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Background: The Edinburgh Postnatal Depression Scale (EPDS) is a widely acknowledged screening tool for postpartum depression 
(PPD) globally, but its validation in Uganda has been lacking. This study aimed to assess the EPDS’s accuracy as a PPD screening tool 
in Uganda compared to the Mini-International Neuropsychiatric Interview (MINI 7.0.2) based on the DSM-5.
Methods: This was a descriptive cross-sectional study conducted at a referral hospital and two peri-urban primary care postpartum 
clinics in rural southwestern Uganda. We enrolled 287 mothers aged 18 to 49 at their six-week postpartum visit. The EPDS was used 
for initial screening, and the MINI 7.0.2 was employed for clinical diagnosis. The study used the Runyankore-Rukiga language version 
of the EPDS and collected data from November 11, 2019, to June 10, 2020, with the MINI 7.0.2 as the reference standard.
Results: The overall PPD prevalence was 29.5%, as opposed to 26.5% with EPDS and MINI 7.0.2 DSM-5 criteria (p = 0.239). The 
EPDS demonstrated a sensitivity of 86.8%, specificity of 92.1%, positive predictive value of 80.5%, and negative predictive value of 
94.9%. A cutoff score of ≥10 was found to be the most effective acceptable point after drawing the AUC of ROC and determining the 
most appropriate point using Youden's index. The area under the ROC curve, indicating the scale’s overall performance against MINI 
7.0.2, was 0.89 for Bwizibwera HCIV, 0.97 for Kinoni HCIV, and 0.84 for MRRH. In conclusion, the EPDS can effectively screen for 
postpartum depression in southwestern Uganda using a cutoff score of ≥10. It exhibits strong diagnostic performance in correctly 
identifying PPD in postpartum mothers.
Keywords: validation, EPDS, DSM-5, MINI, postpartum depression

Background
Postpartum depression (PPD) is a type of mood disorder that can affect women following child birth. It is characterized 
by a persistent and often severe form of depression. PPD can have significant emotional, physical, and social impacts on 
the affected individuals. The short- and long-term impact of postpartum depression on the mother, her marital relation-
ship, the children and community make it an important condition to screen, diagnose, treat and prevent.1 Routine use of 
screening scales for the purpose of identifying PPD symptoms is an effective, simple and economical way to identify 
women at risk for the disorder.2 Validating these screening scales provides standard clinical scales to compare symptoms 
and treatment efficacy across different populations of diverse cultural, emotional and economic backgrounds. There are 
several screening instruments for PPD and the most commonly used scale is the Edinburgh Postnatal Depression Scale 
(EPDS).3,4 The EPDS was originally developed in Edinburgh by Scottish Health Centers in 1987.5 It can be self- 
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administered in literate communities and researcher administered for mothers who cannot read and write.3 The health 
worker administering this scale may not have specialized training in psychiatric disorders but should be familiar with 
mental health problems.6 The EPDS is used to assess emotional experiences over the previous 7 days using 10 Likert- 
scale items by assessing for sadness and fearfulness, loss of interest, anxiety and worry, sleep deficit, self-blame, sense of 
being overwhelmed, and suicidal ideation in postpartum women.7 It is simple, quick to score and has shown high 
acceptability levels by patients as well as being readily available without purchase expenses.8 Due to the limited number 
of psychiatrists in Uganda, it is anticipated that the EPDS will be utilized in the clinical practice by nurses and midwives 
to identify mothers suffering from PPD on postnatal clinics.

