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Abstract

This reviewv describes the three common
postpartum psychiatric syndromes, including
postpartum blues, postpartum neurotic depression,
and postpartum psychosis. It discusses both early
and recent studies which have explored emotional
and physical symptoms and differing views of
etiology. Etiological factors discussed include
genetics, physiological abnormalities, predisposing
psychological characteristics, maternal expectations,
demographics, child temperament, neonatal risk,
marital relationship, the new mother's relationship
with her own mother, social support, and
precipitating stressful life events.

Emotional lability in the first few days
following delivery is often hormonally based, but a
significant degree of research suggests that a more
severe postpartum depression is linked to stressful
life events precipitating delivery and inadeguate
social support. A prior psychiatric history is
also a strong predictor of postpartum neurotic
depression. Etiology is still not clear. It is
recommended that future research on postpartum
depression should consider more complex etiological

models, at the time of delivery and at a later date.
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Chapter 1

INTRODUCTION

While depression is expected following
experiences of loss or disappointment, it is not
expected following experiences that entail an
increase rather than a decrease in assets. With
changing social and cultural norms for women and
men, many women are receiving mixed messages
following childbirth, and experiencing symptoms of
postpartum blues or depression. Along with the
profound psychological effects of childbirth,
pregnancy and the postpartum is also a time of major
physiological upheaval, involving massive endocrine
and circulatory changes with widespread secondary
effects on other systems.

The effects of postpartum depression are
multiple, and the severity of the resultant
dysfunction depends not only on the level of
depression, but also on the woman's situational
influences (Paykel, Emms, Fletcher & Rassaby,
1980). Depending on the level of depression,
immediate psychological symptoms that may be
experienced postpartum include a sense of
worthlessness, pessimism, insomnia, anorexia, poor
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concentration and suicidal or homicidal feelings.
The woman often experiences a loss of libido and
confidence. She may experience feelings of
uselessness and a loss of satisfaction from
previous vocational and leisure activities. This
experience places stress on the family system and
established roles (Paykel et al., 1980). Studies of
both normal and pathological responses to the
experience of childbirth suggest that early
postpartum period has major psychological
significance for all mothers.

In addition to having major psychological
significance, pre and postpartum also brings
profound physiological changes. The physiological
symptoms experienced by the mother that may
contribute to pre and postpartum depression may
include drastic change in body image, alteration in
urination and bowl routines, gastrointestinal
problems, alteration of sleep patterns, general body
aches, alteration in thyroid functioning, endocrine
changes, and an imbalance of estrogen and
progesterone. Different theories suggest that
psychological changes, somatic effects, changes in

relationships, or the interaction of these three




variables may be responsible for the emotional

disorders associated with postpartum.

Problem

This disorder can have long term effects for
both mother and infant. From birth to 2 years the
infant forms feelings of trust or distrust, and the
ability to give and receive (Mahler, Pine, Bergman,
1975). Along with family relationships, the child
begins to form some feelings of independence in this
critical time. When the mother is depressed, the
child in a symbiotic relationship with the mother
may have a higher probability of developing a
pathology or imbalance.

Much has been written on postpartum depression
and other psychiatric disorders associated with
childbirth, yet these syndromes remain "both
controversial in definition and elusive in etiology"
(Herzog & Detre, 1976, p.229). Although the
literature supports the premise that psychosocial
factors influence postpartum depression and family
adjustment, very little is known about the initial
adjustment following birth or other threatening

events. Typically the variables in question have




been examined singly. To educate, prevent, or
counsel families experiencing and attempting to
adjust to postpartum depression, a more holistic
understanding is necessary. To gain a more holistic
understanding of the period postpartum, it may be
helpful to examine the evidence provided by the
several theories and studies that address this

issue.

Procedure

A computer search of the literature was
conducted, producing studies focused on depression
during pregnancy and the puerperium. These studies
wvere grouped according to the following categories:
genetic, biological, psychological, and
psychosociological variables. This study will
review the research to date on postpartum depression
and will address several major areas of controversy
and ambiguity. Chapter 2 will give a theoretical
background for disorders associated with
childbirth. Chapter 3 will discuss issues of
diagnosis and etiological factors. The results of
the studies are reviewed and summarized for

interactional patterns that one may not see




if the studies were examined individually.

Limitations of This Study

The researcher does not critique the design
of the studies reviewed. Results of some studies
may contradict results of other studies. Any
generalizations amd summary conclusions are those

of the investigator and are limited to the

guestions asked by the researcher of the literature.




