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ABSTRACT

There has been little research on postpartum depression (PPD) in the southeastern region
of Montana. In the clinical experience of this researcher, relatively few health care
providers perform a thorough assessment for PPD as part of postpartum care. Health care
providers tend to underestimate both the incidence and effects of PPD. This study
surveyed 16 women in southeastern Montana at their 4 to 6 week postpartum health care
visit, using a standardized Postpartum Depression Screening Scale (PDSS). Surveys were
scored while participants were at the clinic, and results were made available to the
participants’ health care providers. Women were surveyed at a physician-run OB/GYN
practice. Fifteen of the women were married and one woman was single. One woman had
only a high school education, 7 had some college, and 8 had 4-year college degrees. All
of the women had health care insurance. Of the 16 women surveyed, 8 had PDSS scores
consistent with normal adjustment. Five had PDSS scores consistent with significant
symptoms of postpartum depression, and 3 women had PDSS scores that indicated a
positive screen for postpartum depression. While the results fall within the prevalence
rates indicated in the review of literature, they are not statistically significant and cannot
be generalized to all women in southeastern Montana or to other populations. This study
should be replicated with a larger sample size.



CHAPTER 1

INTRODUCTION

Throughout recorded history, observers have found it difficult to describe the
symptoms of Postpartum Depression (PPD). Hippocrates described “puerperal fever” in
460 BC. Symptoms were recorded as “agitation, delirium and attacks of mania.” An 11"-
century author pondered the causes of depression after childbirth, writing that “if the
womb is too moist, the brain is filled with water, and the moisture running over to the
eyes, compels them to involuntarily shed tears” (Leopold & Zoschnick, 2003, para 1).
The last four decades have brought an increasing interest in PPD; however, health care
providers, sociologists, and mothers themselves still face many questions relating to this
disorder.

Because of a disparity in the definition of onset, the prevalence of PPD has been
difficult to study (Andrews-Fike, 1999). The Diagnostic and Statistical Manual of
Mental Disorders, Fourth Edition (DSM-1V) defines PPD as having onset within four
weeks of delivery. However, evidence has shown a correlation of depression and
childbirth even with onset of symptoms as late as 6 to 12 months after delivery (Beck,
1998; Gold, 2002; Spinelli, 1998). The majority of epidemiologic studies of PPD have
used a broader definition of onset than the DSM-IV. Many epidemiologic studies have
accepted the onset of symptoms up to one year after the delivery of an infant. Studies

have suggested that the time of highest risk for developing PPD is about three months
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after delivery (Andrews-Fike, 1999). New York state laws now require that clinicians
notify postpartum women that “one in 10 women will begin motherhood with a
depressive episode, and that one or two in 1000 will suffer postpartum psychosis”
(Spinelli, 1998, p. 34). Leopold and Zoschnick (2003) estimate that of 4 million births
each year in the United States, 1.6 million will be complicated by a postpartum mood
disorder. Reported prevalence of PPD has ranged from 7%-26% (Andrews-Fike, 1999;

Beck, 1998, Ray & Hodnett, 2002).

Background and Significance of Study

The area of southeastern Montana covered by this study (see Figure 1) has a
population of approximately 100,000. Ninety-four percent of the population is Caucasian,
4.5% is Native American, 0.9% Asian, and 0.9% African American. The median
household income for the year 1999 (the last year for which data is available) was
$36,727. Sixty nine percent of families in the area depend on two incomes, and an
additional 8.5% of those families have incomes below the poverty level. Ten percent of
families have no husband present, and 54% of those families have income levels below
the poverty level (US Census Bureau, 2000). Ten percent of the population has either a
high school level or lower education. No information was available regarding the
percentage of the population with health insurance. In 1999, 1655 live births were

registered for the region covered by this study.
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Figure 1. Study Area in Southeastern Montana

Puerperal mood disorders, including PPD, are more prevalent than any other
complication of pregnancy, including gestational diabetes, pregnancy-induced
hypertension and preterm delivery. Postpartum depression has been found to create
lasting destructive effects on women and their families (Beck, 1993, Wood, Thomas,
Droppleman, & Meighan, 1997), and yet in the past, women’s health care providers have
received little education about this condition (Leopold & Zoschnick, 2003). As late as
1997, Diket and Nolan (1997) reported that two major textbooks in obstetrics failed to
mention depression associated with pregnancy and delivery.

It has been estimated that only 20% of the women who experience PPD report it to

their health care providers (Fishel, 2004, p. 972). This statement is particularly sobering
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because severity of symptoms and duration of depression have been linked to the length of

delay in obtaining adequate treatment (Beck, 2001, p. 275; Nonacs & Cohen, 1998).

Problem

There has been little research on PPD in the southeastern region of Montana.
Many of the area’s residents live in rural communities and must travel some distance to
obtain health care services. In the clinical experience of this researcher, relatively few
health care providers perform a thorough assessment for PPD as part of postpartum care.
Health care providers tend to underestimate both the incidence and effects of PPD. There
have been few interventions available for women who live in southeastern Montana and
suffer from PPD. Despite the fact that the review of literature indicates women with a
history of depression or a previous episode of PPD are at higher risk, only a small
percentage are offered prophylactic treatment (Leopold & Zoschnick, 2003; Spinelli,
1998). If only 20% of women with symptoms report them and the reported prevalence is
7-26%, the actual prevalence of PPD is significantly higher than researchers have yet

reported.

Purpose

The purpose of this study was to survey the incidence of PPD in southeastern
Montana. Postpartum care could be enhanced as health care providers acquire a greater

awareness of the incidence of PPD.
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Definition of Terms for the Purpose of This Study

1. Postpartum: the period of time immediately following the birth of an
infant and extending as long as one year after delivery

2. Postpartum blues: symptoms of mood lability ranging from euphoria to
tearfulness experienced by 50-85% of new mothers beginning at about day
three following delivery and ending approximately two weeks after
delivery (Gold, 2002; Fishel, 2004; Nonacs & Cohen, 1998; Spinelli,
1998). Postpartum blues have been considered a benign condition and
caregivers have tended to downplay their significance (Diket & Nolan,
1997); however, postpartum blues have been identified as being predictive
of PPD (Gold, 2002; Spinelli, 1998).

3. Postpartum psychosis: a form of bipolar disorder affecting 1-2 out of 1000
births. Symptoms of rapidly changing moods and erratic behavior can
begin as early as 48-72 hours after delivery, and clinical manifestations
include psychotic thoughts, severe depression and mania (Andrews-Fike,
1999; Gold, 2002; Nonacs & Cohen, 1998). This disorder is considered a
psychiatric emergency and requires inpatient treatment (Andrews-Fike,
1999; Nonacs & Cohen, 1998).

4. Postpartum depression: The Diagnostic and Statistical Manual of Mental
Disorders, Fourth Edition (DSM-1V) defines PPD as part of the spectrum
of major depression, with a modifier for having onset within four weeks of

delivery of an infant. Most scientific research of postpartum depression
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has used the expanded criteria for onset of symptoms. A review of the
literature suggests that symptoms of PPD can develop as late as 6-12
months after delivery (Beck, 1998; Gold, 2002; Spinelli, 1998). Symptoms
of PPD can range from depressed mood, irritability, anxiety and obsessive

thoughts to emotional lability, guilt and poor concentration (Gold, 2002).

Conceptual/Theoretical Framework

In 2002, Beck & Gable (2002) created the Postpartum Depression Screening
Scale (PDSS), based on the theoretical framework of “Teetering on the Edge” (Beck,
1993). Beck, a nurse researcher and certified nurse midwife, formulated this midrange
theory based on themes identified in qualitative research studies. Gable is an educational
psychologist.

Beck’s studies of postpartum depression documented the theme of loss of control
as the basic social psychological problem of PPD. Loss of control was described as a
feeling of uncontrollable anxiety that women expressed. Women spoke of the feeling of
being on the edge of insanity (Beck, 2002). Beck identified the four-stage process that
women move through when dealing with PPD: encountering terror, dying of self,

struggling to survive, and regaining control.(Beck, 1993, p. 42).



Encountering Terror

This is the first stage of postpartum depression. It has a sudden onset and can
either begin within the first few weeks postpartum or be delayed for a period of up to six
months or longer after the birth of the infant. Women surveyed by Beck spoke of
suffering anxiety attacks, obsessive thinking and “enveloping fogginess” (Beck, 1993, p.
44). Women in the initial stage of teetering on the edge report being frightened and

having feelings of extreme fatigue.

Dying of Self

The first stage of PPD leads to three consequences, which comprise the second
stage of PPD, the “dying of self” (Beck, 1993, p. 45). Dying of self consists of “alarming
unrealness, isolating oneself, and contemplating and attempting self-destruction” (Beck,
1993, p. 45). It is during this stage that mothers reported feeling disconnected from the
world around them. They reported feeling disengaged from their partner and their infants,
and tended to lose interest in activities that they previously enjoyed. Women reported
perceiving themselves as isolated. They also reported isolating themselves from potential
social support, believing that no one understood what they were going through. Some
women developed agoraphobia, which led to further feelings of isolation. Many reported
a loss of interest in sex and intimacy (Beck, 1993).

The third consequence, “attempting self-destruction,” was reported as the result of
overwhelming feelings of guilt and the perception of themselves as failures at
motherhood. Some women reported thoughts of harming themselves or their infants

during this time, which furthered their feelings of shame and low self-worth. Beck’s



study records one mother’s poignant words:
| started thinking death thoughts at one point. | didn’t plan suicide, but I started
thinking I’d be better off dead. | had never been that low in my whole life when |
thought death was the way to go. I just wanted to get out of this world. It was like

everything was black (Beck, 1993, p. 46).

Struggling to Survive

Women who survive the overwhelming feelings of postpartum depression do so
by entering the third stage, “struggling to survive.” The women in Beck’s study reported
three coping strategies: battling the system, praying for relief, and seeking solace in a
postpartum depression support group (Beck, 1993, p. 46). It is during this time that
women are most likely to seek help from health care providers or others who may be able
to support them in their struggle.