During validation of the EPDS among Scottish women in Edinburgh, the scale demonstrated a sensitivity of 86%, 
specificity of 78% yielding a positive predictive value of 73% at a cut-off of 10 or more out of 30 as set by Cox.3 In a primary 
health care setting the scale is recommended for its ability to detect change in the severity of depression over time.6,9 The few 
studies that were conducted in African settings reported the EPDS as a valid scale for assessing PPD. For example, Khalifa 
and others10 validated the EPDS against the Mini-International Neuropsychiatric Interview among postpartum women in 
South Sudan and the sensitivity and specificity were 89% and 82%, respectively. A related validation of the EPDS in Shona 
language against the DSM-IV criteria for major depression in Zimbabwe recorded sensitivity of 78% and specificity of 
89%11 whereas in the Amharic language in Ethiopia researchers validated the EPDS against the Comprehensive 
Psychopathological Rating Scale (CPRS) and reported 78.9% sensitivity and 75.3% specificity.12

Although this scale has been validated in several countries, 60 languages and populations, it has been validated in 
very few African settings and most of these validations were for specific postpartum populations like postpartum mothers 
who are living with HIV or antenatal women.2,5,13 As far as we know, the EPDS has not been validated to establish the 
psychometrics in the Ugandan local context, yet a preliminary cross-sectional study revealed a high PPD prevalence of 
27.1% using the clinical diagnostic criteria,14 hence there is a need to validate a reliable screening tool in this setting. The 
few studies on validation of the EPDS could be attributed to the fact that PPD was largely considered to be a Western 
phenomenon, with infrequent documentation in low-resource settings.9,15,16 However, currently PPD is increasingly 
recognized as a public health threat in low-resource settings such as Uganda and it requires a method of measuring 
depressive symptoms that is both valid and practical to administer. Such studies require careful consideration of the 
impact that culture and language may have upon the validity of the measures used. Whereas in general, PPD is 
characterized by loss of interest in usual events, sleep challenges, feelings of sadness, fatigability, problems of appetite, 
and difficulty in coping with daily activities,6 literature suggests that the presentation of PPD is different for African 
mothers as compared to mothers in higher income countries like Scotland. A study carried out by Cox et al revealed that 
Ugandan women were more likely to describe somatic symptoms like backaches, headaches during their routine 
postpartum health visits and less likely to express emotional feelings as compared to the Scottish mothers6,17 yet PPD 
manifests as a psychological clinical profile. This disparity in symptoms compromises accurate screening of mothers 
suffering from PPD, hence increasing the risk of consequences from this condition. The EPDS was developed to be used 
among the Scottish postpartum women. Consensus has emerged that such a scale can be used in other settings but that 
there must be a careful process of translation and validation by establishing its sensitivity, specificity and predictive 
values before usage to ensure cross-cultural equivalence.6,18,19 Moreover, researchers stress that a screening instrument 
must go through a formal validation in a particular population before it is implemented into practice.20 Therefore, this 
study validated the EPDS against the DSM-5 diagnostic criteria using the MINI 7.0.2 to determine its appropriateness in 
detecting PPD among mothers in southwestern Uganda.

Methods
Study Design and Setting
This descriptive, cross-sectional study was conducted at one regional referral hospital (Mbarara Regional Referral Hospital- 
MRRH) and two peri-urban primary care postpartum clinics (Bwizibwera Health Centre IV-BHC IV and Kinoni Health Centre 
IV-KHC IV) that serve rural communities with lower incomes and lower rates of formal education in Mbarara and Rwampara 
districts, south western region of Uganda. BHC IV and KHC IV are within a 26.3 km and 39.9 km radius, respectively, from 
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MRRH located in the centre of Mbarara city. Services are provided free at all the clinics and the staffs at both clinics are employed 
by the government of Uganda. The most widely spoken language is Runyankore-Rukiga. This was part of a larger research 
project that determined the prevalence and associated factors of PPD in Mbarara and Rwampara districts, south western 
Uganda.14

Study Population and Eligibility Criteria
This study enrolled 18 to 49 years old mothers during their 6 weeks’ postpartum visit to the clinic for their routine 6 
weeks’ postpartum check-up. The data were obtained from 11th November 2019 to 10th June 2020. The eligibility criteria 
included women able to speak and understand Runyankore-Rukiga, had delivered a live baby and were willing to 
participate in the study. Mothers who had lost their babies or those who were sick with severe medical illness, personal 
and family history of mood disorder were excluded as physical symptoms (insomnia, anorexia, decreased concentration 
and pain, etc.) and trauma of their loss could mimic those of depression and may bias the sample.

