












































































































































































































































940). Moreover, based on findings the prevalence of antenatal depression (19.4%) is particularly
higher than the prevalence estimates (11.3%) of Africa (Sawyer et al., 2010, p. 27). However,
antenatal depression (19.4%) is less common than postnatal in this study, like in the study
conducted in Sri Lanka where it was also reported to be relatively low (16.2%) on EPDS
(Agampodi & Agampodi, 2013, p. 1) compared to postnatal depression. Therefore, low prevalence
of antenatal depression should not be neglected as long as it is known to negatively impact on the
uptake of antenatal care, foetal and obstetrics outcomes, and AND was found to be a strong
predictor of postnatal depression in a study conducted in rural South Africa (Rochat et al. 2011,
p369). It can be concluded from the findings of this study that postnatal depression is common
among mothers while antenatal depression is less common, but when compared to the estimates

given for Africa, the study shows that perinatal depression prevalence is higher in Rwanda.

5.2.1.2 Perinatal anxiety

Using Self-rating Anxiety Scale, we found that anxiety is common among perinatal mothers (37%)
suggesting that pre-postnatal related anxiety should not be neglected. As Table 4.7 shows, only
14.5% of the respondents in the antenatal period were found to be in the range of moderate and
severe anxiety level, while 22.5% of respondents in postnatal period were found to have a
moderate and severe anxiety. Comparing the findings from this study, it can be highlighted that the
rates of antenatal anxiety are consistent with the rates given by WA Perinatal Mental Health Unit
(2011, p. 4), where about 14-16% of women have a clinical level of anxiety during their
pregnancy, while the rates of postnatal anxiety are in contrary two times higher (8-10%) (WA

Perinatal Mental Health Unit, 2011, p. 5).
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There is a limited research into the range of perinatal anxiety disorders (Sawyer et al. 2010, p. 22),
and there is no homogeneous data that considering anxiety disorders during perinatal period
(Giardinelli et al. 2012, p. 22). However, a growing body of research suggests that perinatal
anxiety is at least as disruptive as depression and possibly more prevalent (Swalm et al. 2010, p.
515). In contrast with this study, it has been found that perinatal anxiety is less common than

perinatal depression.

In Africa as region, the pre- and postnatal anxiety prevalence rates are 14.8% and 14%,
respectively (Sawyer et al. 2010, p. 17), while the prevalence rates of postnatal anxiety in Nigeria
was 13.4% (Adewuya & Afolabi 2005, p. 256). Comparing with the pattern of this study results,
antenatal anxiety has homogeneous data while postnatal anxiety is consistently higher. Indeed,
there is no homogenous data about perinatal anxiety; recent studies also reported a higher
prevalence of anxiety in antenatal period (24.7%) (Giardinelli et al. 2012, p. 22) than in postnatal
(16.2%) (Austin et al. 2010, p. 396). Even if there are limited corroborative studies about perinatal
anxiety, the perinatal anxiety should not be ignored with the fact that it is a risk of potential
adverse consequence on the mother’s health and early infant relationship and child’s health and

development (Sawyer et al. 2010, p. 17).

5.2.2 Determinants of common perinatal mental disorders

Factors associated with Common Perinatal Mental Disorders were identified using Chi-square
Tests. Correlations were computed between both scales (SAS & EPDS) and participants’
demographic characteristics (age, religion, marital status & level of education and occupation), and

other variables under study (husbands’ information: relationship, behaviour and occupation,
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nuclear family, number of children and planned pregnancy, as well as personal stressful events). In
addition, the binary logistic regression model was used to determine the extent to which

independent variables affect the dependent variables.

5.2.2.1 Socio-demographic characteristics

The results revealed that socio-demographic characteristics are not statistically associated with
perinatal anxiety (Table 4.9). Although, some statistically significant associations were found
between perinatal depression and socio-demographic characteristics such as age (X2(4) - 9.105 p=
.059), marital status (s = 17.559, p= .001) and level of education (y%s - 16.857, p= .001).
Furthermore, age was the strongest predictor (Odds ratio: 131.973) of perinatal depression; the
respondents aged 15-19 years are more likely to have perinatal depression than those aged 35 or
more. According to these results, it can be concluded that age of perinatal mothers does not
contribute to perinatal anxiety while the young age can contribute to perinatal depression.
However, previous studies (Fisher et al. 2011b, p. 144; Fisher et al. 2012, p. 97 & Nakku et al.
2006, p. 207) revealed that young age was significantly associated with both perinatal anxiety and
depression. Women aged 35 years old or older (8.5%) in our study were found in the range of
depression, although they were less likely to have perinatal depression (Table 4. 16), in relation to
these findings, in a study conducted by Gartland et al. (2010, p. 413) this age category was

significantly associated with better perinatal mental health.

Based on the findings, marital status is not significantly associated with perinatal anxiety while it
does with perinatal depression. Recent studies (Fisher et al. 2012, p. 100; Sawyer et al. 2010, p. 28
& Rochat et al. 2011, p. 370) confirmed this study results that marital status was associated with

perinatal depression.
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Furthermore, the socio-demographic variables that show a good socioeconomic and education
level may represent a protective factor for mood and anxiety disorders in perinatal period
(Giardinelli et al. 2012, p. 27). Therefore, our study proves a link between level of education and
perinatal depression opposed to perinatal anxiety. The findings show further that respondents with
no education level appeared to be more likely to have perinatal depression compared to those that
have an advanced level of education (odd ration: 4.003). This is confirmed by Fisher et al. (2012,
p. 100) who found that the risk of CPMDs was lower among women having advanced level of

education.

In addition, the results show that the level of education was not significantly associated with
perinatal anxiety (XZ(G) = 6.001, p=.423). Giardinelli et al. (2012, p. 28) confirm that the level of
education is not statistically relevant but can show us a real tendency of the increase of the risk of
developing a CPMD. According to Fisher et al. (2012, p. 98), having a permanent job has been
associated with protective factor for mothers in perinatal period. However, in this study most of
mothers (77%) were reported unemployed and it has to be stressed that occupation was not

statistically significant associated with perinatal anxiety and depression.
5.2.2.2 Information about husband/partner: relationship, behaviour and occupation

In line with this study, the relationship with husband was found to be a determinant of perinatal
anxiety and depression. Indeed, respondents reporting a strong relationship with husband were
found to be less likely to have perinatal anxiety (Odd ratio =0.437) and perinatal depression (odds
ratio=.089). Other studies (Kakyo et al. 2011, p. 379; Sawyer et al. 2010, p. 27, Hartley et al. 2011,
p. 5) have also noted that marital problems and lack of emotional and practical support from
spouses are important in the development of CPMDs. Fisher et al. (2010, p. 738), highlighted that
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nurturing and confiding intimate relationships exercise a protective influence on maternal mental
health. However, this explained that how much relationships with husband/ partner and behaviour

characteristics were associated with CPMDs in our study.