Chapter 2

THEORETICAL BACKGROUND

Social Stress Theory

Social stress theory (Cutrona & Troutman,
1986) suggests that postpartum depression is a
function of how many old behavior patterns are
disrupted by demands of infant care taking. This
theory can be most easily described by looking at the
professional women who make up about forty percent
of todays work force. For the woman with a high
sense of professional mastery, adjustment to the
degree of child interference can be very difficult.
When a woman becomes a mother, a traditional family
organization may obligate her to set aside her
previous roles of "importance" for the tasks of
mothering, which may not be as highly valued by
society. This abrupt social discontinuity is a major
stressor and a potential contributor to postpartum
depression (Diskin, Doress, Bell, & Swenson, 1976).
The loss of the matured sense of control can be
discouraging to one who, practically over night,
loses some sense of control over ones life. The new
mother no longer decides when she sleeps or wakes,
when she eats or bathes. Even the time she takes

6




to get out of the house or time she spends
alone with her husband is decided by the new infant
in her life. Antonovsky (1979) theorized that the
sense of mastery that is now common for woman, may
actually cause frustration in situations where
exerting control is inappropriate.
Childbirth for a woman in the late 1980's and
1990's may possibly mean sacrificing another part
of herself which she has worked hard to cultivate.
Depressions are characteristically associated
with the experience of loss (Voirst, 1986).
Childbirth encapsulates a combination of many
losses, some being irreversible and permanent.
According to social stress theorists, (Dohrenwend
& Dohrenwend, 1974), the greater the degree of
stress experienced, the greater the disturbance in
functioning and, hence, the greater the likelihood

0of disordered behavior.

Behavior Theory

The behavioral theory of postpartum depression
states that with new care-taking demands the mother
will have a lower frequency of pleasant events and
have less enjoyment of these events (Atkinson &

Rickel, 1984). The avenues the woman once used to




release tension now have to be reevaluated. For
example, an athletic sport the woman once enjoyed,
now not only requires energy the woman no longer
has, it may also require making arrangements to
leave the baby. This can cause unwarranted guilt
feelings. Thus, the methods that once released
stress now can create it.

Cox, Conner, and Kendell (1982) linked
postpartum depression to the society impressed
expectation that the woman should return to full
domestic functioning soon after childbirth. When
she is neither physically, nor emotionally capable,
she may experience feelings of guilt and inadeqguacy,
bringing on depressive symptomatology. Field (1984)
linked depressive symptomatology to an external
locus of control or feeling less in control of ones

own life.

Systemic Theory

Some common cultural myths about motherhood
include: motherhood is a woman's ultimate
fulfillment; a mother will immediately feel love for
her baby; and, a mother will intuitively know how to
mother. Most families idealize the role of

parenthood. The incredible new stresses are not




usually validated or recognized by one of the
family members. According to systemic theorists,
it may not be the experience of childbirth itself
that is so overwhelming, but rather the anxiety and
guilt that is felt when the new mother's
experiences deviate from idealistic family
expectations.

Kraus and Redman (1986) propose three stages
in the unfolding of postpartum depression based on
Coyne's (1976) work on depression in a marital
context. Kraus and Redman's family model can
describe these stages. 1In the first stage, when the
new mother is not receiving enough validation for
her normal and temporary discomfort, she may express
feelings of helplessness aﬁd alienation. This will
usually engage the spouse and other family members
immediately. Attempting to cheer up the mother by
discounting the aversiveness of her situation and
delivering the "cheer up" message, the spouse fails
to restore the mother's former self. This may lead
to escalated expressions of distress from the
mother, which usually provoke renewed assurances
from the family and spouse.

In the second stage family members begin to

feel irritated and perhaps guilty. Their non-verbal
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messages may show that they do not fully support
wvhat they are expressing in words. 1In spite of
words of support, the mother is aware of the
sometimes critical, angry messages that come wrapped
in the reassurances. These blaming, angry nonverbal
messages confirm her feelings of self-criticism and
her fears of being a poor mother. The new mother
may even increase her depressive symptoms in a
continuing effort to obtain the spouse's reassurance
that she is an acceptable mother.

Finally, any genuine support is neutralized by
this interactive pattern, and the mother is cast
into the sick role. She is no longer expected to
perform her natural maternal obligations. According
to systemic theory, it is the interactional patterns
within the family that can turn what may have once
been a very healthy relationship into a conflictual

relationship.

Theory of Fcological Congruence

When an individual experiences a stressful
event in her life, such as childbirth, hopefully she
will have a number of resources to choose from in
order to more strongly combat the emotional distress

that alvays comes with an event of this magnitude.
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According to the model of ecological congruence
suggested by Hobfoll and Leiberman (1987), resource
effectiveness is related to the (a) availability of
resources, (b) fit of resources to situational
demands, (c) time since the event and stage in
individuals' development, (d) extant personal and
cultural values, and (e) perceptions regarding
degree of threat and assessment of resource |
availability. This model also suggests that
situational demands and personal needs change over
time. According to this theory, what may help the
mother immediately following birth, may bring no

relief 3 weeks later.

