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Abstract 

Background: Previous studies in Sri Lanka showed a high prevalence- 30% of 

postpartum depression (PPD). PPD screening using the Edinburgh Postnatal Depression 

Scales (EPDS) was included in postnatal care in 2012. This study aimed to estimate the 

prevalence of PPD in 2017 in two medical offices of health (MOH) areas, identify the 

association between risk factors and presence of postpartum depression, understand 

current practice, challenges, and suggestions of PPD screening in Sri Lanka.  

Methods: The study consists of a population-based quantitative study and a 

qualitative study. PPD outcomes were assessed by mothers’ responses to the EPDS. 

Potential factors were extracted from routine paper-based medical records. The 

association was examined at unadjusted level first, and at adjusted level using 

multivariate linear regression and multivariate logistic regression models. Individual in-

depth interviews were conducted among public health midwives. Framework approach 

was adopted to analyze the transcripts.   

Results: The prevalence of PPD was 15.5% and 7.8% among mothers assessed 10 

days postpartum (in Dankotuwa) and 4 weeks postpartum (in Bope Poddala), 

respectively. PPD was associated with earlier screening time, mothers’ delivery age > 35, 

>= 4 living children, and mothers’ illness. Mothers who attended prenatal sessions and 

whose partners were employed were less likely to report potential PPD. Other risk 
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factors of PPD noted from interviews include socio-economic factors, interpersonal 

relationship, mother’s disease history, delivery method, and baby’s illness. The 

challenges of screening PPD included social stigma, mother’s difficulty of understanding 

EPDS and lack of privacy at home.  

Conclusions: Mothers exposed to various socio-economic, interpersonal, and 

other risk factors deserve special attention. Family-based interventions, further cultural 

validation of EPDS, development of risk-assessing instrument could be introduced for 

future practice.  
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1. Introduction  

1.1 Postpartum Depression 

Depression is a leading cause of mental health morbidity for women(Kessler, 2003; 

Vikram Patel et al., 2018). Postpartum depression refers to a depressive episode of 

moderate to severe that typically begins within four weeks after delivery, according to 

The Diagnostic and Statistical Manual of Mental Disorders Fifth Edition(American 

Psychiatric Association & American Psychiatric Association, 2013). Symptoms include 

anxiety, depressed mood, sleep disturbance, appetite disturbance, loss of energy, 

confusion, feeling guilty or worthless and thoughts of suicide(American Psychiatric 

Association & American Psychiatric Association, 2013). Postpartum depression and 

depressive symptoms can have profound influence on the mothers and infants, and they 

may affect the mother-infant relationship and child growth and 

development(Blackmore, 2008; Hahn-Holbrook, Cornwell-Hinrichs, & Anaya, 2017; 

Parsons, Young, Rochat, Kringelbach, & Stein, 2012). Postpartum depression has been 

estimated to occur in 10-15% of women within one year after delivery worldwide 

(Halbreich & Karkun, 2006). A recent systematic review of 291 studies from 56 countries 

indicated a pooled prevalence of PPD -17.7%(Hahn-Holbrook et al., 2017).  

According to Guille et al, the options of treatment for postpartum depression are 

recommended according to the severity of women’s postpartum depression. For women 
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with mild-to-moderate postpartum depression, psychotherapy is recommended. For 

women with moderate-to-severe depression, antidepressants medication combined with 

psychotherapy is advised. For women who suffered from severe depression with a 

suicidal or homicidal desire, a mental health professional should evaluate the 

psychiatric emergency immediately. Additionally, growing evidence has showed the 

potential effect of non-pharmacological treatment such as repetitive transcranial 

magnetic stimulation (Guille et al. 2013). In realistic scenarios, there remain some 

barriers of treatment for postpartum depression. Hansotte. et al indicated that barriers of 

treatment included cultural barriers, physical barriers, systemic health care barriers, and 

social barriers(Hansotte, Payne, & Babich, 2017). 

 

1.2 Postpartum Depression in Sri Lanka 

Sri Lanka is an island country with multiple religions, languages and ethnicities. 

Approximately 70% of the population are Buddhists, with 12.6% Hindus, 9.7% Muslim, 

and 7.5% other religions. Sinhala and Tamil are the official and national languages of Sri 

Lanka, and the majority- 87% of the population use Sinhala. Sinhalese constitute the 

majority- 74.9% of the population, and other ethnicity groups include Sri Lankan Tamil, 

Sri Lanka Moors, India Tamil, etc. ((“South Asia :: Sri Lanka — The World Factbook - 

Central Intelligence Agency,” n.d.) 
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Sri Lanka has been held up as an example for its positive record in maternal and 

child health care, and it is distinguished in having achieved Millennium Development 

Goals 4 and 5 (Senanayake et al., 2011). However, a study conducted in 2004 indicated a 

prevalence as high 32.1% for postpartum depression in Puttalam District(T. C. 

Agampodi, Agampodi, Wickramasinghe, Adhikari, & Chathurani, 2011). Another cross-

sectional study conducted in 18 districts of Sri Lanka in 2011 estimated a prevalence of 

27% of this condition and called for urgent attention to postpartum depression in the 

country(S. B. Agampodi & Agampodi, 2013).  

1.3 Edinburgh Postnatal Depression Scale (EPDS) 

Currently, various self-report instruments have been used to screen for postpartum 

depression, with the Edinburgh Postnatal Depression Scale (EPDS) the most widely 

used(Cox, Holden, & Sagovsky, 1987). EPDS is a 10-item questionnaire with four 

response categories for each item, and each response assigned with a score ranging from 

0 to 3. A total score is often used to indicate possible depression. In different areas, the 

cut-off scores range from 9 to 14 for detection of depressive illnesses (Brummelte & 

Galea, 2016). The EPDS was translated into Sinhalese and validated in Sri Lanka in a 

large-scale study in Puttalam district, and a cut-off value of 9/10 for depression was 

proposed in 2004(D. Rowel, Jayawardena, & Fernando, 2008). Since then, the validated 

version of EPDS has been used in other studies in Sri Lanka, and it was included as a 

part of routine postpartum care in 2012. Although several studies did show the 
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prevalence of PPD was high in Sri Lanka before 2011, the prevalence of PPD after EPDS 

was included in routine postnatal care is unknown. 

1.4 Risk Factors of Postpartum Depression 

Investigating risk factors for postpartum depression (PPD) is crucial for early 

detection and prevention of postpartum depression(Vikram Patel et al., 2018). 

Previously identified risk factors for PPD can be classified as psychological, biological, 

or social(Evagorou, Arvaniti, & Samakouri, 2016; Norhayati, Nik Hazlina, Asrenee, & 

Wan Emilin, 2015; Pope, Mazmanian, Bédard, & Sharma, 2016; Silverman et al., 2017). In 

a study conducted in Puttalam district in 2004, potential risk factors included unplanned 

pregnancy, conflicts with husband, physical abuse during pregnancy, partner’s use of 

harsh words, death of a friend, normal vaginal delivery, low birth weight, illness, and 

poor night sleeping pattern of baby(D. D. S. Rowel, 2004).  

1.5 Study Objectives 

This study aimed to 1) estimate the prevalence of postpartum depression, at 10 days 

and 4 weeks postpartum, in two medical offices of health (MOH) areas in Sri Lanka in 

2017; 2) to examine the association of potential socio-demographic, prenatal, clinical, 

delivery, and postnatal risk factors recorded in routine medical records with postpartum 

depression and EPDS scores; 3) understand current screening, referral, and treatment 
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practice for postpartum depression in Sri Lanka; and 4) identify challenges and possible 

suggestions for managing postpartum depression.  
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2. Methods  

The study is a mixed methods study consisting of a population-based 

quantitative study in which mothers who delivered in 2017 from two selected medical 

offices of health (MOH) areas in Sri Lanka were included, and a qualitative study where 

public health midwives (PHMs) from the two MOH areas were interviewed 

individually. 

