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Are Family Physicians Appropriately Screening for
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Purpose: Despite the availability of screening tools for postpartum depression (PPD), there is a general
consensus that the condition is underdiagnosed. This study was conducted to determine how frequently
family physicians screen for PPD, what methods they use to screen, and what influences their screening
frequency.

Methods: A survey of members of the Washington Academy of Family Physicians was conducted.
Three hundred sixty-two (60.9%) mailed surveys were returned. The 298 physicians who saw postpar-
tum women and children younger than 1 year of age were included in the study.

Results: Of the study population, 70.2% always or often screened for PPD at postpartum gynecologic
examinations, and 46% always or often screened mothers at well-child visits. Of those who screened,
30.6% reported using a validated screening tool. Of those, only 18% used a tool specifically designed to
screen for PPD. Logistic regression modeling showed that female sex [odds ratio (OR) � 2.2], training
in PPD during residency (OR � 8.1), training in PPD through medical literature (OR � 2.1), and agree-
ment that postpartum depression is common enough to warrant screening (OR � 1.9) were all signifi-
cantly associated with more frequent screening at postpartum gynecologic visits. Agreement that screen-
ing takes too much effort was associated with less frequent screening (OR � 0.8).

Conclusions: Although family physicians believe that PPD is serious, identifiable, and treatable;
screening is not universal and use of screening tools designed for PPD is uncommon. Training in post-
partum depression and female sex are the variables most strongly associated with frequent screening.
(J Am Board Fam Pract 2005;18:104–12.)

Although pregnancy-related psychiatric conditions
have been described since antiquity, these condi-
tions have received relatively little attention until
recently.1 Postpartum depression (PPD) develops
in 10% to 20% of women in the first 6 months after
delivery.2 The rate may be more than 25% in

women that have had a previous episode of PPD.3

More than half of all women who develop postpar-
tum depression will still be suffering symptoms a
year later.4

The entire family is impacted by PPD. Fathers
are more prone to develop depression in the post-
partum period if their wives develop PPD.5 The
marital relationship is significantly stressed by the
occurrence of postpartum depression.6 Children of
depressed mothers more commonly develop con-
duct and attention disorders.7 They also suffer
from both social and cognitive delays up to age 4
and perhaps beyond.8 Murray et al9 found difficul-
ties in maternal-child interaction and behavioral
problems both at home and at school in 5-year-old
children whose mothers had suffered from postpar-
tum depression. Sharp et al10 found delayed intel-
lectual development among 4 year-old male chil-
dren of mothers with postpartum depression.

The diagnostic criteria for PPD are the same as
for major depression except that the episode starts
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during the postpartum period. Routine use of any
screening tool results in increased recognition of
postpartum depression. A few quick and easy-to-
administer tools have been developed to screen for
PPD.11,12 To make the diagnosis, a more thorough
evaluation is completed once a patient screens pos-
itive on one of these tools.

The Edinburgh Postnatal Depression Scale13 is
the most studied postpartum depression screening
tool and has been shown to be highly effective at
detecting PPD with few false positives or false
negatives. One Australian study found this scale to
have a sensitivity of 100% and a specificity of
95.5%. Georgiopoulos et al14 found that routine
administration of the Edinburgh Postnatal Depres-
sion Scale increased the rate of diagnosis of PPD
from 3.7% to 10.7% at community postnatal care
sites in Minnesota.

Despite the availability of effective screening
tools, postpartum depression remains highly un-
derdiagnosed in the United States1,14 and else-
where.15,16 One possible reason that universal
screening is not conducted may be a general lack of
awareness that screening tools exist. Even when
clinicians are aware of reliable tools, many may be
reluctant to use them for fear that the process will
be time-consuming and expensive. Another poten-
tial reason for the lack of screening is uncertainty
about how to treat women with high scores on a
screening tool,17 including a generalized concern
about using medication in women who are breast-
feeding.

