CHAPTER °

Screening for maternal
mental illness:

d relationship between you
and the mother

This chapter outlines why pregnant women should be
screened for mental illness and give tips on how to screen.

Learning Objectives

By the end of this chapter you will know:

+ The importance of screening pregnant women for mental iliness
+ The steps involved in screening

How to use three different mental health screening tools



4.1 Why screen pregnant women for mental
illness?

During pregnancy, women usually use the health system regularly. For
some women, the only time they come into contact with health workers is
when they are receiving antenatal care.

@%efinitiun: screening \

Screening is a strategy used to detect an illness in a large group of
individuals, such as mothers attending antenatal clinics. It is usually
done using a questionnaire.

If someone screens positive (above a cut-off score), it is likely that
she has mental illness, but this is not definite. If someone screens
negative (below cut-off score), it is likely that she does not have
mental illness, but this is not definite. Your certainty in either case
depends on the screening tool used and the population being
screened.

A mental health diagnosis can only be made by a mental health pro-
\fessional or by a diagnostic assessment. /

This provides health workers with a special opportunity to assist women
who are experiencing mental health problems.

It is routine for health workers to screen for medical problems during ante-
natal visits (e.g., anaemia, syphilis, Rhesus disease). As there is a high preva-
lence of maternal mental health problems and long-term consequences for
women and their children (See Chapter 1), screening for mental iliness could
also be part of every woman’s routine health care in the perinatal period.

Mental health screening during pregnancy can have a number of positive
impacts:

» Screening occurs in a familiar and non-threatening environment

+ Women can avoid the stigma associated with seeking help for mental
health problems

+ Women do not have to spend extra time and money to access mental
health care



No]'e During regular antenatal visits, health workers can help
women who need mental health care but who would not
otherwise have access to help.

4.2 The screening process

Before starting screening

Before screening can be started, a referral system must be in place so that
those women who are at risk or experiencing symptoms of mental illness
can be appropriately referred to support groups, counsellors, psychiatrists,
mental health nurses, social workers or any other service. See Chapter 5 for
suggestions regarding referrals for your particular setting and community.

Who do you screen?

Your clinic or facility may not be able to screen all women who are attend-
ing antenatal care. Where there are not enough resources, certain high-risk
groups may be selected for screening. High-risk groups that could be priori-
tised for screening include:

+ Adolescents

+ HIV-positive women

+ Poorwomen

+  Women with social problems

+  Women that are ‘worrying’ or who seem ‘stressed’

+  Women with a past or present history of mental illness

How do you screen?

There are some simple steps you can follow which can help you to make the
screening process more effective.

©
NO'I'O It may be easier for staff, and more acceptable to the

mothers, if you make mental health screening part of routine
booking procedures or history-taking.



Step 1: Explain why you are screening

A useful thing to say is that you are concerned about the mother’s mental
health and her physical health. Explain to her that the questionnaires could
help you discover if she needs some extra support. This support may not be
available at your facility, but by finding out what she needs, you can refer
her properly.

Some examples of what you could say to the mother:

+ Hereat clinic we are not only interested in your
physical health, we are also interested in your emotional well-being.

» The questionnaire helps us to know how you are feeling inside.

» The questionnaire helps us decide whether we should offer you extra
support, like in the form of counselling for example.

é y N
Definition: booking

Booking generally refers to a woman’s first official antenatal appoint-
ment at a health care facility. This is when the midwife or nurse col-
lects background information, and schedules the rest of the client’s
maternity care.

Step 2: Explain that screening is voluntary and not compulsory

It is a good thing to assure the mother that she will still receive good care if
she does not want to be screened for mental iliness. Assure her thatitis her
decision to make, not yours.

Step 3: Discuss confidentiality

Explain to the mother that everything you discuss, including the screening
results, remains strictly confidential. Let her know that only the clinic staff
will have access to the completed screening forms. If possible, arrange for
the forms to be stored in a locked cabinet, and inform the mother of this.

@Definition: confidential A

Confidential means that the information the mother gives to you re-
mains private. Only authorised health workers will have access to this
information when it is necessary for her care. It should be made clear
that you will not discuss this information with her partner, family,
friends, or anyone other than those involved in her health care.
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Step 4: Ensure privacy

To ensure confidentiality, the screening should be conducted privately.

This means that no partners, mothers or other people must be present while
the mother fills in the questionnaire. Someone looking over the shoulders of
a mother during screening may cause her to feel pressured to answer
‘properly’ and not necessarily how she feels.

