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Abstract  

Postpartum depression is a common mood disorder following childbirth. Depression occurring at this crucial 
stage in a child’s life is known to have far reaching and potentially damaging consequences for the mother, the 
baby and her family. Whilst a number of risk factors have been identified in the literature as contributing to the 
development of postpartum depression, including a past psychiatric history and lack of social support, some of 
these are not easily modifiable through psychological interventions.  The aim of this longitudinal study was to 
examine the contribution of specific psychological factors, including maternal beliefs about motherhood and 
perfectionism and perceived social support, in the development of postpartum depression. 

Seventy-three pregnant women consented to take part and returned questionnaires during the third 
trimester of their pregnancy. Of those women, 61 also completed  questionnaires  4-6 weeks following the birth 
of their baby.  

Significant associations were identified for postpartum depression and the psychological variables of 
perfectionistic beliefs and social support, whereas many demographic factors were not significantly implicated in 
the development of depression.  

Using a multiple hierarchical regression analysis, the study examined whether maternal beliefs about 
motherhood and beliefs about perfectionism predicted more of the variance in postpartum depression scores 
than other demographic variables, including a past history of emotional difficulties. As predicted, beliefs about 
motherhood and perceptions of poor social support from friends and family were significant predictors of 
postpartum depression, when the influence of antenatal depression scores were accounted for. A past history of 
emotional difficulties was also retained in the final model, whereas beliefs about perfectionism were not.    

These findings have implications for clinical services, highlighting the need for refined assessments of 
expectant mothers’ beliefs about motherhood and their perceptions of their social support during pregnancy and 
the need for more refined psychological interventions that address these beliefs. 
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Introduction 

 Postpartum depression is a common mental 

health problem, but as a result of differences in method 

and population between studies estimates of prevalence 

and incidence vary1. While a meta-analysis (which in-

cluded only studies using rigorous assessment methods) 

suggested a period prevalence of 21.9% over the first 

year postpartum.2 Davé et al.3  linked childbirth and de-

pression diagnoses and antidepressant prescriptions in 

medical records for couples (N > 72, 000) and found an 

incidence of depression or antidepressant prescription in 

the first year postpartum of 13.93% for women. Accord-

ing to the National Institute for Clinical Excellence,4 de-

pression and anxiety affect 15-20% of women in the 

first year after childbirth.   

Unlike the maternity or 'baby blues', a transitory 

condition experienced in the days immediately following 

birth which remits in a few days 5,postpartum depres-

sion can be a seriously debilitating condition for both 

mother and baby.6 Postpartum depression typically oc-

curs within four weeks following childbirth and although 

the duration of symptoms varies7,many mothers contin-

ue to report significant symptoms for up to 12 months 

postpartum.8   

Postpartum depression is unique from major 

depression in terms of the context in which it occurs9 

and because its negative consequences affect a much 

wider system than the mother alone. Depression in a 

recent mother has been linked to increased conflict and 

reduced affection in the marital relationship10, 11 and an 

increase in depression in fathers.12 Mothers with post-

partum depression tend to be less sensitive to their in-

fants’ needs, more negative and punitive in parenting 

style and more apathetic and rejecting during interac-

tions.13, 14 Consequently, infants of depressed mothers 

are significantly less likely to develop a secure attach-

ment15.  Attachment difficulties are widely implicated in 

impairments in children's emotional, behavioural and 

cognitive development16.  

The severity and range of psychological seque-

lae of postpartum depression has precipitated a large 

body of literature investigating the factors which cause a 

woman to be at risk of depression following childbirth. 

Several review papers 5, 17-20 suggest that educational 

attainment, parity and length of relationship with part-

ner are not significant risk factors, while age is implicat-

ed insofar as teenage mothers are more at risk. Howev-

er, factors which have been found to be significantly 

associated with postpartum depression encompass all 

domains of biological, social and psychological factors. 

One of the most consistent predictors of perinatal de-

pression is a past personal or family history of major 

depressive episodes.5,20,21 It is most likely that postpar-

tum depression develops and is maintained through a 

combination of these factors18, some of which are diffi-

cult to modify through interventions. 

