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ABSTRACT 

Depression during the perinatal year affects one in seven women, making it the most 

common complication of pregnancy. It has been well-documented that perinatal depression is 

associated with poor outcomes in both maternal and child health. Universal screening for 

depression is feasible and screening with follow-up improves perinatal outcomes for mothers and 

their children. It has been shown in the literature that lack of provider education and confidence 

is a barrier to identification and treatment of perinatal depression. Therefore, the purpose of this 

quality improvement project was to improve provider screening and management of perinatal 

depression at a prenatal clinic in central Texas through provider education and implementation of 

an evidence-based screening and referral protocol. A pretest/posttest design was used to evaluate 

provider beliefs, attitudes, and self-efficacy before and after implementation of an evidence- 

based protocol and an educational webinar covering perinatal depression, screening tools, 

treatment options, and when to refer.  Three of the 13 provider survey items addressing a sense 

of responsibility and self-efficacy reached our goal of 10% improvement. The other items did 

not reach this level, but showed a positive shift towards increased provider self-efficacy. One of 

the important outcomes of this project was to create a network of mental health providers to 

whom the clinic could refer women with positive perinatal depression scores. 



2  

A Quality Improvement Provider Protocol Addressing Perinatal Depression Identification 

and Treatment in a Prenatal Clinic 

 
 

Depression during the perinatal year affects one in seven women (14%), making it the 

most common complication in pregnancy (American College of Obstetricians and Gynecologists 

[ACOG], 2018; Kendig et al., 2017; Selix & Goyal, 2018).The Diagnostic and Statistical Manual 

of Mental Disorders-5 (DSM-5) defines perinatal depression as a mood disorder with peripartum 

onset (Selix & Goyal, 2018; Texas Health & Human Services [HHS], n.d.), occurring anytime 

during pregnancy and up to 12 months postpartum (ACOG, 2018). It has been well-documented 

that perinatal depression is associated with poor outcomes in both maternal and child health 

(Byatt et al., 2018; Kendig et al, 2017). For mothers, the most severe outcome from perinatal 

depression is maternal suicide, which now exceeds preeclampsia and obstetric hemorrhage as a 

cause of maternal death (Clark, Gessner, & Bombaugh, 2017; Palladino, et al., 2011). For 

children, exposure to postpartum depression is considered an adverse childhood experience 

(ACE) (Gilbert, Balio, & Bauer, 2017) and increases a child’s risk for poor attachment, abuse, 

neglect, impaired social interaction, and delayed cognitive and behavioral development 

(American Academy of Pediatrics [AAP], 2010; Selix & Goyal, 2018). Increasing the 

identification and treatment of perinatal depression through the implementation of universal 

screening with a clear process for follow-up can reduce the burden to women, families, and 

society (Loudon, Nentin, & Silverman, 2016). 

Of the 520,000 mothers who experience postpartum depression every year in the United 

States, only half of them will be identified (Loudon et al., 2016), only 14 to 16% will receive any 

treatment, and only 6 to 9% will receive adequate treatment (Cox et al., 2017). This represents a 

significant gap in care. Additionally, that lack of care has resulted in an estimated $5.7 billion 



3  

spent on increased utilization of health care services and lost productivity due to untreated or 

under-treated perinatal depression (Selix et al., 2017). Accurate evidence-based screening with 

validated tools to identify and treat these women is essential to providing high quality care. 

Review of the Literature 

 

Screening for depression during the perinatal year is recommended by the Association of 

Women’s Health, Obstetrics, and Neonatal Nurses (AWHONN, 2015), ACOG (2018), and the 

American College of Nurse-Midwives (ACNM, 2013). The United States Preventive Services 

Task Force (USPSTF) has also delivered a statement recommending universal screening for 

depression in pregnant and postpartum women (O'Connor, Rossom, Henninger, Groom, & 

Burda, 2016). Universal screening is feasible (Avalos et al., 2016; Long, Cramer, Jenkins, 

Bennington, & Paulson, 2019; Miller, Shade, & Vasireddy, 2009; Miller et al., 2012; Venkatesh 

et al., 2016), and screening with follow-up improves perinatal depression outcomes for mothers 

(Avalos et al., 2016; Yawn et al., 2012). 

Several studies have implemented universal screening with positive results. In a large 

(N=97,678) population-based retrospective cohort study, Avalos et al. (2016) reported on the 

implementation of a universal screening program for perinatal depression in a large, integrated 

health system. This universal screening program involved screening for depression two times 

during pregnancy and once during the postpartum period using the Patient Health Questionnaire- 

9 (PHQ-9). Mothers with positive screens (score of 10 or higher) were referred for treatment and 

reassessed on follow-up visits (Avalos et al., 2016). Over the seven-year study, the percentage of 

mothers screened increased from 1% pre-implementation to 98% at the full implementation 

phase (Avalos et al., 2016). 
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In a randomized control trial (RCT) conducted by Yawn (2012) and colleagues, 28 family 

medicine practices across 21 states were randomized into usual care (control=14 practices) and 

intervention (experimental=14 practices) groups. The intervention practices received training in 

postpartum depression screening and diagnosis with tools to help guide clinical decision-making 

regarding assessment, management, and follow-up with mothers who screened positive for 

postpartum depression. Every practice in both groups recruited and enrolled mothers between 

five and 12 weeks postpartum (N=2343). The primary differences in the mothers in the 

intervention group (n=1353), as compared to the usual care group (n=990), were lower incomes, 

less education, and single status. The researchers found the intervention resulted in lower 

depression scores in mothers at six and 12 months postpartum (Yawn et al., 2012). 

Venkatesh et al. (2016) conducted a prospective observational cohort study implementing 

a large-scale (n=8985) universal screening protocol in two large outpatient obstetric practices. 