Give the mother the choice of filling the form in either by herself, with sup-
port, or verbally with you filling in the answers.

i

Step 5: Language

If the mother chooses to fill in the questionnaire by herself, ask her which
language she would prefer. Ensure that your screening forms are available
in the languages spoken by the mothers who attend your clinic (For exam-
ples, see the Resources section at the end of the handbook).

Step 6: Check the mother’s level of literacy

Some women may not be able to read and write well. A friendly way of help-
ing the mother could be to say ‘Please call me to help you if you have any
problem completing the questionnaire.’

Step 7: Check that the form has been filled in correctly

Sometimes items are left out by mistake. Sometimes they are avoided on
purpose. If the questionnaire was not filled completely, ask the mother if
there is anything else she would like to add.



Step 8: Try to score the questionnaire

Try to score the questionnaires while the mother is still in the clinic or wait-
ing to see you. You may not get another chance. You can also complete any
information (such as age, gestation age, contact details etc.) which the
mother may have missed and make referral arrangements more easily while
she is in the clinic.

No‘l‘e Your clinical judgement may override the screening guide-

lines. If you feel the mother is experiencing a lot of distress

or has a strong risk for this, you should feel free to offer referral,
even if she does not make the cut-off score.

Step 9: Explain the result of the score to the mother

A score below the cut-off does not necessarily mean that the mother is
‘fine’. Simply explain that it means you will not suggest referral at this stage.
However, also explain that she is free to request help or referral if she would
like this — either now or at another time.

Explain to a mother with a score at or above the cut-off, that you are con-
cerned about her. You could ‘normalise’ the situation by saying that many
of the mothers in your clinic, who score above the cut-off, do well with
some extra support.

Step 10: Referral

If you do offer a referral, explain that this is voluntary. Explain to the mother
what she can expect when she is referred to the counsellor, service or or-
ganisation. More information on how to refer is in Chapter 5. More informa-
tion about the counselling process can be found in Chapter 6.

Offer an open-door policy. This allows a mother, who does not take up the
referral the first time, to change her mind at a later stage and to return to
you. It is useful also to have an open-door policy for mothers who do not ar-
rive for their referral appointments. You cannot always know the reasons for
why they were not able to attend their appointments.



Q In an emergency N

If you believe the mother is suicidal or requires emergency care:

+ Contact the psychiatric nurse, midwife, sister, or doctor in
charge.

+ Do not leave the mother alone, even if the screening score is
‘normal’.

» Be prepared for emergencies: Find the names and numbers of
appropriate people and organisations to contact in case of an
emergency and keep them in a handy place.

- J

Your notes \




4.3 Screening tools

The Edinburgh Postnatal Depression Scale (EPDS)

The EPDS is a set of questions used to assess whether or not a woman may
be suffering from depression or anxiety, or both. It can be used antenatally
and postnatally. It is one of the most widely accepted tools in the world. It
has been validated through research in many different cultures and coun-
tries.

N\
Definition: validated
A tool that has been val/idated when that the tool has been tested
against a diagnostic ‘gold standard’ assessment, and proven to be an
adequate screening tool for assessing depression and anxiety.
y,

>

Note The version of the EPDS provided here has been adapted
for use in South Africa, and specifically for use in a Midwife
Obstetric Unit in Cape Town. Itis based on the work of: Cox JL, Hol-
den JM & Sagovsky R (1987) Detection of postnatal depression, de-
velopment of the 10 item postnatal depression scale. British Journal
of Psychiatry. 150: 782-6.

Health workers may use this questionnaire but only if it is copied and
used in full. Do not use the copy on the next page. Rather, copy the

questionnaires without scores in the Resources section at the end of
this handbook.



The Edinburgh Postnatal Depression Scale

My feelings now that | am pregnant or have had a baby.

As you are pregnant or have had a baby, we would like to know how you
are feeling. It may help us in choosing the best care for your needs. The
information you provide us will be kept private and confidential.

There is a choice of four answers for each question. Please circle the one
that comes closest to how you have felt /n the past seven days, not just
how you feel today.