2.1 Setting 

The two medical offices of health (MOH) areas, Bope Poddala in Galle district 

located in the Southern Province, and Dankotuwa in Puttalam district located in the 

Northern Province, were selected because the Edinburgh Postnatal Depression Scales 

(EPDS) were administered at different time points in the two areas.  

 

2.2 Quantitative Study 

2.2.1 Participants 

The eligibility criteria for participants in the quantitative study were: 1) mothers 

who delivered in the year of 2017 in Bope Poddala and Dankotuwa; 2) mothers who 

received prenatal and postnatal care in the two MOH areas. The exclusion criteria for 
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participants for quantitative study are: 1) mothers who had severely incomplete prenatal 

care records; 2) mothers who did not fill out the Edinburgh Postnatal Depression Scale. 

2.2.2 Procedures 

In Bope Poddala, mothers filled out the EPDSs with the help of public health 

midwives (PHMs) at around four weeks after delivery, whereas in Dankotuwa, 

Edinburgh Postnatal Depression Scale was filled out during PHM’s home visits around 

ten days after delivery. In both areas, the EPDS was self-reported by the mothers on 

paper forms, then collected and preserved by the PHMs. We recorded the relevant data 

elements from paper records in the PHM offices, MOH offices or district offices where 

medical records and the EPDS forms were stored. 

We extracted the potential risk factors from the routine paper-based medical 

records and gathered responses of depressive symptoms using Edinburgh Postnatal 

Depression Scales (EPDS) recorded on paper. Potential risk factors were selected 

according to the literature and availability in the existing paper forms. Most responses 

were numbers and some of the texts were in Sinhalese. The free text responses in 

Sinhalese in the paper medical records and the EPDS were translated by the two 

research assistants who were proficient both in English and Sinhalese.  

Data was double entered into REDCap, a password-protected, internet based, 

data-management system supported by the School of Medicine at Duke University. The 

data extraction sheet was back translated independently by two research assistants. The 
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data extraction sheet was pretested in adjacent MOH areas. During data collection 

process, all text data was double translated by the researchers and the midwives, and all 

the data was double entered.  

2.2.3 Measures 

2.2.3.1 Prevalence 

The Edinburgh Postnatal Depression Scale (EPDS) was used to measure the 

outcome of postpartum depression. EPDS is a 10-item questionnaire with four response 

categories for each item, and each response is assigned with a score ranging from 0 to 3. 

A total score is calculated, and a total score above 9 is indicative of postpartum 

depression. The prevalence of postpartum depression was estimated by the proportion 

of mothers who had an EPDS score above 9.  

Subsequently the associations between potential factors and EPDS were 

examined.  

2.2.3.2 Dependent variables 

The two dependent variables were: 1) total EPDS scores as a continuous variable, 

and 2) the presence of postpartum depression (EPDS > 9), a dichotomous variable.  
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2.2.3.3 Independent variables 

The independent variables considered were social-demographic, prenatal, 

clinical, delivery, and postnatal factors relating to the mothers as listed in Table 1. The 

variables were recategorized before examination of their associations with the outcome 

variables. 

1) Age refers to the age of the mothers at the time point of first prenatal care session. Age 

was classified into three groups: “15-19”, “20-34”, and “35-49” 

2) Mothers’ or their partners’ educationl levels were based as the highest grade that 

people attended. They were classified into two groups: “> grade 10” and “<=grade 10”. 

3) Parity was defined as the number of living children prior the current pregnancy. 

4) Mothers’ body mass index (BMI) at first antenatal visit was recorded, and was 

categorized according to WHO’s criteria of underweight (<18.5), normal weight (18.5-

24.9) and overweight or obese (>24.9). 

5) Prenatal care sessions are often provided by public health midwives and medical 

doctors for mothers in pregnancy in the medical offices of health (MOH) to provide 

prenatal checks and maternal health related workshops. Mothers’ and their partners’ 

number of sessions attended were noted, and the two variables were each coded as a 

dichotomous variable “yes” or “no”. 

6) Mothers’ diseases before, during and after pregnancy were recorded and included 

hypertension, diabetes, subfertility, heart diseases, kidney diseases, anemia, infected 



 

10 

episiotomy, upper abdominal pain, diarrhea, vomiting, visual or respiratory problems 

and delivery complications. These were also coded as dichotomous variables indicating 

presence or absence of disease. 

7) Babies’ health problems included birth complications, prematurity, abnormalities, 

fever, and umbilical cord infection.  

8) Establishment of breastfeeding was defined as whether the mothers had been able to 

establish breastfeeding by the time of the EPDS report, either at 10 days or 4 weeks after 

delivery. 

9) Mothers are expected to visit postnatal clinic four weeks postpartum to check their 

and their babies’ health, and whether this had taken place was recorded as postnatal 

clinic visit. 

 

2.2.4 Analysis 

In case that data was missing in the paper medical records, the public health 

midwives (PHMs) who had collected the data from the mothers were re-contacted, and 

important data that could be confidently ensured such as gender of the baby were 

retrieved. Mothers with incomplete Edinburgh Postnatal Depression Scales were 

excluded, and the reasons for incomplete records were clarified by the midwives. 
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Stata version 15.0 was used for data analysis. The associations of the potential risk 

factors in the clinical records with the presence of postpartum depression (PPD) and 

EPDS scores were examined in univariable and multivariable models.  

Univariable analysis was first conducted. For the dichotomous PPD outcome, chi-

square tests were conducted to compare the prevalence of PPD between different levels 

of the categorical risk factors. For the continuous EPDS scores, t-tests, one-way ANOVA, 

and linear regression were conducted to examine associations with dichotomous, 

categorical, and continuous risk factors, respectively.  

All risk factors that were statistically significantly (p<0.1) associated with the 

outcome at the univariable level, or were deemed important based on interviews with 

local health professionals and the literature review, were selected for inclusion into 

multivariable regression models. Coefficients and p-values for EPDS scores, and odds 

ratios (OR with 95% CI) for postpartum depression, are presented. 
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2.3 Qualitative study 

2.3.1 Participants 

The eligibility criteria for participants in the qualitative study were: 1) public 

health midwives(PHMs) who had experiences of dealing with mothers with postpartum 

depression; 2) willing to participate. In Bope Poddala, the PHMs were purposively 

selected by different ethnic regions to cover more ethnic groups, and the abundance of 

their experiences to obtain more comprehensive understandings of the situation. In 

Dankotuwa, the PHMs were randomly selected. The PHMs were initially contacted 

through e-mail or telephone to ask their willingness to participate. After obtaining their 

approval, the research team informed them of specific time and place for interview. 

Written informed consent (Appendix 3) was obtained from all interview participants. 

2.3.2 Procedures 

The in-depth individual interviews were carried out in the two MOH offices that 

were private and convenient for PHMs. The transcription of the interviews, conducted 

in Sinhala, were transcribed and translated into English in Sri Lanka. The electronic 

qualitative data were analyzed using NVivo at Duke Kunshan University. 

Each in-depth interview was carried out under the guidance of an experienced 

interviewee and 2 note-takers in the private rooms in MOH offices. Before the 

interviews, three research assistants received trainings to fully understand the design of 
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the study, discuss ethical issues, establish team-building, finish initial work-division, 

role-play interviews and note-taking, and finalize a study topic guide and practice.  

A semi-structured interview topic guide was used, which consisted of three main 

themes: 1) prevalence, symptoms and potential risk factors of postpartum depression 

(PPD); 2) current practices and challenges of screening and treating PPD; 3) suggestions 

for PPD management. All the interviews were conducted after the quantitative study, so 

that the interview topic guide was able to be revised accordingly and finalized. The 

interview topic guide was prepared both in English and Sinhala for use. The interviews 

were conducted in local language- Sinhala, and the interviews were translated and 

communicated in English within the research team. 