Moreover, high levels of symptoms of perinatal depression and anxiety are significantly associated
with having experienced domestic violence (Howard et al. 2013, p. 1). In line with this study
behaviour characteristics which include violent husband (8.5%) and personal stressful events
which include also intimate partner violence (2.4%) found to be statistically associated with both
perinatal anxiety and depression. It can be concluded that violent husband and Intimate Partner
Violence (IPV) are risk factors to CPMDs; thus, they should be taken into consideration in

mothers’ perinatal care.
5.2.2.3 Other factors

Common perinatal mental disorders in women are governed by multiple factors such as number of

children and planned pregnancy as well as personal vulnerability and stressful events.

The findings indicate that there is statistically significant association between the number of
children and CPMDs (x°g) = 16.017, p= .042 & %’ = 18.554, p= .001, anxiety and depression
respectively). Moreover, the number of children was also found to be a predictor of common
perinatal depression, certainly respondents who had not yet children were less likely to have
perinatal depression than those that have children or more (odds ratio= .028). Bloch et al. (2006)
and Giardinelli et al. (2012) in their studies have also confirmed this association. The results
suggested further that 40.6% of respondents reported unplanned pregnancy and most of them were
found to have CPMDs. Therefore, findings indicated a statistically significant relationship between

unplanned pregnancy and CPMDs (Xz(l) =17.773, p=.000 & (Xz(z) = 8.244, p=.016; depression and
69



anxiety respectively). In similarity with recent studies (Nakku et al. 2006, p. 207; Sawyer et al.,
2010, p. 27 & Fisher et al. 2012, p.99); unplanned pregnancy was statistically significant
associated with CPMDs while on the contrary, Hartley et al. (2011, p. 4) reported that having an

unplanned pregnancy was not associated with depressed mood in pregnancy.

It has been evidenced so far in this study the link between personal vulnerability and stressful
events and CPMDs (3’14 = 55.035, p= .000 and x°@) = 30.232, p= .000, anxiety and depression
respectively). In some studies (Giardinelli et al. 2012, p. 30; Kakyo et al. 2011, p. 379; Sawyer et
al. 2010, p. 29 & Nakku et al. 2006, p. 207) personal stressful events have indeed been reported to
be precursors of CPMDs. Among personal stressful events found to be statistically associated with
CPMDs in our study, a mental illness in the family (15.5%) was included, followed by child abuse
(14.5%), sexual abuse (10.9%) and a history of personal mental illness (7.9%). In contrast with the
study of Yiu et al. (2009, p. 114) a history of family mental illness was not statistically associated
with CPMDs while recent studies (Fisher et al. 2012, p. 140 & Giardinelli et al. 2012, p. 28)
indicated that past history of mental illness was statistically significant associated with CPMDs. It
has been further highlighted by Seimyr et al. (2013, p. 122) that women with prior mental health
problem are vulnerable for maternal distress. Haward et al. (2013, p. 1) have added that risk factors
for common perinatal mental disorders are generally similar to those for mental disorders outside

the perinatal period and include a family and personal history of mental disorders.
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5.3 Conclusion

Common perinatal mental disorders (CPMDs) are increasingly recognised to be an important
public health issue in Africa and particularly in Rwanda. Therefore, the study was aimed at
determining the occurrence of CPMDs in a selected district hospital of the Eastern Province in

Rwanda.

The results from descriptive analysis showed that common perinatal mental disorders are prevalent
among mothers from the selected study area, and some factors were found to be statistically
associated with CPMDs. Findings reveal that the proportion of 37% of the respondents were found
to have a clinical level of perinatal anxiety while more than a half of the respondents (50.3%) fall

under the category of depression.

Factors found to be statistically associated with perinatal anxiety are: relationship with
husband/partner (XZ(Q) = 12.045, p= .002), husband/partner’s behaviour (Xz(g) - 16.401, p= .037),
number of children (%@ = 16.017, p= .042), planned pregnancy (x° = 8.244, p= .016), stressful
events (X2(14) = 55.035, p=.000). Among these variables, the relationship with husband/partner was

found to be the only predictor of perinatal anxiety (Odd ratio= 0.437).

With regard to perinatal depression, factors found to be associated with perinatal depression are:
marital status (Xz(g) = 17.559, p=.001), level of education (Xz(g) - 16.857, p=.001), husband/partner
relationship (xu) = 38.207, p= .000), husbands’ behaviour (34 = 43.242, p= .000), number of
children (X2(4) - 18.554, p=.001), planned pregnancy (xz(l) = 17.773, p=.000), personal stressful
events (X2(7) = 30.232, p=.000). Moreover, the results indicate age was the strongest determinants

of perinatal depression (Odd ratio: 131.973).
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5.4 Limitations to the study

Our study with its small sample size cannot be generalized and with the fact that it was hospital
based study, it may underestimate the prevalence of CPMDs because the mothers who had not

their appointment time within the period of the study were not sampled.

In addition, women who may be suffering from a severe CPMD may lack interest to visit a health
facility not only for themselves but also for the care of their infants. Thus, there is a need for

community based research to assess common perinatal mental disorders.

5.5 Recommendations

5.5.1 Implications for further research

There is a need for community-based and population-based studies detecting common perinatal
mental disorders in other areas of the Eastern Province or in other provinces, and a national survey

is also needed.

Further research in determining the knowledge and attitudes of mental health nurses and midwives
about CPMDs should be useful. In this case, the research’s results may highlight areas of focus in
developing guidelines for management of CPMDs. There should also be research validating the

screening tools (EPDS and SAS) used for this study in Rwandan context.

5.5.2. Implications for clinical practice

In Rwanda, maternal mental wellbeing such as screening for CPMDs is not included in the

pregnancy care programme. However, findings of this study prove that CPMDs are more prevalent
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in Rwanda than the African estimates given by Sawyer et al. (2010). Therefore, it is imperative to

include screening for CPMDs in order to foresee/plan for early detection and interventions.

Public education about common perinatal mental disorders and training for all providers of
services for pregnant and postpartum women could be essential consecutively to increase

awareness and early detection as well as to ease access to care.

In light of the ever growing literature on the potential deleterious effects of CPMDs on mothers’
health, early-infant relationship and child’s health and development, it is imperative that research
be conducted on these areas. Therefore, early identification and treatment for CPMDs may
improve pregnancy outcomes and could help to prevent postnatal depression or anxiety and further

complications associated with CPMDs.

In line with our study; unplanned pregnancy was found to be associated with perinatal depression
and anxiety. However, there should be a constant emphasis on family planning in Rwanda
especially in the selected district hospital and mothers who failed to abide by the family planning

should be taken care of and reassured.

It should be recommended that EPDS and SAS be used as screening tools to detect CPMDs as they
have been proved in this study to reflect internal consistency (Cronbach alpha was 0.87 and 0.89,

SAS and EPDS respectively).

Mental health nurses and midwives should emphasise on the psychosocial assessment and male
involvement in postpartum care to increase opportunities of identifying mothers at risk of CPMDs

and implementing interventions that target men.
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Obstetricians, paediatricians, psychologists, midwives and other clinicians caring for pregnant
women and mothers of infants after childbirth should be conscious that certain women are at a
greater risk of experiencing emotional distress and early parenting difficulties in the post partum
period. Maternal mental wellbeing, quality of relationship with intimate partner, unplanned
pregnancy, teenage pregnancy and number of children should be taken into consideration in

mothers who are in perinatal period.

