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Abstract 

Postpartum depression (PPD) represents a significant public health concern, with a substantial impact on 

maternal and infant well-being. Early detection and intervention are essential to mitigating its adverse effects. 

Midwives, who provide continuous care throughout the perinatal period, are uniquely positioned to screen for 

and support women with PPD. This review examines the current practices in PPD screening within midwifery 

care, evaluates the effectiveness of various screening tools, and discusses the role of midwives in providing 

emotional, informational, and practical support. Challenges in implementing PPD care in midwifery practice, 

including stigma, resource limitations, and training gaps, are also addressed. Finally, recommendations are 

made to enhance the integration of PPD care into midwifery services, emphasizing the need for routine 

screening, enhanced training, and improved access to resources. 

Keywords: Postpartum depression, Midwifery care, PPD screening, Maternal mental health, Perinatal care, 

Support systems, Edinburgh Postnatal Depression Scale, Integrated care models 

Date of Submission: 16/07/2023,  Manuscript Accepted on: 02/08/2023,   Published on: 13/08/2023 

 

Introduction 

Postpartum depression (PPD) is a complex and multifaceted mental health disorder that affects approximately 

10-20% of women following childbirth, though prevalence rates can vary significantly depending on the 

population studied and the criteria used for diagnosis. Characterized by prolonged periods of sadness, anxiety, 

irritability, and fatigue, PPD can significantly impair a mother's ability to care for her newborn and herself, 

leading to long-term adverse outcomes for both mother and child. 

Midwifery care, which emphasizes a holistic and woman-centered approach, provides an ideal framework for 

the early detection and management of PPD. Midwives, who often establish trusting and continuous 

relationships with their patients, are well-positioned to recognize the early signs of PPD and to offer the 

necessary support. However, despite the critical role midwives can play in addressing PPD, several challenges 

exist in the integration of effective screening and support systems within midwifery care. This review aims to 

provide a comprehensive overview of the current practices in PPD screening and support within midwifery, 

identify existing gaps, and suggest evidence-based strategies for improvement. 



 

Brio International Journal of Nursing Research (BIJNR)       33 
 

 

Understanding Postpartum Depression 

Definition and Epidemiology 

Postpartum depression is often confused with the "baby blues," a common condition that affects up to 80% of 

new mothers. The baby blues are characterized by mood swings, tearfulness, and anxiety but typically resolve 

within two weeks postpartum without the need for clinical intervention. In contrast, PPD is more severe and 

long-lasting, with symptoms that can persist for several months or even years if left untreated. The Diagnostic 

and Statistical Manual of Mental Disorders, Fifth Edition (DSM-5), classifies PPD as a major depressive 

episode with a peripartum onset, meaning it occurs during pregnancy or within four weeks of delivery. 

However, many experts argue that PPD can manifest at any time within the first year postpartum. 

The prevalence of PPD varies widely, with studies reporting rates ranging from 5% to over 25%, depending 

on the population and the diagnostic criteria used. Risk factors for PPD include a history of depression or 

anxiety, stressful life events, lack of social support, and complications during pregnancy or delivery. 

Hormonal changes following childbirth, particularly the rapid drop in estrogen and progesterone levels, are 

also believed to play a critical role in the onset of PPD. Understanding these risk factors is essential for 

identifying women who may be at higher risk and ensuring they receive appropriate screening and support. 

Impact on Maternal and Infant Health 

The consequences of untreated PPD extend beyond the mother, affecting the infant and the broader family 

unit. Mothers with PPD may struggle to bond with their infants, leading to attachment issues that can have 

long-term developmental consequences. Infants of depressed mothers are at increased risk for cognitive, 

emotional, and behavioral problems, including delays in language development and difficulties in social 

interactions. Additionally, PPD can strain relationships with partners and other family members, potentially 

leading to conflict and decreased overall family functioning. 

Early detection and intervention are crucial to mitigate these adverse outcomes. Studies have shown that timely 

treatment of PPD can lead to significant improvements in maternal mental health and enhance the mother-

infant relationship. Midwives, as primary caregivers during the perinatal period, are in a unique position to 

facilitate early detection and provide the necessary support to affected women. 

The Role of Midwives in PPD Screening 

Midwives are often the first healthcare providers to establish a relationship with pregnant women and new 

mothers, providing care that spans from the antenatal period through to the postpartum period. This continuous 

care model allows midwives to monitor the emotional and psychological well-being of their patients over 

time, making them ideally suited to identify early signs of PPD. 