As cognitive processes can be modified through 

psychological interventions4, research into the cognitive 

features of postpartum depression and role of cognitions 

in its development has increased in perinatal popula-

tions. Several qualitative studies have provided valuable 

insight into the thoughts and beliefs held by mothers 

with postpartum depression. Worries about maternal 

competence and conflict of roles have been consistently 

found to be present in depressed mothers22. In a meta-

synthesis, the incongruence between women's expecta-

tions of and beliefs about motherhood and the reality 

and a pervasive sense of loss were the main presenting 

themes23. Considering the role of perfectionism in post-

partum depression, Cutrona and Troutman24 identified a 

sense of maternal competence as a key mediating fac-

tor. Hall and Wittkowski25 identified a number of cogni-

tive themes in non-depressed mothers, including perfec-

tionism, unrealistic expectations of motherhood, height-

ened responsibility, concerns over the safety of the ba-

by, negative judgements by others and negative ap-

praisals of their current situation.  It is possible that 

negative thoughts are common in all mothers, but that 
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the severity of the expectations or beliefs, or the dis-

crepancy between expectations and reality, are more 

pronounced in mothers with postpartum depression.  

The role of dysfunctional attitudes during preg-

nancy has been investigated in studies using the Dys-

functional Attitudes Scale26 (DAS),but these have failed 

to find a significant role for negative thoughts in the pre-

diction of postpartum depression.27, 28, 29 As the DAS 

does not contain items relating to pregnancy and moth-

erhood, it may not be specific enough to identify the 

cognitions which are implicated in postpartum depres-

sion. Using the Maternal Attitudes Questionnaire30 

(MAQ), Church, Brechman-Toussaint and Hind31 found 

that maternal specific cognitions mediated the relation-

ship between having a difficult baby and postpartum 

depressive symptomatology. However, their study was 

not longitudinal and investigated cognitions specific to 

the postpartum period only (which reflects the items on 

the MAQ). Furthermore, Sockol32 highlighted the poor 

internal reliability of the MAQ in expectant mothers.  

  In their cross-sectional studies, Sockol 

and colleagues33 provided some evidence of the role of 

maternal attitudes in predicting symptoms of depression 

and anxiety among pregnant and postpartum first-time 

mothers and the incremental predictive validity of mater-

nal attitudes over general dysfunctional attitudes 

(measured by the DAS), marital satisfaction and social 

support, whilst finding no contribution of maternal age, 

perinatal stage (pregnancy vs postpartum), marital sta-

tus and ethnicity to depression33.  

Given the paucity of longitudinal studies, the 

aim of the current study was to investigate the contribu-

tion of specific antenatal psychological risk factors to 

postpartum depression.  It was hypothesised that post-

partum depression would be significantly correlated a) 

with antenatal beliefs about motherhood, b) with perfec-

tionism, and c) with perceived levels of social support 

during pregnancy. We also predicted that postpartum 

depression would be predicted by maternal beliefs about 

motherhood and beliefs about perfectionism, when the 

influence of antenatal depression was controlled for. 

Methodology 

Design 

The study adopted a prospective, repeated measures 

design. Participants completed questionnaires and pro-

vided demographic information during the third trimester 

of pregnancy (Time 1) and at 4-6 weeks following child-

birth (Time 2). 

Participants 

 Women in their third trimester of pregnancy 

were eligible to take part in the study, regardless of age 

or parity. They were recruited through antenatal classes 

in a large National Health Service Hospital in Manches-

ter, United Kingdom.  As all questionnaires were pre-

sented in English, participants who indicated that their 

understanding of English was insufficient were excluded. 

Measures 

 Postpartum Depression. Two measures were 

used to assess postpartum depression. The 10-item Ed-

inburgh Postnatal Depression Scale34 (EPDS) is a screen-

ing tool, rated on a 4-point scale.  Although a score of 

12 indicates depression, a cut-off score of 10 has been 

used in community samples to prevent false negatives.35 

The EPDS has a Cronbach's alpha reliability of .87 (.85 

for this sample), specificity of 78% and sensitivity of 

86%34 and good face validity36. This is a widely used 

measure which has been validated for use during preg-

nancy.37, 38 Some EPDS scores are presented to allow for 

comparison with other studies. 

  The Beck Depression Inventory II39 (BDI

-II) is a revision of the original BDI40 designed to corre-

late more with DSM-IV criteria for depressive disorders.  

It is a 21-item-measure using a 4-point rating scale (0-

3). Scores can be categories into minimal depression (0-

13), mild depression (14-19), moderate depression (20-

28) and severe depression (29-63).  
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The BDI-II has good internal consistency 

(alpha .92 for outpatients) and good test-retest reliabil-

ity (.93; .82 for this sample). The BDI-II has been used 

with postpartum populations and has good concurrent 

validity with measures of postpartum depression41. The 

BDI-II provides a depression severity score and its total 

score was therefore used as the main indicator of de-

pression.  

