
 
Post natal depression (PND) Screening 

and orientation :  
 

An Action Research in a 
multidisciplinary team 

Service de Sante Ville de Nanterre 

Dr Hélène Colombani 

Integrated Primary Care: Research, Policy & Practice". 
Amsterdam EFPC 2015 

 



Background and purpose 

• PND remains a neglected global 
health public priority  

• This disorder affected 10 - 15 % of 
women in the first year after birth 

• Associated with poor early child 
health and development include 
cognitive, behavioural, and 
emotional difficulties  
 

 

 

How we do : 

• Implemented a steering group 
involving different professionals (GP, 
Pd, PS, N, SW AN) was formed and 
followed all phases of action 

• They started by bibliography, 
developing new skills in the support 
of DPN, learner new screening tools 
protocols 

• Contribute to create a team 
dynamic including prevention and 
care. 
 
 

• Depression signs can go unnoticed 
• Women don’t talk about 

spontaneously 
• Think they are bad mothers  
• Depression affects also other 

children in the family, the father 
• Systematize strategies to avoid these 

pitfall s 
 

 

 

 

 

 

This is why an early and active screening is a priority  
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Method 

 

• We assessed perinatal 
depressive symptoms with the 
Edinburgh Postnatal Depression 
Scale (EPDS)  wich is a validated 
questionnaire for screening,  

• Is a ten item rating scale  
• Score on the EPDS range 0 to 30;  
• Threshold to define DPN 
Cut-off : 

• 10 generally correspond to 
minor depression 

• 13  indicating major 
depression 

 

• We recruited  mothers coming with 
consultation in PMI after birth 

• We asked participants to complete EPDS 
to identify risk for postnatal depression. 

•   581 questionnaires were administered. 
We kept  
• Only between 6 to 10 weeks 
• Only when the mother was alone 

(without father or family) 

• After selection 438 were eligible for our 
study 

• Mothers were reviewed after 
interventions and  EPDS was administered 
one month after again to identify the 
persistence(or not )  of postnatal 
depressive symptoms 



Findings (1) 

EPDS SCORE> 10 23% 

EPDS SCORE> 13 12% 

EPDS SCORE = 0 4 % 

Needs % 

Somatic 
complaints 

67.3% 

Complaints about 
child 

21,2% 

Marital problem 19,2% 

Social problem 13,5 % 

Maternal isolation 13,5 % 

Need to talk 7,7 % 

Feeling of guilt 
and worthlessness 

7,7 % 

Type of care  1,9 % 

We kept only past questionnaires 
between 6 to 10 weeks after birth 

We also categorized needs for women 
with EPDS score > 10 

Two out of three somatic 
problems 

We didn’t find significant 
association  ( age, parite, 
primipare) 

Mean 6,69 
Min 0 ; Max 24  



Findings (2) 

• Mothers were reviewed after 
interventions and  EPDS was 
administered one month after 
to identify the persistence(or 
not )  of postnatal depressive 
symptoms 

 

• For 100 mothers  which have a 
score > 10  ; 87 had a new 
EPDS assessment  
• 82 % are better 

• 28% should continue a 
supported 

 

• As we showed  (EPDS) : 
• 1 woman in 4 has signs 

indicating possible depression 

• 1woman in 10 depression  

• They were oriented according 
with their health status 

• All women had a consultation 
with GP /pediatrician which 
evaluates specific orientations  
• 22 % psychologist 

• 8%  family auxiliary  

• 6 % nursery nurse ((VAD 4%) 

• 3% social workers  

• 3 % specific consultation 

• All this workforce is available in 
the health center  



Discussion 

Positive effects 
Early identification , 
systematized  allow quick 
resolution of many situations 
Allow active prevention quality 
mother-child relationship 
A “positive attitude” of the 
mothers (only one refusal) 
Therapeutic alliance increases 
implementation of a resource 
network 
 

Limits 
Fears and misgivings, taboos 
about psychologists 
Although most of the 
interventions are available in the 
health center they are not always 
accepted (psychologist) and not 
immediately  
Time consuming requires 
commitments  
Requires a coordination (that is 
psychologist)  



To continue and go further 
 

Two lines of work 
1) More coordination and good practices  
• Organize  regular meeting  where study complex cases requiring a 

multidisciplinary approach 
• Motivate mothers to care relying on all professionals 
• Mother child observation grid (quick  identify related disorders) 
2) More prevention 
• EPDS in electronic medical records (so it can easily use by GPS-

routine use) 
• Expand screening at Perinatal period for an early detection 
• Screening high risk group (more focused approach) (new studies 

show that past depression is a strong predictor of perinatal 
depression) especially mental health problems that begin before 
pregnancy, in adolescence.  

• An information brochure for parents has been created within the 
steering committee “with the arrival of baby , life is not always pink” 
, a support dialogue between medical team and parents 
 

 
 


