allowed
successful implementation of the screening and re-
sponse protocol.

Barriers encountered during implementation of this
Ql project included a provider resignation that resulted
in missed opportunities for screening due to increased
workload on the remaining providers and the need to
orient a new provider. Another challenge was patient lan-
guage barriers. The clinic did not have the EPDS readily
available in all languages of the clinic population. An ad-
ditional barrier was the EMR. Specifically, documentation
of an EPDS score is cumbersome and an elevated score
does not “trigger” additional documentation or action.
This issue provides an excellent future opportunity to
create a clinical decision support aid within the EMR for a
perinatal depression screening and response protocol.

Conclusion

Limitations

The implementation and further evaluation of this pro-
tocol warrants consideration at additional sites over a
longer time period and with a larger number of provid-
ers and patients. After completion of this project, there
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The ability to refer for Mental
health services to the clinic's
imlbedded mental health

counselor or psychiatric
mental health nurse
practitioner aliowed successful
implementation of the SCreening
and response protocol.

are some questions that need additional research for
evidence-based solutions. What are other interventions
for women who score in the “at risk for depression” EPDS
range (7-13)? Is giving a handout on resources enough?
Another question is how many times should this screen
be repeated if the scores remain elevated before recom-
mending a patient for further evaluation by a mental
health provider? What are the barriers to patient’s accep-
tance of a referral? What interventions increase referral
acceptance rates?

In conclusion, the utilization of bundles and the stan-
dardization of care improve patient outcomes. Imple-
menting evidence-based perinatal depression screening
protocols into practice is essential. The evidence-based
screening and response protocol presented here can
be utilized by obstetric providers to improve the care
delivered to perinatal women in regard to screening for
depression during and after pregnancy. |
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