Written informed consent form (Appendix 4) from each participant for recording 

and being interviewed were obtained before interview. After considering local culture 

and social customs by asking advice from local co-investigators and supervisor, to 

compensate for PHMs’ time, each PHM was given 1500LKR (= 10 US dollars) in a sealed 

envelope. Each interview lasted for approximate 40 minutes. Interviews were recorded 

with two digital voice recorders in case of technical problems. After each interview, a 

debriefing session in the group was conducted to ensure the validity of the interview. 

Then interviews were transcribed by the interviewers. The transcripts were re-checked 

by the note-takers to ensure the quality. All the interview audios and transcripts were 

stored at Duke Box, a password-protected system supported by Duke University. 
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2.3.3 Analysis 

All interview transcripts were analyzed using NVivo (Version 12.0). Data 

analysis followed the procedure illustrated by Gale et al: transcription, familiarization 

with the interview, coding, developing a working analytical framework, applying the 

analytical framework, charting data in the framework matrix, and interpreting the 

data(Gale, Heath, Cameron, Rashid, & Redwood, 2013). Coding nodes were developed 

according to the semi-structured interview topic guide, and sub-nodes emerged during 

the interview and coding process. Matrices and diagrams were developed to abbreviate 

themes and responses from public health midwives. 

2.4 Ethical Review and Clearance  

Ethical clearance was provided by the Institutional Review Board at Duke 

Kunshan University in China, the Ethical Review Committee at Faculty of Community 

Medicine of University of Ruhuna in Sri Lanka, and the Ethical Review Committee at 

Department of Health Services of NWP in Sri Lanka.  
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 3. Results 

3.1 Quantitative Study 

3.1.1 Characteristics of Participants 

We recruited 826 mothers who had been screened around four weeks 

postpartum from Bope Poddala and 523 mothers who had been screened around ten 

days postpartum in Dankotuwa, giving a total sample size of 1349. Seven mothers were 

excluded because of extremely incomplete medical records or unfinished Edinburgh 

Postnatal Depression Scales. The participants’ characteristics are shown in Table 1. 
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Table 1 Characteristics of mothers by time of EPDS administration 
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3.1.2 The Prevalence of Postpartum Depression 

Of the 826 mothers who were screened around 4 weeks after delivery (Bope 

Poddala), 7.8 % had an EPDS score greater than 9. Of the 523 mothers who had been 

screened around 10 days after delivery (Dankotuwa), 15.5% had an EPDS greater than 9. 

The mean total EPDS score was 3.49 among mothers screened at 4 weeks, and 5.75 

among mothers 10 days postpartum. Figure 1-10 shows the percentage of responses to 

each item in EPDS by MOH area. 

Table 2 also shows the percentage of the mothers who reported depressive 

symptoms. The responses were re-coded according to their actual responses. The 

responses referring to a score of “0” and “1” were coded as “no”, while “2” and “3” 

were coded as “yes”. From Q3 to Q9, the percentage of mothers who reported symptoms 

was 2 to 6 times higher than in the group who had reported at four weeks. Q1, Q2 and 

Q10 showed slight differences between the two groups. Q1 and Q2 indicate anhedonia, 

Q3-Q6 indicate anxiety, Q7-10 depression, and Q10 self-harm(S. B. Agampodi & 

Agampodi, 2013). As shown in Table 2, mothers who were screened at 10 days 

postpartum were more likely to have symptoms of anxiety and depression than those 

screened at 4 weeks postpartum. 
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Table 2 Prevalence of specific depressive symptoms according to EPDS 
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Figure 1: Percentage of responses to the first item in Edinburgh Postnatal 

Depression Scale (EPDS) by MOH area. 

 

 

Figure 2: Percentage of responses to the second item in Edinburgh Postnatal 

Depression Scale (EPDS) by MOH area.  
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Figure 3: Percentage of responses to the third item in Edinburgh Postnatal 

Depression Scale (EPDS) by MOH area. 

 

 

Figure 4: Percentage of responses to the fourth item in Edinburgh Postnatal 

Depression Scale (EPDS) by MOH area. 
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Figure 5: Percentage of responses to the fifth item in Edinburgh Postnatal 

Depression Scale (EPDS) by MOH area. 

 

 

Figure 6: Percentage of responses to the sixth item in Edinburgh Postnatal 

Depression Scale (EPDS) by MOH area. 
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Figure 7: Percentage of responses to the seventh item in Edinburgh Postnatal 

Depression Scale (EPDS) by MOH area. 

 

 

Figure 8: Percentage of responses to the eighth item in Edinburgh Postnatal 

Depression Scale (EPDS) by MOH area. 
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Figure 9: Percentage of responses to the ninth item in Edinburgh Postnatal 

Depression Scale (EPDS) by MOH area. 

 

 

Figure 10: Percentage of responses to the tenth item in Edinburgh Postnatal 

Depression Scale (EPDS) by MOH area. 
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3.1.3 Risk Factors for Postpartum Depression 

Table 3 shows the relationship of the predictors with EPDS scores and postpartum 

depression. The EPDS scores were positively related to earlier administration time ( 

=2.59, p<0.001) and age at delivery (=0.17, p<0.001). Mothers with over four living 

children ( =3.14, p<0.001), and those whose partners attended prenatal sessions (=0.57, 

p=0.017) were more likely to have higher EPDS scores. EPDS scores were likely to be 

lower if they attended prenatal sessions (= -0.90, p=0.002) or their partners were 

employed (= -2.08, p=0.003).  

The presence of postpartum depression was associated with delivery age over 35 

(AOR=7.73, 95% CI 1.69-35.37), over four living children (AOR=6.62, 95% CI 2.76-15.89), 

and mothers’ illnesses before or during pregnancy (AOR=1.85, 95% CI 1.18-2.90). 

Mothers who attended prenatal care sessions (AOR=0.53, 95% CI 0.32-0.90) and whose 

partners were employed (AOR= 0.36, 95% CI 0.13-0.99) were less likely to have 

postpartum depression.  
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Table 3 The relationships of the potential predictors with EPDS scores and 

postpartum depression (Adjusted analyses) 
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3.2 Qualitative Study 

Participants Description 

We interviewed a total of 14 public health midwives (PHMs) from the two 

districts. The ages of PHMs ranged from 31 to 56 years old. Of the 14 PHMs, 6 were from 

the Puttalam district, and 8 were from the Galle district. All of the public health 

midwives had received education up to an advanced level and received midwifery 

training before working as PHMs. They have been worked in the two MOH areas for at 

least 2 years, and some of them had professional experiences over 20 years of 

professional experience. Data saturation was discussed and assured by all the research 

team members. After analysis, three main findings came out: 1) prevalence, symptoms, 

and risk factors of PPD; 2) current practice and challenges of PPD management; and 3) 

suggestions for future practice of PPD screening.  

3.2.1 Prevalence, Symptoms, and Risk Factors of Postpartum 

Depression（PPD） 

Prevalence of Postpartum Depression. – 13 out of 14 public health midwives (PHMs) 

thought the prevalence of postpartum depression (PPD) was low among mothers they 

have worked with. Only one PHM from Dankotuwa stated that “prevalence might be 

high”. Some of them commented that the low prevalence of PPD was due to the 
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supportive community, low unemployment, and limited number of children within a 

family. 

 

Knowledge of Symptoms of Postpartum Depression. -Symptoms of PPD among 

mothers included sadness (10), sleeping problems (8), loss of interest and pleasure (11), 

irritability (3), self-harm (5), and anxiety (4). Many PHMs reported that postpartum 

depression was characterized by excessive sadness, poor sleep, and loss of appetite. One 

PHM commented, 

“They don’t feed the baby, show excessive sadness, complain poor sleep, and 

loss of appetite. Some mothers develop these symptoms within one week but can extend 

up to one month.” (Bope Poddala, PHM8) 

 

Perceptions of Risk Factors of PPD. - -Risk factors of PPD noted from interviews 

include socio-economic factors, interpersonal relationship, mother’s disease history, 

delivery method, and baby’s illness.  