5.5.3 Implications for health and education authorities

Primary health care should consider the integration of maternal mental health care into maternal
health. Thus, mental health nurses and midwives and other health care providers concerned should
receive continuous professional development and in-service training to ensure that they are skilled

and competent in recognizing risk factors, detecting and intervening early CPMDs.

This study recommends that stakeholders in education should include or emphasize on revisiting
the curriculum of mental health nurses and midwives considering the full integration of maternal

mental health.

Authorities in the health sector should design policies and guidelines addressing maternal mental
health needs with all stakeholders including religious leaders and also facilitate the integration of

maternal mental health care into the antenatal and postnatal care and vice-versa.

The Maternal Newborn and Child Health Project in Rwanda should focus on facilitating the
integration of maternal mental health into antenatal and postnatal care and vice-versa (early
detection and interventions of anxiety and depression as the most common perinatal mental

disorders).
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Appendix: 1

UNIVERSITY of the
WESTERN CAPE

OFFICE OF THE DEAN

DEPARTMENT OF RESEARCH DEVELOPMENT

03 October 2013
To Whom It May Concern

I hereby certify that the Senate Research Committee of the University of the Western Cape
approved the methodology and ethics of the following research project by

Ms PM Umuziga (School of Nursing)

Research Project: Assessment of common perinatal mental disorders in selected district
hospital setting of Eastern Province in Rwanda.

Registration no: 13/8/9

Any amendments, extension or other modifications to the protocol must be submitted to the
Ethics Committee for approval.

The Committee must be informed of any serious adverse event and/or termination of the study.

.

Ms Pm

Research Ethics Committee Officer

University of the Western Cape
Private Bag X17, Bellville 7535, South Africa
T: +27 21 959 2988/2948 . F: +27 21 959 3170

A place of quality,
www.ac.za a place to grow, from hope
to action through knowledge
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Appendix 2

KIGALTI HEALTH INSTITUTE

B.P. 3286 Kigali, RWANDA
Tel: + (250) §72172; +250 571788

Tastitutional Review Board

24™ June 2013
KHI/IRB/ 2 #2013

Ms UMUZIGA Providence
Faculty of Nursing Sciences
Kigali Health Institute

Dear Ms UMUZIGA Providence

RE: ETHICS CLEARANCE

Reference is made to your application for cthies clearance for the study entitled “Assessment of
Common Perinatal Mental Disorders in Selected District Hospital Setting of Eastern
Province in Rwanda” Y ou will be pleased to lcarn that the cthics ¢learance has been granted to
your study by the KIII Institutional Review Board (IRB) on behalf of the National Ethics
Committee (NEC) in accordance with the authority granted to the IRB by the National Ethics
Committee letter of 13 May 2010 and in line with the “Rwanda Ministry of Health Guidelines
for Researchers Intending to do Health Research in Rwanda” of February 2012.

You shall, be required o submit the progress report and any other major changes made in the
proposal during the implementation stage. Also, at the end of the study the Institutional Review
Board shall also require 1o be given a final report of the study.

I wish you success in this important study. \
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Prof. Kato J. NIUNWA. Q\\'%i‘.\l-v
Chairperson, KHI Institutional Review Board
Cc:
- Rector, KHI 86
- Vice Rector. Academics and Rescarch, KHI
- Chairperson, Rwanda National Ethics Commiliee
- Members of IRB



UNIVERSITY OF THE WESTERN CAPE
Private Bag X 17, Bellville 7535, South Africa

Tel: +27 21 9593024 (0) Fax: +27 86 5108806

E-mail: oadejumo@uwc.ac.za

C/O University of the Western Cape
Private Bag X 17, Bellville 7535,
South Africa

October 3, 2013

The Director of Nyamata District Hospital
Bugesera District,

Eastern Province,

RWANDA.

RE: Request for permission to conduct research entitled “Assessment of Common
Perinatal Mental Disorders in a selected District Hospital of the Eastern Province in

Rwanda”.

Dear Sir/Madam,

I am UMUZIGA M. PROVIDENCE, a postgraduate student at the University of The Western
Cape/ South Africa, Nursing Department.

For the fulfilment of the requirement for master's degree, I am required to conduct a research on
the above mentioned topic.

The purpose of this study is to determine common perinatal mental disorders in a selected district
hospital setting of the Eastern Province in Rwanda.

Therefore, I am writing to request for your permission to conduct the study in your hospital as

the chosen study area including the health facilities which fall under your supervision.

Thanking you in anticipation.

Yours sincerely
'

UMUZIGA M. PROVIDENCE W
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Appendix 4

REPUBLIQUE DU RWANDA
DISTRICT DE BUGESERA

2 ED [E B> '
paewrionioiots Ne SE2[HN[2e/3
BP:7112 Kigali
Tél : 0788130100

E-Mail : hop.nyamata@rwandal.com

Nyamata, October 7™ 2013
Madam UMUZIGA M. PROVIDENCE

Nursing School

University of the Western Cape

SOUTH AFRICA.

Dear Madam,

RE: Your application to conduct a research at Nyamata District Hospital

Reference is made to your application of October 3 2013 relating to your request for
permission to conduct a research project in our hospital including health centers which title is
“Assessment of Common Perinatal Mental Disorders in a selected District Hospital of the
Eastern Province in Rwanda; I am pleased to inform you that your request has been
recognized. Therefore, you are allowed to collect data in maternity, pediatric services and

health centers under hospital supervision.

I wish you success in your studies.

Dr Alfred RUTAGENGWA

Nyamata District Hospital
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50 TWILLEY GARDENS,
TWILLEY STREET,
KENILWORTH, 7708

CAPE TOWN

22 November 2013
To whom it may concern,

ASSESSMENT OF COMMON PERINATAL MENTAL DISORDERS IN A

SELECTED DISTRICT HOSPITAL OF THE EASTERN PROVINCE IN RWANDA

I 'am an experienced editor with background in social sciences. | have thoroughly read the
above dissertation by MARIE PROYIDENCE UMUZIGAand made the required changes to
grammar, spelling, referencing, punctuation, paragraphing and formatting. This was done in line

with UWC's guide to dissertations.

Adam Andani
5‘. At

Tel: 078 268 4761

89



Appendix 6
UNIVERSITY OF THE WESTERN CAPE

Private Bag X 17, Bellville 7535, South Africa
Tel: +27 21 9593024 (O) Fax: +27 86 5108806

E-mail: oadejumo@uwc.ac.za

INFORMATION SHEET

Project Title: Assessment of Common Perinatal Mental Disorders in Selected District

Hospital Setting of Eastern Province in Rwanda

What is this study about?

This is a research project being conducted by UMUZIGA M. PROVIDENCE at the University of
the Western Cape/South Africa. We are inviting you to participate in this research project because
you are meeting inclusion criteria for the current research population of interest (pregnant mothers
and mothers of young infants who came for immunization programs).

The purpose of this research project is to determine common perinatal mental disorders in a
selected district hospital of the Eastern Province/ Rwanda. Results will highlight the common
perinatal mental disorders and its determinants in Rwanda. Findings will be accessible to everyone
concerned, especially the health professionals and administrative authorities working in the health
sector in Rwanda. Having such available data will make it possible for the health authorities in
Rwanda to design and apply appropriate interventions to address the mental health needs of

mothers in perinatal period.
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What will | be asked to do if | agree to participate?