The United States Preventive Services Task
Force endorses screening for depression in the gen-
eral population.18 Many authors have called for
routine screening of postpartum women.7,19–22

This study was conducted to determine how fre-
quently Washington state family physicians screen
postpartum women at routine postpartum gyneco-
logic examinations and mothers at well-child visits.
It explores family physicians’ beliefs, attitudes, and
feelings concerning postpartum depression and
which screening tools they use. Finally, this study
was designed to identify factors associated with
increased screening frequency.

Methods
This cross-sectional study used a systematic ap-
proach to sample Washington state family physi-
cians. Permission to conduct this study was re-

quested from, and granted by, the University of
Washington Institutional Review Board.

Study Population
A list of active physicians of the Washington Acad-
emy of Family Physicians was purchased. The list
was ordered numerically by zip code and alphabet-
ically within individual zip codes. Every third mem-
ber was assigned to the study population.

Questionnaire
A 25-item questionnaire was developed to investi-
gate subjects’ postpartum screening habits, beliefs,
and attitudes regarding postpartum depression and
perceptions about their patient populations. Many
of the questions were based on surveys conducted
by St. John23 and LaRocco.24 The survey gathered
demographic data, information about practice set-
tings, and sources from which subjects had received
formal training in postpartum depression. The fre-
quency with which physicians screened for postpar-
tum depression was measured using a 4-point
Likert scale (never, sometimes, often, or always).
Attitudes and beliefs about postpartum depression
were measured with a 5-point Likert scale that
asked for a level of agreement with declarative
statements.

The questionnaire was pilot tested on family
physicians to ensure face validity before the start of
the project. The questionnaire was mailed to the
study population along with a cover letter explain-
ing the study and a stamped return envelope in
October 2003. Confidentiality of respondents was
maintained through a coded number method. Two
follow-up letters with replacement surveys were
sent to nonresponders at 1-month intervals.

Analysis
Statistical analysis was done with SPSS version 11
(SPSS Inc.,Chicago, IL). Simple frequencies of
physician demographics, practice characteristics,
training, and beliefs about PPD were used to de-
scribe the study respondents. Responses to belief
statements were dichotomized by combining
“agree” and “strongly agree” into “agreed” and
other responses into “did not agree.” Differences in
screening frequency by physician demographics,
practice characteristics, training, and beliefs were
compared using �2 analysis. Screening frequency
was dichotomized into “never or sometimes” and
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“often or always” to ensure adequate numbers of
respondents in each group.

Multiple logistic regression was used to identify
factors independently associated with frequency of
screening during postnatal gynecologic and well-
child visits. Variables that were significantly related
to screening frequency in bivariate analysis were
grouped into 3 categories: demographics, training,
and beliefs. These variables were entered into re-
gression models in different order to identify rela-
tionships between the variables and screening fre-
quency. Model 1 entered training variables into the
regression model first, followed by belief variables,
followed by demographic variables. Model 2 en-
tered demographic variables first, followed by be-
lief variables and then training variables. Model 3
entered demographic variables, then training vari-
ables, then belief variables. After all variables were
entered, nonsignificant variables were removed
stepwise until all remaining variables had a signif-
icance of P � .10 or less.

Results
Of 594 questionnaires sent, 362 (60.9%) were re-
turned. Of the respondents, 335 saw patients at
least 10 hours per week, our definition of an ac-
tively practicing physician. Of these, 310 (92.5%)
saw postpartum women in their practices, 303
(90.4%) saw children under 1 year of age, and 298
(89.0%) saw both. The results were similar in all 3
of these subgroups, and only those 298 who saw
both were included in the study sample.

The study sample had slightly more men than
women and averaged 44 years of age (Table 1). The
study participants mostly worked in group practices
and had been out of residency for an average of 12
years. No physicians in the study sample were cur-
rently resident physicians, and 2.4% were not res-
idency graduates.

Thirty-one percent of the study physicians al-
ways screened, and another 40% often screened
for postpartum depression at routine postpartum
gynecologic visits. Only 5.7% never screened post-
partum women. Thirteen percent of physicians
always screened, 33% often screened, and 15.2%
never screened mothers at well child visits.