This chapter presented four different theories
as they apply to postpartum depression. Chapter 3
will discuss the three common postpartum mental
disorders; postpartum blues, postpartum neurotic
depression, and postpartum psychosis. Chapter 4

will discuss the results of the literature reviewed.




Chapter 3

REVIEW OF DIFFERENTIAL DIAGNOSIS

The prevalence of psychiatric disturbance in
women increases in the year following childbirth, and

the incidence of depression rises sharply in the
trimester immediately following childbirth

(Ballinger, Buckley, Naylor, & Stansfield, 1979).

Although the definition and incidence rates of
postpartum illness vary greatly in the literature,
there is a general consensus that the first three
months after delivery is a particularly vulnerable

period for the new mother.

Postpartum Blues

Estimates of the incidence of postpartum
blues, also refered to as maternity blues, range
from as low as 30% (Handley, Dunn, Waldron, & Baker,
1980) to as high as 70% (Harris, 1980). This is a
transitory phase for women which is manifested by
episodes of crying, anxiety, confusion, insomnia,
restlessness, exhaustion, and, sometimes,
headaches. The symptoms may disappear for a few
hours and then recur (Hamilton, 1989).

The literature is consistent in reporting the

12
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onset of postpartum blues occurring between day
three and five. Most women are feeling recovered
from labor and delivery by day two. When the new
mother begins to experience tearfulness and
agitation she self-questions. "Why do I feel so
terrible when I was happy yesterday and the doctor
says that I am doing very well?"

The high incidence rate together with the
major hormonal changes of this period, lead many
physicians to regard these blues as a normal
phenomenon of child bearing. Some incidences of the
blues may be triggered by problems of separation
from family or feeding difficulties (Pitt, 1973). A
study by Hopkins, Campbell, and Marcus (1987) found
no significant difference between depressed and non
depressed mothers with the frequency of occurrence
of sleep disturbances, and loss of interest in sex.
Their results showed that a large percentage of the
non-depressed women also endorsed items such as
irritability, feeling unattractive, difficulty
working, difficulty sleeping, and becoming tired
more easily. The discriminant factors were found to
be: loss of interest, guilt feelings, loss of
energy and concentration. The overlap in

symptomatology makes defining what is to be
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considered normal difficult.

Condon and Watson (1987) hypothesized that
during pregnancy the mother forms an emotional
attachment to her unborn child or her "fantasy baby"
(Condon, 1985). During this time the mother builds
set of expectations about what her experiences of
both baby and delivery will be like. They explored
the hypothesis that the blues were, in part, due to
the loss of the fantasy attachment. When an object
of attachment is lost a period of grieving or
mourning is necessary before the bereaved individual
can emotionally attach or bond to a "new" object.

Condon and Watson (1987) identified four
predictors for the postpartum blues: (1) severity of
pre—-menstrual tension (2) ambivalence to pregnancy
(3) pregnancy being subjectively rated by the women
as moderately to very emotionally stressful (4) a
set of pessimistic or negative expectations, during
late pregnancy, about delivery and immediate
postpartum.

Symptoms of postpartum blues are a common
experience after a woman gives birth. 1In some cases
these symptoms can be indicative of postpartum

neurotic depression.
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Bostpartum Neurotic Depression

Postpartum neurotic depression will sometimes
emerge after particularly distressing symptoms of
maternity blues. This is a depression that usually
develops slowly over the first three weeks following
delivery, affecting an estimated 10-15% of new
mothers (Kendell, 1985). This rate of incidence
depends on the diagnostic criteria being used, but
many investigators estimate this depression to occur
in one of every ten births. Therefore, this is a
depression that afflicts millions of women
(Hamilton, 1989).

Because diagnostic criteria varies from study
to study, it remains difficult at times to
differentiate between the postpartum depressions.
Despite the research in this area, the official
nomenclature is locked into the 1980 DSM-III and
can not be changed until DSM-IV in 1993. At this
time it is difficult to determine where a neurotic
postpartum depression would fit into the the
DSM-III. According to the DSM-II unipolar
depressions were subtyped as either psychotic or
neurotic, but no specific criteria is given to make
the distinction.

Symptomatology of postpartum neurotic
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depression may include anxiety, lack of love for
the child, and a sense of guilt and inadequacy
related to the perceived inability to function as a
mother (Atkinson & Rickel, 1984). Dependency,
irritability, and mood changeability along with
physical symptoms of excessive fatigability,
menstrual irregularity, fluid retention, and
constipation are also common (Hamilton, 1989). Many
women worry about not loving their baby enough, and
exhibit anxiety about feeding or spoiling the baby.
Inappropriate nervousness over the baby's sleep or
older sibling's jealousy is also common. While
feelings of hopelessness and despair are common
(Cutrona, 1983), psychotic symptoms with suicidal
ideation are rare (Hamilton, 1989). These symptoms
are somewhat disabling and can last anything from a
couple weeks to a year or more (Kendell, 1985).
Pitt (1968) found 43 percent of his cases report
themselves as unimproved one year following

diagnosis.