It has been estimated that only 20% of the women who experience PPD report it
to their health care providers (Fishel, 2004, p. 972). The women in Beck’s 1993 study
reported that once the decision had been made to seek help, disappointment and
frustration often followed. Some women gave accounts of health care providers
minimizing their concerns, hence the name Beck gave to this strategy, “battling the
system” (Beck, 1993, p. 46). Some of the women in Beck’s study reported finances as a

deterrent in getting appropriate medical intervention for PPD.
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A second strategy reported by some of the women was that of praying for relief.
These women found comfort in communicating their distress to a higher power and
potential source of help in their struggle to survive. The third strategy was that of
“seeking solace in a support group” (Beck, 1993, p. 47). Women reported feeling
validated from meeting and talking with other women in similar circumstances. Others
reported feeling hope that they could or would someday regain control over their

depression.

Regaining Control

Beck described the final stage of postpartum depression as that of recovery
through regaining control. The final stage has been described as a slow process that
comes about as a result of the struggle to survive. Three consequences characterize this
stage: unpredictable transitioning, mourning lost time, and guarded recovering (Beck,
1993, p. 47). Women reported unpredictable transitioning as the gradual process of
recovery. One woman said this about her experience as she began regaining control:

When | got out of my severest depression, | had more good times than bad

times. | had days where | felt like nothing had ever happened. | mean |

was normal. | really felt such intense love for my baby. I could have a

relationship with my husband. Then the next day for no reason at all 1I’d

wake up and just be off (Beck, 1993, p. 47).

According to Beck’s theory, recovery is not sudden but gradual and erratic.
Another consequence that women reported as they began recovering was the realization

that they had lost time with their infants. Some women reported feeling cheated of time,
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and others spoke of a sense of sadness at what they had missed during their infant’s
development (Beck, 1993). Beck identifies the final consequence of the struggle to
survive as “guarded recovery” (Beck, 1993, p. 47). It is during this time that mothers
reported feeling like themselves again. “When | was sick, | didn’t want my baby. I didn’t
love my husband. I didn’t want to work. | hated everything. When | got better, it all
melted away” (Beck, 1993, p. 47).

Beck noted that while mothers’ symptoms gradually faded away, they were still
cognizant of a feeling of vulnerability. It was apparent that PPD had created a lasting

effect on their lives (Beck, 1993).

Summary

Postpartum depression (PPD) has long been studied and yet often goes
undiagnosed and underreported. The incidence of postpartum depression in southeastern
Montana has not been researched, and both health care providers and the public could
benefit from a raised awareness of this disorder. Beck and Gable used the substantive
theory of PPD called “Teetering on the Edge” to develop the Postpartum Depression
Screening Scale (PDSS). This screening tool has a high sensitivity and specificity for
PPD. The researcher used this tool to determine the incidence of postpartum depression

in southeastern Montana.
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CHAPTER 2

REVIEW OF LITERATURE

Introduction

The review of literature was undertaken using the PubMed database. Eight
hundred fifty references were found when using the term “postpartum depression” and
limiting the search to peer-reviewed journals dating from 1995 to present. Articles were
reviewed from health care, nursing, and sociopolitical literature. The following major
foci were identified from the review of literature: history of postpartum depression
research, prevalence of PPD, risk factors, symptoms, and effects on women, their

partners and their offspring. Available interventions for PPD were also reviewed.

Postpartum Depression Research Perspectives

Medical Perspective

While there is not a great deal of research prior to the 1960s, it has long been
recognized that childbirth is associated with a considerable increase in psychological
morbidity (Tod, 1964; Pitt, 1968). As early as 1963, the Pugh et al. study found a
significant positive relationship between recent childbirth and admission to psychiatric
hospitals in England (cited in Pitt, 1968). Kendell, Chalmers, and Platz’s (1987) famous
study of 54,087 postpartum women in Scotland from 1971-1981 found the highest risk of

psychiatric admission for women within 30 days postpartum, but risk continued to be



12
elevated until 90 days. This study also showed a higher relative risk of psychiatric
admission in women for up to two years following childbirth.

There is some controversy as to whether PPD can be identified fairly as a distinct
diagnosis or if it is part of the broad spectrum of mood disorders (Viinamaki, Niskanen,
Pesonen, & Saarikoski, 1997). For many years, the United Kingdom has considered PPD
as part of a range of puerperal illness and consequently as a distinct diagnosis (Andrews-
Fike, 1999). In the United States, PPD has not been defined as a distinct diagnosis. It is
considered part of the spectrum of major depression, with a modifier for postpartum

onset (DSM-1V).

Sociological Perspective

Sociological researchers Mauthner (1998) and Nicolson (1999) consider
postpartum depression to be a healthy response to a series of losses, rather than a disease
or disorder as proposed by the medical model. The women in Nicolson’s (1999) study
identified symptoms of depression stemming from the losses of identity, body shape from
birth and breastfeeding, time for self, autonomy, femininity and sexuality.

Boyer (1990) concluded that some cultures, especially those with a strong
extended family support system, had lower rates of PPD. The cultures found to have
lower rates of PPD had rituals ensuring a time of rest for the new mother. These findings
support the socio-political perspective of PPD as a natural response to stress and loss of
self (Boyer, 1990). In contrast, Huang and Mathers (2001) compared the rates of PPD
between women in the United Kingdom and women in Taiwan, finding rates similar

between the two cultures despite large differences in culture and care systems. No
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research was located discussing PPD and women who live in rural areas.

In the United States, childbirth has been culturally accepted as a time of joy and
happiness. Expressions of negative feelings during the postpartal period have been
discouraged. Nicolson (1999) perceived that women felt conflicting emotions following
childbirth. Bozoky and Corwin (2001) proposed that pressure to adapt easily to changes
in lifestyle and the new role of motherhood contribute to symptoms of PPD. Mauthner
(1998) and Nicolson (1999) reported that the amount of loss and conflict women felt
differed based on social situation.

Traditional quantitative research based on the medical model has been criticized
by sociological researchers as too “objective and dispassionate” (Mauthner, 1998, p.
354). Mauthner also suggests that traditional clinical research has not paid enough
attention to mothers’ individual subjective accounts of their experiences. Beck’s (2002)
metasynthesis of qualitative postpartum depression research described conflict between
myths of motherhood and reality as key to understanding why women develop PPD.
Women become disillusioned with motherhood and feel despair and sadness as they fail
to live up to their expectations of themselves as mothers (Beck, 2002). Logsdon,
McBride, and Birkimer (1994) supported this view, stating that depressive symptoms
originated when there was incongruity between a woman’s antenatal expectations and the

reality of the postpartal period.
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The sociological perspective has been criticized for failing to explain why some
women do not develop depression after childbirth. Mauthner (1998) cautioned against the
narrow-minded view that PPD is caused by the sociopolitical environment in which
women live. Despite an unchanged sociopolitical environment, some women regain their
previous emotional ability, which Mauthner (1998) points out as a flaw in the
sociological perspective. Existing quantitative and qualitative research has also been
criticized because most studies have been done on homogenous groups of white, well-
educated, middle-class women (Boyer, 1990; DeJoseph, 1997; Hobfoll, Ritter, Lavin,

Hulsizer, & Cameron, 1995; Taylor, 1996).

Prevalence

Prevalence of PPD has been difficult to determine because of the difference in
criteria for time of onset used by the DSM-1V and that used by most epidemiological
studies. The literature reveals a reported prevalence of 7%-26% in the United States
(Andrews-Fike, 1999; Beck, 1998, Ray & Hodnett, 2002). Prevalence has also been
difficult to establish because of underreporting by mothers themselves. It has been
estimated that only 20% of women who experience symptoms of PPD report those
symptoms to their health care providers. Symptoms of PPD are often minimized by both
mothers and care providers as normal, natural consequences of childbirth (Mauthner,
1998; Nonacs & Cohen, 1998). Evidence has been presented that mothers may also be

reluctant to disclose their feelings of depression for fear of stigmatization and fear that
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their depressive symptoms might be determined as evidence of being a “bad mother”
(Gold, 2002, p. 30).

Numerous studies have shown that clinical depression in general and PPD, in
particular, often go undetected and undertreated in the primary care setting (Gold, 2002).
Two British researchers, Cooper and Murray (1997) reported that “almost half of those
independently identified as depressed were not detected as such by their health visitor, a
finding which replicates that of a study carried out 10 years earlier” (p. 98). Bagedahl-
Strindlund and Borjesson (1998) found that after performing a history and physical,
Swedish care providers only diagnosed 2% of mothers as suffering from PPD, while 14.5
% of the same mothers were found to be positive for symptoms when using a self-
reporting postpartum depression screening tool. These results seem to show that objective

symptoms of PPD differ from subjective.

Risk Factors

Causes of PPD may be physiological, psychological, situational, or multifactoral
(Boyer, 1990; Fishel, 2004). The review of literature revealed the major predisposing
factors for developing PPD to be social in nature. Stressful life events, childcare stress,
and prenatal anxiety appear to have predictive value for PPD. In addition, a history of a
previous episode of PPD (Leopold & Zoschnick, 2003), marital conflict, and single
parenthood are also predictive (Andrews-Fike, 1999; Bagedahl-Strindlund & Borjesson,
1998; Beck, 1998; Boyer, 1990; Gold, 2002; Ray & Hodnett, 2002; Nonacs & Cohen,

1998; Stanton, Lobel, Sears, and DeLuca, 2002; Viinamaki et al., 1997). A meta-analysis
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of postpartum depression studies found the risk factors of prenatal depression, poor self-
esteem, childcare stress and prenatal anxiety to have the highest effect size in predicting
PPD (Beck,2001). Life stress, lack of social support, poor marital relationships, previous
history of depression, infant temperament, and history of maternity blues were also
reported as having also having a moderate effect in predicting PPD (Beck, 2001, p. 280).

Kendal et al.’s (1987) seminal study of the years 1971-1981 found strong positive
correlations between parity, single motherhood at the time of birth, infant death after
delivery, and Cesarean section with psychiatric admission after childbirth. A history of
psychiatric or physical illness also appears to be predictive of PPD (Cooper & Murray,
1997). A Swedish study reported strong positive correlation of prenatal depression and
PPD (Joseffson, Berg, Nordin, & Sydsjo, 2001). The Logsdon et al. (1994) study cites
and confirms the results of O’Hara’s studies in 1986 and 1990, which found PPD to be
related to insufficient emotional support and marital unhappiness. The Hobfoll et al.
(1995) study of 192 urban women classified as low income revealed a rate of PPD of
23.4%, which was estimated as double the rate found in middle-class samples. Higher
rates were also found for women who did not have a partner living with them (Hobfoll et
al., 1995)

Bozoky and Corwin’s (2001) study found fatigue to be an important predictor of
PPD. Fatigue can be a symptom of generalized depression and is highly prevalent in
postpartum women because of the normal physical and adaptational demands of
motherhood (Bozoky & Corwin, 2001). In addition, Bozoky and Corwin cite the Small et

al. (1994) study in which the women themselves rated fatigue as one of the strongest
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contributing factors for PPD. Bozoky and Corwin also found evidence that early
postpartum fatigue was predictive of PPD, particularly fatigue on the 14th postpartal day.

