Edinburgh Postnatal Depression Scale’ (EPDS)

Mame: Addrasas:

Your Date of Birth:

Eaby's Date of Birth: Phane:

A& you are pregnant o have recently had a baby, we would ks 10 know how you are fesling. Flease check
the answer that comes closest to how you have felt IN THE PAST 7 DAYS, not just how you feel today.

Here is an xXample, already completed.

| hawve felt happy:

L Yes, all the ime

E Yeg, most ofthe time  This walld mean: " have felt happy maost of the ime” duing the past week,
_ Mo, not wery aften Flease complete the other guestions in the same vay.

I Ma, not at all

In the past 7 days:

1. | have bezn able to laugh anc sse the furny side of things 6. Things have bear getting on top of me

Mz much oo | aleays could 1 Yes, most of he time | haven't baen able

Mot quite 2o much nowr o cope at all
- Definitaly not 2o much now 1 Wes, sorretines | hoven't been coping as well
1 Mctatall as usual

1 No, most of the time | have coped quite well
Z. | hawve looked forsard with enjoyrens ta things 1 Mo, Ihave been cop ng as well o3 sver

1 Az much as | ever did
1 Rstherlege than | used to 7 | have been 20 unhappy that | howe had difficulty sleeping
1 Definiteby legs than used to 1 Yes, most of the dme
1 Hzrdly at all YEsg, somatines

|
1 Mot very often
|

*3. | have blamed myself unrecesaarily when tings Mo, nat at 2l
went wrong
1 Wes, most of he tima *B | have felt zad or migerable
1 es, sorre of the time 1 Wes, mostof the dme
1 Mot very often 1 es, guite ofteq
1 Mo, never 1 Mot very often
1 Mo, not at all
£ | have been anxious orwortied for ne gocd reason
1 Mo, nct at all 2 | have been 50 unhappy that | have besn crying
1 Hardly ever 1 Wes, mostof the dme
1 Wes, sometines 1 ¥es guite ofte
1 Yes, very often 1 Dnly occosionally
1 Mo, never
“5 | have felt acared ar paricky for nc very gocd reason
1 Yes gditc alnt 10 The thought of harming myself has cccurred to me
1 Yes, somatines 1 Yes, guite ofte
I Mo, net much 1 Sometimes
I Mo, not at all 1 Hardly aver
1 Never
Administered/Reviewed by Date

'Source: Cox, J.L, Holden, J.M., and Sagovsky, R. 1987. Detection of postnatal depression: Development of the 10-item
Edinburgh Postnatal Depression Scale. British Journal of Psychiatry 150:782-786 .
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Users may reproduce the scale without further permission providing they respect copyright by quoting the names of the
authors, the title and the source of the paper in all reproduced copies.



Edinburgh Postnatal Depression Scale' (EPDS)

Postpartum depression is the most commen complication of childbearing.” The 10-question Edinburgh
Faostnatal Oepression Scale (EFD3) is a valuable and efficient way of identifying patients at risk for “perinatal”
depression. The EFDS is easy to administer and has proven to be an effective screening tool.

Mathers who score above 13 are ike y to be suffering from a depressive | nese of varying severty, The EPDS
score shou d not override clinica judgment. A carefu clinica assessment show d be cartied out to confirm the
diagnosis. The scale indicates how the mother has felt during the previous week. In doubiful cases it may

be useful to repeat the tool after 2 weeks. The scale will not detect mothers with anxiety neuroses, phobias or

personaity disorders,

Women with postpartum depression need not fee aone, They may find usefu information on the web sites of
the National Women’s Health Information Center <www. 4women.gov> and from groups such as Postpartum
Support International <waww. chss.iup edu/postpartum> and Depression after Delivery

<wmnn. depressionafterdelivery, com:>.

SCOR NG

QUESTIONS 1, 2, & 4 {without an ")
Are scored 0, 1, 2 or 3 with top box scored as 0 and the kottom box scored as 3.

QUESTIONS 3, 5 10 {marked with an *)
Are reverse scored, with the top box scored as a 3 and the bottom box scored as 0.

Maximum score: 30
Fossible Depression: 10 or greater
Always look at item 10 (suicidal thoughts)

Users may reproduce the scale without further permission, providing they respect copyright by guoting the
names of the authors, the title, and the source of the paper in all reproduced copies.