 Maternal-specific cognitions. The Pregnancy Re-

lated Beliefs Questionnaire42 (PRBQ) was developed to 

identify the underlying beliefs of pregnant women, which 

may be associated with the development of postpartum 

depression.  It was piloted on 42 women between 6 to 

40 weeks gestation.  It has 54 items rated on a 7-point 

scale from 'totally agree' to 'totally disagree'. Scores 

range from 128 to 245; a mean score of 191.1 

(SD=29.6) was reported by Moorhead and colleagues42. 

High scores denote unrealistic expectations. The PRBQ 

has good internal reliability (.85; .93 for this sample).  

Examples of items included are 'motherhood is an in-

stinctive and natural state for a woman' and 'if my baby 

is unhappy I will feel that it is my fault'. The PRBQ was 

chosen because this scale comprehensively assesses 

maternal beliefs about pregnancy and motherhood. 

 Perfectionistic attitudes. The Multidimensional 

Perfectionism Scale43 (MPS) consists of 35 items, scored 

on a 5-point scale from 'strongly disagree' to 'strongly 

agree'. It has six subscales: concern over mistakes; per-

sonal standards; parental expectations; parental criti-

cism, doubts about actions and organisation. A total per-

fectionism score can also be obtained by totalling all re-

sponses except those in the organisation subscale.  

Therefore total scores range from 29 to 145.  The MPS 

has good internal reliability (.91; .96 for this sample).  It 

has previously been used with postpartum populations 

and moderate associations have been found between 

the concern over mistakes subscale and doubts about 

actions subscale and the EPDS (.34 and .31 respective-

ly).44 

Perceived social support. Developed with the aim of 

providing a meaningful measure of women's perception 

of their social support, the 6-item Maternity Social Sup-

port Scale45 (MSSS) was used. This scale is rated on a 5-

point likert rating scale (always, most of the time, some 

of the time, rarely, never).  The MSSS has good reliabil-

ity with Cronbach's alpha scores of .69 (.80 for this sam-

ple) in the antenatal period and .78 (.77) postpartum. 

 Demographic information including age, parity, 

current or previous psychiatric disorder, marital and em-

ployment status and their emotional response to being 

pregnant were also collected.   

Procedure 

 Ethical approval was granted by relevant com-

mittees. Participants were approached in the antenatal 

clinic waiting room of a local Manchester hospital and 

given an information sheet outlining the study. Once 

they provided written consent, they were given the ini-

tial questionnaire pack (demographic information sheet, 

EPDS, BDI-II, MSSS, PRBQ and MPS), which they could 

choose to complete in the clinic or return in a stamped, 

addressed envelope.  Participants also provided infor-

mation on their estimated date of delivery and a contact 

health professional (e.g., GP, health visitor or midwife), 

who was contacted following the due date to ensure 

that it would be appropriate for the mother to continue 

with the study.  The Time 2 packs were sent out to the 

women 4-6 weeks following the birth of their baby.    

Data Analysis 

 Data were analysed using SPSS for Windows.  

Sample characteristics were examined using descriptive 

statistics. Missing data were minimal but excluded. One-

sample Kolmogorov-Smirnov tests indicated that the use 

of parametric tests was permitted for most variables. As 

log transformations were unsuccessful for two MPS sub-

scales and the MSSS at Time 2, equivalent non-

parametric tests were used. Univariate and multivariate 

analyses, including hierarchical multiple regression anal-
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ysis, were used to test hypotheses. For this purpose, 

some variables (e.g., marital status) were recoded as 

dichotomous variables. Pearson correlation coefficients 

were used to examine bivariate comparisons. In order to 

reduce the risk of Type 1 error, a stricter p-value of .01 

was adopted as the criterion for statistical significance, 

because of the number of multiple comparisons.  

Results 

Sample size and characteristics 

One hundred and sixty-four women were approached to 

take part in the study, of those 130 agreed and were 

given questionnaires. Seventy-three returned Time 1 

questionnaires and of those women, 61 also completed 

Time 2 questionnaires. At the end of the study period, 

two women had not yet had their babies and the re-

maining 10 women were lost to the study. This pro-

duced an overall response rate of 46.92% and a reten-

tion rate of 83.56%. 

The mean age of the sample was 28.11 years 

(the youngest participant was 17 and the oldest was 41) 

(see Table 1). Twenty-six women were married, 28 were 

in a long-term relationship and 7 women were single.  