Length of hospital stay also appears to increase risk of PPD (Hickey, Boyce,
Ellwood, & Morris-Yates, 1997). In this Australian study, mothers discharged from the
hospital prior to three days following delivery had a higher rate of PPD than mothers who
stayed four to five days. This finding could be significant for women in the United States,
where hospital stays are rarely longer than three days, unless significant complications
occur following delivery. When other risk factors for PPD were controlled using a
logistic regression analysis, early discharge was shown to have an independent
significant effect. Mothers hospitalized for longer than five days also showed a higher
incidence of PPD. However, these mothers also had experienced more complicated labors
and had given birth to infants who were sicker than the infants of mothers discharged
earlier than five days, and these factors could have contributed to the higher rate of PPD
(Hickey et al., 1997).

Some studies in the review of literature suggested that the extreme changes in
hormone levels from pre-delivery to post-delivery could be risk factors for PPD. No
consistent positive correlation has been found between serum levels of hormones and

PPD (Gold, 2002; Llewellyn, Stowe, & Nemeroff, 1997).

Symptoms

With the exception of the mother’s intense feelings of guilt and anxiety about her

ability to parent, symptoms of PPD are similar to those of generalized depression (Fishel,
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2004; Gold, 2002). Postpartum depression, in its milder forms, can cause women to
experience symptoms of anxiety, depression and an inability to feel able to care for their
infant. In addition, mothers may feel guilty about experiencing depression during a time
that society sees as a joyful event (Gold, 2002). Beck (2002) also states that anxiety can
be a major component of PPD. Beck’s (2002) metasynthesis of postpartum depression
studies described participants who complained of feeling anxious and overwhelmed, and
thinking obsessive thoughts. Participants also complained of cognitive impairment,
feelings of isolation/loneliness, guilt, and, in some cases, the desire to harm themselves.

Fishel (2004) contends that irritability with a tendency to escalate into emotional
outbursts is a distinct feature of PPD. Fishel states that the outbursts generally are
directed at significant others but sometimes can be directed towards the infant (p. 973).
Depressed mothers have also been found to be less attuned to their infants’ needs than
non-depressed mothers (Murry, Fiori-Cowley, & Hooper, 1996). Gold (2002) also reports

depressed mothers as having feelings of ambivalence towards their infant.

Effects on Women

The Wood et al. (1997) study found that women suffering from PPD reported a
perception of their infants as “demanding and difficult.” These women were also
disturbed by their inability to soothe their infants. The women in Wood et al.’s study saw
themselves as inept at motherhood and were overwhelmed with obsessive thoughts of

failure, sending them into a deeper depression. Effects of PPD can be devastating for the
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woman involved and her developing infant and other children in the home, as well as for
partners and spouses (Beck, 2001; Georgiopoulos, Bryan, Wollan, & Yawn, 2001).

The review of literature also found postpartum depression to have a significant
negative relationship on maternal role attainment (Fowles, 1996). Maternal role
attainment (as described by Fowles), is a “woman’s perceived competency of her ability
to carry out infant care and feeding as well as the subjective evaluation of her infant and
herself as a mother” (p. 76). Adolescent mothers with PPD were found to be more likely
to have negative feeding interactions with their infants and described less maternal
confidence and satisfaction with motherhood than teen mothers who were not depressed
(Panzarine, Slater, & Sharps, 1995). The Viinamaki et al. (1997) study found that women
with PPD symptoms 24 months following delivery used more alcohol, smoked more and
reported experiencing more stressful life events than women who did not identify
themselves as still depressed. Spinelli (1998) estimates women who have a history of
PPD to be 300 times more likely to have another episode of PPD in subsequent
pregnancies. If PPD goes untreated, there is a greater risk of development of a chronic
depressive disorder in the mother (Andrews-Fike, 1999; Nonacs & Cohen, 1998). A 1998
Danish study found a high rate of suicide among postpartum women who had PPD severe
enough to require psychiatric admission. Of the women who died during the first year
after childbirth, 66% were found to have died of unnatural causes, and 25% of the
“natural deaths” were estimated to be the result of alcohol or drug use (Appleby,

Mortensen, & Faragher, 1998, p. 210).

Effects on Partners
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When a woman develops PPD, her partner can react with confusion and anger.
Fishel (2004) states that men sometimes withdraw or feel blamed or neglected during this
highly charged, emotional time. In the Viinamaki et al. (1997) study, partners of women
who experienced PPD expressed that their relationships with the mothers deteriorated
during pregnancy. These relationships had not improved when the same group was
surveyed again two years later. Postpartum depression has also been found to cause
problems with family integration (Fishel, 2004). Leopold and Zoschnick (2003) state that
a mother functionally impaired by depression places a significant emotional burden on
the family unit and relationships. When the mother’s income was previously used to
support the family, depression can place a significant financial burden on the family unit

as well.

Effects on Children

The true impact of maternal PPD during the early developmental years of a
child’s life is still unknown. Studies using animals have shown significant positive
correlation between early postnatal stressors (including maternal deprivation) and
changes in the way the brain handles stress during later years of development. These
neuroendocrine changes are reported to affect socialization behaviors in the offspring of
both rats and primates (Llewellyn et al., 1997). Cooper and Murray (1997) reported
longitudinal studies indicating that early relationships between mother and infant within
the context of PPD were predictive of the course of the infant’s future cognitive,

emotional and social development. One of these studies found that increased levels of
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maternal depression had a significant positive correlation to poorer infant mental and
motor development at one year of age (Cooper & Murray, 1997).

Infants of mothers who experienced PPD have also been found to have poorer
cognitive development at 18 months than infants whose mothers were not depressed
(Murray et al., 1996). Not surprisingly, postpartum depression has also been shown to
have an adverse effect on mother-infant interaction. Mothers reported higher rates of
problems with infant feeding, crying and sleeping than non-depressed mothers. These
mothers also appeared to be less responsive to their infants and perceived problems in
their relationship with their infants. Infants of mothers with PPD were fussier and
exhibited more negative facial expressions and vocalizations than infants of non-
depressed mothers (Beck, 1998; Cooper & Murray, 1997; Murray et al., 1996).

Infants of mothers who were not depressed had positive early interactions and
were found to have greater cognitive and relational skills than infants of mothers with
PPD. Studies have also shown a positive correlation between mothers with PPD and
incidence of child abuse and neglect (Nonacs & Cohen, 1998; Spinelli, 1998). A
significant positive relationship between PPD and delayed development was also
discovered, as well as increased social and behavioral problems, especially in boys.

The Luoma et al. (2001) longitudinal cohort study of depressed mood during
pregnancy and after childbirth found that over time, however, the impact of maternal
depression on children’s well being was less than expected. The results of this study
suggested that some of the negative impact of maternal depression could be compensated

for as the mother’s depression resolves and the child continues to develop. Children of



22
adolescent mothers may be particularly at risk, as these mothers have been shown be
especially likely to cope with depression by emotional detachment and avoiding

unpleasant situations with their infants (Panzarine et al., 1995).

Screening and Screening Tools

Because depression during pregnancy is a strong predictor of PPD, screening,
diagnosis and treatment during the antepartum time is very important (Gold, 2002;
Nonacs & Cohen, 1998). Llewellyn et al. (1997) suggest complaints of depressive
symptoms that exist after the first two weeks postpartum or complaints separated by more
than three days should trigger the care provider to assess more thoroughly for PPD. The
six-week postpartum visit is an ideal time for screening (Gold, 2002; Nonacs & Cohen,
1998). By this visit, many of the symptoms of PPD have begun to occur and mothers
have begun to settle into a more normal psychosocial routine following delivery (Gold,
2002). Health care providers should be cognizant of the fact that mothers may not bring
up depression on their own. Beck (2002) states that many mothers choose to suffer in
silence rather than admit to their feelings, being ashamed and embarrassed. “The stigma
associated with being depressed after childbirth was another source of concern that at
times prevented women from seeking help” (Beck, 2002, p. 468). This stigma may be
especially daunting to women in rural areas due to the lack of anonymity in rural culture

(Lee, 1998).
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A number of formal screening tools have been used to screen for postpartum
depression. In the past, general depression scales have been used to screen for PPD. An
example of a general depression scale used to screen for postpartum depression is the
Beck Depression Inventory-11 (BDI-I1). While the BDI-I11 is closely correlated with the
DSM-1V definition of depression, it lacks specificity for depression connected with
childbirth (Beck & Gable, 2001). Postpartum researchers have found that many somatic
complaints of depression can also be caused by normal changes following childbirth, so
use of the BDI-II may give false positive results (Cox, Holden & Sagovsky, 1987).

The Edinburgh Postnatal Depression Scale (EPDS) was developed as a more
specific tool and has been used successfully to identify PPD. The EPDS is a 10-item self-
report scale that can be completed in about 10 minutes. While more specific for PPD than
the BDI-11, some considered the EPDS to be flawed because it has no questions that
directly relate to the distinctive context of “new motherhood” (Beck & Gable, 2001, p.
244). In order to create a tool related more to the postpartum context, the Postpartum
Depression Screening Scale (PDSS) was developed (Beck & Gable, 2001).

The PDSS (see Appendix G) is a 35-item screening scale assessing each of seven
dimensions of postpartum depression as identified by Beck’s (1993) “Teetering on the
Edge” theory. Women are asked to respond to statements that describe how they may be
feeling following the birth of their babies by circling the number that corresponds to how
strongly they agree (5) or disagree (1) with each statement. Women are asked to circle
the answer that best describes how they have felt during the previous two weeks (Beck &

Gable, 2001).
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Postpartum Depression Interventions and Treatment

Interventions for PPD include pharmacologic interventions, supportive
interpersonal and cognitive therapy, psychosocial support through support groups, and
complimentary therapies. Electroconvulsant therapy has proven effective for mothers
with severe PPD (Andrews-Fike, 1999). In severe cases of postpartum depression,
especially in mothers who are at risk of suicide, inpatient hospitalization may be required

(Nonacs & Cohen, 1998).