 

1) Socio-economic Factors 

Most PHMs reported that a husband’s education level (11) and occupation (11) 

were related to the mother’s postpartum depression. Some PHMs remarked that the 

mother’s education level (5), occupation (6), number of living children (6), and economic 
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difficulties (4) were related to PPD. Few PHM thought that the ethnicity (2) and 

religion(1) of the mother were relevant to PPD. 

A majority of PHMs stated that poorly educated husbands were less likely to 

understand and support postnatal mothers, and mothers whose husbands work in the 

military or distant from home are at a particularly high risk of developing postpartum 

depression. One of the PHMs noted,  

“Mothers who got husbands work in armed forces and police are at high risk. 

Since they are not at home often mothers may not able to discuss their problems and 

seek support from them which may put them in an increased risk.”  (Bope Poddala, 

PHM2) 

Even though most PHMs expressed that a mother’s educational level was not as 

relevant to PPD compared to her husband’s educational level, a few PHMs thought that 

poorly educated mothers were less exposed to the society, and hence they were more 

likely to be isolated and get depressed. Conversely, educated mothers could understand, 

communicate, and cope with issues better. Three PHMs remarked that economic 

difficulties were also important risk factors for PPD. Two midwives stated that mothers 

with occupations would be exposed to society and obtain social experiences, which 

could then help them cope with stress more effectively. However, another midwife 

commented that problems and stress related to work could also lead to a mother’s PPD:  
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“Working women find it difficult to get back to work. Though women who work 

in government sector receive a fair amount of maternity leave those who work in private 

sector, especially in low skilled jobs like garment industry only get a short period of 

leave. They have to go back to work to earn money. So, they struggle a lot and because 

of that they will become distressed.” (Bope Poddala, PHM5) 

 Additionally, some PHMs indicated that mothers’ at a young age, and 

unwanted pregnancies were also significant risk factors for PPD. Three PHMs indicated 

economic difficulties were also important risk factors for PPD. Three PHMs commented 

that teenage or prime mothers tended to have difficulties in adapting into their roles as 

mothers, and could more easily develop PPD. One PHM from Dankotuwa mentioned a 

case of hers where a teenage mother got PPD because it was an unwanted pregnancy, 

and there was also stress about the difficulty of obtaining a birth certificate due to the 

mother’s young age.  

In terms of religion and ethnicity, most PHMs thought that these factors were not 

highly relevant to PPD. All thought that there were no huge differences among different 

religious groups. However, one PHM commented that mothers who followed a religion 

were less likely to get PPD compared with those who did not. Even more, interestingly, 

two PHMs indicated that mothers from Tamil communities were more likely to get PPD 

because of complicated social problems. One of them commented, 
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 “Most of families in my field are Sinhala Buddhists. But when I worked in a 

Tamil area, I noted that mothers from those families had high chance for PPD. In estate 

sector most of Tamil men are alcoholics. They beat their wives and harass after 

delivery.” (Bope Poddala, PHM 5) 

 2) Interpersonal relationship factors 

Mother’s relationship with their family was indicated as the most important 

factor that caused PPD. Eleven PHMs indicated that family’s attitude was related to 

PPD. Six public health midwives stated that difficult relationship with their mothers-in-

law could exacerbate their depressive situation. Some PHMs remarked that marital 

relationship with husband also influenced PPD greatly. Particularly, mothers who faced 

domestic violence (5 of 14 PHMs mentioned) and with alcoholic husbands (3 PHMs 

mentioned) were under higher risk of getting PPD. One PHM remarked,  

“Family problems, domestic problems and issues with husband are the main 

reasons. When mothers don’t receive adequate support from family, they usually 

become depressed. Specially if they have hostile mothers-in-law, they are prone to 

PPD.” (Bope Poddala, PHM3) 

 3) Disease history and other factors 

Most PHMs indicated that delivery method could influence the possibility of 

getting PPD- cesarean section delivery (8 PHMs mentioned) could cause lactational 
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difficulties, while vaginal delivery (1 PHM mentioned) could lead to painful experiences 

and complications. One PHM commented, 

“I think PPD is not related just to the mode of delivery, actually with the 

associated problems of delivery. After a normal vaginal delivery, some mothers become 

depressed because of painful experience they had during labor. On the other hand, 

mothers who had cesarean section become distressed if they come across problems with 

breastfeeding.” (Bope Poddala, PHM 5) 

With regards to mother’s disease history, very few PHMs indicated the direct 

relationship of their previous diseases with PPD. Some thought the indirect association 

between diseases and PPD. One PHM commented,  

“Mothers with hypertension and diabetes might worry about their baby because 

of having taken medicine during pregnancy, thus have higher risk of getting PPD”. 

(Dankotuwa, PHM 2) 

Speaking of sub-fertility, three PHMs said that mothers who had sub-fertility had 

lower risk of PPD as they felt excited and “more affectionate about their babies”. A few 

PHMs also mentioned baby’s problems, such as low BMI (2), birth complications (2), and 

still birth (1), could increase the risk of getting PPD. 
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3.2.2 Current Practice and Challenges of PPD Screening 

Postnatal Care Delivery by PHMs. Public health midwives (PHMs) play an important 

role in postnatal care delivery in Sri Lanka. PHMs visit mothers’ home to provide 

postnatal care at 5 days, 10 days, 21days, and 42 days after delivery respectively. Besides 

home visits by PHMs, mothers were informed to visit postnatal clinic at medical office of 

health (MOH) at 30 days after delivery to check their and their baby’s health.  

 

Current Practice of PPD Screening. In both areas, PHMs used the Edinburgh Postnatal 

Depression Scales (EPDS) to screen postpartum depression (PPD). According to the total 

scores of EPDS (>9 or not), PHMs remarked that they would decide whether to refer the 

mothers to doctors in medical offices of health (MOH). Many PHMs also referred the 

mothers according to conversations or formal interviews with mothers at home visits, 

observations of mothers’ behavioral changes, and specific items related to self-harm and 

suicide in EPDS. One PHM commented,   

“In cases which I felt had greater risk of self-harm or got a positive answer for 

suicide related item, I directly refer her to psychiatry unit. I take that decision based on 

my observations.” (Bope Poddala, PHM3) 

MOH doctors made the decisions whether to further refer the mothers to 

psychiatrists in psychiatry units in nearest hospitals. They mainly conducted interviews 
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with mothers referred by PHMs to decide whether they needed professional diagnosis 

and treatment from psychiatrists. After mothers visited psychiatrist and received 

treatment, PHMs followed up the mothers by home visits. They primarily checked 

whether mothers had taken medicine appropriately and received adequate family 

support. 

There are some differences of EPDS administration in the two MOH areas. In 

Bope Poddala, the Edinburgh Postnatal Depression Scales (EPDS) were given to all 

mothers either at 30 days postpartum at clinic visit, or 42 days postpartum at home visit. 

Even though other PHMs in Bope Poddala said they screened all the mothers, one 

midwife indicated that she only gave EPDS to mothers who visited clinics, another 

midwife only gave EPDS to mothers with suspicion of PPD. In Dankotuwa, the EPDS 

was given to all mothers at 5 or 10 days postpartum during first or second home visit. 

Interestingly, PHMs did not mention directly to the mothers that the EPDS was used for 

depression screening. Two PHMs remarked,  

“We will give form to mother and ask her to read and understand, then mark 

the answers. We never tell them this is to assess your mental status.” (Dankotuwa) 

Challenges of Current Practice. The screening practice of PPD was faced with social 

stigma, mother’s difficulty of understanding EPDS, mother’s lack of privacy at home, 

and consumption of time.  
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Most PHMs reported that there was social stigma around depression in Sri 

Lanka, and family members were reluctant to accept the situation. One PHM reported, 

“Because some mothers are reluctant to attend psychiatric clinic. Because they 

feel that they will be embarrassed and may be labelled as psychiatrically ill. Family 

members, specially parents of those mothers, push mothers not to go.” (Bope Poddala, 

PHM 3) 

Several PHMs said that there was lack of privacy if PPD screening was 

completed at home visit. In one PHM’s administration area, sometimes the husbands 

and mothers-in-law involved in filling the form. Some commented that some mothers 

had difficulty of understanding the items in the screening tool- Edinburgh Postnatal 

Depression Scale. Five PHMs reported,  

“There are some mothers who can’t read and understand questionnaire.” 