Postpartum psychosis
Postpartum psychosis is rare. Herzog and
Detre (1976) reported that it occurs in one to two

in every 1000 deliveries, with onset two or three
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weeks following childbirth. An estimated half of
these reactions occur within the first two weeks
after delivery, and two-thirds develop within four
weeks (Martin, 1958; Protheroe, 1969). The initial
symptoms resemble those of a neurotic depression;
restlessness, fatigue, or mood changeability. But
with this diagnosis the patient's mental state
deteriorates with her behavior resembling a brief
reactive psychosis, major affective disorder,
Schizophrenia, or an organic illness
(Bagedahl-Strindlund, 1986; Hamilton, 1989; &
McNeil, 1986). Protheroe (1969) found depression to
be approximately three times more frequent than
mania among women suffering from a postpartum
affective disorder.

Bagedahl-Strindlund (1986) studied
characteristics of postpartum psychosis and how they
related to the time of onset. He found that
confusion tended to be more frequent with patients
who experienced onset within three months of
childbirth. No differentiation was found in the
frequency of hallucinations or delusions or
affective symptoms. Characteristics of mania were
found to have a very early onset. Meltzer and Kumar

(1985) found that postpartum Psychosis (i.e. with
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hallucinations and delusions) occurred more
frequently with onset before six weeks postpartum.
Manic symptoms of psychosis usually have onset
within 19 days postpartum, and may have an earlier
onset than do depressive symptoms (Dean & Kendell,

1981). The average hospital stay for these patients

N

is between three to eight weeks (Meltzer & Kumar,
1985).

Hamilton (1989) found onset of psychosis in
patients to be within one to six months following
childbirth. He describes symptoms of depression
to be mixed with confusion and occasional :
episodes of hallucinations (predominantly auditory),
and delusions. Although his patients were usually
depressed, he describes them to be sometimes
euphoric or terrorized. He reports some patients
to have experienced misrepresentations of
the environment, failure to identify familiar
people, restlessness, wandering, episodes of
violence, and sometimes suicidal activity. He found
recovery to be gradual, requiring an average of
three months, sometimes longer.

Hamilton (1989) found that over time, the
Psychotic features of his patients will diffuse and

the depression will stabilize at a point where the
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patient can assume some responsibilities. His
patients do experience recurring episodes of
hallucinations and delusions, but he has found no
significant time or occasion that these recur.
Hamilton explains that some women who return to
their normal responsibilities, will continue to
experience and conceal their psychotic episodes.

This chapter has presented three common
diagnoses of illness that develop postpartum, and
criteria that distinguish them from each other. The
similarity of these three diagnoses is that, with
all, the symptoms are rarely anticipated, and almost
never explained.

Chapter 4 will discuss the results of the
literature reviewed. These results are categorized
into four subgroups; genetic, biological,

psychological, and psychosociological.



Chapter 4
LITERATURE REVIEW
Genetic

Research on psychiatric history and family
psychiatric history suggests that there is a
similarity between puerperal psychosis and
non-puerperal psychosis. Protheroe (1969) found that
10.4 percent of postpartum schizophrenics had a
family history of schizophrenia and that 11 percent

of postpartum depressives had a family history of
affective disorders. These figures are comparable to
those for non-puerperal psychotics, and are
significantly higher than those for the general

| population (Herzog & Detre, 1976). Winokur (13973)
also found that women who develop major depressions
unrelated to childbirth have a higher than average
incidence of affective illness in their families, and
a higher incidence of alcoholism and sociopathy in
male family members. These figures suggest that
peurperal and non-puerperal schizophrenia are
fundamentally very similar illnesses, as are
puerperal and non-puerperal affective disorders.

This leads some researchers to believe that, while

-
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psychological and physical stressors contribute to

postpartum illness, a genetic vulnerability or

predisposition to psychiatric illness is present

among women who develop postpartum disturbances

(Herzog & Detre, 1976). 1In the study of Meltzer and

Kumar (1985) 50 percent of the patient with

postpartum illness had a positive family history of '
mental illness consisting of 45 percent possible

psychosis and 55 percent non-psychotic

disturbances.