Pharmacologic

Pharmacologic treatment has proven to be an effective intervention in PPD.
Women treated pharmacologically should be treated with a similar dosage and duration
of treatment as those with depression not associated with pregnancy (Gold, 2002; Nonacs
& Cohen, 1998). A thorough risk-benefit assessment is important when antidepressant
medications are considered. Using a team approach, the risks and benefits should be
presented to the woman and her partner or support person (Gold, 2002, Nonacs & Cohen,
1998; Spinelli, 1998).

Candidates for pharmacological intervention who are breastfeeding should be
physically healthy, with physically healthy full-term infants. Because antidepressant
medications are metabolized by the liver, breastfed pre-term newborns and very young
neonates may have a greater risk for detectable serum levels of medications and their
metabolites (Wisner, Perel, & Findling, 1996). Pharmacologic treatment can be a difficult

choice for mothers who feel torn between breastfeeding and medication (Gold, 2002).
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Mizri and Siverts, as quoted by the Wisner et al. (1996) study, suggest that the risk of
mother-infant separation and ultimate cessation of breastfeeding upon hospitalization
outweighs the risk associated with medications.

Spinelli (1998) states that not enough information has been provided by recent
pharmacological intervention trials for assurance of safety. The United States Food and
Drug Administration (FDA) has not approved psychotropic medications for use during
lactation or pregnancy, and there is not yet a consensus about the safety of such use
(Fishel, 2004). When antidepressants are needed postpartally, Gold (2002) recommends
the selective serotonin reuptake inhibitors (SSRI) as first-line treatment. Gold also
recommends the adjunctive use of a benzodiazepine in cases that include symptoms of
anxiety. Appleby, Warner, Whitton, and Faragher (1997) found the use of fluoxetine to
be effective in treating PPD. However, these study results also indicated that there was no
significant difference in response between fluoxetine use and cognitive-behavioral
counseling. It should also be noted that the Wisner et al. (1996) study found fluoxetine in
substantial serum levels in a six-week-old nursing infant.

Cooper and Murray (1997) also point out that more than half of those invited to
participate in the fluoxetine study declined to participate, citing a “reluctance to take
medication” (p. 98), and the researchers projected that the role of fluoxetine or other
antidepressants could be limited by this reluctance on the part of mothers. Although the
risk of infant exposure to antidepressant medications appears to be low, long-term effects
are unknown (Gold, 2002; Nonacs & Cohen, 1998). The majority of data available for

antidepressant use during pregnancy have relied on animal studies, case reports, and
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retrospective surveys, with no controlled trials (Diket & Nolan, 1997; Llewellyn et al.,
1997). However, one study published in 1997 found no differences in development,
behavior or global Intelligence Quotient (1Q) in preschool children whose mothers had
taken either tricyclic medications or fluoxetine during pregnancy (Nulman et al., 1997).

Since hormone levels are in a state of dramatic change during pregnancy and after
childbirth, it would be reasonable to assume that hormonal therapy might be helpful in
treating PPD (Andrews-Fike, 1999). However, evidence regarding hormonal
interventions has been nonconclusive. (Andrews-Fike, 1999; Gold, 2002; Nonacs &
Cohen, 1998). Women in one study (Sichel, Cohen, Robertson, Rutterberg, &
Rosenbaum, 1995) who had a history of postpartum psychosis were given prophylactic
estrogen following childbirth. These women were found to have only a 9% rate of
relapse. (Sichel et al., 1995). A 1996 double-blind, placebo-controlled study (Gregoire,
Kumar, Everitt, Henderson, & Studd, 1996) reported transdermal estrogen to be an
effective treatment for women with severe PPD but acknowledged that further studies are
required. Gold (2002) strongly recommends prophylactic treatment for women at high

risk because of severe PPD (p. 33).

Psychological

A psychological treatment option is Interpersonal Psychotherapy (IPT).
Interpersonal Psychotherapy conceptualizes depression as having three components:
symptom formation, social functioning, and personal contributants. Using a manual
developed specifically for this type of therapy, a trained professional counselor leads

one-hour sessions that usually run from 12-16 weeks and focus on problematic
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relationship areas (“Interpersonal Psychotherapy,” n.d.; Wood et al., 1997). Emphasis is
placed on interpersonal relationships relating to role changes that accompany parenthood
rather than on the depression itself.

Recent research has found that women receiving IPT were significantly more
likely to have a reduction in symptoms and recover from PPD than women who did not
receive IPT treatment (O’Hara, Stuart, Gorman, & Wentzel, 2000; Stanton et al., 2002).
Participating in a 12-session course significantly improved women’s symptoms and
ability to function (Wood et al., 1997). Interpersonal Psychotherapy can also be initiated
during pregnancy for women who are considered at high risk (Nonacs & Cohen, 1998;
Spinelli, 1998). A United Kingdom study (Cooper & Murray, 1997) found that three brief
home- based visits using counseling techniques were effective at speeding the recovery

rate for women suffering from PPD.

Psychosocial.

Psychosocial interventions such as support groups have been reported as effective
(Beck, 1993; Nonacs & Cohen, 1998). Beck (2002) states that support group attendance
can give mothers a sense of hope through the realization that they are not alone. Support
groups for couples can teach coping strategies and offer encouragement. They also give
couples an opportunity to express needs and fears in a nonjudgmental environment
(Fishel, 2004).

The Women’s Health Concerns Clinic in Ontario, Canada, offers treatment using
a nurse-run support system. Wood et al. (1997) reported results of focus groups in which

women voiced appreciation for information and validation through nurse telephone
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support. The women in the focus groups also expressed a positive reaction to the

inclusion of their partners in treatment plans.

Complimentary

Women may seek complimentary therapies or alternatives to traditional western
medicine for medical conditions. Complimentary therapies for PPD include acupuncture,
acupressure, aromatherapy, lavender tea, therapeutic touch, massage, relaxation
techniques, reflexology, and yoga. Women using herbal remedies for depression should

be cautioned about their use during pregnancy and breastfeeding (Fishel, 2004).

Summary

Although PPD has been studied since the late 1950s, it remains largely
undiagnosed and untreated in the primary care setting. Prevalence has been difficult to
ascertain because of a disparity in the definition for onset. The review of literature
reveals a reported prevalence between 7% and 26%. Risk factors for PPD are multiple,
primarily psychological and situational, combined with the physiologic changes that take
place due to childbirth.

Symptoms of PPD are similar to those of generalized depression, with the
addition of symptoms such as guilt and anxiety, which seem to be specific to the
postpartum period. Symptoms are exacerbated by the fatigue and stress of caring for a
newborn.

Postpartum depression has been shown to interfere with maternal role attainment

and, when untreated, can have a profound effect on women’s lives, even years after the
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birth of a child. The most common long-term effects on women found in the literature
review included suicide attempts, dangerous lifestyle choices and premature death.

Postpartum depression creates emotional and financial stress on the family unit.
The review of literature revealed that PPD has negative effects on relationships between
mothers and their partners, with partners sometimes feeling blamed or neglected during
the illness. Postpartum depression has been shown to cause problems with family
integration. Postpartum depression has also been shown to cause the partners of affected
women to withdraw emotionally from the relationship.

Postpartum depression has a negative effect on the important early relationship
between mother and infant. Within the context of PPD, this relationship has a negative
correlation with the infant’s cognitive, emotional and social development and the
mother’s PPD. Studies have also shown a positive correlation between mothers with PPD
and incidents of child abuse and neglect.

Three screening tools have been used to identify PPD. The Beck Depression
Inventory (BDI) was developed in 1961 and revised in 1996 (Beck Depression Inventory
I1) by Beck. The Edinburgh Postnatal Depression Scale (EPDS) was developed in 1987

by Cox, Holden and Sagovsky (cited in Beck & Gable, 2001, p. 244). The newest and
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most specific tool is the Postpartum Depression Screening Scale, developed by nurse
researcher Beck and educator Gable (Beck & Gable, 2000).

Interventions and treatments developed for PPD are pharmacological,
psychological and psychosocial. Pharmacological intervention has been effective for
PPD, but a careful risk/benefit analysis must be undertaken and discussed with the
mother and her partner prior to implementation. Interpersonal Psychotherapy can also
assist in relieving symptoms of PPD during a 6-12 week course. Support groups for
women, as well as for couples, have also been found to be effective. Early intervention is
important, as delayed intervention can lead to chronic depression and debilitation in

affected women.
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CHAPTER 3

METHODOLOGY

Introduction

The research method chosen for this study was the descriptive method. The
purpose of this study was to find the incidence of postpartum depression in southeastern
Montana. A descriptive study is the ideal method to capture a picture of the incidence of
postpartum depression at one particular time.

This chapter is divided into four major sections. The first section will describe the
sample used in this study. A description of the instrument used will come next, followed
by a section describing the method of collecting the data. The chapter concludes with an

explanation of how the data will be analyzed.

Sample

The sample for this study was selected from the population of women in
southeastern Montana who were had given birth during the previous four to six weeks.
The sample was chosen due to accessibility, convenience, and appropriate timing to
collect the most accurate data. Women were surveyed at health care providers’ offices at
their four or six week postpartum visit.

One of the practices that provides prenatal and delivery care to women in

southeastern Montana declined to participate in the study. The health care providers of
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this practice verbalized a concern for legal issues if a participant were to act on her
depressive symptoms following participation in the study. A contributing factor to the
concern of the health care providers of this practice was that they only provide care from
the prenatal period through the initial six weeks following delivery. They would not be
able to personally follow up participants to make certain adequate care for postpartum
depression was received. This practice does not currently do a formal postpartum
depression screen during the four or six week postpartum visit and discharges patients
from care at six weeks post-delivery. One provider in the practice stated that it would be
better not to have knowledge of a woman’s depression than to make that diagnosis at the

termination of the woman’s care.

Sample Size. A sample size of 16 women was chosen for this study. The first 17
women who met the criteria for inclusion were invited to participate. One woman who
met the criteria declined to participate. Criteria for inclusion included being four to six
weeks post-delivery of a live full-term infant, having the ability to read and write

English, and being 18 years of age or older.

Protection of Human Rights

Prior to obtaining permission from the Montana State University-Bozeman
Human Subjects Committee, the researcher was required to complete the National
Institutes of Health (NIH) online tutorial: “Human Participant Protections: Education for
Research Teams.” This tutorial covered common concepts and issues involved in the

protection of human subjects, including the principles of bioethics and legal standards.
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After completing the tutorial, the researcher was issued a certificate of completion (see
Appendix A) and submission of a copy of this certificate was required as part of the
application for approval from the Montana State University-Bozeman Human Subjects
Committee.