The intervention included screening women for perinatal depression once during pregnancy and 

once postpartum, and immediate assessment by an on-site licensed clinical social worker 

(LCSW) for women who screened positive for perinatal depression. The researchers concluded 

universal screening was feasible and led to an increased uptake of mental health services. 

In their 2012 quasi-experimental study, Miller et al. enhanced the “Perinatal Depression 

Management Program” already in use at an urban federally qualified health clinic (FQHC) 

serving 400 underserved, primarily Hispanic, women. The current protocol included screening 

for perinatal depression with the PHQ-9 at the initial visit, between 24 and 28 weeks’ gestation, 

and at the first (three to eight weeks) postpartum visit. For this study, providers were trained in 

diagnostic assessment of perinatal depression. Providers completed this diagnostic assessment 

and offered treatment options for women who had positive screens on the PHQ-9. The 
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researchers concluded that, with provider training, improved work-flow processes, and 

interdisciplinary collaboration, diagnostic assessment of perinatal depression in an underserved 

population was feasible. 

These studies highlight the effectiveness of interventions involving provider education, 

detailed protocols for screening, treatment, referral, and follow-up, and immediate diagnostic 

assessment for women who screened positive. Collectively, the studies suggest a comprehensive 

approach to universal screening, diagnosis, and follow-up is the most effective method for 

identification and treatment of perinatal depression in women during pregnancy and the year 

following childbirth. 

Description of the Problem in this Setting 

 

The setting for this project is a small community prenatal clinic in central Texas (pop. 

85,000). The prenatal clinic provides prenatal care annually to approximately 350 low-income 

women who are covered by Children’s Health Insurance Program (CHIP) or Medicaid. 

Approximately 60% of the patients are Hispanic, many of whom have recently emigrated from 

Mexico and are Spanish speaking only. The clinic is served by nine providers, including seven 

family practice physicians and two advanced practice registered nurses (APRNs). The physician 

practice uses the clinic as a training ground for family practice resident physicians who desire to 

practice obstetrics. Currently, there are 11 resident physicians who are training in obstetrics at 

the clinic. Although the clinic follows professional guidelines for screening, there was no clear 

process for identification and management of women who screen positive. 

Barriers exist in the identification and follow-up process for perinatal depression, 

including provider lack of education or confidence (Leiferman et al., 2019; Selix & Goyal, 

2018), lack of an established, consistent clinic protocol (Loudon et al., 2016), patient fear of 
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judgment (Clark et al, 2017), and failure of third party payers to cover screening and/or treatment 

(Selix & Goyal, 2018). Considering the risk of perinatal depression may be up to 40 to 60% in 

low-income women (Texans Care for Children & Methodist Healthcare Ministries of South 

Texas, Inc., 2017), this takes on added significance in the prenatal clinic which serves a largely 

immigrant Hispanic population who are covered by public insurance. 

Purpose Statement and PICO Question 

 

The purpose of this quality improvement (QI) project was to improve provider screening 

and management of perinatal depression at a prenatal clinic in central Texas, through provider 

education and implementation of an evidence-based screening and referral protocol. Project Aim 

1 was to improve provider attitudes, beliefs, and self-efficacy toward perinatal screening and 

management following a provider educational intervention, as measured by at least a 10% 

increased score on the attitudes, beliefs and self-efficacy sub-scales of the Management of 

Maternal Depression Inventory (MMDI) (Leiferman et al., 2019) following the educational 

intervention and three-month protocol period. Project Aim 2 was to improve provider 

management behaviors following implementation of the Edinburgh Postnatal Depression Scale 

([EPDS] Cox, Holden, & Sagovsky, 1987) screening tool with the goal of screening 80% of all 

perinatal patients during the three-month protocol period. 

The clinical question that informed this project was: Does provider education and a 

perinatal depression protocol, trialed over three months in a primary care clinic, improve 

provider management of perinatal depression, when compared to pre-intervention? The Doctor 

of Nursing Practice (DNP) essential this QI project demonstrates is Essential III: Clinical 

Scholarship and Analytical Methods for Evidence-Based Practice (American Association of 

Colleges of Nursing [AACN], 2006). This project exemplified Essential III because it translated 
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evidence into practice through developing practice protocols, improving health care outcomes, 

and encouraging interdisciplinary collaboration. 

Methods                                                         

Guiding Frameworks and Conceptual Models 

A theoretical framework and two conceptual models guided the iterative aspects of 

change and clinical practice for this quality improvement initiative. (1) Plan-Do-Study-Act 

(PDSA) QI model (Institute for Healthcare Improvement [IHI], 2020); (2) Havelock’s Theory of 

Planned Change (Udod & Wagner, n.d.); and (3) Maternal Role Attainment – Becoming a 

Mother (Mercer, 2004). These frameworks ensured the project would be iterative in order to 

improve the process and success of the change. 

The PDSA model was the overarching framework that guided this project. This model is 

a scientific method for measuring the success of a planned change. The process starts on a small 

scale, with iterative cycles to achieve the desired results. After determining the aims of the 

project, the first step of the PDSA cycle is to develop a plan to meet the aims. Following the 

creation of the plan, implementation of the plan is undertaken. Next is to study the results of the 

intervention, and finally, based on what was learned, modifications to the plan are made (IHI, 

2020). 

