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Abstract

The perinatal depression is one of the leading pathologies in the world causing disabilities
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and represents an important public health problem. Since 2003, the Center for Behavioral health

Sciences and Mental Health (Istituto Superiore di Sanita - ISS) has promoted studies and
research on the mental health of women, children, partners and family in the perinatal
period, leading to the realization of a structured program adopted in many Italian services.
In this article, we describe the feasibility and effectiveness of the perinatal mental health

® screening

¢ treatment

e depression
® anxiety

approach in Italian health services and discuss the progress and new challenges.

INTRODUCTION

For some years now, anxiety and postpartum de-
pression have been the subject of growing attention
and interest from scientific, academic and healthcare
professionals. The World Health Organization (WHO)
estimates that 10% of pregnant women and 13% of
women who have just given birth suffer from a mental
disorder, mainly depression [1].

A recent systematic review [2] that considered 58
studies involving a total of 37,294 healthy women, re-
ported an estimate incidence for postnatal depression of
12% and a prevalence of 17% with higher prevalence in
low- and middle income countries than in high income
countries [3] also emphasizing that post partum depres-
sive and anxiety symptoms frequently begin during or
before pregnancy [4, 5] but women are less likely to re-
ceive treatment during pregnancy than postnatally [6].

Prevalence studies conducted in Italy indicate that
depression affects 1.6% to 26.6% of women during the
perinatal period [7-15]. However, perinatal depression
is underestimated due to women denial or isolation and
this problem could be underdiagnosed [16, 17].

Furthermore, depression is one of the leading pathol-
ogies in the world causing severe dysfunction at work,
at school and in the family and represents an important
public health problem, with a high subjective or objec-
tive burden, direct and indirect costs due to the impair-
ment of personal, social and occupational functioning
[1]. In addition, it should be considered the long-term
consequences that maternal postpartum depression has
on mental health and development of children.

Since 2003, a group of researchers from the Center
for Behavioral Sciences and Mental Health (Istituto
Superiore di Sanita — ISS) has promoted studies and
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research on the mental health of women, children, part-
ners and family in the perinatal period, leading to the
realization of a structured program adopted in many
Italian services.

The program named “Prevention and early interven-
tion for the risk of postpartum depression”, funded by
the National Center for Disease Prevention and Con-
trol (CCM) of the Ministry of Health, started in March
2012 and concluded in March 2015, has proved accept-
able and sustainable to intercept parents (both moth-
ers and fathers) who need help for an early intervention
to prevent any damage that the chronic disease could
cause to woman, child, mother-baby relationship, as
well as the family climate in general.

STRUCTURED PROGRAM FOR PERINATAL
ANXIETY AND DEPRESSION MANAGEMENT

Specific training of the personnel involved (obstetri-
cian, nurse, psychologist, psychiatrist, gynecologist, pe-
diatrician of free choice, general practitioner) is the key
point of the program. The training should develop not
only professional skills but also capacities to work in a
team and to establish a familiar, empathic, welcoming,
involving and absolutely non-stigmatizing climate. This
will facilitate women to recognize their difficulties and
to accept to be helped.

The empowerment of knowledge on perinatal mental
health is the first step of the program during which ob-
stetricians and gynecologists of the Family Counseling
Service and Hospital Departments inform pregnant
women and their partners about the importance of
psychological well-being, mental health problems that
can occur during pregnancy, after childbirth, and the
impact on the health of the mother, of the baby, of the
couple. Usually, treatments offered by the Organiza-
tions are also presented. An information notice is dis-
tributed with the telephone numbers of the profession-
als and units involved and women are asked to fill in a
form containing the privacy policy, their personal data
and the expected date of delivery. Finally, the possibil-
ity of participating in an early identification (screening)
of the risk for anxiety-depression during the perinatal
period is proposed.

The screening step, performed by trained maternal and
child professionals, can take place both before and af-
ter the birth of the baby. The screening tools used are
the Edinburgh Postnatal Depression Scale (EPDS) [18,
19] for assessing the risk of depression and the General-
ized Anxiety Disorder Scale (GAD-7) [20] for assess-
ing anxiety. It was also used the psycho-social and clini-
cal evaluation form prepared and validated by the ISS
[21, 12] which collects information on pregnancy and
childbirth, experiences of depression or other psychiat-
ric problems in life, any stressful events in the past 12
months and perceived family and social support. If the
woman scores >12 on the EPDS questionnaire or >8
on the GAD-7 test, she is invited to undergo a clinical
assessment performed by psychologists or psychiatrists
of the Organizations. Particular attention is paid to as-
sessing the risk of suicide. If the woman scores >1 on
question no. 10 of the EPDS (“The thought of harming
myself has crossed my mind”), it is important to under-

stand, during the following interview, if she is in danger
of harming herself or the child and to evaluate the level
and immediacy of the realization of suicidal intentions.

After screening, a clinical assessment step is performed,
in the ISS study the following assessment tools were
used: the Beck Depression Inventory (BDI-II) for the
evaluation of the severity of the depressive symptoms
[22] and the State-Trait Anxiety Inventory (STAI), for
the assessment of state anxiety [23].