Permission was obtained from the Montana State University-Bozeman Human
Subjects Committee and the Institutional Review Board (IRB) of the local data collection
site to complete this study. The researcher also obtained approval from the health care
providers whose patients were subjects of the research study.

Informed consent was obtained from all participants in the form of the Subject
Information Sheet for Participation in Human Subjects Research at Montana State
University-Bozeman (see Appendix B). All individuals invited to participate in the study
were given a subject information sheet prior to participating in the study. The subject
information sheet (see Appendix D) also gave invited participants information about
postpartum depression (PPD) and included a statement urging them to discuss this issue
with their health care provider. The subject information sheet also informed invited
participants that a risk to participating in the study was that they might become aware of
experiencing postpartum depressive symptoms. All invited participants were also given
two informational brochures about PPD that included resources available (see Appendix
D).

The subject information sheet also explained that results of individual screening
tools might be made available to the health care provider of each participant following

her completion of the screening instrument. The subject information sheet also contained
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information about how screening tools would be coded and interventions that had been
made, to protect the privacy of participants. Invited participants were also informed that
their participation would be considered voluntary, that there were no benefits to be
gained by participation in the study, and that it was in no way associated with their health

care providers or the ability to obtain health care services.

Instrumentation

Tool Selection. The Postpartum Depression Screening Scale (PDSS) was chosen

to collect data because it was developed from the “Teetering on the Edge” theory of
postpartum depression, which is also the framework used for this study. The PDSS was
also chosen due to ease of administration, conciseness of the tool, and ability to detect
postpartum depression as described by the diagnostic criteria of the Diagnostic and
Statistical Manual of Mental Disorders, Fourth Edition (DSM-1V). Copies of the
Postpartum Depression Screening Scale were purchased from the publisher for use in this

study.

Tool Description. The Postpartum Depression Screening Scale (PDSS). The

PDSS was developed based on the following definition of postpartum depression:
Postpartum depression is a mood disorder that can begin any time during the first
year after delivery. Loss of control of emotions, thought processes, and actions is
the basic problem of this experience. Symptoms may include a withdrawal of
positive emotions, inability to concentrate, insecurity, loneliness, anxiety,

difficulty sleeping and/or eating, guilt and/or shame, obsessive thinking,
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emotional roller coaster, and contemplating harming oneself (Beck & Gable,

2001, p. 243).

The PDSS is a Likert-type self-report instrument consisting of 35 statements about the
way a woman may feel following the birth of her baby. The results of a participant’s
responses to the items are added together to constitute the total score. This total score has
a possible range of 35 to 175 and is intended to assess the severity of a participant’s
symptoms. A participant’s screening score of 80-175 is considered a positive screen for
major postpartum depression. This positive screen is not considered diagnostic for major
postpartum depression as defined by the DSM-IV, but it indicates a high probability that
the participant does have the disorder.

The 35 PDSS items relate to one of seven symptoms found to be significant for
women with PPD. These can also be scored individually to determine severity of
symptoms and include the following, along with the cutoff scores for a positive screen for
each symptom:

1. Sleeping/Eating Disturbances, 14 or higher

2. Anxiety/Insecurity, 15 or higher

3. Emotional Lability, 15 or higher

4. Mental Confusion, 14 or higher

5. Loss of Self, 13 or higher

6. Guilt/Shame, 13 or higher

The seventh category of symptoms, Suicidal Thoughts, has a much lower cutoff

score due to the serious implications of positive responses in this category. Any score of
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5 or higher in the category of Suicidal Thoughts is considered elevated and should be
followed up with appropriate diagnostic interview and intervention to prevent danger to

the participant or others.

Tool Performance. The term sensitivity is used to address the ability of the tool to
identify true cases of postpartum depression. Specificity, on the other hand, refers to the
tool’s ability to exclude women who do not have postpartum depression. Changing the
cutoff score as to what constitutes a positive screen for postpartum depression will
change the sensitivity and specificity of the tool. The Postpartum Depression Screening
Scale, when using the cutoff score of 80 or greater, has been found to have a sensitivity
score of 94% and a specificity score of 98% in detecting major depression (Beck &
Gable, 2001, p. 242). These scores were significantly higher than either the Edinburgh
Postnatal Depression Scale (EPDS) or the Beck Depression Inventory-11 (BDI-11). When
compared with the EPDS and the BDI-II in a study that used all three tools, the PDSS
had the greatest sensitivity and specificity scores for determining the incidence of

postpartum depression (Beck & Gable, 2001).

Data Collection

Data was collected using the Postpartum Depression Screening Scale (PDSS) and
scoring booklets, which were purchased from Western Psychological Services. A copy of
the tool is included in Appendix G. The PDSS was administered to women at their four to
six week postpartum health visit. Demographic information on income age, education,

race/ethnicity, marital status, history of depression, number of pregnancies, number of
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biological children, vaginal/cesarean birth, and feeding method of infants was also
gathered as part of the PDSS (see Appendix F).

When participants who met the inclusion criteria arrived at the health care
provider’s office for their four to six week postpartum health visit, the receptionist gave
them a copy of the coded invitation to participate and the survey tool. Implied consent
was assumed for participants who returned the completed survey.

The coded invitation to participate was offered to invited participants for later
reference should they decide to withdraw their information from the study. Completed
surveys were then given to the investigator to score. The investigator was in a private
area of the office and at no time had contact with participants. Surveys were scored by
the investigator while the participants were still onsite during their health care visit.

A survey record sheet (see Appendix J) was given to office receptionists to track
the coded number of survey participants. These sheets were destroyed by the office staff
at the end of each research day and were used to communicate scores to participants’
physicians. If a survey response indicated the participant was positive for major
postpartum depression or a danger to self or others, results were given immediately to the
participant’s physician. If a survey score was not high enough to indicate major
postpartum depression but did reveal significant symptoms of postpartum depression, this

information was also given to the health care provider, along with information about
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which symptoms were especially problematic for the participant. All invited participants
were also given two informational brochures on PPD (see Appendix B).
Completed surveys were then tabulated and analyzed using the Epi Info software
from the Center for Disease Control and Prevention (CDC). Epi Info is used for
managing databases for public health surveillance and other tasks, as well as general

database and statistics applications.

Summary

The sample population used in this study consisted of 16 women who were
visiting their health care provider’s office for a postpartum visit. All participants spoke
and read English, were over 18 years of age and had delivered a live, full-term infant in
the four to six weeks prior to the beginning of the survey.

The study was designed to protect the human rights of participants. The subject
information sheet was given to all invited participants, as well as two brochures about
postpartum depression. Individual anonymity was assured through the method of data
collection and approval was obtained by both Montana State University-Bozeman
Human Subjects Committee and the Institutional Review Board (IRB) of the local data
collection site to complete this study. The researcher also obtained approval from the

health care providers whose patients were subjects of the research study.
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CHAPTER 4

RESULTS

Introduction

The purpose of this study was to survey the incidence of postpartum depression in
southeastern Montana. Sixteen women who were from four to six weeks post delivery of
a live healthy full-term infant were surveyed using the Postpartum Depression Screening
Scale (PDSS). A score of 60-79 indicated significant symptoms of postpartum
depression. A score of 80 or greater qualified as a positive screen for major postpartum

depression.

Description of Sample

The mean age of the sample was 31 (SD = 4.18) with the range of ages from 24-
39 years old. For the highest level of education received, one participant was a high
school graduate, seven had some college, and eight participants had four-year college
degrees. Fourteen of the participants were Caucasian, one participant was Asian and one
participant chose not to fill out the race portion of the demographic data. Fifteen of the
participants were married and one was single. Seven of the women had a previous history
of depression and nine did not. Five participants were primaparas and ten were
multiparas. Participants had between one and seven children. Thirteen participants gave

birth vaginally, and three gave birth by cesarean section delivery. All 16 participants
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gave birth to singletons. Six of the participants breastfed their infants, six formula fed,

and four participants used a combination of breastfeeding and formula feeding.

Scores

Of the 16 women surveyed, 8 had PDSS scores consistent with normal
adjustment. Five women surveyed had PDSS scores consistent with significant symptoms
of postpartum depression, and three women had PDSS scores that indicated a positive
screen for postpartum depression (see Table 4-1).

Table 4-1. PDSS Frequency of Survey
PDSS Score Stratified Freqguency Percent

Normal Adjustment (PDSS < or 59) 8  50.0%_
Positive Screen for major PPD (PDSS Total 80+) 3 18.8%
Significant Symptoms of PPD (PDSS Total = 60-79) 5 31.3%
Total 16 100.0%

Five of the 16 participants had screening scores that indicated positive scores for
significant symptoms of postpartum depression. The symptoms of postpartum depression
that these five participants screened for positively included anxiety, emotional lability,

mental confusion, guilt and loss of self.

Summary

Three participants’ screening scores indicated a positive screen for major
postpartum depression. An additional five participants had scores indicating that they
were experiencing significant symptoms of postpartum depression. The final eight
participants’ scores indicated normal adjustment. The small sample size makes

generalization of these scores to the population of southeastern Montana impossible;
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however, if they could be generalized, these results could have significant impact on the

perception of incidence of postpartum depression in this area.
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CHAPTER 5

RESEARCH FINDINGS, CONCLUSIONS, LIMITATIONS AND

RECOMMENDATIONS

Introduction

The first part of this chapter presents a discussion of the findings of this study.
Conclusions drawn from the findings are presented next, followed by a discussion of the
limitations of the study and suggestions for future research and practice. The chapter

concludes with a summary of the research presented in this paper.

Research Findings

This study was based on the substantive theory of postpartum depression,
“Teetering on the Edge,” developed by Beck in 1993. In developing this theory, Beck
maintained that women experiencing postpartum depression go through a series of stages,
which consist of encountering terror, dying of self, struggling to survive, and regaining
control. The stages are comprised of specific symptoms experienced and voiced by
women experiencing postpartum depressive illness.

The research tool used for this study was the Postpartum Depression Screening
Scale (PDSS), which was developed by Beck and Gable (2000), based on Beck’s
substantive theory of postpartum depression. This tool has been found to be highly

reliable (coefficient alpha of 0.97 for the PDSS Total Score and coefficients ranging from
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0.83 to 0.94 for the seven symptom content scales) and both highly sensitive and specific
for screening postpartum depressive illness (Beck & Gable, p. 35, 2002).
A convenience sample of 16 postpartum women was used. All participants in this
study were from 4 to 6 weeks postpartum, were over 18 years of age, were able to speak

and read English, and had delivered live, full-term infants.