Thuwe (1974) conducted a study of adult
children of women suffering a first attack of mental E
illness within 6 weeks postpartum, comparing them
with the children of women without a psychiatric
history. He found a significantly higher mental
morbidity in the children of mothers with a
postpartum illness. Three times as many received
mental hospital or clinic outpatient care compared
to the control group, and there were six times as
many with psychotic reactions. Because the women
had recovered from their postpartum illness and
appeared to function normally while raising their
children, the researcher gave greater weight to the
genetic factor as opposed to environmental factors

in causing mental illness in the children.
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The study of Whalley, Roberts, Wentzel, and
Wright (1982) has also shown that the morbidity
risks for both peurperal and non-puerperal affective
disorders are the same in the first degree relatives
of matched groups of women with puerperal and
non-puerperal affective psychosis. This research
leads many investigators to believe that the only
strongly conclusive etiology of puerperal psychosis
is that a genetic predisposition plays a major role

(Kendell, 1985).

Biology

There has been widely varying views of the
role of physiology in postpartum depression. The
major physiological changes of pregnancy and
childbirth and the increased rate of incidence
occurring almost immediately following delivery
suggest that a biological factor associated with
giving birth could be an important precipitant to

postpartum disturbances.

Horm Imbalance
While Pitt (1968) believes postpartum

depression to be a response to ‘non-specific stress'
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rather than being caused by hormonal changes
accompanying childbirth, Dalton (1971) has
maintained that postpartum depression is by
definition caused by hormonal changes, specifically
by a sharp drop in circulating progesterone during
the puerperium. Dalton (1971) theorized that a
sensitivity to the rise and sudden £fall in the level
of placental steroids to be a contributor to the
‘euphoria' of late pregnancy being followed by
postpartum depression.

Estrogen and progesterone are the hormones
that are most widely studied. Other hormones such :
as luteinizing hormones, follicle-stimulating
hormones, and prolactin have been studied and have
not been found to correlate with emotional states
(Nott, Franklin, & Armitage, 1976). There is some
evidence that progesterone is a central nervous
system depressant, and an excessively high level,
unusually rapid decline, abnormal progesterone
metabolites, or an abnormal estrogen-progesterone
ratio may produce a depressed mood (Yalom, Lunde,
Moos, & Hamburg, 1968). Cox, Conner, and Kendell
(1982) found psychiatric symptoms to be the highest
in the ten days following delivery, when the fall in

estrogen and progesterone levels is the greatest.
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Thelr failure to find any significant assocliation
with social factors, marital status, or obstetric
complications provides indirect support for a
biological basis for postpartum illness. Mood
lability is maximal on approximately the fifth day
postpartum, which is also the time of the greatest
postpartum diuresis and weight loss. Stein (1980)
has found that, in women with a significant mood
disturbance, the mood and electrolyte changes are
usually simultaneous.

The drop in platelet alpha 2-adrenoceptors
after childbirth corresponds to lower circulating
levels of maternal estrogen and progesterone. In
one study, two thirds of those studied experienced
episodes of maternity blues and had significantly
higher levels of alpha 2-adrenoceptor capacity than
either women who did not show maternity blues, or a
normal group of menstruating women. This led the
researcher to conclude that the crying and emotional
lability symptoms of maternity blues may be related
to a sudden hormonal change (Metz, Cowen, Gelder,
Stump, Elliot, & Grahame-Smith, 1983).

Some research suggests that there is a
significant correlation between postpartum

depression and thyroid dysfunction. Hypothyroidism
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is associated with anxiety, irritability, a slowing
of mental processes, and a depressive affect (Wilson
& Jefferson, 1986). Many cases of postpartum
thyroid dysfunction are not clinically diagnosed due
to symptoms being attributed to natural postpartum
fatigue (Goldman, 1986). 1In one study a
significantly higher incidence of hypothyroidism was
found around four to six months after delivery
(Hayslip, Fein, 0'Donnell, Friedman, Klein, &
Smallridge, 1988). 1In another study a higher

incidence of depression in women with thyroid

dysfunction was also reported, and there was a

pressa—

significantly higher incidence of thyroid
dysfunction in depressed women compared with
nondepressed women (Harris, Fung, Johns, Kologlu,
Bhatti, McGregor, Richards, & Hall, 1989).

There is indirect evidence for hormone
abnormalities from the studies of women's menstrual
histories. 1In the normal menstrual cycle, estrogen
and progesterone levels build until one to two days
before menstrual flow begins, when they drop
sharply. 1In the absence of conception this drop is
followed by the sloughing of the engorged uterine
lining. Because the same hormones undergo a quick

drop premenstrually and postpartum, it has been
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hypothesized that women who have premenstrual
difficulties may also experience postpartum
depression (Smith, 1975). Menstrual difficulties
appear to be more strongly associated with early
blues symptoms than with prolonged postpartum
depression (Nott et al., 1976). While some studies
have found a correlation between menstrual
difficulties (Nott et al., 1976; Yalom et al,
1968), others found no significant correlation

(Cutrona, 1983; O'Hara, 1986).