Sample Size Calculation
The sample size estimation for anticipated sensitivity and specificity was determined by the Burderer’s formula.21 

Because the prevalence of PPD in Uganda was unknown at the time this study commenced but was later determined 
in a separate part of the current study, an arbitrary value of 50% had been assumed.

And

Where n = required sample size,
SN = anticipated sensitivity of EPDS as compared to MINI 7.0.2 = 82%. This was calculated as an average of the 

sensitivities of 89%, 78.9% and 78% that had been reported in Sudan, Ethiopia, and Zimbabwe, respectively.11,22,23

SP = anticipated specificity of EPDS as compared to MINI 7.0.2 = 82.1%. This was calculated as an average of the 
specificity of 82%, 75.3% and 89% that had been reported in Ethiopia, Zimbabwe and South Africa, respectively.11,22,23

α = size of the critical region = 0.1
z1-α/2 =1.96
L = absolute precision desired on either side of sensitivity or specificity = 0.09
After additional 10% to cater for non-response, a sensitivity-based sample size of 287 postpartum mothers were 

enrolled into the study.

Data Collection Tools
The Edinburgh Postnatal Depression Scale3 is a 10-item Likert scale (range 0–30). It is designed to screen for PPD by 
assessing for sadness and fearfulness, loss of interest, anxiety and worry, sleep deficit, self-blame, sense of being 
overwhelmed, and suicidal ideation.3 The original authors recommended that the cutoff point of this scale should be set at 
≥10 out of a total score of 30.3 They further noted that this scale does not rely on somatic symptoms, which is common in 
postpartum women irrespective of depression.

The MINI 7.0.2 according to the DSM-524 was used to diagnose mothers suffering from postpartum depression. This 
is a semi-structured interview that assesses 17 most common disorders in mental health according to the DSM-5 but for 
this study we focused on symptoms of major depression.

Translation and Back Translation of the EPDS Before Data Collection
After obtaining permission from the original authors, the English version of the EPDS was translated into 
Runyankore-Rukiga by trained, bilingual professional translators (psychiatrist, graduate nurse and a midwife) 
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who were on the study team. The team met to discuss the translations and ensure a version almost identical to the 
original one. The translated copies were then back translated to English for consistency and accuracy by two 
independent bilingual Runyankore-Rukiga speaking Ugandans, neither of whom are mental health experts. The 
translated and back translated content received no modification as this version was identical with the original 
English EPDS and this was in accordance with the principles for translation of the EPDS described in the EPDS 
manual.6 To evaluate if the initial translation was accurately performed, we piloted this tool with five women in 
Municipal Health Centre IV which is out of the study area. The Runyankore-Rukiga version of the EPDS is 
provided as Additional Files 1.

Participant Recruitment and Data Collection Process
Before study initiation, staff at the three postpartum clinic sites attended a 3-day training session conducted by 
investigators, in which the study procedures were explained in detail, including data collection and interview 
techniques with a focus on how to administer the different scales in different rooms. To evaluate criterion validity 
of the EPDS, we validated it against the MINI 7.0.2. The MINI 7.0.2 is designed to be administered by trained 
mental health workers. After obtaining consent from the eligible mothers and enrolling them into the study at each 
site, they were screened with the EPDS. The consenting, recruitment and screening process was implemented by 
trained nurses or midwives in one of the private rooms at each study site. Shortly afterwards, a clinical diagnosis 
was made for each participant in another private room by a psychiatric medical doctor or clinician using a MINI 
7.0.2 for DSM-5 (See the flow of participants in Figure 1). The MINI 7.0.2 was considered the gold standard. 
Total scores of the EPDS were calculated and scored by the first author at the end of each data collection day as 
a quality control. The clinicians conducting the MINI 7.0.2 diagnostic evaluations were blinded to the initial 
screening results of the EPDS. Recruitment of study participants was carried out until the sample size was 
achieved. All participants were subjected to the EPDS and a clinical evaluation using the MINI 7.0.2.