(Dankotuwa)  

More importantly, a PHM indicated that even for mothers who could read well 

and well-educated, understanding the questions in EPDS could be difficult. Thus, the 

screening tool- EPDS was difficult for mothers to understand. Another PHM from Bope 

Poddala commented that using EPDS can be time-consuming, which made it impractical 

to provide screening practice for all mothers.  
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3.2.3 Suggestions for Future Practice of PPD management 

Providing Training for PHMs 

In qualitative interviews with public health midwives (PHMs), most of them 

expressed the need to receive training on detection, referral, and treatment for mothers 

with PPD. Many of them thought they had insufficient knowledge of the treatment of 

PPD, and said that their knowledge on PPD should be refreshed. Specifically, two PHMs 

from Bope Poddala indicated that a lack of knowledge about medication. One PHM 

responded, “There are drugs, but I don’t know much about them.” One PHM 

commented, 

“We’d like to improve our knowledge and competency on detection and referral 

of PPD. We only had the training from our public health sisters and medical office of 

health. It’s better if we can have a training from a psychiatrist.” (Bope Poddala, PHM 

7) 

Improving current practice 

For screening practice, some PHM suggested that when screening was 

implemented, talking to mothers individually would help to obtain more accurate 

results and protect their privacy. For improving referral and follow-up, records of 

mothers with high EPDS scores was advised to be preserved separately. Another PHM 
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suggested to integrate mental health service into primary health care, so that mothers 

would not have to visit psychiatry units.  

 

Involving Family Members 

Due to the social stigma towards postpartum depression, many family members 

tend to hide mothers’ depressive symptoms during home visits. To address this, some 

PHMs said there was a need to involve family members in prenatal and pregnancy 

sessions to understand possible symptoms of PPD, in order to improve their awareness 

of PPD. Specifically, the detection of PPD needs to engage family members to identify 

mothers’ behavioral changes and provide sufficient support for mothers to seek for help. 
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4. Discussion 

4.1 Main Findings 

The quantitative findings showed a prevalence of postpartum depression (PPD) - 

7.8% for mothers screened at around four weeks postpartum in Bope Poddala, and 

15.5% for mothers screened at around 10 days in Dankotuwa. Higher age of mothers, 

having more than four living children, and mothers’ illnesses before and after pregnancy 

were significantly associated with PPD. Furthermore, mothers’ attendance of antenatal 

care sessions and partners’ employment were protective factors for postpartum 

depression. Higher Edinburgh Postnatal Depression Scale (EPDS) scores and presence of 

PPD were associated with earlier screening time. 

The qualitative findings showed consistent conclusion with quantitative study 

regarding some of the socio-economic risk factors such as number of living children and 

higher age of mothers. Additionally, it indicated other risk factors including lack of 

family support, unwanted pregnancy, husband’s occupation, unsatisfactory relationship 

with mother-in-law, having a cesarean-section delivery, and difficulty of breastfeeding. 

The PPD screening practice was faced with social stigma, mother’s difficulty of 

understanding EPDS, mother’s lack of privacy at home, and consumption of time. 

Suggestions for future PPD management include providing trainings for PHMs, 

improve current practice, and involving family members. 
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4.2 Interpretations and Connection with Other Studies 

The prevalence of PPD identified in this study was 7.8% in Bope Poddala and 

15.5% in Dankotuwa, which were approximate the worldwide estimation of PPD 

prevalence of 10% to 15% (Halbreich & Karkun, 2006). The prevalence of PPD seemed to 

be lower comparing with the estimation in other studies in Sri Lanka before 2012. The 

changes of the prevalence could be explained by the different sampling strategies, study 

populations, and study settings in previous studies, and the introduction of PPD 

screening in Sri Lanka in 2012. One study conducted in 2011 for national estimation of 

PPD prevalence, conveniently sampled mothers who attended clinics in 27 districts from 

8 provinces, indicated an estimation of 27% of PPD. In contrast, this study was 

population-based, and mothers were screened at a community level in two MOH areas. 

In addition, after the introduction of PPD screening in Sri Lanka, the awareness of 

preventing PPD among health professionals could have increased, and thus leading to 

better prevention of mother’s PPD and lower prevalence of PPD among them. 

The findings of the study relating to risk factors are consistent with other 

studies(Cherif et al., 2017; Do, Nguyen, & Pham, 2018; Strelow et al., 2018). A descriptive 

cross-sectional study conducted in Tunisia indicated that PPD was associated with 

maternal age above 35, parity, and difficulties in accepting the pregnancy(Cherif et al., 

2017) . A study in Vietnam indicated that mothers’ educational level and diseases during 

pregnancy, were significant predictors of PPD(Do et al., 2018). Other risk factors 



 

39 

demonstrated in other studies for postpartum depression include antenatal depression, 

difficulty of marital relationship, lack of family support or social support, stressful 

events, and mothers’ physical health problems(Barbadoro et al., 2012; Fisher et al., 2013; 

Gaillard, Le Strat, Mandelbrot, Keita, & Dubertret, 2014; Katon, Russo, & Gavin, 2014; 

Lara, Navarrete, & Nieto, 2016; Munk-Olsen et al., 2009; Pope et al., 2016; 

Roomruangwong, Withayavanitchai, & Maes, 2016). 

We identified mothers’ attendance of prenatal care sessions and their partners’ 

employment as protective factors for postpartum depression. Besides, we found women 

whose partners attended prenatal care sessions tended to have higher EPDS scores and 

higher probability of postpartum depression, which may be explained by comments 

from the PHMs indicating partners were usually more likely to attend prenatal sessions 

if they were unemployed.  

Importantly, higher EPDS scores and presence of postpartum depression appear 

to be more common early rather than late after birth, even after adjustment for 

differences in background characteristics among mothers in two areas. Mothers who 

were screened around 10 days postpartum were more likely to have higher EPDS scores, 

reach a score greater than 9 compared with 4 weeks postpartum. Previous studies have 

shown that the onset of depressive symptoms is related to hormone fluctuations such as 

changes of estradiol and progesterone levels after delivery(Buckwalter et al., 1999; 

Heidrich et al., 1994; O’hara, Schlechte, Lewis, & Varner, 1991). Thus, higher EPDS 
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scores and a higher likelihood of PPD around 10 days postpartum might have been due 

to the hormone fluctuations in the first week postpartum when “postpartum blues” 

affects 50%-70% of mothers(O’hara et al., 1991). A higher percentage of mothers who 

lived in rural and isolated areas, and an overall lower economic level in Dankotuwa 

might also have contributed to the higher unadjusted prevalence of PPD in Dankotuwa. 
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4.3 Implications for Policy and Practice 

The study examined the challenges and suggestions to improve current practice 

of postpartum depression (PPD) management in Sri Lanka. Considering the findings of 

this study and experiences in other countries, suggestions for future policy and practice 

could be as followed. 

Providing trainings for PHMs. The study has shown the lack of knowledge 

about PPD among public health midwives (PHMs). As a result, professional trainings on 

detection and treatment of PPD should be provided for PHMs to better screen and refer 

mothers with suspicion of PPD. The EPDS can be administered in various settings 

including primary care, pediatric and obstetric settings(Smith, Gopalan, Glance, & 

Azzam, 2016). Examples of community-based trials with a maternal mental health 

component integrated into an MCH program and a case study demonstrating that the 

screening and management of maternal mental disorders can be integrated successfully 

into an existing health system at a facility level (Rahman 2008). 

Advancing screening time for PPD. Since maternal history of depression is 

highly associated with postpartum depression(Silverman et al., 2017), the screening of 

depression should start during pregnancy, and early postpartum rather than wait until 

one month postpartum. According to both interviews with PHMs and the review for 

psychiatrists(Smith et al., 2016), early detection for perinatal depression should be 

encouraged. Additionally, multiple screening at different time points postpartum, and 
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timely follow-up, are significantly important to evaluate the effectiveness of treatment 

(Smith et al., 2016).  