[SCORES ON RIGHT HAND SIDE]

In the past seven days:

1. | have been able to see the funny side of things:

As much as | always could [O]
Not quite so much now [1]
Definitely not so much now [2]
Not at all [3]

2. | have looked forward with enjoyment to things:

As much as | ever did [O]
A little less than | used to [1]
Much less than | used to [2]
Hardly at all [3]

3. I have blamed myself when things went wrong, and it wasn’t my fault:

Yes, most of the time [3]
Yes, some of the time [2]
Not very much [1]
No, never [O]

4. | have been worried and | don’t know why:

No, not at all [O]
Hardly ever [1]
Yes, sometimes 2]
Yes, very much [3]




5. I have felt scared or panicky and | don’t know why:

Yes, quite a lot
Yes, sometimes
No, not much
No, not at all

6. | have had difficulty in coping with things:

Yes, most of the time | haven’t been managing at all

Yes, sometimes | haven’t been managing as well as usual
No, most of the time | have managed quite well

No, | have been managing as well as ever

7.1 have been so unhappy | have had difficulty sleeping:

Yes, most of the time
Yes, sometimes

Not very much

No, not at all

8. | have felt sad and miserable:

Yes, most of the time
Yes, quite a lot

Not very much

No, not at all

9. | have been so unhappy that | have been crying:

Yes, most of the time
Yes, quite a lot

Only sometimes

No, never

10. I have thought of harming myself or ending my life:

Yes, quite a lot
Sometimes
Hardly ever
Never

(3]
(2]
(1]
(0]

(3]
(2]
(1]
(0]

(3]
(2]
(1]
(0]

(3]
(2]
(1]
(0]

(3]
(2]
(1]
(0]

(3]
(2]
(1]
(0]
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Step 1: Ask the mother the questions or leave her to complete the
questionnaire on her own

Make sure that she has ticked all the questions. The EPDS questionnaire is
made up of ten multiple-choice questions. These questions ask the mother
about how she has felt in the last seven days. Each question has four possi-
ble answers. These answers are given score values, from O to 3. The scores
indicate how strongly the mother was feeling about something. A higher
score indicates a more serious symptom.

Step 2: Some questions might require double-checking
Question 7: ‘I have been so unhappy | have had difficulty sleeping.’

Check if the mother is having difficulty sleeping because of her feelings, or
because of being physically uncomfortable due to the pregnancy.

Question 10: ‘I have thought of harming myself or ending my life.’

If the mother gives an answer with a score of 1, 2 or 3 on this question, you
must ask her further questions to determine if she is suicidal.

Step 3: Scoring

After the client has completed the questionnaire, score her answers. The
example of the EPDS given on the previous two pages includes scores. Note
how the ordering of highest or lowest score is not the same for each ques-
tion. Add up each of the scores the mother got for the ten questions. The
TOTAL score is important.

Step 4: Add up the scores
If TOTAL scoreis:

» Below 10
= the mother is probably fine and does not need to be referred

+ Above 10
= she is at risk of depression and anxiety and may need to be referred

« 13 and above
= the women needs to be referred

If the mother has previously attempted suicide, or has a thought-out
plan for how she may harm herself, you need to refer her URGENTLY.

It does not matter what her overall score is.

11




The Risk Factor Assessment (RFA)

This questionnaire was developed by the PMHP team in Cape Town. While
the EPDS screens for symptoms of maternal mental iliness, this question-
naire assesses the risk factors for mental illness.

This is a screening tool which is quick and easy to use in busy settings. Itis
important to note that this tool has not yet been validated like the EPDS.
However, it has been developed based on international research and on the
PMHP experience with women during the perinatal period. The PMHP is
conducting a study to find out if this is a valid tool to use. Research shows

that it is better to screen for both mood symptoms and risk factors. We

have found it very helpful to combine the EPDS with the RFA tool, although
this may take too long for some settings.

The Risk Factor Assessment (RFA)

My situation now that | am pregnant/have had a baby.

We are interested to find out how your situation is in your pregnancy/now

that you have had your baby. This questionnaire may help us suggest extra
care for you if necessary. Your answers will be kept confidential. Please an-
swer either yes or no to the following questions. Tick the box.

Question Yes No
1. |feel pleased about being pregnant/having had a baby. Yes | No
2. | have had some very difficult things happen to me in the
last year (e.g. losing someone close to me, losing my job, | Yes | No
leaving home etc.)
3. My husband/boyfriend and | are still together. Yes | No
4. | feel my husband/boyfriend cares about me (say ‘no’ if
. : Yes No
you are not with him anymore).
5. My husband/boyfriend or someone else in the household Ves | No
is sometimes violent towards me.
6. My family and friends care about how | feel. Yes No
7. | have experienced some kind of abuse in the past (e.g.
. . Yes | No
physical, emotional, sexual, rape).
8. My family and friends help me in practical ways. Yes | No
9. On the whole, | have a good relationship with my own
. . Yes No
mother (indicate ‘no’ if your mother has passed away).
10. | have experienced one of the following in the past: mis-
carriage, abortion, stillbirth, or the death of a child any- Yes No
time after birth.
11. | have had serious depression, panic attacks or problems Yes | No

with anxiety before.
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Step 1: Ask the mother the questions or leave her to complete it on
her own
Make sure that she has ticked all the questions.

