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Perinatal depression screening 
and early treatment

Summary

Objective
The importance of mother’s role in child development and the central role of women in modern 
society have meant that screening programs for women’s health were developed. The perinatal 
period is a very fragile phase of a woman’s life, during which there is an increased risk of devel-
oping a depressive disorder. This study has the purpose to evaluate the prevalence of perinatal 
depression, through a screening on pregnant women and in the post partum period, and also to 
offer them an early therapeutic intervention.

Materials and Methods
Data were collected in three steps. At first, a screening was performed, in the third trimester of 
pregnancy, by the Patient Health Questionnaire 9 (PHQ-9), a self-administered interview for the 
evaluation of depressive symptoms. All pregnant women received an information brochure on 
psychiatric disorders that can occur during pregnancy and post partum period. Women who 
reported a positive test in pregnancy were invited to a clinical interview with a psychiatrist. The 
second evaluation of depressive symptoms was performed at 40 days after delivery, and the third 
at 6 months. We also collected data for the most common risk factors associated with perinatal 
depression.

Results
225 pregnant women were enrolled. 70 (31.1%) reported a PHQ score > 5 and 39 of these 
(17.3%) were diagnosed with depression at the subsequent psychiatric evaluation. 16 de-
pressed pregnant women (7.35%) accepted a pharmacological and/or psycotherapic treatment. 
182 women participated in the first follow up, 40 days after delivery, and 8% of them reported 
some depressive symptom. 167 mothers took part in the second follow up, six months after 
giving birth and 1.8% of them showed a depressive symptomatology. The presence of depres-
sive symptoms was significantly associated with having suffered from nausea or vomiting 
(c2 = 4.242 p = 0.039). having had spontaneous abortions in the past (c2 = 4.723 p = 0.030). 
having taken psychopharmacological treatment in the past (c2 = 5.789 p = 0.016) and living in 
precarious housing conditions following the L’Aquila 2009 earthquake (c2 = 7.216 p = 0.007).

Conclusions
This study confirms that perinatal depression is a very common complication of pregnancy. 
For this reason a special attention from the public services is required, by developing targeted 
screening programmes. Our data from the post partum period confirm that participating at a 
screening and prevention programme is associated with a reduction of depressive symptom 
prevalence and finally with an improving of women health.
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Introduction
The perinatal depression, a great complication of pregnancy and postpar-
tum, is a mental disorder known since the Hippocrates’ age. It is character-
ized by the symptom presence and the typical duration of a major depres-
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the baby 19. This is the reason why it is important to cre-
ate links with the gynecological and maternity divisions 
to get in touch with the pregnant women. Psychiatrists, 
moreover, when facing a depressed pregnant woman, 
would be required to make a difficult therapeutic choice 
among the available treatments such as pharmacological 
therapy, psychotherapy, or the non-treating 20. This choice 
needs an accurate risk-benefit evaluation and it must be 
shaped according to the symptom severity and the ges-
tational timing in which the disease occurs 20. The aim of 
our study is to estimate the prevalence of the perinatal 
depression by carrying on a screening of depressive 
symptoms in pregnant women and to evaluate a possible 
prevention role of giving them information about psychiat-
ric diseases during pregnancy and their early treatment.

Methods

Sample
The study was approved by the ethics committee of the 
University of L’Aquila in the respect of human rights; it ad-
heres to the Declaration of Helsinki. All patients provided 
a written informed consent after receiving a detailed ex-
planation of the study. The privacy rights of all subjects 
was observed.
The study was carried on from September 2014 to Sep-
tember 2015, in the Psychiatric and the Obstetrics and 
Gynecological divisions of the San Salvatore Hospital in 
L’Aquila. Pregnant women in the third trimester of preg-
nancy were enrolled on a voluntary basis in parallel with 
the routine pre-hospitalization, a gynecological examina-
tion, in anticipation of childbirth. A specific leaflet contain-
ing information about mental disorders in pregnancy and 
in the postpartum was distributed to pregnant women. 
Women were also provided with telephone numbers to 
ask for support if they had been in psychological distress.
Inclusion criteria were: age of 18 or over; a physiological 
pregnancy without obstetrical complications or medical 
comorbidities; a good ability to understand and com-
municate in Italian. They have been asked to give their 
telephone number at the aim to be called back and in-
formed about the results of the screening, to be asked for 
repeat the evaluation through a telephone interview at 40 
days and six months after birth, and finally to be eventu-
ally taken in care.