PDSS Total Scores and Symptoms Content Scores

The first part of the data analysis consisted of calculating the participants’
Postpartum Depression Screening Scale (PDSS) scores for the PDSS Total and the
symptom content scores. This was done using the Scoring Worksheet (see Appendix H).
Scores from responses pertaining to seven dimensions of postpartum depressive
symptoms were totaled and these totals were then added together to make up the PDSS
Total Score. The PDSS Total Score has a possible range of 35-175. This range provided a
guide to the severity of participant’s postpartum depression symptoms.

The seven symptom dimensions assessed by the PDSS were sleeping/eating
disturbances, anxiety/insecurity, emotional lability, mental confusion, loss of self,
guilt/shame, and suicidal thoughts. Responses that pertained to these dimensions were
totaled. A range of responses to each dimension was provided to interpret the severity of

a specific postpartum depressive symptom experienced by a participant.
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Conclusions and Comparisons to the Review of Literature

Incidence

The purpose of this study was to survey the incidence of postpartum depression
(PPD) in southeastern Montana. There is evidence that many women do not report
symptoms of postpartum depression to their health care provider. The review of literature
suggested using a formal screening tool as a more effective approach to screening for
postpartum depression than using information gathered through history and physical by
the health care provider. Three of 16 (19%), participants’ PDSS response totals scored
within the range that indicated a positive screen for major postpartum depression. This
percentage was consistent with results from the review of literature for incidence of PPD
within the United States of 7%-26%.

The review of the literature also revealed variations among studies of the results
for incidence of PPD. While the Diagnostic and Statistical Manuel of Mental Disorders,
Fourth Edition (DSM-1V) defines postpartum depression as having onset within four
weeks of delivery, many researchers have observed a positive correlation between
depression and childbirth even with onset of depression as late as six to twelve months
after delivery (Beck, 1998; Gold, 2002; Spinelli, 1998). Most epidemiologic studies
reflect this broader definition of time of onset.

In order to obtain the most accurate incidence of postpartum depression,

participants should not be screened prior to completion of the second week following
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delivery. Evidence has also shown that PPD may occur any time from two months to one

year following childbirth (Andrews-Fike, 1999).

Risk Factors

The review of literature included several risk factors for postpartum depression
(PPD) that were included in the demographic information collected by the screening tool.
These risk factors included education, race/ethnic group, marital status, history of
depression, history of treatment for depression, number of pregnancies, and

vaginal/cesarean birth.

Education Level. Fifteen participants had completed some college. Only one

participant completed only high school. The Berenson, Breitkopf, and Wu (2003) study
found women who had only a high school education were 9% more likely to have
significant depressive symptoms than women with even some college. No other study in
the review of literature addressed education level as a risk factor. Berenson et al. also
found that women with a low income or who scored low on a self-esteem scale had an
increased incidence of PPD. These characteristics may also have a relationship to
education level. This retrospective study of 4726 low-income women from Texas found
30% to have symptoms of postpartum depression. They concluded that economically
challenged women have a 10% higher risk of postpartum depression than those who are
financially secure. A meta-analysis of postpartum depression studies (Beck, 2001) found
six studies that demonstrated low self-esteem as a significant predictor of PPD. This

study did not gather specific data about self-esteem.



46

Race/Ethnicity. Fourteen of 16 participants were Caucasian, one was Asian, and

one did not respond. The small sample size of this study makes it impossible to

generalize results and compare with other study results regarding race/ethnicity.

Marital Status. All participants in this study were married. Of the Berenson et al.
study participants who were either married or partnered, 17.8% were identified as having
moderate or severe postpartum depression, compared to 23.6% of the single, no-partner
women identified as having moderate or severe PPD. Marital status was statistically

significant (P = <.01).

History of Depression/Treatment for Depression. Leopold and Zostnick (2003)
reported a previous episode of depressive illness or a prior episode of PPD as
predisposing factors for a subsequent episode of PPD. The screening tool used for this
study did not include a question about previous episodes of PPD; however, the
demographic information gathered did include a question about a previous history of
depression (see Appendix F). Seven of the 16 participants in this study reported a
previous episode of depression affirmatively. It is of interest that another woman reported
a negative history of depression but had been treated for depression. Five of the seven
women with a history of depression (71%) had total scores that fell within the range of a
positive screen for major postpartum depression. These results would support findings in
the review of literature that indicate history of depression as a predictor of postpartum

depression (Beck, 2002; Cooper & Murray, 1997).
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Number of Pregnancies. The literature review noted that closely spaced

pregnancies may be predictive of postpartum depression. The time between pregnancies
was not determined in this study. Participants were asked how many times they had been
pregnant. Ten of the 16 women had been pregnant more than once. Of the 10 women who
had been pregnant more than once, 6 women’s survey responses (60%) either indicated a
positive screen for major postpartum depression or significant symptoms. This study
supports the seminal study of Kendal et al. (1987), which reported that 60.9% of mothers

with postpartum psychiatric diagnoses were multigravidas.

Vaginal/Cesarean Births. All three of the study participants who had a positive

screen for PPD gave birth vaginally. None of the participants who gave birth by Cesarean
section screened positively for PPD. In contrast, the Kendal et al. (1987) study reported a
significantly positive correlation between women who delivered infants by Cesarean

delivery and a postpartum psychiatric diagnosis.

Conclusions

Three of 16 women surveyed in this study had screening scores that were positive
for major postpartum depression. Another five of the women surveyed had positive
scores for significant symptoms of postpartum depression. These symptoms included
anxiety, emotional lability, mental confusion, guilt and loss of self. The participants of
this study were patients of a private obstetrical practice that limits care primarily to

women who



48
have health care insurance. All participants were married, and 15 of 16 had some level of
higher education.

At this time, few health care providers in southeastern Montana formally screen
women for postpartum depression. The literature review showed formal screening at the
appropriate time as much more accurate than history and physical alone (Bagedahl-
Strindlund & Borjesson, 1998; Cooper & Murray, 1997). One large health care facility in
the area is formally screening for postpartum depression but not utilizing their screening
tool at the optimal time for accurate diagnosis. The other large health care facility does
not have a formal screening program at this time but does give women information about
postpartum depression in written discharge instructions from the hospital.

A small nonrandom sample of 16 postpartum women is not representative of
postpartum women in southeastern Montana. Therefore, the results cannot be
generalized. Contemplating the population from which this sample was drawn gives one
pause for concern. Eight of 16 participants in this insured, partnered, educated,
financially stable, live-birth delivering, over age 18 population screened positive for
either postpartum depression or significant symptoms of postpartum depression. How
much higher would the incidence of PPD be in a population of uninsured, non-partnered,

low education level, lower income, under-18 year olds?

Limitations
A small random sample of 16 participants cannot be generalized to the
postpartum women of southeastern Montana. As previously discussed, the sample was

drawn from a relatively low-risk population and might have shown an incidence rate
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lower than a more diverse population. Women who are unable to access obstetrical
services due to finances or lack of insurance were not included in this study. Only one
non-Caucasian participant was included in this sample.

Another limitation is that using a quantitative tool misses the richness of
qualitative responses. As with any self-reported response survey, responses may not be
totally accurate. A further limitation of this study is its inability to track the pattern of
incidence of postpartum depression over time.

A third limitation of this study was human subjects restrictions that prevented the
researcher from having contact with participants for clarification purposes. The
Postpartum Depression Screening Scale was intended by its developers to be
administered by health care providers as they were providing health care to postpartum
women. The health care provider could obtain clarification from the participant whose
scores were equivocal. It is possible that participants whose survey responses indicated
significant symptoms of postpartum depression but whose scores were not high enough
to qualify as major postpartum depression may have had different results following a

diagnostic interview.

Recommendations

Research. Future research should include a replication of this study using a larger
sample size from a more diverse population base. Research should also be done to
compare and contrast rural and urban populations. The population of southeastern

Montana is a mixture of rural and urban residents. One wonders if isolation and distance
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to health care resources for rural women would change the incidence of postpartum
depression.

It would be interesting to determine whether or not a condition similar to PPD
occurs in women following adoption of a newborn. This research could test the potential
hormonal connection.

Health care providers should be surveyed to determine knowledge of the
symptoms, effects and interventions for PPD. Researchers may then know where
educational efforts would be best implemented to improve provider awareness of the

need for screening and treatment.

Clinical Practice. Health care providers need to screen for postpartum depression.

Studies in the review of literature indicated that using a screening tool is more effective
than asking if a woman is having symptoms during the history and physical (Bagedahl-
Strindlund & Borjesson, 1998; Cooper & Murray, 1997). Instead of asking about PPD
during the history and physical, health care providers could formally screen all
postpartum women for postpartum depression. Health care providers also need to be
made aware that many women will not bring up symptoms of depression. Using a
screening tool may facilitate discussion about PPD symptoms with new mothers.

Of the screening tools most frequently used in the United States, the Postpartum
Depression Screening Scale (PDSS) is the most sensitive and the most specific. The
PDSS gives health care providers information about the specific postpartum depression
symptoms a woman may be feeling following the birth of her baby (Beck & Gable,

2001). This study demonstrated that while some women may not screen positive for PPD,
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they may nonetheless be troubled by significant symptoms. These postpartum women
could benefit from targeted interventions.

Another important implication for health care providers is appropriate timing for
the screening process. Research has indicated that it is advantageous to screen for high-
risk conditions during pregnancy (Joseffson et al., 2001). Studies have shown a positive
correlation between severity of symptoms and duration of depression to the length of
delay in obtaining adequate treatment (Beck, 2001; Nonacs & Cohen, 1998). Other
research has shown that women whose depression remained unresolved for longer
periods had a significantly higher percentage of partners reporting dissatisfaction in the
marriage even two years after the initial study (Fishel, 2004). The Viinamaki et al. (1997)
study demonstrated that women with PPD symptoms 24 months following delivery also
were more likely to abuse alcohol, tobacco and drugs than women who did not
experience PPD.