Havelock’s Theory of Planned Change was the conceptual framework guiding the change 

process. Havelock built upon Lewin’s theory and further defined the steps of unfreezing, 

moving, and refreezing (Figure 1). There are six steps to Havelock’s framework: 1) building a 

relationship; 2) diagnosing the problem; 3) acquiring resources for change; 4) selecting a 

pathway for the solution; 5) establishing and accepting change; and 6) maintenance and 

separation (Udod & Wagner, n.d.). 
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The first step to improving maternal mental health was to recognize the problem and 

implement universal screening as recommended by several professional organizations 

(AWHONN, 2015; ACOG, 2018; ACNM, 2013; O’Connor et al., 2016). Recognizing the 

problem went deeper than simply determining that more screening was needed. Specific goals 

were identified and plans were made to overcome the barriers to screening and follow-up with 

mental health services. Acquiring resources for change involved developing solutions based on a 

sound knowledge of clinic culture and processes, providers’ knowledge and practice, and patient 

barriers to follow-up. The solution selected was a comprehensive, multi-pronged, evidence-based 

approach to improve provider self-efficacy and perinatal depression screening rates. 

To establish and accept change, frequent and open communication with health care 

providers (HCPs) and staff was necessary through both planned and impromptu meetings. 

Getting input from key stakeholders through regular check-ins was critical to the acceptance and 

success of the project. Maintenance and separation meant the change implemented was 

sustainable. The practice became the new normal, and continued monitoring by the change agent 

was no longer needed. 

 

 
Figure 1: Havelock’s Theory of Planned Change. 

 

The theoretical framework to inform clinical practice for this project, Maternal Role 

Attainment - Becoming a Mother by Ramona Mercer (2004), supports the need for improvement 
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in maternal mental health (Figure 2). The process of becoming a mother involves four stages: a) 

preparation and anticipation during pregnancy for the arrival of the infant; b) following birth the 

mother becomes acquainted and attached to the infant; c) moving towards a new normal over the 

first four months and; d) achievement of a maternal identity (Mercer, 2006). 

 

 
Figure 2: A microsystem within the evolving model of 

maternal role attainment. From Mercer (1995). 

Reprinted with permission. 

 
 

Mothers who experience perinatal depression or anxiety can have negative perceptions of 

both themselves and their infants and doubt their ability to care for their newborns (Mercer, 

2004). Reducing the impact of perinatal depression, by identifying and treating it, can improve 

the experience of motherhood, and improve the mother-infant dyad relationship. 

Ethics Considerations 

 

This project plan was reviewed by the Texas A&M University-Corpus Christi 

Institutional Review Board (IRB), and received a determination of “Not Human Subjects 

Research”. Permission to proceed as a Quality Improvement project was granted (Appendix 1). 

Personal Health Information (PHI) was collected for project purposes only, following execution 
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of a HIPAA Confidentiality Agreement from the facility (Appendix 2). A letter of support was 

provided by the Program Director of the Texas A&M Family Residency Program to fully support 

the project and acknowledge collection of PHI for project purposes only (Appendix 3). 

Project Design 

 

This project was a QI initiative using a pretest/posttest design and electronic medical 

record (EMR) review to implement a provider education module and management protocol to 

improve screening and management of perinatal depression in women attending a prenatal clinic 

in central Texas. Current clinical practice and clinic practices included perinatal depression 

screening with the PHQ-9 by staff at the first prenatal visit and with the EPDS at the postpartum 

visit. Staff scored the screening tool and reported it to the provider. Often, the score was not 

documented in the provider notes, suggesting it was not discussed with the patient. 

Conversations with providers revealed that perinatal depression was only discussed if the patient 

brought it up, and then a diagnosis would be made based on individual provider clinical 

judgment. Since many women do not bring up their concerns regarding mood disturbances for 

fear of judgement or because they think it’s “normal”, the provider practice of not routinely 

screening every patient with a validated screening tool could lead to missed diagnoses 

(Leiferman et al., 2019). 

When HCPs did screen for perinatal depression, there was not a standardized protocol in 

place. Providers used one of two different screening tools, making consistent identification of 

perinatal depression difficult, at best. In addition, untrained staff performed the initial and 

postpartum patient depression assessments and there was often no evidence that providers 

followed up when patients screened positive for perinatal depression. These factors reflected a 

possible lack of provider knowledge regarding patient hesitancy to voluntarily report symptoms 
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of depression and perhaps a belief that universal screening may be unnecessary. Both findings 

presented an opportunity to improve the quality of care provided at the clinic through provider 

education and the provision of an evidence-based universal perinatal depression protocol. 

Prior to implementation, potential barriers that could affect the success of the QI project 

were identified. These included communication challenges in delivering messages to providers, 

provider beliefs and attitudes, and provider time constraints. These factors were mitigated by 

using multiple modes of communication, utilizing both evidence-based information and personal 

stories to impress the importance of the topic, and creating a process that was simple and easy to 

use. For example, modes of communication included email, scheduled face to face meetings, and 

also impromptu check-ins with clinic and hospital providers. Education was provided via a 

webinar on perinatal mood and anxiety disorders produced by ACOG (Simas & Byatt, 2019). 

Personal stories were shared by staff, including one of whom related unidentified postpartum 

anxiety resulting in a year of suffering following childbirth. Because of her experience, she 

supported the project and encouraged buy-in from other staff and providers. A protocol binder 

was placed in the provider office, which included the timeline for the QI project, the protocol, 

screening tools, a screenshot of the education tab, clinical algorithms on when and how to screen, 

treat, and refer, and a list of mental health resources in the community. 

Intervention 

 

A convenience sample was recruited from all HCPs who provided care for women at the 

clinic. Participants were included if 1) they agreed to participate; 2) completed the pretest and 

posttest; and 3) met with the QI project director (PD) within the two-week education period. Of 

the 20 providers in the clinic, 19 were eligible. The PD is one of the APRNs at the clinic, so was 

excluded. It was estimated that 75% of eligible providers would participate, thus a sample size of 
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14 was expected. An incentive of a $15 Starbucks gift card was provided to all participants who 

complete the pretest and posttest and were willing to reveal their identity to the PD at the end of 

the project. 