Assessments
Socio-demographic data were collected in order to iden-
tify the presence of the most common risk factors associ-
ated with perinatal depression described by the current 
literature 13-16.
The Patient Health Questionnaire-9 (PHQ-9) was chosen 
for the evaluation of depressive symptoms because it is 
a short tool that can be simply used in public services 

sive episode, as described in the DSM-5 1, but they occur 
during the perinatal period, also with the presence of spe-
cific thinking and feelings about the maternal role. These 
latter may be expressed with: perception to be unable to 
take care of the son, fear and insecurity in the sons han-
dling, negative and ambivalent feelings toward the baby, 
perception of isolation from the familial environment 2. The 
perinatal depression is distinguished into: prenatal de-
pression, if it occurs during the pregnancy, and postpar-
tum depression, if the disease arises during the first four 
weeks after the childbirth, according to the DSM-5 or dur-
ing the six weeks after, according to the ICD-10. However, 
the recent literature extends this period to 12 months after 
the childbirth 3.
In the last two decades a great interest arose about the 
women health during the pregnancy and the post partum, 
because the mother centrality in the child development 
has been better understood. It has been indeed demon-
strated that an untreated perinatal depression may com-
promise the mother-child attachment quality  4-7, it may 
also negatively affects the temperament as well as the 
neuro-cognitive and psychological development of the 
child, predisposing him to psychic and behavioral disor-
ders during adolescence and adult age 8-9.
Obstetric and neonatal complications 9, as well as more 
serious consequences for the mother, such as suicide 
and infanticide 10, may be associated to an untreated de-
pression during the pregnancy.
The literature interest focused on seeking the risk factors 
associated to a perinatal depression onset with the aim 
to build up prevention programs based on the stress-vul-
nerability model. In this model the presence of individual 
vulnerability factors is considered the base for depression 
development 11 12.
Some of the most common risk factors for perinatal de-
pression are: a history of depression, psychiatric famil-
iarity, problematical relationship with the partner, lack of 
perceived social support, recent traumas and negative 
life events 13-17.
The evaluation of risk factors and psychopathological se-
verity is primarily important to develop pathways to care 
tailored to guarantee mother and child health. Although 
several results in the literature suggest the importance of 
a screening at an early stage of the postpartum depres-
sion, there is still little data regarding the primary preven-
tion. Recent literature results demonstrate that several 
women developing a postpartum depression had already 
presented depressive symptoms during the pregnan-
cy  18. Such data suggest the importance of identifying 
depression cases during the pregnancy, as a useful way 
to prevent a postpartum episode. Unfortunately pregnant 
women scarcely access the mental health services since 
they are not diagnosed for depression and they rarely ac-
cept a treatment, thinking that it could be dangerous to 
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as single instrument to screen for depression. In fact, the 
PHQ-9  21 is a self-administered scale, initially validated 
to assess depressive symptoms in the general popula-
tion, but recently also for the population of women who 
are pregnant or in childbirth 22. It consists of nine items 
that assess depressive symptoms referring to the last two 
weeks. Each item has four possible answers considering 
the duration of symptoms (never, sometimes, for more 
than half of the day, nearly every day). The item 9 inves-
tigates suicidal ideation, the question is posed in a pas-
sive way “do you think it would be better to die or get 
hurt in some way?”. The total score, by adding the scores 
obtained for all items, corresponds to mild depressive 
symptoms if the value is between 5 and 9, a score be-
tween 10 and 14 is indicative of moderate symptoms, a 
score of 15 to 19 indicates moderately severe symptoms, 
greater than 19 points indicates severe symptoms 23 24. In 
this study, we chose a cut-off of 5 and/or positivity to item 
9 to identify all cases at risk of depression.