Data Management
The EPDS data set was reviewed against the MINI 7.0.2 data set. To determine psychometric properties of the EPDS, 
data set of the EPDS was retrieved, reviewed, analyzed and compared against the data set obtained using the MINI 7.0.2. 
Among the cases with PPD, the true positives (positive on both scales) and false negatives (positive on the MINI 7.0.2 
and negative on the EPDS) were identified. This process was also repeated for the controls without PPD where the true 
negatives and false positives were identified.

The sensitivity was calculated by dividing the number of participants who are true positive against the total number of 
cases identified using the MINI 7.0.2 and multiplied by 100%. For the specificity of the EPDS, the participants who tested 
negative on both scales were divided by the total number of controls as identified by the MINI 7.0.2 and multiplied by 100%.

The non-parametric Youden index ROC analysis method was used to generate the sensitivity, specificity and the 
predictive values for each cutoff point based on the EPDS score. It defines the optimal cutoff point which is the 
difference between true positive rate and false positive rate over all possible cutoff point values.

Statistical Analysis
Data from the EPDS and structured clinical interview were analyzed regarding their sensitivity, specificity, positive 
predictive (PPV) and negative predictive values (NPV) using the software package EPI-INFO software version 7.2. 
Confidence intervals were computed by embedding the calculations in a logistic regression. To estimate the ability of the 
EPDS to discriminate a group of women with postpartum depression from the group without postpartum depression, the 
average scores of both groups were calculated and compared. The sensitivity, specificity, positive predictive value and 
negative predictive value of the translated version of EPDS were obtained to determine the psychometric properties of EPDS.
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Results
Socio-Demographic Characteristics of the Study Population
The sample comprised 287 postpartum women who were enrolled into the study between November 2019 and June 2020, with 
149 enrolled from Mbarara Regional Referral Hospital, 92 from Bwizibwera Health Centre-IV and 46 from Kinoni Health Centre- 
IV. Of 287 women, the group with the largest proportion were between 25 and 34 years (45.6%), were married (95.5%), identified 
as Banyankore by tribe (76.7%), had attained at least secondary school education (36.9%), were residing in urban areas (66.2%), 
were protestants by religion (49.8%), business women (39.7%) and were dwelling in permanent houses (79.1%) See Table 1.

EPDS Cutoff Point
Cutoff points are used to assess the threshold above which the tests are most accurate to identify the presence of PPD in 
a given setting. For this, the corresponding measures of determining the validity indices of different cutoffs of the EPDS 
for screening for PPD were computed against the clinical diagnosis as guided by the MINI 7.0.2 according to the DSM-5. 
The levels of sensitivity (proportion of mothers suffering from PPD according to MINI 7.0.2 that were correctly 
identified by EPDS), specificity (proportion of mothers not suffering from PPD correctly identified as such by EPDS), 
positive predictive value (proportion of true positives among all positives identified by EPDS) and negative predictive 
value (proportion of true negatives among all negative identification by EPDS) were computed. The best cutoff point of 
the EPDS was found at 10 (Table 2).

cipants
292

E cipants
n= 278

EPDS administered,
n= 278

PPD on EPDS,
n= 82

No PPD on EPDS,
n= 196

DSM administered,
n= 82

DSM administered,
n= 196

Final diagnosis
PPD (n=66)
No PPD (n= 16)

Final diagnosis
PPD (n=10)
No PPD (n=186)