Validating the EPDS culturally. The current screening instrument- EPDS is 

difficult for mothers to understand regardless of their education levels according to the 

interviews with PHMs. Thus, EPDS may not fit well into the local context, thus may not 

be suitable to be applied to all mothers in Sri Lanka. Even though the EPDS was 

translated and validated in Sri Lanka in regard to the sensitivity of detection for PPD 

using a cut-off score of 9/10, the lower detecting cut-off scores could have been due to 

the cross-cultural differences in the expressions of depressive symptoms in low-and-

middle income countries(Adewuya, Ola, Dada, & Fasoto, 2006; Vickram Patel, 2013). 

Therefore, the screening tool- Sinhala EPDS needs to be validated culturally. If the 

Sinhalese version could not fit well into local contexts, other screening tools need to be 

developed.  

Developing Risk-assessing Instruments. Considering the risk factors that have 

been investigated in this study and previous research, a screening instrument of risk 

factors of PPD might be used to assess mother’s risk of getting PPD (Hart, Colley, & 

Harrison, 2005). For example, risk factors such as mothers’ elder age, high number of 

living children, partner’s unemployment or working remotely, previous history of 

mental illnesses can be noted in the risk-assessing instrument, so mothers with these 

high-risk conditions can be targeted with preventive interventions. 
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Engaging family members in PPD care. As depression and other mental 

disorders are highly stigmatized in Sri Lanka, it is urgently needed to improve mothers’ 

family members awareness of psychiatric illnesses in order to eliminate stigma. One 

approach invented by WHO adopted a conversation-based therapy with a focus on 

community health workers as personnel that brings the intervention as talk sessions to 

the mother in her home rather than her having to travel, which was similar to the work 

done by current PHMs in Sri Lanka (WHO, 2015). Additionally, the approach 

emphasized the engagement of family members to understand the situation. As revealed 

in interviews with PHMs in our study, family members’ support and attitude were one 

of the most important factors that affect mother’s PPD symptoms. Therefore, family 

members should be involved in prenatal and pregnancy sessions to understand possible 

symptoms of PPD, improve their awareness of PPD and provide more support for 

mothers with PPD. 

Introducing other interventions. As stated previously, interventions focused on 

mothers’ overall well-being and family members could be a possible way to prevent 

stigmatization. One intervention named PREPP in 2016 focused on the mother-child 

relationships consists of infant behavioral intervention and targeted psychotherapy 

techniques (Werner et al., 2016). The treatment tackles the infant's behavior to reduce the 

mother’s stress by reducing infant fussing and crying and promotes sleep. Specifically, 

the mothers learned techniques how to care their baby by a 10-point chart with 
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recommendations such as consistent feeding times, how to swaddle the baby, and 

carrying the baby. Additionally, the mothers received “coaching” sessions including 

psychological interviewing, psychoeducation and mindfulness techniques to cope with 

stress coming from the baby. The research shows, that women receiving the PREPP 

intervention, experienced lower levels of depressive symptoms and anxiety than other 

women postpartum and scored less than 9 on the Edinburgh Postnatal Depression Scale. 

This approach showed the possibility of introducing family-based interventions into 

local communities (Werner et al., 2016). Another pilot intervention study (T. Agampodi 

et al., 2018) conducted in Sri Lanka indicated the possibility of introducing a 

mindfulness-based intervention to current antenatal care system in Anuradhapura, Sri 

Lanka. The participants of the study indicated that the intervention- learning 

mindfulness concepts, practice mindfulness medication and other movements in daily 

life was helpful for reducing the stress, bringing calmness, and improving anger 

management. 

Strengthening follow-up process. As suggested in interviews, mothers with 

high EPDS scores were followed up by PHMs after treatment. However, several PHMs 

indicated the difficulty of following up high risk mothers. One perinatal health care 

project developed in Africa- Stepped Care (Honikman, Van Heyningen, Field, Baron, & 

Tomlinson, 2012), starts when mothers are still pregnant, begins with a screening for 

depression by PHMs or other community healthcare workers. If the mothers meet the 
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criteria for being at risk of getting depression, they get referred to a counsellor at clinics. 

After one year, the intervention ends but is followed up by a phone call every six weeks. 

More than 87% of the attending women reported an increase in their mood after the year 

and more than 91% reported the whole session experience as positive. This intervention 

could be inspirational for future practice regarding privacy protection during clinic visit 

and its consistent follow-up process.     
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4.4 Implications for Future Research 

Since most risk factors were extracted from current medical records, other risk 

factors were not able to be examined due to the unavailability of data. Also, due to the 

insufficient sample size, interactions between different risk factors were not fully tested 

in the quantitative study. As a result, future research that investigates risk factors of 

postpartum depression should include more risk factors that were not fully investigated 

before. A more representative and larger sample of population should be recruited to 

estimate a national prevalence and compare the differences of different areas in Sri 

Lanka.     

Considering mother’s difficulty of understanding Edinburgh Postnatal 

Depression Scale, future research should be guided to develop and validate a screening 

instrument for perinatal depression in Sri Lanka that can be administered to women 

regardless of literacy level in primary care setting. Similar studies have been conducted 

in other countries have important implications(Ali & Reza, 1998; Kaiser, Kohrt, Keys, 

Khoury, & Brewster, 2013). Furthermore, a more systematic study could be implemented 

to examine the effectiveness and efficiency of possible interventions among Sri Lankan 

population.  

Future qualitative studies could be conducted among pregnant mothers, family 

members, PHMs, MOH doctors, psychiatrists and other stakeholders involved in Sri 
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Lankan maternal health care system, to understand the accessibility, capacity, quality 

and remained barriers of current maternal mental health care in Sri Lanka.         
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4.5 Study Strengths and Limitations 

The strengths of the study include the large amount of data, data collection 

process, and the mixed-methods design. First of all, this is the largest study of 

postpartum depression in Sri Lanka since the inclusion of EPDS in routine postnatal care 

in 2012. In addition, nearly all women (99.5%) seen had completed records, and there 

was very little missing data on outcome variables and the exposure variables (except for 

attendance of seminars), thus avoiding non-response bias. Moreover, the study included 

a range of potential risk factors extracted from medical records, including several not 

investigated previously, such as the attendance of prenatal care sessions and disease 

history. As complementary, qualitative interviews investigated other risk factors that 

could not be recorded in paper form, such as lack of family support, unsatisfied marital 

relationship, difficult relationship with mother-in-law. Finally, multiple measures and 

mixed-methods design were used in this study. The association of potential risk factors 

with the EPDS both as a continuous variable and dichotomized were examined. The 

findings of quantitative study could be well explained and complemented by the 

qualitative study. As Denzin defined, triangulation is “ the combination of 

methodologies in the study of the same phenomenon” (Denzin, 2017). Thus, data 

triangulation and methodological triangulation were achieved in this study.     

The limitations of the study mainly related to data collection and analysis. First, 

postpartum exposure variables were underreported in Dankotuwa due to less 
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meticulous recording by PHMs of certain factors including babies’ health problems, 

establishment of breastfeeding, mothers’ other postpartum diseases. This may be the 

reason for the unexpected inverse relationship of babies’ health problems with EPDS 

scores and PPD. Second, the prevalence of postpartum depression could have been 

overestimated using EPDS because self-reported instruments usually report a higher 

prevalence than diagnosis established through clinical interviews. Additionally, due to 

the self-reported instrument, the results of EPDS could have been biasedly reported due 

to lack of privacy and social stigma faced by mothers during the screening practice. 