Of the 271 valid responses from physicians who
screened at least sometimes, 83 (30.6%) responded
that they used a validated screening tool. Of those
who reported using a validated tool, a standardized
clinical interview was by far the most popular, be-
ing used by 82% of those who screen. The Beck
Depression Inventory was the most popular ques-
tionnaire-type tool. Twenty-nine percent of those
who screened used the Beck, 10% used the Edin-
burgh Postnatal Depression Scale, 8% used the
Zung Depression Scale, and 8% used the Postpar-
tum Depression Checklist.

Most respondents had received formal training
on postpartum depression in a variety of venues.
Residency training was the most commonly listed
source of training, in which 89.5% of respondents
had been taught about postpartum depression.
Two thirds or more had received training in each of
the following ways: in medical school, through the
medical literature, and through continuing medical
education conferences.

In general, postpartum depression was recog-
nized as a common, serious, and treatable disease
(Table 2). Screening for postpartum depression was
felt to be effective at both the postpartum visit and
well-child visits by most respondents. There was
less confidence about the ease of routine screening.
Almost 20% of respondents agreed with the state-
ment, “screening at every postpartum visit would
take too much effort,” whereas more than half
disagreed or strongly disagreed with the statement.
Almost 35% agreed with the statement, “screening
at every well child visit up to 1 year of age would
take too much effort.”

Bivariate Analysis
Sex, residency training in PPD, medical literature
training in PPD, age, and years since graduating
from residency were all significantly associated with
frequent screening at postpartum visits (Table 3),
In addition, belief that PPD is common enough to
warrant screening and belief that postpartum de-
pression is serious enough to warrant screening
were both associated with more frequent screening.

Table 1. Demographic Characteristics of Study Group

Characteristic (responses)
Percentage

or Average (SD)

Male (n � 294) 57.1%
Age (n � 293) 44.0 (7.3)
Years since graduating residency (n � 288) 12.0 (7.8)
Practice setting (n � 287)

Group 82.9%
Solo 7.3%
Other 9.8%
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Disagreement that screening takes too much effort
was also associated with more frequent screening at
postpartum visits (Table 4).

Frequency of screening at well-child visits was
significantly associated with sex, residency training,
CME training, medical literature training, and
years since graduating residency (Table 3), Belief
that postpartum depression is common enough to
warrant screening and belief that PPD is serious
enough to warrant screening were both associated
with more frequent screening at well-child visits.
Belief that PPD screening takes too much effort
and that it would not be effective were both asso-
ciated with less frequent screening at well-child
visits (Table 4). Practice setting and formal training
on postpartum depression in medical school were
not significantly associated with frequency of
screening in either setting.

Multivariate Analysis
After controlling for other variables in the model,
being female, training in PPD during residency,
training in PPD through medical literature, agree-
ment that postpartum depression is common
enough to warrant screening, and disagreement

that screening takes too much effort were all sig-
nificantly associated with more frequent screening
at postpartum gynecologic visits. All logistic regres-
sion models used produced similar results (Table
5). When logistic regression modeling was per-
formed for variables associated with frequent
screening at well-child visits, similar results were
found, with the exception that female sex ap-
proached, but did not reach, statistical significance.

Discussion
It takes an average of 17 years after new medical
knowledge has been generated in clinical trials to
become incorporated into clinical practice.25 The
Edinburgh Postnatal Depression Scale was devel-
oped in 1987.13 It is now approaching the time
when widespread application of this tool would be
expected.

Despite repeated calls to action in the medical
literature, screening for postpartum depression
among family physicians in Washington state is not
yet universal. When screening is done, it is uncom-
monly done with a validated tool that was designed
specifically for the detection of postpartum depres-
sion (ie, the Edinburgh Postnatal Depression Scale
or the Postpartum Depression Checklist). These
tools are considered to be superior to other depres-
sion screening tools because they avoid evaluating
symptoms that are common to both depression and
the normal postpartum state, such as sleep distur-
bance. The majority of respondents were screening
at postpartum gynecologic visits but not at well-
child visits. This represents many missed opportu-
nities for screening as family physicians perform
over 18% of well-child examinations nationwide.26