Thirty-three women were employed full time, 17 part-

time and 11 were unemployed.  All of the women who 

responded had some qualifications, 14 had GCSE's or 

equivalent and the remaining 37 had gone on to further 

and higher education with 5 women being educated to 

doctoral level. Overall, women in the sample were rea-

sonably satisfied with their current financial situation 

(see Table 1). Thirty-seven of the women were primipar-

ious, 14 had 1 child and 10 participants had two or more 

children already.  

Whilst their feelings about pregnancy were fairly posi-

tive, participants varied in respect of whether pregnancy 

was expected or planned. In terms of their mental well-

being, 14.8% of participants reported having a current 

emotional difficulty; 4.9% indicated experiencing anxiety 

and 9.8% experienced depression. Forty-three % report-

ed past emotional difficulties: 11.5% reported prior ex-

perience of anxiety, 24.6% reported past depression and 

6.6% experienced anxiety comorbid with depression in 

the past.    

Assessment of cognitive and clinical factors in 

postpartum depression 

Table 2 presents an overview of mean scores for ante-

natal and postnatal depression, perfectionism beliefs, 

perceived social support, maternal beliefs about mother-

hood. Paired samples t-tests indicated significant differ-

ences between antenatal and postnatal scores for EPDS 

(t=-4.72, df=60, p<0.001) and BDI-II (t=-8.32, df=60, 

p<0.001). Although participants endorsed significantly 

more items on both depression measures after child-

birth, their mean scores were not indicative of severe 

depression. For example, using the EPDS cut-off score of 

10 for community samples, 14.5% participants screened 

positive for antenatal depression and 17.2% for postpar-

tum depression. When the stricter cut-off of 12 was 

used, only 7.2% women appeared to be antenatally de-

pressed and 6.9% postnatally. Using the suggested cat-

egories for BDI-II scores, 95.1% presented with minimal 

symptoms and 4.9% with mild antenatal depression. 

After childbirth 77.0% presented with minimum depres-

sion, 21.3% with mild and 1.6% with moderate symp-

toms.  

No significant differences were observed for par-

ticipants’ perceptions of their social support, their beliefs 

about motherhood and their perfectionistic beliefs. 

These variables remained relatively stable from late 

pregnancy until after childbirth (see Table 2). 

The relationships between maternal variables and 

postpartum depression 

 The relationships between antenatal maternal 

beliefs about motherhood, beliefs about perfectionism, 

perceived social support, labour experience and postpar-

tum depression were examined by carrying out Pearson 

correlation coefficients (Table 3). No significant associa-
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Maternal age in years Mean=28.11 Range=17-41 

Marital status Married=26 Single= 7 

  In long-term relationship=28   

  Total= 54   

Number of children Primiparous= 37 1 child already= 14 

    2+ children= 10 

    Total=24 

Education GCSEs= 14 Higher education=27  

    Doctorate=5 

    Total=32 

Employment Full-time=33 Unemployed=11 

  Part-time=17   

Financial satisfaction (scale of 1-10, with 
1=unsatisfactory and 10=satisfactory) 

Mean=6.64 (SD=1.28) Median=7, Range=3-10 

Feelings about finding out about pregnancy 
(scale of 1-10, with 1=most unhappy and 

10=very happy) 
Mean=5.43 (SD=4.21) Median=5, Range=1-10 

Current emotional difficulties (self-report)  
Any emotional difficulty= 14.8% 

(9/61) 
Breakdown by condition: 

    Anxiety = 4.9% (3/61) 

    Depression = 9.8% (6/61) 

Past emotional difficulties (self-report) 
Any emotional difficulty= 43% 

(26/61) 
Breakdown by condition: 

    Anxiety= 11.5% (7/61) 

    Depression= 24.6% (15/61) 

    
Comorbid anxiety and depres-

sion= 6.6% (4/61) 

Table 1: Demographic characteristics of participants (n=61) 
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            Time 1                             Time 2           

Variable   
Possible 
range   

Range of 
scores   

Mean (SD)   Median   
Range of 
scores   

Time 2- Mean 
(SD) 

Time 2- 
Median 

Paired samples t-test/ 
Wilcoxon Signed 

Ranks Test   

EPDS 
(n=61) 

0-30 0-13 3.69 (3.74) 2 0-13 5.51 (3.52) 5 
t=-4.72, df=60, 

p<0.001 

BDI-II 
(n=61) 