The Importance of Routine Screening 
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Routine screening for PPD is essential for early identification and intervention. Without systematic screening, 

many cases of PPD may go undetected, particularly since women with PPD may not voluntarily disclose their 

symptoms due to stigma, fear of judgment, or a lack of awareness that what they are experiencing is a treatable 

condition. Midwives can play a pivotal role in normalizing conversations about mental health during 

pregnancy and postpartum, thereby reducing stigma and encouraging women to seek help. 

Screening should be conducted at multiple points during the perinatal period. The antenatal period provides 

an opportunity to identify women who may be at higher risk for PPD based on their mental health history, 

social circumstances, and other risk factors. Screening should also be repeated at various intervals postpartum, 

such as at six weeks, three months, and six months, to capture any emerging symptoms. 

Screening Tools and Their Application in Midwifery Care 

Several validated screening tools are available for detecting PPD, each with its own strengths and limitations. 

Midwives should be familiar with these tools and trained in their administration and interpretation. 

1. Edinburgh Postnatal Depression Scale (EPDS): The EPDS is the most widely used screening tool 

for PPD and is recommended by many clinical guidelines. It is a 10-item self-report questionnaire that 

assesses the emotional and psychological state of the mother over the past seven days. The EPDS is 

easy to administer, with a typical completion time of less than five minutes. A score of 13 or higher 

on the EPDS suggests the need for further evaluation and possible intervention. The tool is available 

in multiple languages and has been validated in diverse populations. 

2. Postpartum Depression Screening Scale (PDSS): The PDSS is a more comprehensive tool, 

consisting of 35 items that assess a range of symptoms associated with PPD, including anxiety, 

irritability, guilt, and suicidal thoughts. While the PDSS is more time-consuming to administer than 

the EPDS, it provides a more detailed assessment of the mother's mental health and can help identify 

women with atypical presentations of PPD. 

3. Patient Health Questionnaire-9 (PHQ-9): The PHQ-9 is a general depression screening tool that has 

been widely used in various healthcare settings. Although not specific to the postpartum period, the 

PHQ-9 can be used to screen for depression during the postpartum period. It is particularly useful in 

settings where midwives are already familiar with the tool and may prefer to use a consistent screening 

method across different patient populations. 

4. Beck Depression Inventory (BDI): The BDI is another general depression screening tool that has 

been adapted for use in the postpartum period. It consists of 21 items that assess the severity of 

depressive symptoms. While the BDI is less commonly used in midwifery care than the EPDS, it can 

be a valuable tool in settings where a more comprehensive assessment is needed. 

5. Mother-Infant Bonding Scale (MIBS): The MIBS is a screening tool that assesses the mother-infant 

relationship, which can be affected by PPD. While not a direct measure of PPD, the MIBS can be used 
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in conjunction with other screening tools to assess the impact of maternal mental health on the mother-

infant bond. 

Midwives should be trained not only in the administration of these tools but also in interpreting the results and 

determining the appropriate next steps. For example, a high score on the EPDS or PDSS may warrant a referral 

to a mental health professional for further evaluation and treatment. In contrast, a lower score might indicate 

the need for continued monitoring and support within the midwifery care setting. 

Support Systems in Midwifery Care 

Screening for PPD is only the first step in addressing this complex condition. Once PPD is identified, 

midwives play a crucial role in providing support and facilitating access to appropriate treatment. Support for 

women with PPD can be categorized into three main types: emotional support, informational support, and 

practical support. 

Emotional Support 

Emotional support is one of the most critical aspects of care for women with PPD. Midwives are often seen 

as trusted and empathetic caregivers, making them well-suited to provide the emotional support that mothers 

need during this challenging time. This support can take various forms, including: 

1. One-on-One Consultations: Regular check-ins with the mother allow the midwife to monitor her 

emotional well-being, provide reassurance, and address any concerns. These consultations provide a 

safe space for the mother to express her feelings and experiences without fear of judgment. 

2. Counseling: Some midwives may have training in counseling techniques that can be used to support 

women with mild to moderate symptoms of PPD. Counseling can help mothers develop coping 

strategies, improve their emotional resilience, and enhance their ability to manage stress. 

3. Peer Support Groups: Peer support groups, facilitated by midwives or mental health professionals, 

can provide mothers with the opportunity to connect with others who are experiencing similar 

challenges. These groups can be particularly beneficial in reducing feelings of isolation and 

normalizing the experiences of mothers with PPD. 

4. Referral to Mental Health Services: For women with more severe symptoms of PPD, midwives can 

facilitate referrals to mental health professionals, such as psychologists, psychiatrists, or counselors. 

These professionals can provide specialized care, including psychotherapy and, when necessary, 

pharmacological treatment. 