Instructions for using the Edinburgh Postnatal Depression Scale:

1. The maother is asked to check the response that comes closest to how she has bheen feeling
in the previous 7 days.

2. All the items must be comp eted.

3. Care should be taken to avoid the possibility of the mother discussing her answers with
others. (Answers come from the mother or pregnant woman

4. The mother should complete the scale herself, unless she has limited English ar has difficulty
with reading.

'Source:; Cox, L., Helden, 1.0, and Sagoveky, R 19587, Detection of postnatal depression: Development of the 10-item
Edinburgh Postnatal Depression Scale  Brtish Joummal of Psyctiatns 150:7282-7348.

“Source: K L \iisner, B L Pamy, © M Piontek, Postearur Depression N Engl J Medvol 347, Mo 3, July 18, 2002,
184-188



PHQ-9 — Nine Symptom Checklist

Patient Name Date

L.

1

Over the last 2 weeks, how often have you been bothered by any of the following
problems? Read each item carefully, and circle your response.

a.

Little interest or pleasure in doing things
Not at all Several days More than half the days Nearly every day

Feeling down, depressed, or hopeless
Not at all Several days More than half the days Nearly every day

Trouble falling asleep, staying asleep, or sleeping too much
Not at all Several days More than half the days Nearly every day

Feeling tired or having little energy
Not at all Several days More than half the days Nearly every day

Poor appetite or overeating
Not at all Several days More than half the days Nearly every day

Feeling bad about yourself, feeling that you are a failure, or feeling that you have
let yourself or your family down
Not at all Several days More than half the days Nearly every day

Trouble concentrating on things such as reading the newspaper or watching
television
Not at all Several days More than half the days Nearly every day

Moving or speaking so slowly that other people could have noticed. Or being so
fidgety or restless that you have been moving around a lot more than usual
Not at all Several days More than half the days Nearly every day

Thinking that you would be better off dead or that you want to hurt yourself in
some way
Not at all Several days More than half the days Nearly every day

If you checked off any problem on this questionnaire so far, how difficult have these
problems made it for you to do your work, take care of things at home, or get along
with other people?

Not Difficult at All Somewhat Difficult  Very Difficult Extremely Difficult

Copyright held by Pfizer Inc, but may be photocopied ad libitum
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PHQ-9 — Scoring Tally Sheet

Patient Name

1.

Date

Over the last 2 weeks, how often have you been bothered by any of the
following problems? Read each item carefully, and circle your response.

Not Several More than Nearly
atall days half the days | every day
0 1 2 3

a. Little interest or pleasure in doing things

Feeling down, depressed, or hopeless

Trouble falling asleep, staying asleep, or
sleeping too much

Feeling tired or having little energy

Poor appetite or overeating

Feeling bad about yourself, feeling that you are
a failure, or feeling that you have let yourself
or your family down

Trouble concentrating on things such as
reading the newspaper or watching television

. Moving or speaking so slowly that other

people could have noticed. Or being so fidgety
or restless that you have been moving around a
lot more than usual

Thinking that you would be better off dead or
that you want to hurt yourself in some way

Totals

2. If you checked off any problem on this questionnaire so far, how difficult
have these problems made it for you to do your work, take care of things at

home, or get along with other people?

Not Difficult At All Somewhat Difficult Very Difficult Extremely Difficult
0 1 3
Copyright held by Pfizer Inc, but may be photocopied ad libitum
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How to Score PHQ-9

Scoring Method  Major Depressive Syndrome is suggested if:

For Diagnosis '

» Of'the 9 items, 5 or more are circled as at least "More than half the days'

» Either item la or 1b is positive, that is, at least "More than half
the days"

Minor Depressive Syndrome is suggested if:

* Ofthe 9 items, b, ¢, or d are circled as at least "More than half the
days"

* Either item la or 1b is positive, that is, at least "More than half
the days"

Scoring Method  Question One
For Planning
And Monitoring
Treatment

» To score the first question, tally each response by the number
value of each response:

Notatall =0
Several days =1
More than half the days =2
Nearly every day =3
* Add the numbers together to total the score.
* Interpret the score by using the guide listed below:

Score Action

<4 The score suggests the patient may not need depression
treatment.

>5-14 | Physician uses clinical judgment about treatment, based on
patient’s duration of symptoms and functional impairment.

>15 Warrants treatment for depression, using antidepressant,
psychotherapy and/or a combination of treatment

Question Two

In question two the patient responses can be one of four: not
difficult at all, somewhat difficult, very difficult, extremely difficult.
The last two responses suggest that the patient's functionality is
impaired. After treatment begins, the functional status is again
measured to see if the patient is improving.
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