0-63 0-18 5.56 (4.69)  5 21-Feb 9.98 (4.46)  10 
t=-8.32, df=60, 

p<0.001 

PRBQ 
(n=60) 

54-324 142-307 211.72 (34.43) 212 163-271 212.80 (27.91) 206.5 
t=-0.43, df=59, 

p=0.67 

MPS total 
score 

(n=60) 
29-145 41-123 75.92 (22.1) 80 36-119 75.75 (20.98) 78 t=0.17, df=59, p=0.87 

Concern 
over Mis-

takes 
(n=60) 

9-45 9-38 22.37 (7.93) 23.5 9-34 21.85 (7.33) 23 
z= -1.54, df=59, 

p=0.12 

Personal 
Standards 

(n=60) 
7-35 11-34 20.80 (5.27) 21 10-31 20.67 (4.81) 21 t=0.37, df=59, p=0.71 

Parent Ex-
pectations  

(n=60) 
5-25 5-22 13.88 (4.48) 13 6-23 13.63 (4.45) 14 t=1.16, df=59, p=0.25 

Parent Criti-
cism (n=60) 

4-20 4-20 9.35 (4.03) 9 4-20 9.43 (3.64) 10 
t=-0.39, df=59, 

p=0.70 

Doubting of 
Actions 
(n=60) 

4-20 4-15 9.52 (3.15) 10 5-34 10.20 (4.44) 11 
z=-1.55, df=59, 

p=0.12 

Organisation 
(n=60) 

6-30 12-30 20.07 (4.61) 23 11-30 19.75 (4.44) 19 t=0.93, df=59, p=0.36 

MSSS 
(n=56) 

0-30 17-30 25.21 (3.70) 26 10-30 25.50 (3.35) 26 
z=-1.42, df=55, 

p=0.15 

Table 2: Overview of mean and median scores (and standard deviations) for psychological and labour experience 
variables for the total sampl 
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tions were found between antenatal maternal beliefs 

about motherhood and antenatal depression as well as 

postpartum depression (as measured by either EPDS or 

BDI-II at Time 2). However, postpartum depressive 

symptoms as measured by the BDI-II were positively 

correlated with overall antenatal perfectionistic beliefs (r 

= 0.339, p<0.01 for total MPS score) and with its sub-

scale of concerns over mistakes (r=0.338, p<0.01). With 

the exception of perfectionistic beliefs about organisa-

tion, associations were also noted between postpartum 

depression and personal standards (r=0.323, p<0.05), 

parental expectations (r=0.268, p<0.05), parental criti-

cism (r=0.256, p<0.05) and doubts about actions 

(r=0.291, p<0,05), albeit at a lesser significance level. 

Weaker correlations were also noted for postpartum de-

pression as measured by the EPDS at Time 2 and ante-

natal personal standards (r=0.267, p<0.05) and doubts 

about actions (r=0.259, p<0.05).  

A highly significant negative association was 

noted between perceived antenatal social support 

(MSSS) and postpartum depression (r=-0.417 for BDI-II 

and r=0.610 for EPDS, p<0.01). These findings suggest 

that participants with elevated postpartum depression 

scores endorsed more beliefs about needing to be per-

fect and perceived their partner or family as less sup-

portive during pregnancy.  

 Postpartum depression scores were not associ-

ated with age, marital status or whether the pregnancy 

was expected or planned in this sample. However, post-

partum depression scores were associated with partici-

pants feeling less happy about their pregnancy (on the 

BDI-II- r = -.27, p<.05, on the EPDS -.33, p<.01). Par-

ticipants with elevated postnatal depression scores were 

also more likely to have had a past history of emotional 

difficulties (t(59) = -2.78, p<.01) but this was only the 

case for the BDI-II.  

Prediction of postpartum depression  

 Linear regression analyses revealed that post-

partum depression (using BDI-II) was not predicted by 

maternal age, marital status, educational status, em-

ployment status, financial status, number of children or 

whether the pregnancy was planned but feelings about 

the pregnancy and a history of emotional difficulties 

were predictive (as dichotomous variable). Of the psy-

chological variables PRBQ scores did not predict postpar-

tum depression, but perceptions of social support did so. 

Although all MPS subscales, except for organisation, pre-

dicted postpartum depression, only the MPS total scores 

were used in the hierarchical regression analysis be-

cause the sample size would only allow for a limited of 

variables to be entered.  