Neurochemical Change

One neurochemical model holds that depression

T

is a result of a deficiency in the central
neurotransmitter, 5-hydroxytryptamine (serotonin).
The rate of serotonin synthesis is believed to
depend, in part, on the concentration of amino acid,
tryptophan, in the blood. Findings on tryptophan
levels have been inconsistent. Some researchers
have found lowered tryptophan levels among patients
suffering from severe depression. One study found a
different rate of change in tryptophan levels during
the first four days postpartum among postpartum
depressives as compared to nondepressive subjects

(Handley, Dunn, Waldron, & Baker, 1980). Harris
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(1980) administered tryptophan to a sample of
recently delivered women to see if it would decrease
the frequency of depressive symptoms in the first
ten days following delivery. He found that
depressive symptoms were no less frequent among
experimental subjects when compared to his control
group. He concluded that a tryptophan deficiency is
not the cause of postpartum depression, but that a
low tryptophan level is "an epiphenomenon occurring

at the time of the blues".

Psychological

Childbirth is responsible for major
psychological changes in a woman's life. Not
only will she experience anxiety and effort
associated with labour, she will experience the
transition from "two-in-one" to two separate
individuals, mother and child (Pitt,1982). There
are many variables which may contribute to a
postpartum depression. The research to date has
been inconsistent as to which variables are most

influential with regard to this difficulty.

Psychological History

A positive family psychiatric history and a



28

previous history of psychiatric illness are strong
predictors of disturbance during postpartum. Many
studies have found that a higher number of women who
develop postpartum depression have a history of
previous psychiatric problems than women who do not
experience depression following childbirth
(Ballinger, Buckley, Naylor, & Stansfield, 1979;
Kendell, 1985; Kumar & Robson, 1984; Watson,
Elliot, Rugg, & Brough, 1984). Paykel et al. (1980)
found that women with a psychiatric history were at
higher risk for postpartum depression regardless of
whether or not they had experienced additional
stressful events around the time of delivery. Women
with both additional stress and previous
symptoms were the most likely to become depressed.
Two studies found that women whose depressive
symptoms began during the pregnancy and continued
through the puerperium have an even higher rate of
previous psychiatric illness than do women whose
depressive symptoms had began after delivery (Kumar
& Robson, 1984; Uddenberg & Nilsson, 1975).

Bratfos and Haug (1966) studied a group of 118
women with manic-depressive illness and found that
52 of the 251 subsequent childbirths (21 per cent)

were followed by a postpartum depression. Kendall
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(1985) found that his subjects with a history of
nonpuerperal affective disorder or schizophrenia
yielded a one in five risk of developing a
postpartum illness following childbirth. Other
studies have shown that patients with a bipolar
manic-depressive illness have a 10 to 40 percent
chance of postpartum depression (Targum & Gershon,
1981). Schizophrenics have a 13 to 20 percent
chance of postpartum disturbance (Protheroe, 1969).
Patients with a previous history of postpartum
depression have a 20 percent chance of a recurrence
of their illness. This becomes 50 percent if the
patient is manic-depressive and has a history of
postpartum depression (Targum et al., 1981).

Schizophrenics with a history of postpartum illness

have a 47 percent chance of a recurrence (Robinson &

Stewart, 1986).

Predisposing Personality Characteristics

Boss (1950) correlated postpartum disturbances

with rejection of maternity due to fear of
adulthood, hostility or anxiety regarding the
feminine role or guilt over pregnancy. Because
anxiety is a common contributor to all neuroses, a

number of researchers have assessed anxiety during

- mE ANt
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pregnancy as a contributor to postpartum
disturbances. Dalton (1971) and Hayworth, Little,
Bonham Carter, Raptopoulos, Priest, and Sandler
(1980) found a significant relationship between
anxiety and postpartum depression. 1In an early
study by Todd (1964) it was found that the women who
became depressed in the puerperium had been
"pathologically anxious" during pregnancy. The
study of Watson et al. (1984) yielded similar i
results with subjects experiencing puerperal
depression having reported emotional lability during
pregnancy.
Beattie (1978) found this intense anxiety and g
sometimes guilt to be the result of three elements
which were characteristic of a significant number of
his postpartum patients. The first is a history of
violence in the family. This could have been either
against the patient, against someone else in the
family, or simply the threat of it. The second
element is jealousy of a younger sibling. A young
girl may resent a new baby for meaning a loss of
attention and sometimes a loss of freedom. These
feelings will often be accompanied by quilt. The
third element is an inhibitory attitude to sex on

the part of the parents. Possibly in early
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childhood the parent's attitude was one of
prohibition of masturbation and refusal to answver
questions about where babies come from or talk about
sex at all. These feelings may leave the new mother
still feeling like a child herself, and unable to
meet the needs of her newborn.