You will be asked to come in the area chosen and fill in the informed consent after the researcher/
research assistant will explain the questionnaire and ask you to answer questions. It will take less
than 30 min to participate. The questionnaire includes social demographic information, questions
about risk factors and identification of common perinatal mental disorders.

Would my participation in this study be kept confidential?

We will do our best to keep your personal information confidential. To help protect your
confidentiality, the data collected will be kept in a locked cupboard, and no one else will have
access to the completed data collection tools filled during the research process, except the
researcher, her supervisor and statistician. No identification will appear on the data collection tool
and data could not be traced back to an individual.

If we write a report or article about this research project, your identity will be protected to the
maximum extent possible.

Participants, who will be found to have EPDS scores above 10 (depression) or positive on item 10
(suicidal thoughts), and also participant who will have SAS scores above 60 (severe anxiety), will
first be informed and be allowed to make decision to seek treatment. If accepted, they will then be
helped to make appointment to the mental health team after getting their care.

What are the risks of this research?

There may be some risks from participating in this research study such as feeling uncomfortable
(fear, embarrassment or fatigue), because of some questions which can remind you your
difficulties, a researcher or research assistant will show you a prepared room calm and safe where
you can sit and rest before you leave, and if it continues they will escort you to the mental health

team of the health facility.
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What are the benefits of this research?

This research is not designed to help you personally, but the results may help the investigator learn
more about common perinatal mental disorders and its determinants among mothers in this area
and Rwanda in general. We hope that, in the future, other people might benefit from this study
through improved understanding of maternal mental health problems.

Do I have to be in this research and may | stop participating at any time?

Your participation in this research is completely voluntary. You may choose not to take part at all.
If you decide to participate in this research, you may stop participating at any time. If you decide
not to participate in this study or if you stop participating at any time, you will not be penalized or
lose any benefits to which you otherwise qualify.

What if I have questions?

This research is being conducted by UMUZIGA M. PROVIDENCE/ ADVANCED MENTAL
HEALTH NURSING DEPARTMENT at the University of the Western Cape. If you have any
questions about the research study itself, please contact at: UMUZIGA M. PROVIDENCE
(+250)788500479, (+27)0604101371, e-mail address:

umuprov20@yahoo.com.

Should you have any question regarding this study and your rights as a research participant or if
you wish to report any problems you have experienced related to the study, please contact:

Head of Department: Prof. K. Jooste

Private Bag X17, Bellville 7535

Tel (021) 959 2274

E-mail: kjooste @uwc.ac.za

Dean of the Faculty of Community and Health Sciences:
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Prof. J. Frantz (Acting)
University of the Western Cape
Private Bag X17

Bellville 7535

Tel: (021)-959 2631, E-mail: jfrantz@uwc.ac.za

This research has been approved by the University of the Western Cape’s Senate Research

Committee and Ethics Committee and Kigali Health Institute Institutional Review Board.
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Appendix 7
UNIVERSITY OF THE WESTERN CAPE

Private Bag X 17, Bellville 7535, South Africa
Tel: +27 21 9593024 (O) Fax: +27 86 5108806

E-mail: oadejumo@uwc.ac.za

IFISHI Y’YAMAKURU /UBUSOBANURO

Inyito y’ ubushakashatsi:

Assessment of Common Perinatal Mental Disorders in Selected District Hospital Setting of
Eastern Province in Rwanda/ Gusuzuma indwara zo mu mutwe zikunze kuboneka mu gihe
umubyeyi atwite cyangwa afite uruhinja mu bitaro bimwe byo muntara y’Iburasirazuba mu

Rwanda

Ni iki ubushakashatsi bugamije?

Ubu bushakatsi bukorwa na UMUZIGA M. PROVIDENCE umunyeshuri muri Kaminuza yo muri
Afurika y’epfo yitwa “The University of the Western Cape”. Turagutumira gukorerwaho

ubushakatsi kuko wujuje ibasabwa.

Ubu bushakashatsi bugamije kugaragaza indwara zo mu mutwe zikunze kuboneka mu gihe
umubyeyi atwite cyangwa afite uruhinja mu bitaro bimwe byo muntara y’Iburasirazuba mu
Rwanda. Ibizabuvamo bizagaragaza uko izo ndwara zihagaze muri ibi bitaro byanyu hanyuma
bigezwe kunzego z’ubuzima ndetse n’Ibitaro hashyirweho ingamba zihamye zo kurushaho kwita

kubadamu batwite n’abafite impinja.

94



Ni iki nsabwa niba nemeye gukorerwaho ubushakatsi?

Urasabwa kuza aho twateguye gukorera hanyuma wuzuze urupapuro rugaragaza ko wemeye
gukorerwaho ubushakashatsi, hakurikireho ko uhabwa ubusobanuro bw’ibibazo usabwe gusubiza.
Bifata iminota 30. Urupapuro rw’ibibazo by’ ubushakashatsi bukubiyemo amakuru ajyanye
n’umwirondoro n’irangamimerere, ibijyanye n’ingaruka zimwe zagira uruhare mu burwayi

twavuze hejuru ndetse n’ibindi biranga ubwo burwayi.

Uruhare rwanjye muri ubu bushakatsi buzaba ibanga?

Tuzakora uko dushoboye kubika neza umwirondoro wawe. Kugirango turusheho kubikana ibanga
umwirondoro wawe, ibizakusanywa n’ubushakatsi bizabikwa ahafungwa. Ntawundi muntu
uzabigiraho uruhare keretse ukora ubushakasha na mwarimu we. Ntamwirondoro uzagaragara

kurupapuro rw’ibibazo by’ubushakashatsi cg kuba ibyavuye muribwo bigaragaza umwirondoro.

Nitwandika raporo y’ubushakashatsi cg tugatangaza ibyavuye muri bwo, umwirondoro wawe

tuzawusigasira uko tuzabishobora.

Abazinjira mu bushakashatsi bazaba hari uburwayi bagaragayeho (EPDS scores 10 and SAS
scores 60 and above: severe anxiety) cg basanzweho ko bafite ibitekerezo byo kumva biyanze
banakwipfira (positive on item 10: suicidal thoughts), bazamenyeshwa banasobanurirwe hanyuma
bifatire ikemezo cyo gushaka ubufasha banahabwe amakuru y’aho basanga ubufasha, hanyuma

bafashwe kubona itariki bazagira kwivuza.
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Ni izihe garuka zijyanye n’ubu bushakashatsi?

Birashoboka ko habaho ingaruka zijyanye n’ubu bushakashatsi, nko kumva utamerewe neza
(ubwoba, kubangamirwa cyangwa se umunaniro), bitewe n’ibibazo bimwe bishobora kuba
byakwibutsa ingorane zawe. Umushakashatsi cyangwa umwungirije bazakwereka icyumba
cyabiteguriwe gituje kandi gifite umutekano aho ushobora kuruhukira mbere yo gutaha. Mu gihe

bikomeje, bazaguherekeza ku baganga bashinzwe ubuzima bwo mu mutwe ku ivuliro.