On the same day of or soon after (1 to 3 day) the
clinical assessment, women receive feedback from the
same Professional who performed it. If a risk for de-
pression or anxiety is confirmed, the woman is invited
to receive support and a psychological intervention is
offered (treatment step). Should the professional deem
it appropriate, the psychological intervention is offered
also to women who have tested negative to clinical as-
sessment but showed some borderline scores. Addi-
tionally, providing the clinical assessment and the psy-
chological intervention in the same clinics or hospitals
where the initial assessment was done has proved pref-
erable, avoiding relocation or referral to other mental
health services [24, 12].

The treatment step is a psychological intervention
based on a bio-psycho-social approach elaborated by
Prof. Jeanette Milgrom and colleagues at the Parent-
Infant Research Institute (PIRI®) [25]. The applicabil-
ity and effectiveness of the treatment program in the
Italian context was analysed in a 2015 study promoted
by the ISS [26]. This study showed that the clinical
improvement of women mainly modified the presence
and severity of depressive symptoms, state anxiety and
mental health (as detected by SF-36); in particular,
the EPDS and SF-36 Mental Component Summary
(MCS) scores [27], the results showed that over 70% of
the women undergoing treatment had a significant im-
provement in depressive symptoms and mental health
in general [26].

The treatment includes a series of 10 meetings, which
can be divided into individual or group sessions (with
six to eight participants). The group modality, in ad-
dition to containing the costs of the treatment, allows
comparison between peers, learning by modelling and
the reduction of the stigma associated with depression.
The treatment includes both practical and behavioural
interventions, such as daily organization, the introduc-
tion of pleasant activities, relaxation and assertiveness
techniques, and deeper cognitive interventions, such
as the restructuring of dysfunctional thoughts related
to depression and the questioning of false myths about
motherhood. All the techniques are placed in the daily
reality of the woman to lead her to feel more and more
autonomous and competent in the management of the
child. There is also a module on the couple, to encour-
age communication and sharing between partners, and
another on mother/child interaction, to help mothers
to respond correctly to the needs of their children [28].

The program ends with the follow-up and with the re-
administration of the same tools used in the screening
phase. Women who still score at high risk of depression
(equal to or higher than the cut-offs) are offered to be
followed up by the territorial psychiatric services, local
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family counselling centers or to be reviewed with peri-
odic home visits, depending on the local organization of
the Public Health Services.

PROGRAM IMPLEMENTATION

This program, originally adopted by a few public ser-
vices (consultants and hospitals) participating in the
ISS study [12], has been implemented to other Italian
public services, albeit with some adaptations. The im-
plementation has required a review of the existing prac-
tices for woman mental health management and allows
us to reflect on the main critical issues and strengths
that the program has shown over time.

The program goes from pregnancy, birth, all the way
through, to the first years of the child’s life. During the
different steps of the program, all the Professionals in-
volved work in an interdisciplinary and close way. The
interdisciplinary training courses and the discussion on
the cases made it possible to network the skills of pro-
fessionals and indirectly allowed the Services to deliver
a better service.

The ISS provided training to the relevant profession-
als (i.e. those who come into contact with the mother
and child in the perinatal period) at their local hospi-
tal or ASL. The training courses, spread over two/three
days, were divided into two modules [29, 30].

Over the years, many Services have improved the ma-
terial the ISS distributed during the knowledge empow-
erment step, providing, for example, specific language
material for foreign women or creating downloadable
information material via smartphone/tablet applica-
tions (in the Lombardy region) or producing informa-
tive videos to be shown in the waiting rooms of family
clinics and birth centers (in the Veneto region). Dedi-
cated help lines or walk-in clinics are also increasingly
widespread. These services are often set up by local
private associations with the support of the territory
(e.g. UO Novara and Aulss 6 Euganea of the Brescia
Observatory), showing that the collaboration between
public and private is a precious resource of integration
between the various Professionals and the Services in-
volved in the perinatal field.

Additionally, screening and clinical assessment tools
used in the first phase of the method were diversified
across the Services. In the screening step, some Services
(the North and South Districts of Aulss2 Marca Tre-
vigiana, ASST Bergamo Ovest, the Health District of
Campobasso Molise, and the Centers connected to the
Perinatal Clinical Psychology Observatory coordinated
by the University of Brescia [31]) added, the Posi-
tive Scale [32] and the Patient Health Questionnaire
(PHQ-9) [33] to the screening tools to have an insight
on how much the woman looks with confidence to the
future and to monitor the severity of depression.

In the clinical assessment step have also been used
the General Health Questionnaire (GHQ-12) to in-
vestigate anxious symptoms [34], the MINI PLUS
(Mini International Neuropsychiatry Interview) [35]
to estimate major depressive episode; the SF-36 ques-
tionnaire [36], which assesses the state of physical and
psychological health; the Psychological Well-Being
Scale (PWB) [37], which investigates aspects related to

psychological well-being such as self-esteem and self-
efficacy; the QUIT [38], an Italian questionnaire which
looks at the temperament of the child and the WHO-
QOL (World Health Organization Quality of Life) [39]
for quality of life assessment.