Four to six weeks postpartum is an effective time to screen for the majority of
women. Three months after delivery is the time frame when new onset of symptoms will
reach the highest point (Andrews-Fike, 1999). Since new mothers in the United States
currently have their only postpartum health visit four to six weeks following delivery, a
health care provider might consider phoning new mothers to determine their

psychological status three months after delivery.
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Screening prior to discharge from the hospital after delivery is too early to be
effective. Screening too early may lead to a perception of a lower incidence than is true.
Falsely negative results for postpartum depression during this time frame may contribute
to a misunderstanding by health care providers of the widespread incidence of
postpartum depression. This could also contribute to a false sense of security on the part
of health care providers, resulting in missed diagnoses and intervention.

Health care providers need to apply individualized targeted interventions for each
patient. Some new mothers may benefit from pharmacological intervention. Whenever
medications are prescribed, the provider needs to inform the mother about the risk/benefit
ratio of medications. The decision to use pharmacological intervention takes on another
dimension if the mother is breastfeeding.

Partners of women could be involved in this discussion as well. Women who
develop symptoms of postpartum depression may receive earlier intervention if their
partners are educated to recognize signs of depression and the significance of those signs.
Partner involvement may also lessen feelings of neglect and withdrawal. All childbearing
families could be educated about symptoms, risk factors, preventative measures and
where to obtain assistance (Boyer, 1990). If families are educated, prophylactic measures
may be considered for women who are at highest risk. An educated family could also be
more likely to seek treatment for postpartum depression, if it were to occur. Women
could be more likely to seek help for themselves if they understood the potential

consequences of unresolved depression on themselves, their children and their partners.
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A multidisciplinary effort could achieve the best results for women at risk for
PPD. Primary care providers and professionals, including pediatricians, would need to
collaborate for optimum outcomes. While a woman’s obstetrical health care provider
might not see her at the peak time frame for developing symptoms, pediatricians could be
educated to add postpartum depression screening to well-child visits.

Tragic incidents such as those publicized by the media in the last few years
should make health care providers aware of the critical need to treat mothers with
postpartum depression promptly and effectively. Proper diagnosis and treatment may
prevent the desperation that drives women like Andrea Yates to end the lives of their
children. While postpartum psychosis is relatively rare, even the milder forms of
postpartum depression can have devastating, life-altering effects on mothers, their
partners and families. Health care providers could significantly impact the amount of

suffering women and families face through prompt screening, diagnosis and treatment.

Summary

The purpose of this study was to determine the incidence of postpartum
depression in southeastern Montana. Analysis of the data revealed that 3 of 16
participants had screening scale scores within the positive range for major postpartum
depression. Another five participants had scores consistent with being troubled by
significant symptoms of postpartum depression. All participants in the study had a
relatively low-risk profile for predisposing factors of postpartum depression.

Clinical implications of this study are that health care providers could improve
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rates of detection and treatment for women in southeastern Montana by using a formal
screening tool at the appropriate time for screening. A further clinical implication is that
by using a tool that identifies specific postpartum depression symptoms a woman may
experience, a health care provider could design specific interventions to improve the
outcome for that woman.

These results, if generalized to the larger population of southeastern Montana,
could indicate an incidence higher than the national rate of 7%-26%. Further research
with a larger sample size is needed to determine the true incidence of postpartum
depression in southeastern Montana.

Primary care providers and professionals, including pediatricians, could
collaborate for optimum outcomes and perhaps prevent tragedies such as have been
publicized in the last decade. A multidisciplinary effort could achieve the best outcome
for women in southeastern Montana who are at risk for PPD, for their families and for

their children
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Human Participant Protections Education for Research °

Completion Certificate

This is to certify that

Valerie Kent

has completed the Human Participants Protection Education for Research Teams
online course, sponsored by the National Institutes of Health (NIH), on 03/16/2003.

This course included the following:

key historical events and current issues that impact guidelines and legislation on
human participant protection in research.

ethical principles and guidelines that should assist in resolving the ethical issues
inherent in the conduct of research with human participants.

the use of key ethical principles and federal regulations to protect human
participants at varjous stages in the research process.

a description of guidelines for the protection of special populations in research.
a definition of informed consent and components necessary for a valid consent.
a description of the role of the IRB in the research process.

the roles, responsibilities, and interactions of federal agencies, institutions, and
researchers in conducting research with human participants.

National Institutes of Health
http://www.nih.gov

http://cme.cancer.gov/cgi-bin/cms/cts-cert5.pl 3/16/03
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INSTITUTIONAL REVIEW BOARD

For the Protection of Human Subjects

MONTANA 308 Leon Johnson Hall Chair: Mark Quinn

STATE UNIVERSITY P.O. Box 173080 o 406-994-5721
Montana State University mqguinn@@montana.edu
BOZEMAN Bozeman, MT 59717-3080 Administrator-
Telephone: 406-994-4411 Stephen Guggenheim
FAX: 406-994-4398 406-994-4411
MEMORANDUM E-mail: wwami@ montana.edu awmsg@montana.edy
TO: Valerie Kent )
o7 iy
FROM: Mark Quinn, Ph.D. PHatbC na O

Chair, Institutional Review Board for the Protection of Human Subjects
DATE: April 21, 2004

SUBJECT: A Survey of Postpartum Depression in Southeastern Montana [VK042104]

Thank you for submitting the revisions and clarifications requested by the Institutional Réview
Board. This proposal is now approved for a period of one-year.

Please keep track of the number of subjects who participate in the study and of any unexpected
or adverse consequences of the research. If there are any adverse consequences, please
report them to the committee as soon as possible. If there are serious adverse consequences,
please suspend the research until the situation has been reviewed by the Institutional Review
Board.

Any changes in the human subjects aspects of the research should be approved by the
committee before they are implemented.

It is the investigator’s responsibility to inform subjects about the risks and benefits of the
research. Although the subject’s signing of the consent form, documents this process, you, as
the investigator should be sure that the subject understands it. Please remember that subjects
should receive a copy of the consent form and that you should keep a signed copy for your
records. ‘

In one year, you will be sent a questionnaire asking for information about the progress of the
research. The information that you provide will be used to determine whether the committee
will give continuing approval for ancther year. If the research is still in progress in 3 years, a
complete new application will be required.
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\ INSTITUTIONAL REVIEW BOARD OF BILLINGS /

X

7

SERVING

Billings Interhospital Oncology Project Montana Cancer Consortium Other Independent Investigators
Deaconess Billings Clinic Montana Health Research Institute St. Vincent Fealthcare

Healthsouth Surgery Center of Billings Northern Rockies Cancer Center Yellowstone Neurosurgical Associates, PC.
ITematology Oncology Centers of North America, PC. Orthopedic Associates, P.C.

April 13, 2004

Valeric Kent RN BSN, P.I.
304 Mountain View
Laurel MT 59044

Dear Ms. Kent,

Expedited review and approval is issued by me today, April 13, regarding revised referral instructions on
the following survey study:

ST. VINCENT HEALTHCARE / MONTANA STATE UNIVERSITY - BOZEMAN SCHOOL OF NURSING
04.11 (MSU-Bozeman/SVH) A Survey of Postpartum Depression in Southeast Montana

A referral pathway for Sites #1 and #2 was corrected to instruct that a researcher who finds a completed
survey to indicate major postpartum depression should notify the appropriate healthcare provider and/or
staff as soon as possible.

(The IRB of Billings assumes that the healthcare providers and/or staff will act on any such information
in a manner appropriate to the situation.)

A copy of the approved revised page is attached.

Sincerely,

James A. Patten, Chairman

Institutional Review Board of Billings

Attachment: Replacement page for “Referral Pathway Sites #1 and #27

The Institutiomal Review Board OF Bllings is in complance with the regulations of the Food and 1rug Administraron
eFfecte: July 27, 1981, and all amendiments fherefo, confained in Tide 21 of the Code of Federal Regulations, Parts 50 and 56,

« (406) 2458528+ [Fax (406) 2455904 e )
¢ 1020 North 27th Street, Suite 120 » Billings, Montana 59101-0760 e
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APPROVED

A Survey of Postpartum Depression in Southeastern Montana APR 1 3 2004

IRB of Billings

8. Survey Record Sheets will be destroyed by office staff at the end of each
research day.

REFERRAL PATHWAY
SITES #1 and #2

If a survey response indicates participant is positive for major postpartum
depression (PDSS Total > 80), then:

Researcher notifies appropriate healthcare provider and/or staff as soon as possible.

(For example, notification may go to OBGYN or family practice doctor or staff))
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304 Mountain View
Laurel, MT 59044
(406)628-4757

Email: vknkds@aol.com

March 1, 2004

In regards to: A Survey of Postpartum Depression in Southeastern Montana

Dr. Douglas T Ezell
2520 17th West
Billings, MT 59102

Dear Dr. Ezell,

Enclosed, please find information regarding my graduate research project entitled “A
Survey of Postpartum Depression in Southeastern Montana.” If you and your partners
approve, 1’d like to begin data collection sometime later this month, after the project gets
final approval from both the Billings IRB and the university’s Human Subjects
Committee.

I am enclosing the consent form for participants, the research procedure that was
developed for OB/GYN Associates, and a copy of the referral pathway in case a
participant’s survey responses indicate major postpartum depression or suicidal ideation.
I am also enclosing a copy of the research tool and the brochures that would be made
available to all invited participants in the survey.

I would be happy to meet with you to offer more information or answer questions at any
time.

Respectfully yours,
Valerie Kent, RN, BSN



72

APPENDIX D

SUBJECT INFORMATION SHEET



73

SUBJECT INFORMATION SHEET
FOR
PARTICIPATION IN HUMAN RESEARCH AT
MONTANA STATE UNIVERSITY-BOZEMAN

Project title: A Survey of Postpartum Depression in Southeastern Montana
Dear Study Participant,

You are being invited to participate in a study of postpartum depression because
you gave birth to a baby four to six weeks ago. This study is being conducted by Valerie
Kent, RN, BSN, a student in the Family Nurse Practitioner program at Montana State
University-Bozeman. The results of the study may help researchers to obtain a better
picture of postpartum depression in your community.

If you agree to participate, you will be asked to respond to a list of 35 statements
describing ways you might be feeling after the birth of your baby. The survey will take
about ten minutes to complete. Returning the survey will be considered consent to
participate.

I would encourage you to ask questions of the researcher at any time during your
participation in the study. After completing the survey, please return it to the person who
gave it to you. Your survey will be scored while you are in the office today. The results
will be given to your healthcare provider.