Ni izihe nyungu ziri muri ubu bushakashatsi?

Ubushakashatsi, mu miterere yabwo, ntabwo bugufitiye inyungu z’umwihariko, ariko ibizava
muribwo bishobora gufasha umushakashatsi kugaragaza uko izo ndwara zo mu mutwe zikunze
kuboneka mu gihe umubyeyi atwite cyangwa afite uruhinja zigaragara ndetse no kumenya igitera
izo ndwara muri aka karere by’umwihariko ndetse no mu Rwanda muri rusange. Twizera ko
mugihe kizaza, abandi bantu bashobora kubona inyungu z’ubu bushakashatsi basobanukirwa

kurushaho n’ibibazo byo mu mutwe umubyeyi ahura nabyo.

Ese ni ngomba kuba muri ubu bushakashatsi, ese nemerewe kuvamo igihe cyose mbonye ari

ngombwa?

Kuba muri ubu bushakashatsi si agahato. Ushobora guhitamo kutabujyamo. Mu gihe wemeye
kwinjira muri ubu bushakashatsi, wemerewe kuvamo igihe icyo aricyo cyose kandi bitakugizeho

ingaruka cyangwa izindi nkurikizi.
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Nabyifatamo nte ngize ikibazo?

Ubu bushakashatsi buri gukorwa na UMUZIGA M. PROVIDENCE/ Ishami ryigisha ubuzima
bwo mu mutwe muri kaminuza ya Western Cape. Uramutse ugize ikibazo kijyanye n’ubu
bushakashatitsi, ushobora guhamagara cyangwa ukandikira UMUZIGA M. PROVIDENCE
(+250)788500479, (+27)0604101371, e-mail address:

umuprov20@yahoo.com.

Mu gihe ugize ikibazo kijyanye n’ubu bushakashatis, cyangwa se ku bijyanye n’uburenganzira
bwawe nk’umuntu ukorerwaho ubushakashatsi, cyangwa se mu gihe wifuza kumenyekanisha
ikibazo waba warahuye nacyo muri ubu bushakashatsi, watelefona cyangwa ukandikira:

Head of Department: Prof. K. Jooste

Private Bag X17, Bellville 7535

Tel (021) 959 2274

E-mail: kjooste @uwc.ac.za

Dean of the Faculty of Community and Health Sciences:

Prof. J. Frantz (Acting)

University of the Western Cape

Private Bag X17

Bellville 7535

Tel: (021)-959 2631, E-mail: jfrantz@uwc.ac.za

Ubu bushakashatsi bwemewe na kaminuza ya Western Cape ndetse n’ishuli rikuru ry’ubuzima rya

Kigali.
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Appendix 8

UNIVERSITY OF THE WESTERN CAPE
Private Bag X 17, Bellville 7535, South Africa

S . Tel: +27 21 9593024 (O) Fax: +27 86 5108806

i i
ICE PRO3 E-mail: oadejumo@uwc.ac.za

CONSENT FORM

Title of Research Project: Assessment of Common Perinatal Mental Disorders in Selected
District Hospital of Eastern Province in Rwanda
The study has been described to me in language that | understand and I freely and voluntarily agree
to participate. My questions about the study have been answered. | understand that my identity will
not be disclosed and that | may withdraw from the study without giving a reason at any time and
this will not negatively affect me in any way.
Participant’s name......................o.oo

Participant’s signature.............ccoovviiiiiiinineannn,

WINESS .« e e e et

Should you have any questions regarding this study or wish to report any problems you have
experienced related to the study, please contact the study coordinator:

Study Coordinator’s Name: Prof Oluyinka Adejumo
University of the Western Cape

Private Bag X17, Belville 7535

Telephone: (021)959- 3024

Fax: (021)959-86 5108806

Email: oadejumo@uwc.ac.za
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Appendix 9

UNIVERSITY OF THE WESTERN CAPE

Private Bag X 17, Bellville 7535, South Africa

Tel: +27 21 9593024 (O) Fax: +27 86 5108806

E-mail: oadejumo@uwc.ac.za
IFISHI YO KWEMERA GUKORERWAHO UBUSHAKASHATSI
Inyito y’ubushakashatsi: Gusuzuma indwara zo mu mutwe zikunze kuboneka mu gihe
umubyeyi atwite cyangwa afite uruhinja mu bitaro bimwe byo muntara y’Iburasirazuba mu
Rwanda

Nasobanuriwe ubushakashatsi mu rurimi numva, kandi nemeye nta gahato gukorerwaho
ubushakashatsi. Ibibazo nari mfite kubushakashatsi nabisobanuriwe. Nasobanuriwe ko
umwirondoro wanjye ntawe azagaragarira kandi ko nemerewe kuva mu bushakashatsi nta
bisobanuro ntanze igihe cyose nsanze ari ngombwa kandi ibi ntibizangireho ingaruka izo arizo
zose.

Izina ry’ukorerwaho ubushakashatsi.............................

Umugabo ubihamya...........ccccocoiiiiiiiiie,

TEAMTK. ..
Mu gihe ugize ikibazo icyo aricyo cyose kijyanye n’ubu bushakashatsi, cyangwa se mu gihe wifuje
kumenyekanisha ikibazo wahuye nacyo muri ubu bushakashatsi, ushobora guhamagara cyangwa
ukandikira umuhuzabikorwa w’ ubushakashatitsi.

Amazina y’umuhuzabikorwa w’ubushakashatis: Prof Oluyinka Adejumo
University of the Western Cape

Private Bag X17, Belville 7535

Telephone: (021)959- 3024

Fax: (021)959-86 5108806

Email: oadejumo@uwc.ac.za
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Appendix 10

UNIVERSITY OF THE WESTERN CAPE
Private Bag X 17, Bellville 7535, South Africa

Tel: +27 21 9593024 (O) Fax: +27 86 5108806
= 5] E-mail: oadejumo@uwc.ac.za

REShics Paosf"CE

QUESTIONNAIRE

Participant’s code: .........ccoiiiiiiit i e DAL

SECTION A: SOCIO-DEMOGRAPHIC, OBSTETRIC, HUSBAND AND FAMILY

INFORMATION OF PARTICIPANTS.