Statistical analysis
Statistical analysis was performed using the SPSS 20.0 
software package (SPSS Inc., Chicago, IL). A descriptive 
analysis of the sample was carried out. The variables re-
lated to the socio-demographic characteristics (age, mar-
ital status, education, employment, housing conditions), 
and the most common risk factors associated with the de-
velopment of a depression perinatal (previous psychiatric 
disorders, previous drug treatments, previous depressive 
episodes perinatal, family history of mental disorders, 
stressful life factors such as previous spontaneous abor-
tions, having experienced the L’Aquila 2009 earthquake 
and have lost their houses), pregnancy related factors 
(nausea, sleep, fatigue) and protective factors (such as 
support of friends and family, your partner’s support) were 
evaluated. Pearson’s chi square (c2) test was performed 
with respect to these variables between women who ex-
perienced depressive symptoms and those that do not, to 
evaluate factors eventually associated with the develop-
ment of perinatal depression. Analyses with a p value of 
.05 or less were considered significant. 

Results
During the study period information about psychiatric 
disorders in pregnancy and post partum was furnished 
to 280 women; 225 of them signed the informed consent, 
provided their socio-demographic data and answered the 
PHQ-9. The minimum age was 18 years, the maximum 44 
years, with a mean age of 33.89 years (sd = 4.80). The in-
terview was conducted in the third trimester of pregnancy 
(mean = 37.14 weeks of gestation; sd = 2.8). More than 
half of our sample consisted of women with a high school 
educational level and a steady job, they were married, 
with a good relationship with their partner. Detailed de-
mographic characteristics are described in Table I.

TABLE I. Social-demographic characteristics of the total 
sample. N = 225.

Variable Category Frequences & 
percentages

Degree of education Primary school 1 (0.4%)

Secondary 
school

12 (5.3%)

High school 96 (42.7%)

University 112 (48.8%)

Marital Status Single 6 (2.7%)

Married or 
cohabitant

210 (95.4%)

Separeted/ 
divorced

4 (1.8%)

Work Fulltime 120 (55.6%)

Partime 33 (15.3%)

Occasional 3 (1.4%)

Unemployed  43 (19.8%)

Housewife 17 (7.9%)

First pregnancy Yes 129 (58.4%)

No 92 (41.6%)

Unplanned pregnancy 
and/ or desired

Yes 208 (94.5%)

No 12 (5.5%)

Nausea or vomiting 
during pregnancy

Yes 81 (36.8%)

No 139 (63.2%)

Spontaneous abortions Yes 55 (24.9%)

No 166 (75.1%)

Previous episodes 
of depression

Yes 70 (32%)

No 149(68%)

Previous 
psychopharmacological 
treatment

Yes 30 (13.6%)

No 190 (86.4%)

Family history 
of depression

Yes 57 (25.8%)

No 164 (74.2%)

Having lived the 
experience of the 
earthquake of 6 April 
2009

Yes 162 (73.6%)

No 58 (26.4%)

Losing your home Yes 55 (26.1%)

No 156 (73.9%)

Good relationship 
with partner

Yes 211(95.5%)

No 10 (4.5%)

Good quality of sleep Yes 128 (59.3%)

No 88 (40.7%)

Support of family 
or friends

Yes 216 (97.7%)

No 5 (2.3%)
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218 pregnant women fully answered the PHQ-9 test; 70 
of them (31.1%) reached the threshold for our screening 
with a score ≥ 5. Seven women affirmatively answered 
to the item 9, investigating the suicidal ideation.
The 70 women with positive depressive symptoms, 
were visited by a psychiatrist and 39 of them reported 
a diagnosis of major depression according to the cri-
teria of DSM-5. Unfortunately only 16 of them (7.35%) 
agreed to receive a treatment and it was a pharmaco-
logical, a psychotherapeutic or an integrated, pharma-
cological and psychotherapeutic, one (respectively: 
3,8 and 5 women), according to the clinical judgment 
of the specialist.
182 mothers took part to the phone interview 40 days 
after the childbirth;18 of these (8%) reported depres-
sive symptoms (PHQ > 5). At the six months postpar-
tum interview, among the 167 mothers studied, only 
6 (1.8%) showed the presence of depressive symp-
toms. Among these cases, 11 women were already 
depressed during pregnancy, while we found 7 new 
cases of postpartum depression. Among the women 
who received a treatment during pregnancy only one 
continued to show depressive symptoms throughout 
the observation period.
Comparing women who experienced depressive symp-
toms and those that did not, the Pearson chi-square test 
(c2) highlighted some major risk factors associated with 
the development of depressive symptoms, such as hav-
ing suffered from nausea or vomiting, having got previ-
ous spontaneous abortions, having taken psychophar-
macological therapy in the past for previous depressive 
episodes, living in poor housing conditions following the 
L’Aquila 2009 earthquake (Table II).