Informational Support 
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Educating mothers about PPD is another critical component of midwifery care. Informational support can 

empower women to recognize the symptoms of PPD, understand the available treatment options, and take an 

active role in their recovery. Key aspects of informational support include: 

1. Education on PPD: Midwives can provide information on the signs and symptoms of PPD, the factors 

that contribute to its development, and the importance of early intervention. This education can be 

delivered through pamphlets, informational sessions, or discussions during prenatal and postpartum 

visits. 

2. Self-Care Strategies: Midwives can offer guidance on self-care strategies that may help alleviate 

some of the symptoms of PPD. These strategies might include regular physical activity, healthy eating, 

adequate sleep, mindfulness practices, and maintaining social connections. 

3. Coping Mechanisms: Teaching mothers effective coping mechanisms for managing stress and 

anxiety is an essential part of informational support. Techniques such as deep breathing, relaxation 

exercises, and time management skills can help mothers navigate the challenges of the postpartum 

period. 

4. Resources and Referrals: Midwives can provide mothers with information on local resources, such 

as support groups, counseling services, and mental health hotlines. They can also refer mothers to 

online resources, such as reputable websites and forums, where they can access additional information 

and support. 

Practical Support 

In addition to emotional and informational support, practical support is crucial in helping mothers manage the 

demands of caring for a newborn while coping with PPD. Practical support can include: 

1. Assistance with Infant Care: Midwives can provide hands-on support with breastfeeding, infant care, 

and sleep routines. This assistance can help reduce the stress and anxiety that often accompany the 

early postpartum period, particularly for first-time mothers. 

2. Home Visits: Home visits by midwives can be particularly beneficial for mothers with PPD, as they 

allow the midwife to assess the mother's living environment, provide direct support, and offer practical 

advice on managing household responsibilities. Home visits also provide an opportunity to engage 

with other family members and educate them on how to support the mother. 

3. Coordinating Care: Midwives can play a key role in coordinating care for mothers with PPD, 

ensuring that they receive comprehensive support from a multidisciplinary team. This may involve 

working closely with obstetricians, pediatricians, mental health professionals, and social workers to 

develop a tailored care plan for the mother. 
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4. Support for the Family: PPD affects not only the mother but also the entire family. Midwives can 

provide guidance to partners and other family members on how to support the mother, including 

recognizing the signs of PPD, offering practical help, and encouraging the mother to seek professional 

support when needed. 

Challenges in PPD Screening and Support 

Despite the critical role that midwives play in PPD care, several challenges can hinder the effective screening 

and support of women with PPD. These challenges include time constraints, stigma, resource limitations, and 

training gaps. 

Time Constraints 

One of the most significant challenges in PPD care is the time constraints faced by midwives. Midwives often 

have demanding schedules, with multiple responsibilities, including antenatal care, labor and delivery, 

postpartum care, and administrative tasks. These time constraints can limit the time available for thorough 

PPD screening and support, potentially leading to missed opportunities for early intervention. 

To address this challenge, it may be necessary to explore strategies for optimizing the use of time in midwifery 

practice. For example, integrating PPD screening into routine antenatal and postpartum visits can help ensure 

that all women are screened without requiring additional appointments. Additionally, task-sharing with other 

healthcare providers, such as nurses or health visitors, can help distribute the workload and ensure that women 

receive the support they need. 

Stigma 

Stigma surrounding mental health remains a significant barrier to the identification and treatment of PPD. 

Cultural and social stigma can prevent mothers from disclosing their symptoms or seeking help, as they may 

fear being judged or labeled as "bad mothers." This stigma is particularly pronounced in certain cultural or 

religious communities where mental health issues are not openly discussed. 

Midwives can play a critical role in reducing stigma by normalizing conversations about mental health during 

pregnancy and the postpartum period. By openly discussing PPD and reassuring women that it is a common 

and treatable condition, midwives can help create a more supportive environment where mothers feel 

comfortable seeking help. 

Public health campaigns and educational programs aimed at raising awareness of PPD can also be effective 

in reducing stigma. These initiatives can be targeted at both the general public and specific communities where 

stigma is more prevalent. 

Resource Limitations 
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Resource limitations, particularly in rural or low-income areas, can hinder the effective screening and support 

of women with PPD. Access to mental health services may be limited, and women in these areas may face 

additional barriers, such as transportation difficulties, lack of childcare, or financial constraints. 

To address these challenges, it is essential to advocate for increased funding and resources for maternal mental 

health services. Telehealth services can also be a valuable tool in expanding access to mental health care, 

particularly in remote or underserved areas. By offering virtual consultations and support groups, telehealth 

can help bridge the gap in access to care for women with PPD. 