They also perform over 10% of all prenatal visits,27

suggesting a comparable proportion of postpartum
visits completed by family physicians. A significant
proportion of women suffering from postpartum
depression may never be diagnosed as a result

General depression screening tools were popular
methods of screening in this population. Many of
these tools have been used in research on PPD.28

Use of these tools is certainly better than no
screening at all. The most popular method of
screening identified in this study was use of a struc-
tured clinical interview. This survey did not at-
tempt to determine the content of the structured
clinical interview used by physicians. There is a
validated 2-question method that asks one question

Table 2. Family Physician Beliefs about Postpartum
Depression Screening

Statement (responses) Agree (%)

General beliefs about postpartum depression
1. Therapy for postpartum depression is

effective. (n � 294)
94.9

2. Postpartum depression affects the children of
affected mothers. (n � 296)

97.6

3. Postpartum depression affects the spouses of
affected women. (n � 296)

99.0

General beliefs about screening for postpartum
depression

1. Postpartum depression is common enough to
warrant screening. (n � 295)

87.5

2. Postpartum depression is a serious enough
problem to warrant screening. (n � 295)

90.2

Beliefs about screening women at postpartum visits
1. Screening at every postpartum visit would

take too much effort. (n � 292)
19.2

2. Screening at every postpartum visit would not
be effective. (n � 293)

3.4

Beliefs about screening mothers at well-child visits
1. Screening at every well-child visit up to one

year-of-age would take too much effort. (n
� 295)

34.9

2. Screening at every well-child visit would not
be effective. (n � 291)

7.2
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about feeling of depression and another about an-
hedonia. The literature reports that this method is
97% sensitive and 67% specific29 for major depres-
sion in the general population and is considered a
reasonable screening method for postpartum de-
pression.3 On the other hand, a guided interview
using a mnemonic such as “A SAD FACES” has
been used for general depression.30 More research
needs to be done to determine the types of struc-
tured clinical interviews that are being used by
physicians to screen for postpartum depression and
how useful these tools are in this clinical setting.

The predictors of screening frequency found in
this study help explain the lack of universal screening
by validated methods. It is clear that the problem is
not a sense of apathy about the disease or a lack of
confidence in treatment efficacy. More than 90% of

respondents agreed that family physicians should
screen for postpartum depression, that postpartum
depression is serious enough to warrant screening,
and that treatment is effective. However, a significant
proportion of respondents believed that screening
takes too much effort. Increasing pressure for produc-
tivity and lack of compensation may make screening a
low priority for family physicians in the current work
environment. Beliefs about the burden of screening
for depression have previously been shown to signif-
icantly influence physician’s perceptions about the
importance of screening for depression in the general
population.31

Washington family physicians are receiving
training on postpartum depression from a wide
variety of sources. Most received some training on
the topic in residency and medical school. Medical

Table 3. Frequency of Screening for Postpartum Depression by Family Physician Demographics, Practice Setting,
and Training Characteristics

Population (Number of
Respondents*)

Often or Always Screen
Women at Postpartum Visits

P
value†

Often or Always Screen
Mothers at Well-Child Visits

P
value

Total (n � 298) 70.2% 46.0%
Demographics

Gender
Women (n � 125, 126) 78.4% .011 54.8% .011
Men (n � 167, 166) 64.7% 39.8%

Age
�38 (n � 69) 81.2% .004 47.8% NS‡

38–44 (n � 80) 78.8% 48.8%
45–49 (n � 66) 62.1% 47.0%
�49 (n � 76) 59.2% 40.8%

Practice setting
Solo (n � 21) 57.1% NS 47.6% NS
Group (n � 236, 237) 72.0% 46.0%
Other (n � 28, 27) 67.9% 48.1%

Training in PPD
Medical School

Yes (n � 200, 199) 72.0% NS 47.7% NS
No (n � 91, 92) 67.0% 42.4%

Residency
Yes (n � 261) 74.7% �.001 48.3% .042
No (n � 31) 35.5% 29.0%

CME conferences
Yes (n � 194, 193) 74.2% NS 51.3% .015
No (n � 94, 99) 63.3% 36.4%