The only risk involved in participation in this study is that you may become aware
of emotions of sadness. If you do become aware of these feelings, please discuss them
with your healthcare provider as soon as possible. Please feel free to keep the two
informational brochures attached to this consent, even if you decide not to participate in
the study. You are free to decline to participate in the study and your healthcare provider
is not connected to the study. The study is not being funded by any outside source and
there will be no cost to you to participate.

Your participation in this study may be of benefit to you by giving your
healthcare provider information about your feelings at this time.

The researcher will treat your identity with professional standards of
confidentiality. The information obtained in this study may be published in medical
journals, but your identity will not be revealed. Surveys will be coded by number. You
will be given a copy of the code number of your survey. Should you decide at a later time
that you do not wish to participate, you may call (406) 628-4757, or you may write to the
researcher below and request that your survey be withdrawn.

Valerie Kent, RN, BSN
304 Mountain View, Laurel, MT 59044

Additional questions about the rights of human subjects can be answered by the
Chairman of the Human Subjects Committee, Mark Quinn, (406) 994-5721
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GIVEN TO INVITED PARTICIPANTS
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APPENDIX F
POSTPARTUM DEPRESSION SCREENING SCALE

DEMOGRAPHIC INFORMATION SHEET
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Please complete the following information:

Name (or ID number);

Age: years

W-380A

What is the highest education you have earned?
] Less than high school graduate
] High school graduate
] some college
[7] Four-year college degree or more

What is your race/ethnic group?

7] white

[ Black or African American

] Asian
3 American Indian or Alaskan Native
[ Hispanic or Latino [C] Native Hawaiian or other Pacific Islander

Other (please specify)

What is your marital status?

] single ] Divorced

(] Mmarried ] Separated

[] Partnered 7] widow

Other (please specify)
Do you have a previous history of depression? [:| Yes El No
Have you ever been treated for depression

(psychotherapy or medication)? [ Yes [JNe
How many times have you been pregnant?
How many biolegical children do you have?
For your most recent birth:

What type of delivery did you have? [] vaginat [ Cesarean

What was the date of your baby’s birth?

How are you feeding your baby?
(] Bottle feeding

[] Breast-feeding

[] Combination

| witiert

- Cheryl T

~and:Robert K. Gabile,:

AUTOSCORE"“ o

FORM

tano Beck, D.N.8c,
LD

Publishad by

WESTERN PSYCHOLOGICAL SERVICES °

WDS

12031 Wilshire Boulevard
Los Anqe‘as CA 80025 1251

" Copyrght.® 2002 by WESTERN PSYCHO

: ~Not 10 be reproduced in whole orin part without - -
of Westerm

Vit

AI! ngm msar’md

3 Pnntedlnusﬂ

123456789

LosicAL SERvices -
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APPENDIX G

POSTPARTUM DEPRESSION SCREENING SCALE
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Below is a list of statements describing how a mother may be feeling after the birth of her baby. Please indicate how much you agree

or disagree with each statement. In completing the questionnaire, please circle the answer that best describes how you have felt over

the past 2 weeks. Read each item carefully. Then circle the number that best fits your answer. Please give only one response for each
statement, using the following scale:

2 3 4 5
Strongly Disagree Neither Agree Agree Strongly
Disagree nor Disagree Agree
éf & 5 If you vyish to change your response, completely ma_rk through your first response with an “X.”
& vég v§’ Then circle the response that best fits your new choice.
S L, &
FHELES
F & TEE 4 uring the p :
1. 2., 3. 4. S 1. 1had trouble sleeping even when my baby was asleep.
1. 2. 3. 4...... S, 2. | gotanxious over even the littiest things that concerned my baby.
1. 2., 3. 4..... [ earaanaca0n 3. [felt like my emotions were on a roller coaster.
1. 2. 3. 4...... S 4. | felt like | was losing my mind.
| . 2...... 3. 4. Biriiiins 5. | was afraid that | would never be my normal self again.
1. 2. 3. 4. 5 RS pr—— 6. |felt like | was not the mother { wanted to be.
T 2...... . 4...... (D 7. I have thought that death seemed like the only way out of this living nightmare.
Stop here if you were asked to complete only the Short Form.
3. 4. 5. 8. |lost my appetite.
3. 4. S 9. ifelt really overwhelmed.
3. 4. 5 I was scared that | would never be happy again.
3. 4...... 5 | could not concentrate on anything.
3. 4. 5 | felt as though | had become a stranger to myself.
3. 4. 5 | felt like so many mothers were better than me.
3. 4. 5 | started thinking that | would be better off dead.
3. 4. 5 | woke up on my own in the middle of the night and had trouble getting back to sleep.
3. 4. 5 1 felt like | was jumping out of my skin.
3. 4. 5 1 cried a lot for no real reason.
3. 4. 5 | thought | was going crazy.
3. £ Jocoaao 5 I did not know wha | was anymore.
3. 4. 5 I felt guilty because | could not feel as much love for my baby as | should.
3. 4. 5 | wanted to hurt myself.
3. 4. 5 | tossed and turned for a leng time at night trying to fall asleep.
3o 4. 5 | felt all alone.
3. 4. 5. 24. | have been very irritable.
3. 4. S 25. | had a difficult time making even a simple decision.
3. 4. |- T 26. | felt like | was not normal.
3. 4. Blocoaonnoooag 27. Ifeltlike | had to hide what | was thinking or feeling toward the baby.
3. 4. B 28. Ifeit that my baby would be better off without me.
3. 4. 5o 29. lknew | should eat but ! could not.
3. 4. B 30. |felt like | had to keep moving or pacing.
3. 4. L TN 31. | felt full of anger ready to explode.
3. 4. L TP 32. | had difficulty focusing on a task.
3. 4. 5o 33. 1did not feel real.
BB, 34. Ifeltlike a failure as a mother.
3. 4. (O [ 35. 1just wanted to leave this world.
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APPENDIX H
POSTPARTUM DEPRESSION SCREENING SCALE

SCORING SHEET
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SCORING WORKSHEET

ANX ELB MNT LOS GLT Sul

SLP

ANX ELB MNT L0S GLT Sul PDSS Total

SLP
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APPENDIX |
POSTPARTUM DEPRESSION SCREENING SCALE

SCORING INTERPRETATION SHEET
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PDSS —
: Client name (or ID number): WESTERN PSYCHOLOGICAL SERVICES
SUMMARY SHEET 12031 Wilshire Boulevard
5 LOS Angeles, CA 90025-1251
Cheryl Tatano Beck, D.N.Sc., Today's date: o= Publishers and Distributors =
and Robert K. Gable, Ed.D.

If ING'> 4, this woman may have had difficulty reading'or understanding the PDSS; or may have had

problems paying attention to the questionnaire from-start to finish. Please see. chapteri ‘fihg‘?l?s‘éi

manual for more detans on haw to interpret the PDSS when.INC:2 4 . ‘ :
not scored for PDSS Short

PDSS Total
‘ INTERPRETIVE RANGES FOR |
= PDSS TOTAL AND SHORT TOTAL T
Positive Screening for Major Postpartum Depression
(PDSS Total = 80)

This woman should be referred as soon as possible to a mental health professional for
further evaluation and treatment. If there is indication of danger to self (e.g., elevation on
the PDSS Suicidal Thoughts content scale) or danger to others, the woman shouid be
referred immediately for a psychiatric evaluation.

Significant Symptoms of Postpartum Depression
(PDSS Total = 60-79; PDSS Short Total > 14)
This woman may need to be referred for a mental heaith evaluation, depending on other
factors (see chapter 3 of the manual for more details on how to make this decision). If no
referral is made, this woman needs to be educated about postpartum depression and to be
provided with guideiines ahout what to do if her symptoms worsen, If Short Total > 14,
the full-length PDSS should be administered.

Normal Adjustment
(PDSS Total < 59; PDSS Short Total < 13)
This woman does not need to be referred for mental health evaluation at this time.
She may nevertheless benefit from education about postpartum depression.

SYMPTOM CONTENT PROFILE
for PDSS Short, skip to SUI interpretive suggestions

Sleeping/Eating Disturbances
1£:SLP = 14, this-womanis reporting significant disturbance in hernormal appetnte andior sleepmg habits.
SLP £ 13 indicates little or-no disturbance in-appetite-and/or slesp:

Anxiety/Insecurity
If ANX = 15, this woman is endorsing a high level of anxiety symptoms, which may include psychomator
agitation and feeling overwhelmed and/or isolated. ANX < 14 indicates little or no problem with anxiety.

Emotional Lability.
If ELB 2.15, this. womap: is reporting that her emotions are unstable, and she may ba trrital}ie amm
Vsub]ect to fraquent crying spells, ELB < 14 indicates little or no problem with, emo’uonal mslahil!ty

Mental Confusion
If MNT = 14, this woman is endorsing problems with mental confusion, as well as difficulties controlling
I her thought processes and sustaining attention on tasks. MNT < 13 indicates little or no confusion or
disturbance in attention.

B 0S Score ... .Loss of Self

If LOS 213, this woman is reporting changes in aspects of her personal |dent|ty That s, she ;Jercelvas

herself as strange or abnormal, in companson to the way she was.prior to giving birth, LOSS 32
indicates little or no change in the woman’s perception of herself. . T

Guilt/Shame
If GLT > 13, this woman is endorsing significant feefings of guilt and/or shame for not measuring up
to her own standards of “good mothering.” GLT < 12 indicates that the woman has little or no guilt or
shame regarding her performance as a mother.

Suicidal Thoughts

ﬂ If SUI = 6 (or if ltem 7 on PDSS Short is rated 2 or higher); this woman may be emenammgtho !

of harming herself: The-clinician should interview the woman regarding her level-of suicidality.
Whenever this questioning yields confirmation of suicidal thoughts, *lhe wamaﬁ must he
evaluated immediately by a mental health professional.

Be sure to consult chapter 3 of the PDSS manual for complete information about how to lnterpret this questmnnalre
W-GB0A Copyright © 2002 by WESTERN PSYCHOLOGICAL SFRVICES. Nof to be reproduced in whoie of in part without written permission. All rights reserved. Printed in U.S.A, 123456789
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APPENDIXJ
SURVEY RECORD SHEET

FOR DATA COLLECTION SITE
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SURVEY RECORD SHEET

CODE NUMBER: MD: PARTICIPANT NAME:

10.

11.

12.

OFFICE RECORDS ONLY. THIS SHEET TO BE DESTROYED AT THE END OF
EACH BUSINESS DAY.