The intervention for this QI project included: 1) a brief provider education via an ACOG 

webinar covering perinatal depression, screening tools, treatment options, and when to refer 

(Simas & Byatt, 2019); 2) EMR reminders to screen for perinatal depression, which were placed 

under the education tab in the EMR; and 3) clinical algorithms outlining steps for screening, 

treatment, and referral which were placed in the protocol binder in the provider office (Byatt et 

al., 2017). It has been shown that lack of provider education and confidence is a barrier to 

identification and treatment of perinatal depression (Selix & Goyal, 2018). Considering the 

preponderance of evidence that perinatal depression can have devastating effects (Clark et al., 

2017; Selix & Goyal, 2018), interventions to increase the identification and treatment of 

perinatal depression through the implementation of universal screening with a clear process for 

follow-up can reduce the economic, sociological, and emotional burden to women, families, and 

society (Loudon et al., 2016). 

At the time of recruitment, a pretest survey (Leiferman et al., 2019) was provided to all 

HCPs. Results from this pretest showed the level of provider attitudes, beliefs, and self-efficacy. 

The pretest was made available via Qualtrics (2020), which is a web-based survey tool allowing 

anonymous polling. It was estimated the survey would take approximately five to ten minutes to 

complete. The PD met with eligible providers at one of their meetings to distribute information 

folders and instruct participants on the pretest, which they were asked to take on their own before 

the end of the recruitment period. Email reminders were sent out regularly, until the last 

recruitment date, to all potential participants to take the pretest survey. After the recruitment 
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period, the educational webinar was presented to participants during the educational 

dissemination period. This occurred at one of the provider meetings. Only two providers were 

able to attend this meeting, so those who were not in attendance were asked to view the webinar 

via a web link. Reminders were sent weekly via email until the end of the education 

dissemination period. At the end of the educational dissemination period, the clinical protocol 

was implemented. 

The clinical protocol involved screening patients on intake (initial visit), the 24-28 week 

visit, and the postpartum visit with the EPDS, and treatment as indicated in the algorithms if the 

screen was positive. The EPDS has been validated for use during both the pregnancy and the 

postpartum period (Cox et al., 1987) and includes an anxiety component often not included on 

other mental health assessment tools. It also omits somatic symptoms which can be confounded 

by pregnancy (ACOG, 2018). The clinical protocol period ended on April 30, 2020 and then the 

posttest survey was distributed. All participants were asked to complete the posttest by the end of 

the evaluation period. Reminders were sent out as described above for the pretest survey. 

According to Leiferman et al. (2019), a six to eight-week interval between pretest and posttest 

was enough time to show change in self-efficacy (Appendix 4). 

Data collection. The outcomes measured were 1) provider attitudes, beliefs, and self- 

efficacy in identifying and treating and/or referring patients who screen positive for perinatal 

depression utilizing a pretest/posttest consisting of items from the MMDI (Leiferman et al., 

2019); and 2) the number of women screened during pregnancy and postpartum using the EPDS 

screening tool. 

The plan was to collect data every one to two weeks during the 12-week project period, 

typically on Friday afternoons when the clinic was open, but no patients were scheduled. 
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However, due to the national emergency of COVID-19, data collection came to a standstill for 

several weeks. Data was manually extracted from patient charts in the EMR to evaluate the 

success of the implementation of protocol. At the end of the implementation period, an email 

was sent out to all participants to complete their posttests online through Qualtrics (2020). The 

posttest asked the same questions as the pretest in order to evaluate changes in attitudes, beliefs, 

and self-efficacy. In addition, the posttest asked two additional questions: 1) Did you complete 

the pretest? and 2) Did you view the educational webinar? This allowed the PD to better evaluate 

results by determining how many participants had completed the requested activities. Reminders 

to complete the posttest were sent twice weekly via email to providers. 

Measurement tools. Several measurement tools were used to meet the project outcome 

objectives. The first outcome objective was to increase, by at least 10%, provider attitudes, 

beliefs, and self-efficacy in identifying and treating perinatal depression. This was measured with 

the MMDI developed by Leiferman et al. (2019). Permission to use this tool was granted from 

the publishers (Wolters Kluwer Health Inc., 2019 [Appendix 5]). This survey tool contains a 

total of 34 Likert-scale items and four subscales measuring provider self-efficacy, management 

of depression practices, perceived patient barriers, and satisfaction with mental health services 

(Leiferman et al., 2019, p. 181-182). For this QI project, we used the first two subscales of 

provider self-efficacy and management practices, a total of 19 questions. These two subscales 

showed good internal consistency as follows: provider self-efficacy (αpre = 0.741, αpost = 0.755), 

and management practices (αpre = 0.744, αpost = 0.750) (Leiferman et al., 2019). 

The second outcome objective was to attain an 80% screening rate for perinatal 

depression at each screening point (initial visit, 24 to 28 weeks gestation, and postpartum). This 

outcome was measured utilizing the PD-created chart audit tool (Appendix 6). 
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Analysis/Evaluation Plan 

 

To determine if provider attitudes, beliefs and self-efficacy regarding perinatal depression 

management improved, mean group scores from each question were used to compare pre- 

intervention subscale scores to post-intervention subscale scores from the MMDI. SPSS v. 26 

was used to analyze the data. To determine if provider perinatal depression screening and 

management behaviors improved, EMR records were reviewed to determine the number of 

patients who were screened for perinatal depression using the EPDS. A run chart was used to 

show changes over time (IHI, 2019) for the percent of patients who were screened on intake, at 

24-28 weeks, and postpartum over the three-month trial protocol period. 