Discussion
Our study revealed a prevalence of depressive symp-
toms in pregnancy up to 31,1%, evaluated with a PHQ 
- 9 equal or greater than 5. This prevalence seems to 
be higher where compared to a recent systematic re-
view of the literature 25 , where values are distinguished 
for gestational age. In the first quarter of pregnancy 
it was = 7.4%, in the second = 12.8% and in the third 
one = 12.0%. Such difference, beside to be explained 
by dissimilar sample and evaluation method, may re-

flect the gestational period in which the interview was 
made. Our 225 women in fact were interviewed at the 
end of pregnancy, where the exertion or the fear of 
the childbirth could have affected their humor, espe-
cially if primiparous mothers, the 58.4% of our sample. 
If we consider only the women diagnosed with major 
depression by the psychiatrist, the prevalence of de-
pressive disorders is reduced to 17.3% of the sample. 
In this way we can exclude the false positive results, 
probably determined by the presence of somatic 
symptoms, investigated by the questions 3, 4 and 5 of 
PHQ-9 (to have problems falling asleep, to feel them-
selves tired or with little energy, to have little appetite 
or to eat too much), that can be considered physiologi-
cal at the end of the pregnancy. This last datum, in ad-
dition to be in line with the data of the international 
literature, confirms the evidences of other studies that 
investigate the prevalence in Italy of the depression in 
pregnancy 26 27.
Even if we consider the methodological limits of our 
study (the sample uniformity concerning the educa-
tional and the social-cultural level and the two different 
way we administered the PHQ-9 during the pregnancy 
and in the postpartum), the prevalence of depressive 
symptoms at 40 days and 6 months from the birth, re-
sults equal or smaller than that described by the lit-
erature, reporting values among 6.5% and 12.9% 28 29. 
However the percentage of depressed women treated 
early during the pregnancy (7.1%) needs to be con-
sidered and we can also suppose that participating 
in our screening and information programme have 
contributed to the decrease of the depressive symp-
tom prevalence. This hypothesis is supported by a 
recent randomized study that shows that taking part 
in a screening programme for post-partum depression 
improves the women’s health and reduces the preva-
lence of the disorder 30.
In accord with the literature also in our study the per-
centage of women that developed a post-partum de-
pression (8%) had already manifested depressive 
symptoms in pregnancy 31.
The percentage of depressed women in pregnancy that 
refused the treatment and did not manifest depressive 
symptoms in the post-partum, shows how the prenatal 

TABLE II. Risk factors associated with depressive symptoms during pregnancy.

χ2 p Phi 

Nausea or vomiting 4.242 0.039 -.139

Spontaneous abortions 4.723 0.030  -.146

History of psychopharmacological treatment 5.789 0.016 -.162

Lost home during the earthquake in 2009 and live in temporary accommodation 7.216 0.007 .185
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Conclusions
This study shows that perinatal depression is a very fre-
quent complication of the pregnancy. Consequently it 
is very important to meet all the pregnant women in the 
services devoted to maternity, in order to offer them a 
precocious screening of psychiatric symptoms that can 
arise during pregnancy and post-partum. By consid-
ering the women belonging to the middle-high social 
class, the number of dropout and the refusal to be treat-
ed, we can conclude that among women still persist a 
stigma about mental illness. This reinforces even more 
the certainty that an information campaign is necessary.
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depression can recovery without any treatment along 
the natural history of the illness 32.
The variables we showed to be most strongly associ-
ated to perinatal depression (positive psychopharma-
cological anamnesis, previous miscarriages and pre-
vious stressful events of life) are in line with the litera-
ture 12 13 15 33 34.
A specific risk factor detected in our population was 
the L’Aquila 2009 earthquake. Literature data confirm 
in fact that natural disasters can have a negative im-
pact on the mental health of people exposed to the 
traumatic event  35. The women we investigated were 
still suffering for the loss of their house and for the con-
sequent displacement  35 36, although 5 years went by 
since the event.
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