Training Gaps 

Not all midwives receive adequate training in mental health care, which can affect the quality of PPD screening 

and support provided. While midwifery education programs typically include some training in mental health, 

the depth and breadth of this training can vary significantly. Additionally, ongoing professional development 

opportunities in mental health care may be limited. 

To address these training gaps, it is essential to prioritize mental health training in midwifery education and 

professional development programs. This training should include instruction on the use of PPD screening 

tools, communication skills for discussing mental health with patients, and strategies for providing emotional, 

informational, and practical support to women with PPD. Collaborative training programs that involve 

midwives, mental health professionals, and other healthcare providers can also be effective in promoting a 

multidisciplinary approach to PPD care. 

Recommendations for Improved PPD Care in Midwifery  

To enhance PPD screening and support within midwifery care, the following recommendations are proposed: 

1. Enhanced Training: Midwives should receive comprehensive training in mental health care, with a 

focus on PPD screening tools, communication skills, and support strategies. This training should be 

integrated into midwifery education programs and offered as part of ongoing professional 

development. 

2. Routine Screening: Implementing routine PPD screening at multiple stages of the perinatal period is 

essential for early detection and intervention. Screening should be conducted during antenatal visits, 

at six weeks postpartum, and at regular intervals throughout the first year postpartum. 

3. Integrated Care Models: Collaboration between midwives, mental health professionals, and other 

healthcare providers is essential for ensuring comprehensive care for women with PPD. Integrated care 

models that involve multidisciplinary teams can help address the complex needs of mothers with PPD 

and improve outcomes. 
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4. Addressing Stigma: Public health campaigns and educational programs aimed at reducing stigma 

associated with PPD should be prioritized. These initiatives can help create a more supportive 

environment where mothers feel comfortable seeking help. 

5. Improved Access to Resources: Efforts should be made to ensure that all mothers have access to 

mental health resources, regardless of geographic location or socioeconomic status. This may involve 

increasing funding for maternal mental health services, expanding telehealth services, and advocating 

for policies that support access to care. 

6. Family-Centered Care: PPD care should be family-centered, recognizing the impact of PPD on the 

entire family unit. Midwives should involve partners and other family members in the care plan and 

provide them with the information and support they need to assist the mother. 

7. Research and Evaluation: Ongoing research is needed to evaluate the effectiveness of PPD screening 

and support interventions in midwifery care. This research should include studies on the impact of 

different screening tools, the effectiveness of various support strategies, and the outcomes of integrated 

care models. 

Conclusion 

Postpartum depression is a significant public health issue that requires timely identification and intervention 

to prevent long-term adverse outcomes for both mother and child. Midwives, as primary caregivers during the 

perinatal period, play a crucial role in the screening and support of women with PPD. While current practices 

in PPD care are effective, there is room for improvement, particularly in the areas of training, resource 

allocation, and stigma reduction. 

By implementing routine screening, enhancing training, promoting integrated care models, and addressing the 

challenges of stigma and resource limitations, midwifery care can play an even more significant role in the 

holistic care of mothers during the postpartum period. Ensuring that all mothers have access to the support 

they need will contribute to healthier families and communities. 

Bibliography 

•  Beck, C. T. (2001). Predictors of postpartum depression: An update. Nursing Research, 50(5), 275-285. 

https://doi.org/10.1097/00006199-200109000-00004 

•  Cox, J. L., Holden, J. M., & Sagovsky, R. (1987). Detection of postnatal depression: Development of the 

10-item Edinburgh Postnatal Depression Scale. British Journal of Psychiatry, 150(6), 782-786. 

https://doi.org/10.1192/bjp.150.6.782 

•  Dennis, C. L., & Dowswell, T. (2013). Psychosocial and psychological interventions for preventing 

postpartum depression. Cochrane Database of Systematic Reviews, (2). 

https://doi.org/10.1002/14651858.CD001134.pub3 

•  Kendell, R. E., Chalmers, J. C., & Platz, C. (1987). Epidemiology of puerperal psychoses. British Journal 

of Psychiatry, 150(5), 662-673. https://doi.org/10.1192/bjp.150.5.662 



 

Brio International Journal of Nursing Research (BIJNR)       40 
 

•  Murray, L., & Cooper, P. J. (1997). Effects of postnatal depression on infant development. Archives of 

Disease in Childhood, 77(2), 99-101. https://doi.org/10.1136/adc.77.2.99 

•  O’Hara, M. W., & Swain, A. M. (1996). Rates and risk of postpartum depression—a meta-analysis. 