Medical Literature
Yes (n � 205) 75.1% .008 51.7% .004
No (n � 87) 59.8% 33.3%

* If 2 numbers are shown, they represent postpartum visits and well-child visits, respectively.
† Significance determined using �2 analysis.
‡ NS, not significant; PPD, postpartum depression; CME, continuing medical education.
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school training seems to have little influence on
screening practices, whereas other educational set-
tings seem to be highly influential. It is interesting
that residency training was far more predictive of
screening at postpartum gynecologic than at well-
child visits. This may be because the idea of screen-
ing at well-child visits is relatively new and may not
yet have been incorporated into residency training
programs.32,33

Recent graduates are more likely to frequently
screen for postpartum depression at routine post-
partum gynecologic examinations than are family
physicians who have been practicing for a long
time. Several factors may have influenced this find-
ing. The disease is more recognized as a serious,
common, and treatable problem today than in the
past. The advent of selective serotonin-reuptake
inhibitors, with their excellent safety profile and

Table 4. Association between Postpartum Depression Beliefs and Screening Practices

Statement (responses*)

Often or Always
Screen Women

at Postpartum Visits
P

value

Often or Always
Screen Mothers

at Well-Child Visits
P

value

General beliefs about postpartum depression
1. Postpartum depression affects the children of affected

mothers.
Agreed (n � 287) 70.4% NS† 46.7% NS†

Did Not Agree (n � 7) 71.4% 28.6%
2. Postpartum depression affects the spouses of affected

women.
Agreed (n � 291) 70.8% NS† 46.4% NS†

Did Not Agree (n � 3) 33.3% 33.3%
3. Therapy for postpartum depression is effective.

Agreed (n � 277) 70.8% NS† 46.6% NS†

Did Not Agree (n � 15) 66.7% 40.0%
General beliefs about screening for postpartum depression

1. Postpartum depression is common enough to warrant
screening.

Agreed (n � 256) 77.7% �.001‡ 50.8% �.001‡

Did Not Agree (n � 37) 18.9% 13.5%
2. Postpartum depression is a serious enough problem to

warrant screening.
Agreed (n � 264) 73.9% �.001‡ 48.5% .013‡

Did Not Agree (n � 29) 37.9% 24.1%
Beliefs about screening women at postpartum visits

1. Screening at every postpartum visit would take too much
effort.

Agreed (n � 56) 48.2% �.001‡ 21.4% �.001‡

Did Not Agree (n � 234) 76.1% 52.1%
2. Screening at every postpartum visit would not be effective.

Agreed (n � 10,21) 50.0% NS† 20.0% NS†

Did Not Agree (n � 281,268) 71.2% 47.0%
Beliefs about screening mothers at well-child visits

1. Screening at every well-child visit up to one year-of-age
would take too much effort.

Agreed (n � 102,103) 60.8% .009‡ 26.2% �.001‡

Did Not Agree (n � 191,190) 75.4% 56.8%
2. Screening at every well-child visit would not be effective.

Agreed (n � 21) 71.4% 23.8% .034‡

Did Not Agree (n � 268) 70.5% NS‡ 47.8%

* If two numbers are shown, they represent postpartum visits and well-child visits, respectively.
† Statistical analysis based on Fisher’s exact test.
‡ Statistical analysis based on �2 analysis.

http://www.jabfp.org Postpartum Depression Screening 109

 on 10 M
ay 2025 by guest. P

rotected by copyright.
http://w

w
w

.jabfm
.org/

J A
m

 B
oard F

am
 P

ract: first published as 10.3122/jabfm
.18.2.104 on 29 M

arch 2005. D
ow

nloaded from
 

http://www.jabfm.org/


compatibility with breast-feeding, has made treat-
ment easier than in the past.34 These changes have
probably resulted in a greater emphasis on PPD in
residency training. PPD has also received more
attention in both the medical literature and the lay
press in recent years.