Many Services (for example the North and South
Districts of Aulss2 Marca Trevigiana) have established,
in the routine of the Service, the home puerperal visit by
midwives for women who have given birth. This turned
out to be a crucial tool because it allowed not only to
intercept the woman'’s discomfort but also to know the
family context in which the woman lives and, therefore,
to identify any signs of discomfort early or on the con-
trary strengthen resources and protective factors.

Over the years, the Services have tried to find new
ways to identify women with postnatal depression or at
increased risk of. Some services, for instance, have pro-
vided local vaccination centers (for example ASST Ber-
gamo Opvest), regularly attended by mothers for their
infants’ vaccinations, with informative material to inter-
cept women at risk. Furthermore, the role played by the
General Practitioner and the Pediatrician of free choice
seems to be increasingly fundamental, being at times
the only health professionals with whom the woman
and her family have continuous contact before and af-
ter childbirth. Some Services (eg Aulss 6 Euganea) in
collaboration with some pediatricians of free choice of
the territory, are running a study to evaluate the pos-
sibility to administer the EPDS, on the occasion of the
child’s first health assessment, to identify women at risk
of perinatal depression and anxiety.

In some Services (eg ASST Bergamo Ovest), activities
in the perinatal area have been enriched with a series
of initiatives mainly for prevention of perinatal mental
health disorders. Several meetings addressed to new or
feature mothers have taken place. The meeting “Mom

. what anxiety!”, for instance, discussed the manage-
ment of anxiety in pregnancy and provided practical re-
laxation techniques. The meeting “Daddy Archipelago”,
instead, was dedicated to future fathers in order to of-
fer them a space for discussion and sharing on issues
and experiences related to the new parenting role. The
meeting “Breastfeeding Area” offered mothers the oppor-
tunity to share their experience of breastfeeding and the
possibility for operators to monitor the management of
the newborn by the mother. The strengthening of these
preventive services proved to be a protective factor and
contributed, in an empirical way, to reduce the onset of
perinatal depression and anxiety [40].

One of the most critical aspects highlighted, espe-
cially in some areas of southern Italy (for example the
Health District of Campobasso Molise), is the diffi-
culty in recruiting women, due in part to the context in
which the contact takes place (hospital, often distant or
difficult to reach once the woman has given birth and
returned home) and partly stemming from the fear of
social stigma for everything related to mental health.
The belief that maternity problems can resolve them-
selves by relying on family support rather than that of a
professional specialist still seems deeply rooted.

Overall, the proposed program was found to be very
popular with women, with high percentages of adher-
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ence to screening and treatment and very low drop-
outs, good results in terms of efficacy and also of sus-
tainability, considering that the treatment is short and
especially if carried out in groups, inexpensive [12, 27,
41, 42]. This program is also proposed as a tool for
constant monitoring of perinatal risk factors and early
screening, also tested in emergencies with remote in-
tervention modalities [43], capable to offer the woman
appropriate, timely and effective treatment.

STATE OF THE ART

In 2018, an agreement was signed between the Gov-
ernment, the Regions and the Autonomous Provinces
of Trento and Bolzano for the presentation, by the re-
gions, of “Projects relating to the diagnosis, treatment and
assistance of postpartum depressive syndrome” [44], which
led to the financing of 16 projects from as many Ital-
ian regions. The objective of the project outlines the
phases of the structured program described above:
awareness-raising and information on psychic distress
and the advisability of early intervention; early identifi-
cation of women at risk through standardized screening
and assessment tools; psychological support actions to
reduce the incidence and severity of mental disorders;
post-evaluation by administering the same screening
and evaluation tools used in the initial phase to evalu-
ate the effectiveness of the intervention implemented.
Each region has adapted the program to the needs and
requirements of its region, enhancing local realities of
excellence or proposing substantial improvements in
the network of services.

However, in general, there is great variability in both
the tools used for screening: EPDS, Whooley ques-
tions, State-Trait Anxiety Inventory, Psychological Well
Being Scale, General Health Questionnaire-12 item,
Schedule of recent experiences; and the tools used for
evaluating women: Post-Partum Depression Screen-
ing Scale, Parenting Stress Index Questionnaire, Min-
nesota Multiphasic Personality Inventory, Care Index,
Clinical Outcomes in Routine Evaluation-Outcome
Measure, Clinical Global Impression, Brief Psychiatric
Rating Scale, Global Assessment of Functioning, Big-5
Questionnaire, Experience in Close Relationship, Con-
nor-Davidson Resilience Scale, Brief-Cope Scale, Beck
Anxiety Inventory, Patient Health Questionnaire, Mini
Mental State Examination, Multidimensional Scale of
Perceived Social Support [44].

To this variability is added diversity in the time of
proposal of these tools: for example, depending on the
region, screening tests can be proposed at the begin-
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