International Review of Psychiatry, 8(1), 37-54. https://doi.org/10.3109/09540269609037816 

•  Sit, D., Rothschild, A. J., & Wisner, K. L. (2006). A review of postpartum psychosis. Journal of Women’s 

Health, 15(4), 352-368. https://doi.org/10.1089/jwh.2006.15.352 

•  Stewart, D. E., Robertson, E., Dennis, C. L., Grace, S. L., & Wallington, T. (2003). Postpartum 

depression: Literature review of risk factors and interventions. University Health Network Women's Health 

Program. 

•  Beck, C. T. (2002). Theoretical perspectives of postpartum depression and their treatment implications. 

MCN: The American Journal of Maternal/Child Nursing, 27(5), 282-287. https://doi.org/10.1097/00005721-

200209000-00008 

•  Howard, L. M., Molyneaux, E., Dennis, C. L., Rochat, T., Stein, A., & Milgrom, J. (2014). Non-psychotic 

mental disorders in the perinatal period. The Lancet, 384(9956), 1775-1788. https://doi.org/10.1016/S0140-

6736(14)61276-9 

•  Yonkers, K. A., Vigod, S., & Ross, L. E. (2011). Diagnosis, pathophysiology, and management of mood 

disorders in pregnant and postpartum women. Obstetrics & Gynecology, 117(4), 961-977. 

https://doi.org/10.1097/AOG.0b013e31821187a7 

•  Gavin, N. I., Gaynes, B. N., Lohr, K. N., Meltzer-Brody, S., Gartlehner, G., & Swinson, T. (2005). 

Perinatal depression: A systematic review of prevalence and incidence. Obstetrics & Gynecology, 106(5), 

1071-1083. https://doi.org/10.1097/01.AOG.0000183597.31630.db 

•  Milgrom, J., & Gemmill, A. W. (2014). Screening for perinatal depression. Best Practice & Research 

Clinical Obstetrics & Gynaecology, 28(1), 13-23. https://doi.org/10.1016/j.bpobgyn.2013.08.014 

•  Gjerdingen, D. K., & Yawn, B. P. (2007). Postpartum depression screening: Importance, methods, 

barriers, and recommendations for practice. Journal of the American Board of Family Medicine, 20(3), 280-

288. https://doi.org/10.3122/jabfm.2007.03.060171 

•  Segre, L. S., O’Hara, M. W., Arndt, S., & Stuart, S. (2007). The prevalence of postpartum depression: The 

relative significance of three social status indices. Social Psychiatry and Psychiatric Epidemiology, 42(4), 

316-321. https://doi.org/10.1007/s00127-007-0173-1 

•  Appleby, L., Gregoire, A., Platz, C., Prince, M., & Kumar, R. (1994). Screening women for high risk of 

postnatal depression. Journal of Psychosomatic Research, 38(5), 539-545. https://doi.org/10.1016/0022-

3999(94)90050-7 

•  Chaudron, L. H., Szilagyi, P. G., Tang, W., Anson, E., Talbot, N. L., Wadkins, H. I., & Wisner, K. L. 

(2004). Accuracy of depression screening tools for identifying postpartum depression among urban mothers. 

Pediatrics, 113(3), e321-e326. https://doi.org/10.1542/peds.113.3.e321 

•  Flynn, H. A., Blow, F. C., & Marcus, S. M. (2006). Rates and predictors of depression treatment among 

pregnant women in hospital-affiliated obstetrics practices. General Hospital Psychiatry, 28(4), 289-295. 

https://doi.org/10.1016/j.genhosppsych.2006.03.006 

•  O’Hara, M. W., & McCabe, J. E. (2013). Postpartum depression: Current status and future directions. 

Annual Review of Clinical Psychology, 9, 379-407. https://doi.org/10.1146/annurev-clinpsy-050212-185612 

•  Tandon, S. D., Leis, J. A., Mendelson, T., Perry, D. F., & Kemp, K. (2014). Six-month outcomes from a 

randomized controlled trial to prevent perinatal depression in low-income home visiting clients. Maternal 

and Child Health Journal, 18(4), 873-881. https://doi.org/10.1007/s10995-013-1313-y 



 

Brio International Journal of Nursing Research (BIJNR)       41 
 

•  Thurgood, S., Avery, D. M., & Williamson, L. (2009). Postpartum depression (PPD). American Journal 

of Clinical Medicine, 6(2), 17-22. 

•  Verreault, N., Da Costa, D., Marchand, A., Ireland, K., Dritsa, M., & Khalifé, S. (2014). Rates and risk 

factors associated with depressive symptoms during pregnancy and with postpartum onset. Journal of 

Psychosomatic Obstetrics & Gynecology, 35(3), 84-91. https://doi.org/10.3109/0167482X.2014.947953 

 

 