In this population of family physicians, women
physicians were more likely to screen for postpar-
tum depression on a regular basis than were men.
Much of this difference was associated with the
younger age and more recent training of women
family physicians. However, the sex difference per-
sisted after controlling for training and beliefs
about PPD. One explanatory hypothesis for this sex
difference is that female physicians are better able
to empathize with the postpartum patient and
therefore better able to understand the complica-
tions of that period. This is supported by the Gunn
et al15 study of general practitioners in Australia,
which found that women practitioners were much
more likely to ask about women’s feelings at post-
partum visits. In addition, there is evidence that
women physicians screen women more frequently
for other female conditions, such as breast and
cervical cancer, than do male physicians.35–37 Lurie
et al38 found that physician’s beliefs contributed to
the increased rate of female cancer screening. Fur-
ther research on this sex difference in screening
practices is needed.

Selection bias is a possible weakness of the cur-
rent study. The respondents were chosen from

members of the Washington Academy of Family
Practice. It is possible that members of such pro-
fessional societies are more likely to be aware of
and follow recommendations for screening. Thus,
this study could have overestimated the actual fre-
quency of screening for postpartum depression.
The Washington Academy of Family Physicians
estimates that well over 90% of the State’s family
physicians are members of the Academy, however.

Another possible source of bias is that physicians
who are frequent screeners for postpartum depres-
sion were more likely than others to respond. This
possibility is supported by the fact more than 40%
of respondents were women and the average age
was 44. Only 37% of the entire WAFP are women
and the average age of members is 50 (Karla Pratt,
personal communication, 2004 Nov 2). Less than
one third of living graduates of family practice
residencies in the United States are female.39 This
suggests that women and younger physicians re-
sponded disproportionately to this survey. Again,
this would have led to an overestimation of screen-
ing rates. It is not certain that family physicians in
Washington are representative of family physicians
in other regions of America or other countries.
Further studies would need to be done to deter-
mine to what extent these findings can be general-
ized. Finally, this study may be subject to recall bias
because the findings are based on self-reported
rates of screening rather than a chart review or
direct observation.

Table 5. Multivariate Analysis: Odds of More Frequent Screening by Family Physicians with Different Demographic,
Training Characteristics, and Beliefs

OR* 95% CI P Value†

Screening for PPD always or often at postpartum gynecologic visits
Sex (female) 2.2 1.1–4.2 .02
Residency training in PPD (yes) 8.1 3.3–20.0 �.000
Medical literature training in PPD (yes) 2.1 1.1–4.0 .022
PPD is common enough to warrant screening (agreed) 1.9 1.5–2.4 �.000
Screening for PPD at every postpartum visit would take

too much effort (agreed)
0.8 0.7–1.0 .039

Screening mothers for PPD always or often at well-child visits
Sex (female) 1.6 1.0–2.8 .065
Residency training in PPD (yes) 2.7 1.1–6.5 .030
Medical literature training in PPD (yes) 2.4 1.4–4.3 .002
PPD is common enough to warrant screening (agreed) 1.5 1.1–1.9 .003
Screening for PPD at every well-child visit would take

too much effort (agreed)
0.7 0.6–0.8 �.000

* OR, odds ratio adjusted for other variables in the model; CI, confidence interval; PPD, postpartum depression.
† All variables with significance of P � .1 were left in each model.
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This study also did not address why some phy-
sicians only screened some patients or how physi-
cians approached the diagnostic workup once a
patient had a positive screening examination. These
areas require further research to understand all the
reasons postpartum depression is being underdiag-
nosed.

Conclusions
Although the family physicians in this study be-
lieved that postpartum depression was serious,
identifiable, and treatable, screening was not uni-
versal, and use of screening tools designed for post-
partum depression was uncommon. It seems that
training physicians in residency and through the
medical literature are effective means of increasing
the frequency of screening. Efforts should be made
to incorporate postpartum depression training into
all family medicine residency curricula. These cur-
ricula should emphasize that postpartum depres-
sion is common and provide experience in the use
of easy, validated screening tools. In addition, ef-
forts should be made to identify ways to decrease
the burden that is perceived by physicians to ac-
company widespread screening. Future research
should identify the most efficient and effective
screening and treatment methods to help physi-
cians overcome barriers to screening and ensure
that the many women who will develop postpartum
depression are identified and treated.
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