Imyaka y’'umwana | ¢. 5-8 months /amezi
uheruka kubyara d. 9-12 months /amezi

e. >13 months /amezi

INUMBERMIOUESTIONIEEIAL TERNATIVE RESPONSE copeEll
Al How old are you? | a.15-19 1
Ufite imyaka b. 20-24 2
ingahe? c. 25-29 3
d. 30-34 4
e. 35> 5
A2 Perinatal period a. Pregnancy/ aratwite 1
IKiciro urimo b. Mother of young infants/ afite uruhinja 2
c. both (byombi) 3
A3 Age of pregnancy | a. No pregnancy/ ntatwite 0
Ubukuru bw’inda | b. First term/ igihembwe cya 1 1
c. Second term / igihembwe cya 2 2
d. Third term/ igihembwe cya 3 3
A4 Age of last born a. No infant /ntamwana acukije 0
infants b. 1-4 months /amezi 1
2
3
4
1

A5 What is your a. No religion /nta dini agira
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religion? b. Catholic /Gatolika 2
Idini ryawe ni b. Protestants churches /abaporoso 3
irihe? d. Muslim/ Abayisiramu 4
A6 Number of children | a. one/ umwe 1
Umubare w’abana | b. two/ babiri 2
wabyaye c. three /batatu 3
d. four and above /bane cg hejuru 4
A7 Marital status a. single /ingaragu 1
Irangamimerere b. married /barasezeranye 2
c. Living together/baribanira badasezeranye 3
d. Separated/divorced/baratandukanye/ bafite | 4
gatanya 5
e. Widowed/ yarapfakaye
A8 Level of education | a. No education /ntabwo yize 1
Amashuri yize b. Primary school /amashuri abanza 2
d. Secondary school /ayisumbuye 3
e. Tertiary/amakuru 4
A9 Occupation a. Employed /afite akazi 1
Icyakora b. Unemployed /ntakazi 2
c. Self-employed /arikorera 3
d. No permanent job/ ntakazi gahoraho 4
Al10 Type of delivery on | a. Caesarean section /yarabazwe 1
last pregnancy b. Normal vaginal delivery/ yabyaye neza 2
Uko yabyaye ku
nda iheruka
All Sex of the last born | a. Boy /Jumuhungu 1
child b. Girl umukobwa 2
Igitsina cy’'umwana
uheruka kuvuka
Al2 Planned pregnancy | a. Yes /yego 1
Gutwita b. No /oya 2
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wabyiteguye

Al3 Nuclear family a. both parents and siblings alive/ ababyeyi 1
Umuryango bwite | bombi n’abavandimwe bariho
avukamo b. lost a parent /yapfushije umubyeyi 2
c. lost a sibling/ yapfushije umuvandimwe 3
g. lost both parents and all siblings/
yapfushije ababyeyi bombi n’abavandimwe 4
bose
Al4 Relationship with | a. strong relationship/babanye neza 1
husband b. poor relationship/ amakimbirane 2
Imibanire
n’umugabo
Al5 Occupation of a. Employed/ arakora 1
husband b. Unemployed/ ntakora 2
Umurimo umugabo | c. Self-employed/ arikorera 3
akora d. No permanent job/ afite akazi kadahoraho | 4
Al6 Husband a. Supportive/ aramufasha 1
characteristics/ b. Non supportive/ ntamufasha 2
Imiterere c. Violent/ aramuhohotera 3
y’umugabo d. alcoholic/ ni umusinzi 4
e. other and specify /ikindi sobanuro 5
Al6 Personal stressful a. History of child abuse/ yarahohotewe akiri | 1
events muto
Ibizazane yahuye b. History sexual abuse/yafashwe kungufu 2
nabyo c. History of mental illness in the family/ 3
uburwayi bwo mu mutwe mu muryango
d. History of personal mental illness/ yagize
uburwayi bwo mu mutwe 4
e. no stressful event /ntakibazo yagize
f. other and specify/ ikindi sobanuro 5
6
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SECTION B: IDENTIFICATION OF COMMON PERINATAL MENTAL DISORDERS:
Anxiety/ Self-rating Anxiety Scale (SAS)

Items 5, 9, 13, 17, and 19 are reverse scored

INO JIQUESTION ALTERNATIVE RESPONSEJlIsCORER

Bl |1. Do you feel more nervous and | a. None or a little of the time/ 1
anxious than usual? oya cg gake
Ujya wumva ufite umunabi n’ishavu | b. Some of the time/ 2
birenze ibisanzwe? rimwe na rimwe
c. Good part of the time/ 3
bikunze kukubaho
d. Most or all of the time/ 4

bikubaho kenshi cg igihe cyose

B2 | 2. Do you feel afraid for no reason at | a. None or a little of the time 1
all? /ntabwo cg gake
Ujya ugira ubwoba nta mpamvu b. Some of the time /rimwe na 2
rimwe

c. Good part of the time/ bikunze | 3
kukubaho
d. Most or all of the time/ 4
bikubaho kenshi cg igihe cyose

B3 | 3. Do you get upset easily or feel | a. None or a little of the time/ 1
panicky? ntanarimwe cg gake
Ujya wumva ufite igihunga b. Some of the time/ rimwe na 2
rimwe
c. Good part of the time/ 3
Biringaniye
d. Most or all of the time/ 4

Hafi ya buri gihe cg igihe cyose
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B4 | 4. Do you feel you are falling apart | a. None or a little of the time/
and going to pieces? ntanarimwe cg gake
Supplementary questions: b. Some of the time /rimwe na
Do you feel that everything is going | rimwe
wrong and there is nothing you can do | c. Good part of the time/
about it? Biringaniye
Do you feel you can’t cope/carry on | d. Most or all of the time/ Hafi ya
with things anymore? buri gihe cg igihe cyose
Ujya wumva ntakigenda?

Ntanubushobozi ufite bwo kugira icyo
ubikoraho?

B5 |5 Do you feel that everything is | a. None or a little of the time/
alright and nothing bad will happen? ntanarimwe cg gake
Ujya wumva ibintu byose bigenda | b. Some of the time/ rimwe na
neza ntakibi cyakubaho? rimwe
Supplementary questions: c. Good part of the time/

Do you worry in case anything terrible | Biringaniye
might happen, do you feel everything | d. Most or all of the time/ Hafi ya
is going to be fine? buri gihe cg igihe cyose

B6 | 6. Do your arms and legs shake and | a. None or a little of the time
tremble? Ujya wumva amaguru | ntanarimwe cg gake
n’amaboko bihinda umushyitsi? b. Some of the time

/rimwe na rimwe

c¢. Good part of the time/
Biringaniye

d. Most or all of the time/

Hafi ya buri gihe cg igihe cyose

B7 | 7. Are you bothered by headaches, | a. None or a little of the time

neck and back pains?
Supplementary question:

Are you bothered by a sore head, a

Intanarimwe cg gake
b. Some of the time

/[rimwe na rimwe
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sore neck or a sore back?
Ujya ubangamirwa no kuribwa

umwutwe, ijosi n’'umugongo?

c¢. Good part of the time
/Biringaniye

d. Most or all of the time / Hafi ya
buri gihe cg igihe cyose

B8 | 8. Do you feel weak and get tired a. None or a little of the time
easily? /ntanarimwe cg gake
Ujya ucika intege ukanananirwa vuba? | b. Some of the time/
rimwe na rimwe
c. Good part of the time/
Biringaniye
d. Most or all of the time /
Hafi ya buri gihe cg igihe cyose
B9 | 9. Do you feel calm and can you sit | a. None or a little of the time/
still easily? ntanarimwe cg gake
Ujya wumva utuje kandi ukicara | b. Some of the time/
ahantu hamwe bitakugoye? rimwe na rimwe
c¢. Good part of the time/
Biringaniye
d. Most or all of the time/
Hafi ya buri gihe cg igihe cyose
B10 | 10. Can you feel your heart beating | a. None or a little of the time/
fast? ntanarimwe cg gake
Ujya wumva umutima utera cyane cg | b. Some of the time/
ugusimbuka? rimwe na rimwe
c. Good part of the time/
Biringaniye
d. Most or all of the time/
Hafi ya buri gihe cg igihe cyose
B11 | 11. Are you bothered by dizzy spells? | a. None or a little of the time

Ujya ugira isereri?