Results 

 

Setting and Improvement Intervention 

 

This QI project was implemented in a small, privately funded, prenatal community clinic 

serving underserved, primarily immigrant, Hispanic women in central Texas. The intervention 

began with introducing the project to the providers at the clinic and inviting them to complete the 

provider survey to assess attitudes, beliefs, and self-efficacy about perinatal depression 

(Leiferman, 2019). The goal of 75% participation was not reached at the end of the two-week 

period, so the deadline was extended and email reminders were sent. A total of 16 providers 

(84%) participated. 

After the recruitment period was complete, the PD attended a scheduled provider meeting 

to present instruction about the planned intervention aimed at identification and treatment of 

perinatal depression (Simas & Byatt, 2019). Of the 19 clinic HCPs, two HCPs attended that 

meeting. For each provider who did not attend the meeting, the PD caught up with them at the 

clinic or the hospital to deliver the intervention information individually. In person requests and 
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email reminders were sent to these providers to watch the educational webinar on their own time. 

The physician overseeing the residents at this clinic informed the PD that all providers were 

required to do 16 hours of training for a new EMR being implemented at their other clinic. 

Because of this, it was a challenge for them to watch the webinar for this project. Despite several 

email reminders through the early phases of the implementation period, only four providers 

viewed the webinar prior to implementation, only two providers viewed the webinar after 

implementation, and ten providers never viewed the webinar. 

After this two-week period, the intervention was implemented in the clinic. Several 

unexpected events occurred during the implementation phase affecting the original project plan. 

During the spring of 2020 the COVID-19 pandemic caused global, national, state, and regional 

social and economic disruption. In the State of Texas Governor Greg Abbott issued stay-at-home 

orders. Consequently, clinic processes changed dramatically. First, the number of people going 

in and out of the clinic was restricted. Only two attending physicians and the resident physicians 

could see patients. The PD was one of the restricted persons. Data collection and the ability to 

check in personally with staff and providers came to a complete halt for a full month. During this 

time period, the PD checked in with staff and providers via email only. Secondly, the process for 

patient visits also changed and new protocols were written for staff and providers. Fewer visits 

were conducted in-person and were replaced by telehealth visits. For all visits, staff called the 

patient the day before to remind them of their visit and explain the new process. For in-person 

visits, staff screened patients for fever and viral symptoms, and cleaned all equipment, chairs, 

surfaces, and doors between patients. Additional tasks required of staff included clinic deep 

cleaning at the end of the day, keeping count of cleaning supplies and personal protective 

equipment (PPE), and performing more blood draws for laboratory testing. Increased 
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responsibilities redirected time and attention away from the QI project. In addition, the staff 

member who was responsible for giving the patient the screening tool with instructions left her 

position during this time. Another staff member took on this added responsibility along with her 

other duties. In a phone interview with this staff member, she said depression screening was 

lower priority for her now that she had so many other responsibilities. This led to many patients 

not being screened on their 24-28 week visit. 

The new pandemic protocol at the clinic acknowledged this was a stressful time for 

pregnant women, and therefore called for perinatal depression screening at every visit with the 

PHQ-2 (a two-question version of the PHQ-9). If the screen was positive, the new protocol 

instructed providers to screen with the PHQ-9. An additional note on the protocol reminded 

providers about the QI project, and to continue to follow the guidelines for this project. In an 

email interview with the physician in charge of the residency program, she said they were 

continuing to use the EPDS per protocol, and there hadn’t been any change in their practice 

related to perinatal depression screening due to the pandemic. During data collection, it was 

noted that both the PHQ-9 and EPDS were being used. 

Following the three-month intervention period, a posttest survey, identical to the pretest, 

was conducted to measure change in attitudes, beliefs, and self-efficacy (Leiferman, 2019). The 

goal for all providers who completed the pretest to also complete the posttest was not achieved in 

the two-week period. Therefore, the deadline was extended, personal requests were made, and 

email reminders were sent. An incentive of a $15 Starbuck’s gift card was offered. See Table 1 

for details about the phases of this project. 
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TABLE 1. 

QI Project Phases 
 

Phase Dates Original Plan Issues Encountered Revised Plan 

I 1/2/20 – 75% of eligible Did not get 14 participants Extended deadline to 1/20 

Recruitment/ 1/15/20 participants (14) by 1/15 and sent another email 
Pretest (extended to expected.  request. 16 participants 

 1/17/20)   completed the pretest. 

II 1/16/20 – Presented protocol Only 2 providers attended Visited all providers at 

Education 1/31/20 with information meeting. clinic or hospital to 

Dissemination  folder, and Implementation of new present protocol on an 
  educational EMR at family physician individual basis. Link to 
  webinar at provider other clinic required the educational webinar 
  meeting viewing of 16 hours of was sent out via email 
   training with 6 reminders 

III 2/3/20 – Implementation of Pandemic changed the PD relied on email 

Implementation 4/30/20 protocol including process at the clinic communication. Data 
  screening with significantly. New collection came to a 
  EPDS at initial, 24- protocol limited persons complete halt for one 
  28 week, and coming into clinic—only 2 month, and then resumed 
  postpartum visit providers, staff, and on weekends only with 
   residents were allowed in permission from clinic 
   the clinic. director 

IV 5/1/20 – All participants Did not get all 16 Extended deadline to 5/31 

Posttest 5/15/20 who completed the participant providers to and sent 5 reminder 
 (extended to pretest will complete posttest. emails. Received a total 
 5/31/20) complete the  of 19 responses. Deleted 
  posttest.  1 because no questions 
    were answered, and 2 
    because they did not 
    complete the pretest 

 

 
Changes in Care Processes and Clinical Outcomes Associated with the Intervention 

 

Participant demographics can be seen in Table 2. The majority of participants were white, 

female, resident physicians, and less than 30 years old. 

TABLE 2. 