Figure 1 Flow chart of the participants.
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The Level of Accuracy of the EPDS Compared to the MINI 7.0.2 in Determining the 
Prevalence of PPD Among Women in South Western Uganda
Following the validation results, the EPDS was used to determine the overall postpartum depression prevalence at 
a cutoff point of ≥10 and this test yielded 29.5% based on the EPDS as compared to 26.5% with the MINI 7.0.2. The 
overall PPD prevalence of the two tests was not statistically significant (p = 0.239). This resulted in 66 women as levels 

Table 1 Socio-Demographic Characteristics of the Participants

Characteristic N = 287 
Frequency (n)

Percent (%)

Health facility

Bwizibwera Health Centre-IV (Community clinic 1) 92 32.1

Kinoni Health Center-IV (Community clinic 2) 46 16.0
Mbarara Regional referral hospital) 149 51.9

Age
<20 16 5.6

20–24 102 35.5
25–34 131 45.6

35–49 38 13.2

Residence

Rural 97 33.8

Urban 190 66.2

Tribe

Munyankore 220 76.7
Muganda 17 5.9

Mukiga 30 10.5

Others 20 6.97

Education

None 4 1.4
Primary 96 33.5

Secondary 106 36.9

Tertiary 81 28.2

Marital status

Unmarried 13 4.5
Married 274 95.5

Religion
Catholic 91 31.7

Protestant 143 49.8

Moslem 24 8.4
Others 29 10.1

Occupation
Unemployed 60 20.9

Business 114 39.7

Subsistence farmer 55 19.2
Professional 48 16.7

Manual labourer 10 3.5

Housing

Permanent 227 79.1

Temporary 60 20.9
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of true positives/TP and 16 as levels of false positives/FP (Table 3). The level of accuracy of the EPDS versus the MINI 
7.0.2 is 90.6%.

= ((TN + TP)/Total) * 100
= ((186+66)/278) * 100.
This high level of concordance between the diagnostic MINI 7.0.2 and the EPDS implies that there is no statistical 

difference between the two tests in detecting PPD among women in the Ugandan context.

Psychometric Properties of the EPDS at ≥10 Cut Off Point in Screening for PPD
The psychometric properties of the EPDS using a cutoff point of ≥10 were calculated with the actual PPD status of the 
participants according to the MINI 7.0.2. The test characteristics overall revealed a sensitivity of 86.8% and specificity of 
92.1%. The likelihood ratio (LR) for PPD when the test is positive (LR+ve) is 10.96, and the LR of a negative test (LR 
−ve) is 0.14. There is a strong positive relationship between EPDS and the MINI 7.0.2 illustrated by an odds ratio of 
76.72. The positive predictive value (PPV) and negative predictive value (NPV) were both calculated, resulting in 80.5% 
and 94.9%, respectively, as described below:

The psychometric properties were also stratified by health facility and age category in order to establish any variations 
between the study sites; no statistically significant variations were noted, see Table 4.

Area Under the Receiver Operating Characteristic (ROC) for EPDS versus the MINI 
7.0.2 in Screening for PPD Across Different Health Facilities
The nonparametric analysis of the Receiver Operating Characteristic (ROC) yielded an area under the curve of 0.89 for 
Bwizibwera HCIV, 0.97 for Kinoni HCIV and 0.84 for MRRH (overall 95% confidence interval 0.85–0.93). This 

Table 2 EPDS Cutoffs Point

Cut-Off Point Sensitivity Specificity

>7 92.1% 65.8%

>8 89.5% 72.8%

>9 88.2% 82.7%

>10 86.8% 92.1%

>11 76.3% 95.1%

>12 67.1% 97%

>13 54% 98%

>14 48.7% 98.5%

>15 35.5% 99%

Table 3 Comparing the Level of Accuracy of the EPDS Against the MINI 7.0.2

Diagnosis by Gold Standard Test (MINI 7.0.2) Total

Positive (+ve) Negative (-ve)

Screening by EPDS
Positive (+ve) 66 (True positive/TP) 16 (False positive/FP) 82

Negative (-ve) 10 (False negative/FN) 186 (True negative/TN) 196

Total 76 202 278
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indicates that the test can significantly and accurately distinguish between postpartum mothers who are truly depressed 
and those mothers who are not depressed at the cutoff point of ≥10.