/ntanarimwe cg gake

b. Some of the time/
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rimwe na rimwe

c. Good part of the time/
Biringaniye

d. Most or all of the time/

Hafi ya buri gihe cg igihe cyose

B12 | 12. Do you have fainting spells or feel | a. None or a little of the time/
like it? ntanarimwe cg gake
Supplementary question: b. Some of the time/

Do you feel you are going to fall down | rimwe na rimwe
because you are weak or dizzy? c. Good part of the time/
Wumva wenda kugwa kubera isereri? | Biringaniye

d. Most or all of the time/

Hafi ya buri gihe cg igihe cyose

B13 | 13. Can you breathe in and out easily? | a. None or a little of the time/
Ushobora guhumeka winjiza umwuka | ntanarimwe cg gake
ukanawusohora bikoroheye? b. Some of the time/ rimwe na

rimwe

c. Good part of the time/
Biringaniye

d. Most or all of the time/ Hafi ya
buri gihe cg igihe cyose

B14 | 14. Do you get feelings of numbness | a. None or a little of the time/

and tingling in your fingers and toes?
Supplementary question:

Do you ever get pins and needles in
your fingers and toes; do you ever get
any funny feelings in your fingers and
toes?

Ujya wumva ubaye nk’igiti kandi
ukumva udushinge tukujomba mu

ntoki n’amano?

ntanarimwe cg gake

b. Some of the time/ rimwe na
rimwe

c. Good part of the time/
Biringaniye

d. Most or all of the time/ Hafi ya
buri gihe cg igihe cyose
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B15 | 15. Are you bothered by stomach |a. None or a little of the time
aches or indigestion? Intanarimwe cg gake
Supplementary question: b. Some of the time/ rimwe na
Are you bothered by a sore stomach, | rimwe
do you ever get a burning feeling in | c. Good part of the time
the middle of your chest? /Biringaniye
Ujya wumva uribwa mu gifu? d. Most or all of the time /Hafi ya

buri gihe cg igihe cyose

B16 | 16. Do you have to empty your |a. None or a little of the time
bladder often? Intanarimwe cg gake
Supplementary question: b. Some of the time/ rimwe na
Do you have to go to the toilet to pee a | rimwe
lot? c. Good part of the time/
Ujya ushaka kwihagarika burikanya?- | Biringaniye

d. Most or all of the time/ Hafi ya
buri gihe cg igihe cyose

B17 | 17. Are your hands usually dry and | a. None or a little of the time/
warm? ntanarimwe cg gake
Ibiganza byawe bikunze kuma kandi | b. Some of the time/rimwe na
bikanashyuha? rimwe

c. Good part of the time/
Biringaniye

d. Most or all of the time/

Hafi ya buri gihe cg igihe cyose

B18 | 18. Does your face get hot and go red? | a. None or a little of the time

Ujya wumva ushyuhiranye mu maso?

Intanarimwe cg gake

b. Some of the time/ rimwe na
rimwe

c. Good part of the time/
Biringaniye

d. Most or all of the time/ Hafi ya
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buri gihe cg igihe cyose

B19 | 19. Do you fall asleep easily and get a | a. None or a little of the time/
good night’s rest? ntanarimwe cg gake
Usinzira bikoroheye kandi ukumva | b. Some of the time/
uruhutse neza? rimwe na rimwe
c. Good part of the time/
Biringaniye
d. Most or all of the time/
Hafi ya buri gihe cg igihe cyose
B20 | 20. Do you have nightmares? a. None or a little of the time

Supplementary question:
Do you have bad/frightening dreams
Ujya urota inzozi mbi _zigutera

ubwoba?

/ntanarimwe cg gake

b. Some of the time/ rimwe na
rimwe

c. Good part of the time/
Biringaniye

d. Most or all of the time/Hafi ya
buri gihe cg igihe cyose

SECTION C: IDENTIFICATION OF COMMON PERINATAL MENTAL DISORDERS:
Depression/Edinburgh Postnatal Depression Scale (EPDS)

QUESTIONS 3, 5-10 are reverse scored

JNuVBERMIQUESTION

ALTERNATIVEEEEISCORE]

C1

1. In the last week, have you
been able to laugh and see the
funny side of things?

For example: can you laugh at
things which normally make

you laugh?

Mu cyumweru gishize, wigeze

a. As much as I always 0
used to

cyane nk’ ibisanzwe

b. Not as much as | 1
used to/ bitari cyane

nk’ibisanzwe

c. Certainly not as much 2
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wishima? Washoboye guseka

hari ikigusekeje?

as | used to/ ntabwo
bisanzwe

d. Not at all/Nta na gake

C2

2. In the last week, have you
looked forward with enjoyment
to things?

Mu cyumweru gishize, waba

hari icyagushimishije?

a. Yes As much as |
always used to/Cyane nk’
ibisanzwe

b. Rather less/biringaniye
c. Certainly less/buhoro
d. Never looked forward/

Sinjya nishima

C3

3. In the last week, have you
blamed yourself unnecessarily
when things went wrong? Mu
cyumweru gishize, hart
ikitaragenze neza waba
warishinje ko ubifitemo uruhare

bidakwiye

a. Most of the time/Hafi ya
buri gihe?
b.Sometimes/Rimwe  na
rimwe

c.Not often/Bitari burigihe

d. Never/Nta na rimwe

C4

4. In the last week, have you
been anxious or worried for no
good reason?

Mu cyumweru gishize, waba
waragize ishavu, cg
warahangayitse nta mpamvu

igaragagara?

a. No, not at all/Nta na
rimwe

b. No, rarely/ Gake

c. Sometimes/Rimwe na
rimwe

d. Most of the time/Hafi
ya buri gihe?

C5

5. In the last week, have you felt
scared or panicky for no good
reason?

Mu cyumweru gishize wigeze
wumva ufite ubwoba cg

iguhunga ntampamvu igaragara

a. Most of the time
/Hafi ya buri gihe?
b. Sometimes
/Rimwe na rimwe
c. Rarely /Gake

d. Never /Nta narimwe

Cé

6. In the last week, have things

a. Most of the time
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been getting on top of you?
Mu cyumweru gishize, wumvise

ibintu bikurenze?

unable to cope
hafi yaburigihe
bikakunarira kugira icyo
ubikoraho
b. Sometimes unable
Rimwe na rimwe
bikakunanira
c. No Mostly able/Oya
hafi yaburigihe
d. Coping as usual
Nshobora kugira icyo

mbikoraho nk’ibisanzwe

Cc7

7. In the last week, have you
been so unhappy that you have
had difficulty sleeping?

Mu cyumweru gishize wigeze
wumva ubabaye cyane kuburyo

byakugoye kubona ibitotsi?

a. Yes, most of the time
Hafi-ya buri gihe

b. Yes, sometimes /Rimwe
na rimwe

c. Not very often/ bitari
cyane

d. No, not at all / ntabwo

byambayeho

C8

8. In the last week, have you felt
sad or  miserable? Mu
cyumweru  gishize, wagize

ishavu?