Demographic Characteristics 

Characteristic Frequency Percent Characteristic Frequency Percent 

Age 

25 – 29 
30 – 39 

40 – 49 
50 – 59 
Did not answer 

 

7 
4 

1 
3 
1 

 

43.75 
25.00 

6.25 
18.75 
6.25 

Race 

White 

Black 

Hispanic 

Asian 
Other 

 

15 
0 

0 
1 
0 

 

93.75 
0 

0 
6.25 

0 

Gender 

Female 

Male 

Did not answer 

 

12 

3 

1 

 

75.00 

18.75 

6.25 

Years in practice 

2 – 5 
5 – 19 
20 – 29 
Did not answer 

 

10 
2 
3 
1 

 

62.50 
12.50 
18.75 
6.25 
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Role 

Attending 

physician 

Resident physician 

APRN 

 

6 

 

9 
1 

 

37.50 

 

56.25 
6.25 

 

 

Project Aim 1 was to improve provider attitudes, beliefs, and self-efficacy toward 

perinatal screening and management following a provider educational intervention and three- 

month screening protocol period, as measured by at least a 10% increased score on two sub- 

scales of the MMDI (Leiferman et al., 2019). In subscale 1, a Likert scale from “strongly agree” 

to “strongly disagree” was used to assess provider sense of responsibility and self-efficacy. Three 

of the 13 questions reached the goal of 10% improvement (in bold on Table 3). These three 

questions specifically addressed beliefs about the presentation and outcomes for perinatal 

depression, with results of 17.4%, 11.18% and 22.95% improvement, respectively. The other 10 

questions did not achieve the goal of 10% increase in score, but showed a positive shift. Only 

one question related to knowledge of the DSM-5 criteria for depression reached statistical 

significance at p=0.029 (highlighted on Table 3). 

TABLE 3.     

Provider sense of responsibility (subscale 1) 

Question 
PreTest 

Mean (SD) 
PostTest 

Mean (SD) 
p-value % change 

1 Sense of responsibility (self) 4.88 (0.342) 4.81 (0.403) 0.580 1.43  

2 Sense of responsibility (practice) 4.60 (0.632) 4.67 (0.617) 0.806 0.65  

3 Sense of responsibility (self) 4.75 (0.447) 4.63 (0.619) 0.544 0 

4 Sense of responsibility (self) 4.31 (1.138) 4.69 (0.704) 0.333 8.82  

5 Confidence 4.63 (0.619) 4.88 (0.342) 0.216 7.02  

6 Confidence 4.56 (0.512) 4.63 (0.500) 0.718 1.54  

7 Confidence 4.88 (0.342) 4.88 (0.342) 1.000 0 

8 Knowledge of PD 4.13 (0.719) 4.44 (0.629) 0.206 7.51  

9 Knowledge of PD 4.06 (0.998) 4.00 (1.366) 0.898 1.48  

10 Knowledge of PD 3.56 (1.413) 2.94 (1.526) 0.244 17.42  

11 Knowledge of PD 3.31 (1.250) 2.94 (1.389) 0.383 11.18  

12 Knowledge of DSM-5 4.38 (0.619) 4.81 (0.403) 0.029 9.82  

13 Knowledge of PD 2.44 (1.209) 1.88 (0.806) 0.188 22.95  
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Subscale 2 assessed providers’ perceptions of their management of maternal depression 

practices. This subscale used a Likert scale from “daily” to “never” to determine frequency of 

screening, assessment, and referral. Table 4 shows dramatic increases in providers’ perceptions 

of their frequency of screening, assessment, and referral. The only question that did not show 

improvement was question 17, which asked how often the provider referred a patient for 

treatment of maternal depression. Table 4 shows the frequency with which providers responded 

“daily” to the question. 

TABLE 4. 

Provider Management of Maternal Depression (subscale 2) 

Question 
PreTest 

Mean  

PostTest 

Mean  
% change 

14 Assess for PMAD in 

symptomatic 
12.5 37.5 200.00 

15 Use screening tool 12.5 37.5 200.00 

16 Provide counseling 12.5 18.75 50.00 

17 Refer to MH provider 6.25 6.25 0.00 

18 Consult with MH specialist 6.25 12.5 100.00 

19 Others in office do screening 50.00 37.50 25.00 

 

Project Aim 2 was to improve provider management behaviors following implementation 

of the EPDS (Cox, Holden, & Sagovsky, 1987) screening tool with the goal of screening 80% of 

perinatal patients at the three defined points (initial, 24-28 week, and postpartum visit) during the 

three-month protocol period. Electronic medical record review was completed on patients who 

had their initial visit, 24-28 weeks’ gestation visit, and/or their postpartum visit during the 

project period. For the initial visits, the goal of screening 80% was achieved, except for the two- 

week period following the onset of the pandemic (at 8 weeks into the protocol period), when the 

process for visits changed dramatically. For postpartum visits, the goal of 80% screening was 

achieved for all time periods. The 24-28 weeks screening goal was not met. Screening rates ran 
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from 14.29 (at 10 weeks into the protocol period) to 71.43% (at four weeks into the protocol 

period), with the lowest point falling at ten weeks (see Table 4). 

TABLE 4. 

Run Chart 

 

 

Discussion 

 

Summary 

 

The purpose of this QI project was to improve provider screening and management of 

perinatal depression at a prenatal clinic in central Texas, through provider education and 

implementation of an evidence-based screening and referral protocol. The specific aims were to 

improve provider self-efficacy scores by at least 10% and to attain an 80% screening rate for 

perinatal depression during three key periods in the perinatal year. While not all of the specific 

aims were met during this project, the purpose of improving provider screening and management 

of perinatal depression was achieved. Most importantly, increased awareness of the possible 

negative outcomes of perinatal depression and the importance of routine screening was achieved, 

as evidenced by one physician’s comment that they recognized the value of this initiative and 
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had begun screening mothers for postpartum depression during well-baby visits at their other 

clinic. 