Discussion
The EPDS is a simple, valid and effective screening scale for detection of postpartum depression among postpartum 
mothers in an urban and peri-urban primary care setting serving the rural community with high postpartum depression 
prevalence. We found an overall PPD prevalence of 29.5% using the Edinburgh Postnatal Depression scale (EPDS) at 
a cutoff point of ≥10 and this was comparable with a prevalence of 26.5% as determined by the MINI 7.0.2. The PPD 
prevalence rate falls within the same range with recent studies in other African countries such as South Africa (31.7%),25 

Zimbabwe (33%),11 and Nigeria (22.9%).26 Some studies in Africa have reported a much lower prevalence rate of 12% 
in Tanzania,27 9.2% in Sudan22 and 13% in Kenya.28 Although all these studies used EPDS scale, it is difficult to 
compare results of the current study with the above studies because of the variations in the PPD prevalence potentially 
due to the different categories of postpartum women, sample sizes used, cutoff points, reference scales and timeframe of 
assessment with regard to their risk of PPD. Having excluded women with the most important risk factors for postpartum 
depression from this research, could also reach prevalence values higher than 26.5% as determined by the MINI 7.0.2. 
These results therefore imply that if the general Ugandan population of postpartum women is subjected to the EPDS, 
more numbers may be found to be suffering from PPD.

A cut-off point for a local setting like Uganda is essential for accurate detection and PPD burden estimation. As such, 
the present study confirmed that a cutoff point of ≥10 as the suitable cutoff point for the EPDS. These findings are also in 
the same range with cutoff points reported by other validation studies in African countries such as Ghana ≥10,29 

Zimbabwe ≥10.11 However, the cutoff point established by this study was higher than related studies carried out in 
Nigeria ≥8),30 and Ethiopia ≥5.31 The variation between the present study and other validation studies in Africa is 
attributed to diversity in economic circumstances, socio-cultural norms and the heterogeneous nature of study popula-
tions. It is particularly important to choose accurate psychometric property findings in a low-income setting as they may 
not place a burden on the health service through an overly high false-positive rate.

The sensitivity, specificity, positive predictive value and negative predictive value of the EPDS were established by 
this study to be 86.8%, 92.1%, 80.5% and 94.9%, respectively. The sensitivity between 80% and 90% is considered to 
have good diagnostic performance, meaning that the EPDS can correctly identify women who are suffering from 
postpartum depression, hence in this population the EPDS provides good sensitivity. Similarly, specificity of 92.1% is 
also considered quite good to correctly identify women who do not have postpartum depression. In addition, the study 
stratified mothers according to the health facility and age category to compare the psychometric properties of the EPDS 
across variables and to also ensure generalizability of the findings. The level of accuracy of this scale is comparable and 
within this sample no statistically significant variations occurred even when stratified. Therefore, the EPDS is identified 
as a valid scale in measuring postpartum depression in the Ugandan context in this study sample. These study findings 
are consistent with data from other validation studies in low resource settings where EPDS has been validated in local 
languages in similar demographically representative settings. For example, systematic reviews reported strong reliability 
and validity of EPDS for detecting perinatal common disorders among women in low and lower-middle income 

Table 4 Psychometric Properties of the EPDS at ≥10 Cut 
Off Point in Screening for PPD

Diagnostic Parameter 95% (CI)

Sensitivity 86.8 (77.1–93.5)

Specificity 92.1 (87.5–95.4)

Positive Predictive value (PPV) 80.5 (70.3–88.4)

Negative Predictive value (NPV) 94.9 (90.8–97.5)
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countries.11,12,22 The high sensitivity test reveals that the index scale can establish that there are few false-negative 
results, and thus fewer cases of disease are missed. This also applies to the high specificity revealed as this is important 
for ruling in disease or mothers with PPD.32 In low-resource settings like Uganda, the strength of the EPDS lies in its 
high NPV, meaning that with negative results there is high level of confidence that women are free from PPD. The 
acceptable sensitivity and specificity findings will help in the identification of Ugandan postpartum women at risk of 
depression.