Step 2: Scoring
Questions 1,3,4,6,8and 9

+ NO answers to these questions indicate the woman is at risk

+ give a score of 1 for each of these questions if the answer is NO

+ YES answers to these questions indicate low risk

» give a score of O for each of these questions if the answer is ‘yes’.

Questions 2,5,7,10and 11

» YES answers to these questions indicate the woman is at risk

» give a score of 1 for each of these questions if the answer is YES
+ NO answers to these questions indicate low risk

+ give a score of O for each of these questions if the answer is NO

Question Yes No Step 3: Add up the scores
Based on the scoring instructions, add up the
1 0 1 scores. Use the table to the left as a guide by
2 1 0 counting the answers in the shaded areas. If a
woman’s total score is 3 or above she needs to
3 0 1 be referred to a counsellor.
4 0 1
5 1 0]
6 0 1
7 1 0
8 0 1
9 0 1
10 1 0]
11 1 0
~N

Because this assessment identifies
serious risk factors, a referral is
needed with a score of 3 or above,
no matter what the mother’s EPDS
score is.
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The 5-item Short Risk Factor Screen

This shorter risk factor screening tool was developed in 2007 by the
PMHP, but it has not been validated.

Information was collected from about 1000 women who had completed
the EPDS and the 11-item RFA. By analysing the RFA against the EPDS, 5
questions were identified which could predict if a woman was at risk of
mental illness. A research study is being done to try and validate this new
short tool.

Question Yes No
1. Have you had some very difficult things happen in the
Yes No
last year?
2. Are you pleased about this pregnancy or now that you
Yes No
have had your baby?
3. Is your partner supportive? Yes No
4. Have you had problems with things like depression,
: : Yes No
anxiety or panic attacks before?
5. Is your partner or someone at home sometimes violent
Yes No
towards you?

For total, add the answers according to the shaded areas in the table
above.

TOTAL: /5

Other risk? Yes / No

Action
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Step 1: You may ask the mother the questions or leave her to com-
plete the form on her own.

If a mother is finding it difficult to answer the questions, you may need to
explain each one. Some examples are outlined here.

1. Have you had some very difficult things happen in the last year? For ex-
ample:

» Losing someone close

+ Losing ajob, or a partner losing a job
+ Moving home

+ lllness in the home

+ Divorce

+ Being a victim of crime

2. Are you pleased about this pregnancy / now that you have had your
baby?

+ If still pregnant, this question refers to the current time, not how she
may have felt when she found out she was pregnant.

» If the mother has already had her baby (postnatal), ask her the second
part of this question: ‘Are you pleased now that you have had your
baby?’

3. Is your partner supportive?
Does the woman’s partner provide the following type of support:
+ Emotional: cares about her and/or the baby

+ Financial: contributes money
+ Practical: helps out at home

4. Have you had problems with things like depression, anxiety or panic at-
tacks before?

Find out if the mother has had or has any significant history of mental ill-
ness where her symptoms:

+ Required treatment (of any kind)

+ Affected functioning at work or at home

» Caused her to take drugs or alcohol ‘to cope’

+ Affected her ability to care for herself or her family
+ Lasted 6 months or longer

5. Is your partner or someone at home sometimes violent towards you?

This question refers to anyone, not just the mother’s partner. It includes
threats of violence.
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Step 2: Add up the scores
» Give 1 point for each answer in the shaded boxes.
+ 1 or above = risk for mental iliness, the woman may need to be re-
ferred.

"
Note

If your unit has few resources for referral, perhaps raise the
cut-off score and use 2/5 or 3/5.

Step 3: Other risks
Make a note of other risk factors such as adolescent pregnancy, refugee
status, HIV status etc. See Section 1.1 for a list of other risk factors.

4.4 Summary

» Screening can be an efficient way for busy health workers to identify
women who are likely to suffer from a mental iliness or who are at risk
of developing a mental iliness.

+ Making screening a routine part of pregnancy care makes it more ac-
ceptable for mothers and health workers.

+ Routine screening allows for many vulnerable mothers to be referred
to other services and to have access to supportive care.

+ Practical tips can make screening easier and more effective.
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