This QI project introduced several changes to practice; (1) the use of a different screening 

tool (the EPDS), (2) adding an additional screen mid-pregnancy, (3) adding provider 

accountability for scoring the screening tool, (4) discussing it with the patient, and (5) noting it in 

the EMR. While screening for perinatal depression increased during the protocol period, the 

pandemic tumult caused many providers to default back to previous practice by using the PHQ-9 

screening tool, and missing the 24-28 week screening point. 

Increased screening, posters and brochures in the waiting room and exam rooms, and 

more discussion between staff, providers, and patients about perinatal depression had the effect 

of “commonizing” perinatal depression. It’s important to note that, while perinatal depression is 

not “normal”, it occurs more frequently than other common complications of pregnancy, such as 

diabetes or hypertension (ACOG, 2018; Kendig et al., 2017; Selix & Goyal, 2018). 

Relation to Other Evidence 

 

This QI project used an educational module and well-defined protocol to improve 

provider self-efficacy and management of perinatal depression in a small community prenatal 

clinic serving low-income women. Similar to this project, Miller et al. (2009) implemented 

provider education, on-site mental health assessment, and decision algorithms to guide clinical 

decision-making in a clinic serving 2191 low-income women. The authors concluded, through 

their quasi-experimental design study, that screening and on-site diagnostic assessment was 

feasible, increased provider identification of perinatal depression, and reduced patient barriers to 

mental health care. Long et al. (2019) conducted a systematic review to determine what 

interventions were the most effective to increase screening for perinatal depression and referral 
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to a mental HCP. The 25 studies included in their review showed that educational interventions 

led to moderate improvements in screening rates, referrals to mental health providers, and 

acceptability of screening by both providers and patients (Long et al., 2019). Leiferman et al. 

(2019) conducted a pretest/posttest designed pilot study to test the effectiveness of an online 

training module to increase provider confidence and skills in identifying and managing perinatal 

depression. Their results showed a significant increase in provider self-efficacy in the 

intervention group when compared to the control group (Leiferman et al., 2019). The QI project 

reported here also saw an improvement in provider self-efficacy and management behaviors 

before and after implementation evidenced-based intervention addressing perinatal depression, 

screening, identification, and management. Because 10 of the 16 providers did not view the 

educational webinar, it is difficult to conclude the education portion of this intervention effected 

the improvement seen in self-efficacy and management behaviors. It is more likely that increased 

awareness brought by the implementation of the screening and management protocol led to the 

improvements seen. 

Clinical Significance 

 

While this project did not show statistical significance resulting from the interventions, 

clinical significance was demonstrated. There was a positive shift in self-efficacy and 

management practices, improved knowledge about the presentation and natural history of 

perinatal depression, and increased awareness of the seriousness of the problem of perinatal 

depression. Because of this increased awareness, the family practice physicians began screening 

mothers for postpartum depression at the well-baby visits at their other family practice clinic. 

Additionally, we brought together a network of mental health providers who were 

available to see our patients in need of mental health care. One of these providers was housed in 
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the very same building as the prenatal clinic and was willing to immediately assess our emergent 

patients who expressed suicidal or homicidal ideation. This prevented traumatizing emergency 

room visits, which can be very frightening to a person in a fragile mental state. 

Limitations 

 

There were several occurrences during this QI initiative that limited the effectiveness of 

the project. First, 10 of 16 providers never watched the educational webinar, because physicians 

were required to do 16 hours of video training for a new EMR system being implemented in their 

other clinic and stated a lack of time to watch the webinar. Since this was a major part of the 

intervention protocol, it is difficult to show effectiveness of this intervention. Secondly, the onset 

of the COVID-19 pandemic changed most of the processes in the clinic, including the process for 

screening patients for perinatal depression. While the new process recognized the potential 

impact of the pandemic on the mental health of pregnant women, following the project protocol 

specifically became less important. Third, while pregnancy lasts nine months, this project 

spanned only three months therefore, it was difficult to capture one patient over the entire span 

of her pregnancy to determine if screening occurred at the appropriate points in the timeline of 

her pregnancy. Finally, one participant chose the far-left answer of the Likert scale for every 

question, regardless of the direction of the responses. Most likely, this represented acquiescence 

bias, which is defined by Costello and Roodenberg (2015) as the tendency to agree to 

questionnaires regardless of the content of the question or the direction of the scale. This bias can 

influence measurement results. 

Interpretation 

 

It was noted that, for patients with numerous comorbidities, perinatal depression 

screening was often overlooked. These patients required longer visits and exhaustive teaching 
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and notes. This author believes routine screening for perinatal depression was not a priority in 

these cases. For this QI initiative, the PD made an effort to build on the positive structures 

already in place at the clinic, such as the current practice of screening at the initial visit using the 

PHQ-9, and postpartum visit using the EPDS. In the next PDSA cycle, input from the 

stakeholders will be sought on what worked and what needs changing. Since using the PHQ-9 

seems to be preferred by many providers, returning to that screening tool seems prudent. 

Education presented in smaller bites might also overcome the time barrier for busy providers. 

Offering in-room videos on the signs and symptoms of perinatal depression may help to increase 

patient comfort in bringing up any mood disturbances they may have. 

Conclusion 

 

This QI project increased awareness of the prevalence and negative impacts of perinatal 

depression on women, their children, and their families. The tools included in this perinatal 

depression protocol (education module, screening tools, algorithms, mental health resources) 

increased provider knowledge about perinatal depression and improved self-efficacy in 

identifying and managing perinatal depression. Most importantly, the quality of care improved at 

this prenatal clinic. As a result of learning about the devastating sequelae that can occur because 

of perinatal depression, the family practice providers began screening for postpartum depression 

during well-child visits at their other clinic. 

