
Understanding the Edinburgh 
Postnatal Depression Scale (EPDS)
Welcome to an exploration of a critical tool that has transformed maternal mental health 

support worldwide. Today we'll examine how the Edinburgh Postnatal Depression Scale 

helps identify mental health challenges in new parents, revealing not just its mechanics 

but the human stories it uncovers and its global impact.



The Global Gold Standard
The EPDS stands head and shoulders above other screening tools for perinatal 

depression. As the most widely used instrument globally, it's been validated for use both 

before and after birth.

60+
Languages

The EPDS has been translated into at least 

60 different languages, demonstrating its 

universal acceptance and application 

across cultures.

2
Periods

Validated for use in both antenatal (before 

birth) and postnatal (after birth) periods, 

providing comprehensive coverage.



What Makes the EPDS Effective?

The EPDS isn't just widely used by chance - its effectiveness stems from 

robust psychometric properties. Like a well-built bridge tested against all 

weather conditions, the EPDS has been rigorously validated to ensure it 

reliably measures what it's designed to measure.

This reliability has contributed to its extensive global acceptance and 

recognition as a universal tool that transcends cultural borders, 

acknowledging the shared human experience of perinatal emotional 

challenges.



Structure and Purpose
1 10-Item Self-Report

At its core, the EPDS is a validated, 10-item self-reported screening instrument 

designed to identify symptoms of perinatal depression.

2 Screening Not Diagnosis

The EPDS helps professionals detect women who may benefit from further 

assessment or support - it flags signs rather than providing a definitive diagnosis.

3 Normalizing Conversations

By introducing questions about how a new mother is coping with a newborn, the 

EPDS helps normalize discussions around mental well-being during a 

challenging time.



Cultural Sensitivity
Beyond One-Size-Fits-All

The EPDS requires thoughtful application across different cultures. Clinicians must 

undertake a cultural assessment with perinatal women, considering their language, 

cultural background, and religious practices.

It's vital to ensure the instrument is validated specifically in each country before use, 

recognizing that cultural context significantly impacts how mental health symptoms are 

expressed and interpreted.



The User Experience

Simple Format

The EPDS is typically administered as a straightforward pencil and paper test. 

Women read 10 simple statements and choose one of four responses based on how 

they've been feeling over the past week.

Quality Control

The scale is copyrighted by the Royal College of Psychiatrists, ensuring that all 

translated versions maintain the integrity of the original validated instrument.

Supportive Environment

Ideally, women complete the form independently but in the presence of a 

healthcare professional who can offer support if needed.



Ensuring Accessibility
The EPDS is designed to be accessible to all mothers, regardless of background or ability. For women with literacy challenges, questions can be verbally 

presented, explained, simplified, or translated into vernacular language.

This adaptability ensures broader, more equitable access for all new mothers, which is paramount for a tool intended to identify those who need support 

during a vulnerable time.



Timing and Setting
1 Recommended Timing

The EPDS is typically administered around 4-6 weeks postpartum, though it can 

be used at any point during the postpartum period and even during pregnancy.

2 Informed Consent

The scale should always be explained to women before they complete it, 

explicitly to gain their consent. This ensures they understand its purpose and 

how the results will be used.

3 Trusted Administrator

Ideally, a health worker who is already familiar with the woman should 

administer it, creating a foundation of trust for honest responses.

4 Safe Environment

The screening should happen in a private setting with adequate time and no 

interference from family members, creating a safe and confidential space.



Introducing the EPDS Effectively
Normalizing the Conversation

Healthcare professionals can introduce the EPDS in a matter-of-fact way, framing it as part of routine care:

"I routinely ask all women some questions about how they've been feeling since the birth of their baby. I prefer to do this using this EPDS screening 

scale. Would you mind reading the instructions and filling it out? Then we can talk about it."

This approach helps reduce stigma and presents the screening as a normal part of postpartum care rather than singling anyone out.



Scoring and Interpretation

30%

Maximum Score

The EPDS consists of 10 statements, each scored 

from 0-3, with a maximum total score of 30 

points.

43%

Cutoff Point

A total score of 13 or more generally indicates a 

positive screen, though this is a guide rather 

than a definitive diagnosis.

60%

Detection Rate

The EPDS is estimated to detect about 50-60% of 

women with perinatal depression, producing 

some false positives and negatives.

Some statements are reverse-scored to provide a comprehensive picture and avoid response bias. Importantly, scores should not be visible on the copy the 

woman completes to reduce anxiety during the screening process.



Action Based on Scores

Score < 8: Depression Not Likely

Continue routine support and monitoring.

Score 8-12: Depression Possible

Offer support and consider referral to primary care provider (PCP).

Score 12-15: Fairly High Possibility

Monitor closely, offer support and education, and refer to PCP.

Score 14+: Probable Depression

Warrants proper diagnostic assessment and likely treatment by PCP 

and/or mental health specialist.



The Critical Question 10
Thoughts of Self-Harm

Question 10 on the EPDS specifically addresses thoughts of self-harm. Any positive score (1, 2, or 3) on this question requires:

Immediate discussion - no delay

Immediate referral to primary care provider

Referral to mental health specialist

Possible emergency resources

This question demands immediate attention to ensure safety, regardless of the total score.



Beyond the Numbers

Door Opener

The EPDS serves as a vital conversation 

starter, but the real support happens after the 

score is tallied.

Clinical Judgment

A low score doesn't guarantee absence of 

depression, and a high score doesn't 

automatically confirm it - professional 

assessment remains essential.

Human Connection

The most effective use of the EPDS involves 

discussing results directly with the woman, 

not just reacting to numbers.

Typical Range

Most women score between 3-8 points on the 

EPDS, providing context for interpretation.



Compassionate Communication
Responding to Positive Screens

When discussing concerning results, healthcare professionals should use empathy and clarity:

"Thanks for completing this scale. I'm noticing there are some things you've indicated that can pick up different symptoms, including depression, 

anxiety, and other distress."

They should invite the woman's perspective:

"Looking at your responses, you have indicated that you've been feeling... What do you think is influencing your responses? What would you like to do 

about how you are feeling and coping?"



The Bigger Picture
1 Beyond Depression

A high EPDS score may indicate conditions beyond depression, including anxiety, 

bipolar disorder, or physical health issues like anemia or hypothyroidism.

2 Starting Point

The EPDS is a screening tool designed to identify those who need further 

assessment, not a definitive diagnosis - it's the beginning of understanding the 

whole person.

3 Holistic Support

True comprehensive support for new parents goes beyond numerical thresholds, 

considering the full context of their lives, health, and experiences.

The Edinburgh Postnatal Depression Scale represents far more than just a questionnaire - 

it's a powerful, globally recognized tool that plays a crucial role in maternal mental 

health support, serving as a compassionate first step in identifying mothers who might 

need additional support.
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