Third, the effect of screening time and differences between areas could not be separated, 

thus there may be some residual confounding in the effect of screening time on 

depressive symptom due to subjects’ differences between the two areas in unmeasured 

factors. Area could also have been an effect modifier in this study. However, when 

stratifying the subjects by area to examine the associations between the other risk factors 

and the EPDS outcomes, the impact of having more than 4 living children on EPDS 

scores and PPD remained significant in both areas (p<0.001), and the direction of 

association between the significant risk and protective factors identified in this study 

with EPDS scores and PPD remained the same. Fourth, data collection and 

interpretation of the qualitative study was inevitably subject to the backgrounds of the 

researchers. Besides, the different sampling strategies of PHMs in the qualitative study 

in the two areas may have introduced potential bias to the study, and thus the opinions 
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of these PHMs could not be representative for all PHMs in the two MOH areas. Lastly, 

the results may not be fully generalizable to other parts of Sri Lanka because the two 

areas were purposely selected according to the time of administration of the Edinburgh 

Postnatal Depression Scales. However, the two areas are not very different from other 

areas of Sri Lanka.  
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5. Conclusion 

The prevalence of postpartum depression (PPD) was 15.5% in Dankotuwa and 

7.8% in Bope Poddala in 2017. Mothers exposed to various socio-economic, 

interpersonal, and other risk factors have higher risk of getting PPD. Family-based 

interventions, further cultural validation of EPDS, development of risk-assessing 

instrument could be introduced for better PPD management. Future research on other 

risk factors for PPD with larger sample size should be conducted, and qualitative 

research could engage other stakeholders in maternal mental health care to assess the 

accessibility, capacity, and quality of PPD care.  
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Appendix A Edinburgh Postnatal Depression Scale 
Postpartum depression is the most common complication of childbearing. This 

10-question self-rating scale has been proven to be an efficient and effective way of 

identifying patients at risk for “perinatal” depression. While this test was specifically 

designed for women who are pregnant or have just had a baby, it has also been shown 

to be an effective measure for general depression in the larger population. 

Please select the answer that comes closest to how you have felt in the past 7 days: 

1. I have been able to laugh and see the funny side of things.  

As much as I always could 0 

Not quite so much now 1 

Definitely not so much now 2 

Not at all 3 

2. I have looked forward with enjoyment to things.  

As much as I ever did 0 

Rather less than I used to 1 

Definitely less than I used to 2 

Hardly at all 3 

3. I have blamed myself unnecessarily when things went wrong.  

Yes, most of the time 3 

Yes, some of the time 2 

Not very often 1 

No, never 0 

4. I have been anxious or worried for no good reason.  

No not at all 0 

Hardly ever 1 

Yes, sometimes 2 

Yes, very often 3 

5. I have felt scared or panicky for no very good reason.  

Yes, quite a lot 3 

Yes, sometimes 2 

No, not much 1 

No, not at all 0 

6. Things have been getting on top of me.  

Yes, most of the time I haven’t been able to cope at all 3 

Yes, sometimes I haven’t been coping as well as usual 2 

No, most of the time I have coped quite well 1 

No, I have been coping as well as ever 0 

 

7. I have been so unhappy that I have had difficulty sleeping.  

Yes, most of the time 3 
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Yes, sometimes 2 

Not very often 1 

No, not at all 0 

8. I have felt sad or miserable.  

Yes, most of the time 3 

Yes, sometimes 2 

Not very often 1 

No, not at all 0 

 

9. I have been so unhappy that I have been crying.  

Yes, most of the time 3 

Yes, quite often 2 

Only occasionally 1 

No, never 0 

10. The thought of harming myself has occurred to me.  

Yes, quite often 3 

Sometimes 2 

Hardly ever 1 

Never 0 
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Appendix B Data Extraction Sheet for Pregnancy and 
Delivery Records 

1. Age 

2. MOH area 

3. Mother has occupation 

4. Husband has occupation 

5. Mother’s educational level 

6. Husband’s educational level 

7. Number of living children before this pregnancy 

8. Consanguinity 

9. History of sub-fertility 

10. Hypertension 

11. Antepartum Hemorrhage 

12. Baby’s mal-presentation 

13. Diabetes Mellitus 

14. Malaria 

15. Heart Diseases 

16. Kidney Diseases 

17. Times of husband’s attendance for pre-pregnancy seminars 

18. Times of mother’s attendance for pre-pregnancy seminars 

19. BMI at first prenatal visit 

20. HIV positive 

21. Place of delivery 

22. Delivery Complication 

23. Baby’s sex 

24. Baby’s birth complication 

25. Mother’s anemia 

26. Mother’s offensive discharge 

27. Mother’s infected episiotomy 

28. Mother’s mental abnormalities 

29. Mother’s upper abdominal pain 

30. Mother’s diarrhea 

31. Mother’s vomiting symptoms 

32. Mother’s respiratory problems 

33. Mother’s visual problems 

34. Mother’s calf pain 

35. Baby’s abnormalities 

36. Baby’s fever 

37. Baby’s umbilical cord infection 

38. Breastfeeding establishment 

39. New born death or still birth 

40. Postnatal clinic visit  
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Appendix C Informed Consent Form 
 

             

                                                                          

 

 

 University of Ruhuna and Duke Kunshan Univeristy 

 

Informed Consent Form for public health midwives in Bope Poddala or Dankotuwa  

This informed consent form is for health professionals working in Galle or 

Puttalam and who we are inviting to participate in research titled "The prevalence, risk 

factors and strategies for postpartum depression in two selected Medical Offices of 

Health (MOH) areas in Sri Lanka: a mixed-methodological study". 

This Informed Consent Form has two parts:  

• Information Sheet (to share information about the study with you)  

• Certificate of Consent (for signatures if you choose to participate)  

You will be given a copy of the full Informed Consent Form  

 

Part I: Information Sheet  

Introduction  
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I am Qiping Fan, a graduate student at Duke Kunshan Univeristy, and I am 

doing research on postpartum depression in Sri Lanka and in this region. I am going to 

give you information and invite you to be part of this research. You do not have to 

decide today whether or not you will participate in the research. Before you decide, you 

can talk to anyone you feel comfortable with about the research. This consent form may 

contain words that you do not understand. Please ask me to stop as we go through the 

information and I will take time to explain. If you have questions later, you can ask them 

of me or of another researcher. 

Purpose of the research  

Mental health problems of women at child-bearing ages have been identified as a 

major public health problem. Depression after delivery occurs commonly among 

women. Both mothers and their babies suffer from maternal postpartum depression if it 

occurs. Sri Lanka has been held up as an example for its record in maternal and child 

health care. However, the situation regarding postpartum depression remains unknown 

in your district. We want to know the reasons that may cause postpartum depression in 

your district, and understand what health professionals do here to help women who 

may get depressed after delivery. We believe that you can help us by telling us what you 

know about the situation, the screening and treatment methods and your suggestions 

for future work.   

Type of Research Intervention 
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This research will involve your participation in an individual interview that will 

take you about 40 minutes. 

Participant Selection  

You are being invited to take part in this research because we feel that your 

experience as a health professional can contribute much to our understanding and 

knowledge of local health practices. 

Voluntary Participation  

The choice that you make will have no bearing on your job or on any work-

related evaluations or reports. You may change your mind later and stop participating 

even if you agreed earlier. 

Procedures  

We are asking you to help us learn more about postpartum depression in your 

community. We are inviting you to take part in this research project. If you accept, you 

will be asked to participate in an interview with an interviewer or myself. 

During the interview, I or another interviewer will sit down with you in a 

comfortable place at the Centre. If it is better for you, the interview can take place in 

your home or a friend's home. If you do not wish to answer any of the questions during 

the interview, you may say so and the interviewer will move on to the next question. No 

one else but the interviewer will be present unless you would like someone else to be 

there. The information recorded is confidential, and no one else except the interviewer 
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and main investigators will access to the information documented during your 

interview. The entire interview will be audio-recorded, but no-one will be identified by 

name. The audio will be kept with password and code. The information recorded is 

confidential, and no one else except Qiping Fan and the co-investigators will have access 

to the audios. The audios will be destroyed after 3 months. 