Future efforts should focus on creating a network of community resources for women in 

their perinatal year and bridging the gap for women after they deliver their babies. In the recent 

86th Legislative session, House Bill (H.B.) 253 was passed in Texas (Legiscan, n.d.). This bill 

calls for the formation of a commission to develop and implement a five-year strategic plan to 

address postpartum depression. One of the funding goals is to extend Medicaid coverage for 
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women through their twelfth month postpartum (Legiscan, n.d.). This would bridge the gap for 

many women. More public awareness of perinatal depression is needed to reduce stigma and 

improve the acceptability and effectiveness of interventions. Health care providers should be 

trained to identify and manage perinatal depression during their professional education. 

Universal screening needs to become part of routine care for all health care providers who 

provide care for women in their perinatal year. The AAP Bright Futures screening periodicity 

table recommends screening for maternal depression at one, two, four, and six-month well-baby 

visits (AAP, 2020). Similar specific guidelines for screening during pregnancy should be 

promoted by professional organizations. Future efforts should focus on ways to bring mental 

health assessment and care into patient’s medical home through on-site providers or telehealth. If 

we can change the mother’s experience during the perinatal year, we can change the world. 
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APPENDIX 4: Project Timeline 

 

Project Timeline 

ACTIVITY START END 

Project Start 1/2/2020 1/2/2020 

Recruitment--Pretest 1/2/2020 1/16/2020 

Education disseminated 1/17/2020 2/2/2020 

Implementation begins 2/3/2020 2/3/2020 

Data collection point 2/15/2020 2/15/2020 

Data collection point 2/29/2020 2/29/2020 

Data collection point 3/14/2020 3/14/2020 

Data collection point 3/28/2020 3/28/2020 

Data collection point 4/11/2020 4/11/2020 

Data collection point 4/25/2020 4/25/2020 

Project End--Posttest 5/1/2020 5/15/2020 

Data synthesis 5/16/2020 5/31/2020 

Dissemination of results 7/8/2020 7/8/2020 
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APPENDIX 6: Chart Audit Tool 
 

 

Reviewer:  Screening Criteria: Pregnancy intake (IN), follow-up (FU) or Postpartum (PP) visit 
Gestational age in weeks.days (e.g. 12.4) Ages: 18 to 49 

Date of Audit:  Response Codes: Y = Yes; N = No; N/A = Not Applicable 
Marital status: M = Married, S = Single, D = Divorced; 
Race: H = Hispanic, B = Black, W = White, A = Asian 
Insurance status: CP = CHIP, M = Medicaid, U = Uninsured 
Education: Xth = grade completed, GED = gen. ed. diploma, 
HSG = high school graduate, UD = undergraduate degree, 
GD = graduate degree 

Visit dates:  

Demographics (last 3 pt# + last initial)          

Intake (IN), Follow-up (FU), or Postpartum (PP) 
and GA; example: IN9.3 or FU26.6 or PP2.5 

         

Patient age          

Race/Ethnicity          

Marital status          

Education          

GTPAL          

Insurance status          

History of depression          

INTAKE/INITIAL PRENATAL VISIT 

Screened for depression by intake coordinator with 
EPDS 

         

IPV screen completed          

Substance abuse screen completed          
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(last 3 pt# + last initial)          

Screening for depression box was checked under 
first trimester in education tab 

         

Provider completes mental health history and 
documents in visit notes. 

         

Provider reviews EPDS and discusses with patient as 
evidenced by (AEB) provider notes 

         

If EPDS was ≥10, treatment was offered based on 
severity and algorithm, and PSI brochure with 
helpline number was provided, AEB provider notes 

         

If antidepressant medication is indicated, patient 
was screened for bipolar disorder first, and results 
documented in provider note 

         

If patient was diagnosed with a mood disorder, the 
diagnosis was added to the problem list 

         

If medication was initiated, repeat screen was done 
2 to 4 weeks later, and treatment plan reevaluated, 
AEB provider notes 

         

If patient answered positively to question #10 
(thoughts of self-harm), emergency intervention 
was initiated (2) 

         

If patient was referred out to a mental health care 
provider, it was documented in the visit note 

         

24 – 34 WEEKS (with 2T or 3T labs) 

Screened for depression by staff using EPDS          

Screening for depression box was checked under 
2nd trimester in education tab 

         

Provider reviews EPDS and discusses with patient 
AEB provider notes 

         

If EPDS was ≥10, treatment was offered based on 
severity and algorithm, and PSI brochure with 
helpline number was provided, AEB provider notes 
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(last 3 pt# + last initial)          

If antidepressant medication is indicated, patient 
was screened for bipolar disorder first, and results 
documented in provider notes 

         

If patient was diagnosed with a mood disorder, the 
diagnosis was added to the problem list 

         

If medication was initiated, repeat screen was done 
2 to 4 weeks later, and treatment plan reevaluated, 
AEB provider notes 

         

If patient answered positively to question #10 
(thoughts of self-harm), emergency intervention 
was initiated (2) 

         

POSTPARTUM VISIT 

Screened for depression by staff using EPDS          

Provider reviews EPDS and discusses with patient 
AEB provider notes 

         

If EPDS was ≥10, treatment was offered based on 
severity and algorithm, and PSI brochure with 
helpline number was provided, AEB provider notes 

         

If antidepressant medication is indicated, patient 
was screened for bipolar disorder first, and results 
documented in provider note 

         

If patient was diagnosed with a mood disorder, the 
diagnosis was added to the problem list 

         

If medication was initiated, repeat screen was done 
2 to 4 weeks later, and treatment plan reevaluated, 
AEB provider notes 

         

If patient answered positively to question #10 
(thoughts of self-harm), emergency intervention 
was initiated (2) 

         

If patient was referred out to a mental health care 
provider, it was documented in the visit note 

         

 