Some investigators have found incongruent
results. Pitt (1968) found no relationship to
postpartum illness with with regard to premorbid
anxiety or hostility. Both the studies of Cox,
Connor, and Kendell (1982) and Kumar and Robson
(1984) reported that women who developed psychiatric
symptoms during pregnancy and those that experienced
depressive symptoms postpartum were very different.
The psychiatric symptomatology was different during
pregnancy than it was in the puerperium. In
agreement with Cox, Connor, & Kendell (1982) and
Kumar & Robinson (1984), the early study of Seager
(1960) found no difference in premorbid personality
between cases with postpartum depression and other
psychiatric cases with nonpuerperal mental
disorders.

One psychoanalytic theory states that
depression is the result of one turning hostility

inward. To test this theory Hayworth et al. (1980)
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administered measures of hostility and
intropunitiveness to women during pregnancy.

Results showed that hostility did predict postpartum
depression, but that extrapunitive (outwardly
directed) women were more likely to become depressed
than intropunitive women.

Hayworth et al. (1980) also investigated the
effects of self-critical, negative, or pessimistic
thought patterns on postpartum depression. He
administered the Rotter's Locus of Control Scale to
a sample of pregnant women, and found that those who
scored highly external (those who believed they were

not able to control events in their lives) were more
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likely to become depressed following childbirth.
Depressed mothers who expressed more punitive,
controlling attitudes toward childrearing, also
expressed an external locus of control, or feeling

less in control of their lives.

Maternal Expectations

Every woman has expectations of what her
pregnancy, delivery, and postpartum will be like.
These expectations are often based on attitudes
toward pregnancy and motherhood. In Condon and

Watson's (1987) study fewer primiparous women had
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planned pregnancies and, possibly as a result,
primiparous women gave more consideration to early
termination of pregnancy. As well, they found that
these women had less optimistic expectations during
pregnancy in terms of future maternal competence.
The new mother's attitude about having a child may
interfere with their interaction with their
newborn. 1In one study several of the questionnaire
items that defined pregnancy problems, or
depression, pertained to not wanting the child
(e.g., "Was your pregnancy unplanned?,™ "Do you
regret being pregnant?," "Can you say that you do
not desire to have a child?") (Field, Sandberg,
Garcia, Vega-Lahr, Goldstein, & Guy, 1985). This
research suggests that some forms of postpartum
depression may be predicted from a simple set of
questions regarding the mother's negative feelings
about her expectant child during the prenatal
period.

Research conducted by Blumberg (1980)

suggests that positive attitudes toward pregnancy

and childbirth are related to postpartum anxiety but

not to depression or perception of the newborn.
This finding is similar to that of Cox, Connor and

Kendell (1982) who found that the mother's
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expectations of delivery and concern over the
child's health was related to anxiety but not
postpartum depression. A study conducted by Whiffen
(1988) did find expected infant difficulty to be a
significant predictor of depressive

symptomatology.

Studies indicate that some women may be
vulnerable to postpartum depression due to
unrealistically optimistic prepartum expectations.
The discrepancies between anticipated and real
outcomes of delivery and infant caretaking can bring
the onset of depressive symptomatology (Whiffen,

1988). Watching the performance of others in the

= g

parenting role may shape expectations for ones own
performance (Cutrona & Troutman, 1986). Cox et

al. (1982) found that depressed subjects were
troubled by their inability to live up to their own
high expectations of motherhood. Often the
expectation is that the mother will instantly love
her infant the minute she sees him or her. This is
a societal enforced expectation that often is not
the reality. According to Atkinson and Rickel
(1984) the mother and child are strangers to one
another at the time of birth. Both infant and

mother must receive satisfactory feedback and
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gratification if their relationship is to grow.
Feelings of fear and gquilt for not having the
feelings of instant maternal love as was expected
can be the result.

The findings on the effect of these
expectations are incongruent. Condon and Watson
(1987) found that women who expected a "love at
first sight" experience at delivery and failed to
achieve this or women for whom the delivery
experience did not meet expectations did not have a
higher incidence of depressive symptomatology. This
study found that minor symptomatology was the result
of separation from home and possible unexpected
problems such as feeding difficulties.

The research is congruent with regard to
obstetric difficulties. Pitt (1968) found no
relationship between obstetric complications and
postpartum difficulties. He actually found a
negative relationship between puerperal depression
and toxemia and other pregnancy complications.
Paykel et al. (1980) found a similar negative
relationship between puerperal depression and

complications of labour.

i
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Psychosociological

Demographics

Findings with respect to the demographic
variables (such as parity, age, socioeconomic
status, and culture) which might predict a
postpartum disorder are contradictory. Parity is a
factor which has been widely researched with regard

to postpartum depression. These results are mixed.