a. Most of the time

Hafi ya buri gihe

b. Quite often Kenshi

c. Occasionally/Rimwe na
rimwe

d. Never /Ntanarimwe

C9

9. In the last week, have you felt
so unhappy that you have been
crying?

Mu cyumweru gishize wigeze

wumva ubabaye byatumye

a. Most of the time/ Hafi
ya burigihe

b. Quite often Kenshi

c. Occasionally/Rimwe na

rimwe
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urira?

d. Never Ntanarimwe

C10

10. In the last week, has the
thought of harming yourself
occurred to you?

Mu cyumweru gishize, waba
waragize ibitekerezo byo gupfa

cg kwigirira nabi?

a. Frequently/ Kenshi

b. Sometimes/ Rimwe na
rimwe

c. No Not often/Oya
sicyane

d. Never/ Nta narimwe
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Appendix 1!{

NAME DATE
Zu ng AnXIety Self-Assessment Scale Noneor Some of Good Most or
a little of the time part of all of
the time the time  the time

1. | feel more nervous and anxious than usual

| feel afraid for no reason at
2. all

| get upset easily or feel
panicky

I feel like I'm falling apart and going to pieces

| feel that everything is all right and nothing bad will happen

ol w

My arms and legs shake and tremble

| am bothered by headaches, neck and back
7. pains

| feel weak and get tired
8. easily

| feel calm and and can sit still
9. easily

| can feel my heart beating
10. fast

11. | am bothered by dizzy spells

12. | have fainting spells or feel faint

13. | can breath in and out easily

14. | get feelings of numbness and tingling in my fingers and toes

15. | am bothered by stomachaches or indigestion

16. | have to empty my bladder often

17. My hands are usually dry and warm

18. My face gets hot and blushes

19. I fall asleep easily and get a good night’s rest

20. | have nightmares

Converting Raw Score Total to Anxiety Index

L e o e e e
S e e e e e
© e Y e e
|| e o e e e e

RAW ANXIETY RAW ANXIETY RAW ANXIETY Raw Score Total
SCORE INDEX SCORE INDEX SCORE INDEX
20 25 40 50 60 75
21 26 41 51 61 76 . .
2 28 42 53 62 78 Interpreting the Anxiety Index
23 29 43 54 63 79
24 30 44 55 64 80 . .. .
25 31 45 56 65 81 Anxiety Index Clinical Interpretation
26 33 46 58 66 83 ——
27 34 a 59 67 84 Below 45 Within normal range
28 35 48 60 68 85 .. .
29 36 49 61 69 86 45-59 Minimal to moderate anxiety
30 38 50 63 70 88 an 74 Marl ad ta cavinra anvinhg




31 39 51 64 71 89
32 40 52 65 72 90
33 41 53 66 73 91
34 43 54 68 74 92
35 44 55 69 75 94
36 45 56 70 76 95
37 46 57 71 T 96
38 48 58 73 78 98
39 49 59 74 79 99
80 100

75 and over Most extreme anxiety

* Check that all statements have been answered

e Scoring values are printed next to the response
* Add up the Raw Total Score

« Convert the Raw Total to the Anxiety Index

Instruction for use: (Zung Anxiety Assessment Tool)
1. The same caregiver should administer this test each time.
2. Choose a quiet place, preferably the same location each time the test is
administered.
3. The administration of this test should not be immediately after some mental
trauma or unsteady period.
4. Speak in a soft, pleasant tone.

Consult Pharm 1996; 11 (Suppl 4)

5. Answer all questions by placing a check in the box to the left of the number
under the appropriate answer.
6. Add the Raw Score values (numbers to the right of the check)
for all questions and record the total in the “RAW SCORE TOTAL” box.
7. Compare the raw score to the anxiety index on the conversion chart and
record the corresponding anxiety index in the “ANXIETY INDEX” box.
8. Compare the anxiety index with the clinical interpretation chart.
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Appendix 12

Edinburgh Postnatal Depression Scale1 (EPDS)

Name: Address:

Your Date of Birth:

Baby’s Date of Birth: Phone:

As you are pregnhant or have recently had a baby, we would like to know how you are feeling. Please
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 example, already completed.

| have felt happy:

o Yes, all the time

Yes, most of the time  This would mean: “I have felt happy most of the time” during the past week.
o No, not very often Please complete the other questions in the same way.

O No, not at all

In the past 7 days:

1. | have been able to laugh and see the funny side of things  *6. Things have been getting on top of me

7 As much as | always could 1 Yes, most of the time | haven’t been able
1 Not quite so much now to cope at all
1 Definitely not so much now 1 Yes, sometimes | haven’t been coping as well
J  Notatall as usual
1 No, most of the time | have coped quite well
2. | have looked forward with enjoyment to things 1 No, | have been coping as well as ever
1 As much as | ever did
1 Rather less than | used to *7 | have been so unhappy that | have had difficulty sleeping
1 Definitely less than | used to 7 Yes, most of the time
7 Hardly at all 7 Yes, sometimes
1 Not very often
*3. | have blamed myself unnecessarily when things 1 No, not at all
went wrong
2 Yes, most of the time *8 | have felt sad or miserable
2 Yes, some of the time 2 Yes, most of the time
1 Not very often 1 Yes, quite often
1 No, never 7 Not very often
7 No, not at all
4. | have been anxious or worried for no good reason
No, not at all *9 | have been so unhappy that | have been crying
Hardly ever Yes, most of the time
Yes, sometimes Yes, quite often
Yes, very often Only occasionally
No, never
*5 | have felt scared or panicky for no very good reason
Yes, quite a lot *10 The thought of harming myself has occurred to me
Yes, sometimes Yes, quite often
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o No, not much 7 Sometimes

o No, not at all 1 Hardly ever
7 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 .

2 Source: K. L. Wisner, B. L. Parry, C. M. Piontek, Postpartum Depression N Engl J Med vol.
347, No 3, July 18, 2002, 194-199

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.
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Edinburgh Postnatal Depression Scale1 (EPDS)

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

Mothers who score above 13 are likely to be suffering from a depressive illness of varying severity. The
EPDS score should not override clinical judgment. A careful clinical assessment should be carried out to
confirm the diagnosis. The scale indicates how the mother has felt during the previous week. In doubtful
cases it may be useful to repeat the tool after 2 weeks. The scale will not detect mothers with anxiety
neuroses, phobias or personality disorders.

Women with postpartum depression need not feel alone. They may find useful information on the web sites
of the National Women'’s Health Information Center <www.4women.gov> and from groups such as
Postpartum Support International <www.chss.iup.edu/postpartum> and Depression after Delivery
<www.depressionafterdelivery.com>.

SCORING

QUESTIONS 1, 2, & 4 (without an *)
Are scored 0, 1, 2 or 3 with top box scored as 0 and the bottom 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
Possible Depression: 10 or greater
Always look at item 10 (suicidal thoughts)

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.

Instructions for using the Edinburgh Postnatal Depression Scale:

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

2. All the items must be completed.

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 or
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has difficulty with reading.

1 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.

2 Source: K. L. Wisner, B. L. Parry, C. M. Piontek, Postpartum Depression N Engl J Med vol. 347, No 3, July 18,
2002, 194-199
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