Risks  

There is a risk that you may share some personal or confidential information by 

chance, or that you may feel uncomfortable talking about some of the topics. However, 

we do not wish for this to happen. You do not have to answer any question or take part 

in the interview if you feel the questions are too personal or if talking about them makes 

you uncomfortable. 

Benefits  

There will be no direct benefit to you, but your participation is likely to help us 

find out more about how to better screening and treating postpartum depression among 

women. 

Reimbursements 

We will give you 1500 LK Rupees as compensation for your time at the 

beginning of the interview. Even if you choose to withdraw from the study during the 

process or after the interview, you will reserved the right to keep the compensation. 

Confidentiality  
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The research being done in the community may draw attention and if you 

participate, you may be asked questions by other people in the community. We will not 

be sharing information about you to anyone outside of the research team. The 

information that we collect from this research project will be kept private. Any 

information about you will have a number on it instead of your name. Only the 

researchers will know what your number is and we will lock that information up with a 

lock and key. It will not be shared with or given to anyone except Duke Global Health 

Institute and University of Ruhuna. 

Sharing the Results  

Nothing that you tell us today will be shared with anybody outside the research 

team, and nothing will be attributed to you by name. The knowledge that we get from 

this research will be shared with you and your community before it is made widely 

available to the public. We will publish the results so that both you and other interested 

people may learn from the research. 

Right to Refuse or Withdraw  

You do not have to take part in this research if you do not wish to do so, and 

choosing to participate will not affect your job or job-related evaluations in any way. 

You may stop participating in the interview at any time that you wish without your job 

being affected. If you choose to withdraw the research, any audio or paper data will be 

immediately destroyed. 
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Who to Contact 

If you have any questions, you can ask them now or later. If you wish to ask 

questions later, you may contact Professor Vijitha. De Silva, 0777609703, 

pvijithadesilva123@yahoo.com 

This proposal has been reviewed and approved by Institutional Review Board in 

Duke Kunshan Univeristy and University of Ruhuna, which is a committee whose task 

it is to make sure that research participants are protected from harm. If you wish to find 

about more about the IRB, contact 077609703. 

You can ask me any more questions about any part of the research study, if you 

wish to.  

Do you have any questions?   

Part II: Certificate of Consent  

I have been invited to participate in research about postpartum depression and 

health practices.  

 

I have read the foregoing information, or it has been read to me. I have had the 

opportunity to ask questions about it and any questions I have asked have been 

answered to my satisfaction. I consent voluntarily to be a participant in this study  

 

Print Name of Participant__________________     
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Signature of Participant ___________________ 

Date ___________________________ 

 Day/month/year    

 

Statement by the researcher/person taking consent 

 

I have accurately read out the information sheet to the potential participant, and 

to the best of my ability made sure that the participant understands that a forty minutes’ 

interview will be done. 

 

I confirm that the participant was given an opportunity to ask questions about 

the study, and all the questions asked by the participant have been answered correctly 

and to the best of my ability. I confirm that the individual has not been coerced into 

giving consent, and the consent has been given freely and voluntarily.  

   

 A copy of this ICF has been provided to the participant. 

Print Name of Researcher/person taking the consent________________________

     

Signature of Researcher /person taking the consent__________________________ 

Date ___________________________    
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                 Day/month/year
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Appendix D Semi-Structured Interview Topic Guide 
Semi-structured Interview Topic Guide for Postpartum Depression Study 

Aims of the individual interviews: 

Aim 1: To know the overall prevalence of postpartum depression and its reasons behind, 

and identify other risk factors contributing to postpartum depression.   

Aim 2: To understand the current practices of screening, identification and treatment of 

postpartum depression in the two selected areas. 

Aim 3: To provide recommendations and suggestions for postpartum depression 

management by investigating challenges and effective practices of screening and 

treatment of postpartum depression. 

Steps: 

Step 1: Introduction of research goals of the interviews. 

Step 2: Go through the consent form, ask for signature and permission to record.  

Step 3: Warm-up questions 

Step 4: Research questions  

Topic 1: Prevalence, symptoms and potential risk factors of PPD 

1. About how many women would have the depressive symptoms after delivery 

among women who you have helped during delivery? Why do you think the prevalence 

is low (or high) in your region? 

 Probe 1: How do you think this situation?  

 Probe 2: What are women’s depressive symptoms according to your experiences? 

 Probe 3: Do you think postpartum depression is common or rare in your district? 

What do you think are the reasons behind? 

2. What do you think would potentially lead to depressive symptoms after delivery 

among the mothers? (Risk Factors) 

 Probe 1: Can you give some examples? Like the mothers you have helped during 

delivery.  

 Probe 2: How do you think ethnicity and religion would influence the mother’s 

depressive symptoms? Why do you think so? 

 Probe 3: How do you think educational levels of mothers would influence the 

mother’s depressive symptoms? How about the educational levels of husbands? 

 Probe 4: Migrating history and migrating during pregnancy? 

 Probe 5: Type of occupation of the mother? Type of occupation of their husband? 

(eg: daily-paid workers and monthly-paid workers)  

 Probe 6: Relationship with their husband? (eg: Violence? Separation?) 

 Probe 4: How do you think delivery method will influence mother’s depressive 

symptoms after delivery? Caesarean delivery? Vaginal delivery? Vacuum delivery? 

 Probe 5: Sleeping problems? Vomiting?  

3. How do you think women’s mental condition will influence their depression 

symptoms? 
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 Probe: Do you think those who have depressive symptoms during pregnancy 

would have higher risks of getting postpartum depression? And previous psychiatric 

illness? 

4. How do you think their family will influence their depressive symptoms after 

delivery? 

 Probe 1: How do you think family members’ attitude towards the women during 

pregnancy influence their depressive symptoms and health seeking behaviors? 

 Probe 2: How do you think family support would influence their depressive 

symptoms and health seeking behaviors? 

5. What diseases do you think will influence their depression symptoms after 

delivery?  

 Probe 1: Do you think women who has sub-fertility history would influence their 

depressive symptoms after delivery? 

 Probe 2: Do you think women who has hypertension would influence their 

depressive symptoms after delivery? How about diabetes? 

 Probe 3: Do you think women who got antepartum hemorrhage would influence 

their depressive symptoms after delivery? How about delivery complications and birth 

complications? 

 Probe 4: Were there any mother vomiting among women you have looked after? (If 

yes, how do you think its influence?) 

Topic 2: Current practices for screening and treating PPD 

1. How do you know about the screening practices for postpartum depression? 

 Probe 1: Who mainly does the screening for women?  

 Probe 2: When is the screening usually done?  

 Probe 3: With what kind of result would the women be referred to doctors? 

2. What do you do with EPDS form? 

 Probe 1: If the scores are high (>=9), what do you usually do? What do the MOH 

doctors do? What do the psychiatric doctors do? 

 Probe 2: If the scores are low (<9), what do you usually do? (Do you reassure the 

condition or not mention?) 

3. What do you know about the treatment of postpartum depression?  

Topic 3: Challenges of screening and treating PPD 

1. Did you meet with any difficulties when screening and identifying women with 

postpartum depression? (What are the main barriers for women to seek for medical 

help?) 

 Probe 1: Can you give some examples?  

 Probe 2: How did you do with this? 

 Probe 3: What else difficulties did you met with? 

2. What do you think will help to solve the difficulties you have mentioned? 

Topic 4: Suggestions for screening and treating PPD 
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1. What do you think will be helpful to better identify women with postpartum 

depression? 

 Probe 1: What do you think is important to ensure the process is successful? 

 Probe 2: What else should be done?  

2. What do you think will be helpful to treat women with depression?  

 Probe 1: Who do you think should participate?  

 Probe 2: What do you think should be done?  

 Probe 3: When do you think is better? 

3. What advice do you have for better management of PPD?  

 Probe: What policies will encourage you to do so? 

Topic 5: Summary of the interview and close-up questions 

1. Summary the main points of the interview (referring to the notes) 

2. Close-up questions 

 Do you have any additional information you would like to add? 

 Do you have any questions for me? 
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