IR

A number of studies have found no relationship
between number of children and a postpartum
disturbance (Ballinger et al., 1979; Handley et al.,
1980; Hayworth et al., 1980; 0'Hara, 1986). Other
studies found postpartum depression to be more "
likely among primiparae than multiparae (Pitt, 1968;
Kendell, Rennie, Clarke, and Dean, 1981). These
results are inconsistent with other studies which
suggest that postpartum depression is less likely
among primiparae (Martin, 1958; O'Hara, 1986). The
research of O0'Hara (1986) suggests that woman who
become depressed during pregnancy or postpartum have
significantly more children than nondepressed women,
which may have led to the inability to rest when the
mothers felt ill.

In a study done by Kaij, Jacobson, and Nilsson

(1967) a different relationship was found. For half
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of their sample, postpartum depression was unrelated
to parity, but for the other half depression
increased after the third child. These results are
similar to those of Martin, Brown, Goldberg and
Brockington (1989) who found the presence of three
or more children to be associated with the presence
of a provoking agent among women with onset of
depression during pregnancy but not clearly so with
other women in the sample. This study suggested
that more of the third and subsequent pregnancies
would be likely to be unplanned than first or second
pregnancies, and therefore be rated as more severely
threatening. This research suggests that if the
threat is at least in part contributed to by the
number of existing children, women are likely to
become depressed before the delivery, in
anticipation of the impact of the child's arrival.

Results are also mixed with respect to age. A
number of studies have found no relationship between
age and postpartum depression (Ballinger et al.,
1979; Kaij & Nilsson, 1967; O'Hara, 1986).
Other studies found a higher rate of depression
among younger mothers (Handley, Dunn, Waldron, &
Baker, 1980; Hayworth et al., 1980; Paykel et
al., 1980). The research of Blumberg (1980) found

an increased vulnerability among the younger mothers
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in her sample. These findings suggest that the
psychological stresses involved in adaptation to
childbearing may be intensified for younger mothers,
regardless of previous maternal experience. Kumar
and Robson (1984) found that mothers over age

30 were more likely to become depressed.

The results are in agreement with respect to
socioeconmic status and racial variables. Middle
and working class women appear to be equally at risk
of developing a depressive illness following
childbirth (Hayworth et al., 1980; Paykel et al.,
1980; Kumar & Robson, 1984). Paykel et al.

(1980) did recognize inadequate housing and no room
for the baby as a predictor of a postpartum
disturbance. The racial variable does not seem to
be a significant predictor of postpartum depression
(Hayworth et al., 1980; O'Hara, 1986). The research
of Blumberg (1980) suggests that black male infants
may be at greater psychological risk than infants
from other ethnic groups. Black mothers, who
delivered an unusually high number of males in
Blumberg's sample, expressed significantly more
negative attitudes toward their infants. Further
research would be needed to clarify these results.

Cross cultural studies suggest that culture is
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not predictive of postpartum depression. 1In a study
done by Hobfoll and Leiberman (1987) the resources
predictive for the American mother challenged by
work demands were relative to Israeli women
confronted with undesirable birth and pregnancy
complications. A cross cultural measurement
conducted by Watson and Evans (1986) suggest that
migrants do not neccesarily have higher rates of
postpartum disturbance than non-immigrants. The
results of this study led Watson and Evans to make a
"tentative conclusion" that it is possible to

compare symptoms of distress across cultures.

Child Temperament

Infant temperament is a variable that has not
been widely studied with respect to postpartum
difficulties. The research to date is in agreement
that infant temperament can have a significant
affect on the developing mother-infant relationship
(Campbell, 1979; Cutrona & Troutman, 1986; O'Hara,
Rehm & Campbell, 1982). The daily experiences of
a women whose child is pleasant and easygoing are
very different from those of a women whose child
reacts in a negative manner to even minor

irritations. Cutrona and Troutman describe
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difficult infants as having "more intense emotional
reactions"™, crying more vigorously for longer
periods of time. Mothers have reported these
infants to have more irregular biological functions,
such as sleeping, eating, and elimination, and are
slower to accept new people, foods or routines. The
results of research by Cutrona and Troutman (1986)
suggests that both a women's sense of competence as
a parent and her overall sense of well-being are
closely linked to the temperamental characteristics
of her child. These findings suggest that the woman
whose infant is temperamentally difficult may have
ambivalent feelings toward the child, resulting in
guilt and self-dislike. The research of Atkinson
and Rickel (1984) also suggests that differing
infant temperaments may be strong contributors to a
mother's feeling of effectiveness. Campbell (1979)
found infants who were irritable, unadaptable, and
difficult to console to have been associated with
decreased maternal involvement in infancy. A study
by Hopkins, Campbell, & Marcus (1987) found that the
infants of depressed mothers had a significantly
greater incidence of neonatal complications, and
they were rated by their mothers as more fussy and

unadaptable than the infants of the less depressed


