In the current research, a nonparametric analysis of the ROC was conducted, resulting in an area under the curve of 
0.89 for Bwizibwera HCIV, 0.97 for Kinoni HCIV, and 0.84 for MRRH, implying that the EPDS can effectively 
distinguish between postpartum mothers who are truly depressed and those women who are not depressed at the cutoff 
point of ≥10.

Strengths and Limitations
The strength of our study is that it was conducted in an urban and peri-urban setting that serves the rural population. 
Although some studies had utilized this scale in screening for PPD without validation to the Ugandan population,33 

this is the first study that translated and established the accuracy of the EPDS in screening mothers with PPD in 
Uganda. In addition, validating the EPDS will improve consistency between the tools by clearly defining the cutoff 
point. Consistency in defining these cutoff points across different tools ensures that similar criteria are used for 
screening, improving overall consistency. An important limitation of this study was not including women receiving 
postpartum services from the private clinics and the general population of postpartum women; therefore, it may not be 
generalized to this population as it is likely to be higher than the current findings. In addition, this study only focused 
on the current episode of major depression without assessing for the past episodes of depression as the EPDS only 
considers the current depression. Not including past episodes of depression does not inform us whether the mothers 
had depression before the postpartum period but this limitation could be overcome in future studies. In addition, by 
recruiting women attending health facilities, we may have missed women who do not utilize these services. They 
could be more prone to PPD. Women who do not attend postpartum services in a health facility setting are more likely 
to have postpartum check-ups with midwives in their neighborhoods. Village midwives could be a great asset in 
locating these types of women in future studies. The authors also used a wide precision gap of 0.09 which is the upper 
limit in order to target a smaller recruitment given the unpredictable timing of the covid-19 pandemic during data 
collection.

Implications and Recommendations
Screening for postpartum depression should be integrated into routine postpartum care in areas with high PPD 
prevalence. By routinely using the EPDS to screen mothers with PPD, the awareness of health care providers can 
improve early detection of postpartum depression. In turn, this can lead to positive health outcomes for both mothers, 
babies and their families, which is an important goal of health care provision and promotion. In addition, incorporating 
PPD screening in the nursing-midwifery education curricular may be impactful.

This scale may also be validated in postpartum women living with HIV and antepartum mothers suffering from 
antepartum depression as this may increase the chances of identifying PPD at an early phase. Midwives, nurses, 
traditional birth attendants, family health practitioners and other primary health care workers can easily apply this 
screening scale and be encouraged to refer women suspected to have PPD to health facilities for further evaluation. This 
will ensure that most cases of PPD do not go undetected and untreated.

There is an urgent need for a better understanding of a feasibility study and acceptability study or survey of routine 
screening of postpartum women utilizing the validated EPDS in south western Uganda to provide appropriate support 
most especially during this pandemic period when depression is at a high rise.

Conclusion
From our study findings, overall, it can be concluded that the EPDS is a satisfactory instrument for screening for PPD 
and can be successfully used to screen postpartum depression at a cutoff score of ≥10 among southwestern Ugandan 
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women attending routine postpartum check-up. This cutoff point will help health workers to classify mothers with and 
without PPD. Future researchers may contribute to the ongoing refinement and application of the EPDS by obtaining 
cutoff points that are accurate, relevant, and adaptable to larger sample sizes, diverse communities and changing clinical 
and demographic contexts. They can also conduct longitudinal studies to assess how the EPDS performs over time and 
compares with other screening tools.
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