Using the enter method at step one to control 

for the influence of antenatal depression (as measured 

by BDI-II at Time 1), a multiple hierarchical regression 

analysis was undertaken to explore the contribution of 

maternal beliefs (PRBQ), perfectionistic beliefs (MPS) 

and perceived social support (MSSS), to postpartum de-

pression (BDI-II at Time 2). All other variables were en-

tered using stepwise and these included participants’ 

happiness about the pregnancy and their past history of 

emotional difficulties.  

 As anticipated, at stage 1 antenatal depression 

contributed significantly to the regression model, F 

(1,53)=20.93, p<0.001, and accounted for 27% of the 

variance (see Table 4). The introduction of PRBQ ex-

plained an additional 15% of variation and this change 

in R2 was significant, F (2,52)=20.71, p<0.001. The ad-

dition of MSSS explained a further 11%, F (3,51)=21.01, 

p<0.001. Finally, the addition of past history of emotion-

al difficulties to the regression model explained an addi-

tional 4% and this change in R2 was also significant, F 

(4,50)=18.38, p<0.001). Perfectionism and feelings 

about the pregnancy (i.e., happiness) were not retained 

in the model. The final model accounted for 57% of the 

variance in postpartum depression scores. 
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Discussion  

 The current study found that postpartum de-

pression scores were significantly associated with per-

fectionism and perceived social support. Contrary to our 

hypothesis, postpartum depression scores were not sig-

nificantly associated with antenatal beliefs about moth-

erhood despite this sample’s mean scores being higher 

than that of 191.1 reported by Moorhead and col-

leagues42. Thus, women who endorsed more symptoms 

on a depression self-report measure indicated to have 

had more beliefs about perfectionism and poorer social 

support from family and friends. We also noted an asso-

ciated between how these women felt on first finding 

out about their pregnancy and subsequent postpartum 

depression scores. No associations were found for post-

partum depression and maternal age, number of chil-

dren or other socio-demographic factors.  

 Although antenatal beliefs about motherhood 

were not significantly associated with postpartum de-

pression, this variable was included in the multiple hier-

archical regression analysis, because variables may in-

teract to cause an effect. When the influence of antena-

tal depression was accounted for, beliefs about mother-

hood were retained in the final model as the most im-

portant contributory predictive factor followed by per-

ceived social support. These findings add additional 

weight to those reported by Sockol and colleagues33, 46 

who used different self-report measures to assess ma-

ternal attitudes towards motherhood and social support 

in perinatal samples from the US. They highlighted that 

maternal attitudes or beliefs predicted depression over 

and above other dysfunctional beliefs. Perceived lack of 

social support has been demonstrated to be predictive of 

postpartum depression in our study as well as previous 

research.47 Consistent with previous research20, 45, 48, we 

also found a link between a history of emotional difficul-

ties and postpartum depression, but this variable made 

the least contribution to our final regression model.  In-

terestingly, beliefs about perfectionism were associated 

with postpartum depression but these were not retained 

in our model, nor were how the mothers felt about their 

pregnancy. 

 Although this study makes a significant contribu-

tion to the identification of modifiable risk factors in the 

development of postpartum depression, some limitations 

have to be acknowledged. The sample size was rather 

small, but the overall retention rate for this longitudinal 

study was excellent. We sought to overcome the recog-

nised problem of a lack of socio-demographic diversity in 

health care research49, 50 through recruitment from a 

large inner city maternity hospital serving a socially di-

verse perinatal population; however, the participants 

were generally well adjusted in terms of their back-

grounds. As participants completed self-report question-

naires which they posted back, it was not possible to 

obtain a formal diagnosis of antenatal or postpartum 

depression. For this reason we opted to use the BDI-II 

as our main outcome measure instead of a screening 

measures for postpartum depression (e.g., EPDS but we 

decided to include EPDS scores to allow for comparison 

with other studies). Another strength is the fact that we 

used a stringent p-value for comparisons.  

  The findings of this study have several 

implications for health care providers and clinicians. Alt-

hough NICE guidelines4 recommend assessments for the 

identification of women at risk of developing perinatal 

distress, health care professionals should focus on ask-

ing expectant mothers about their beliefs about mother-

hood and their perceived social support in addition to 

questions about past emotional difficulties. Furthermore, 

it would be advisable to explore women’s tendencies to 

endorse perfectionistic beliefs and how happy they felt 

about first finding out about their pregnancy. Our find-

ings suggest that whether the pregnancy was expected 

or not does not affect the likelihood of a woman going 

on to develop postpartum depression, but if the woman 

was not happy about becoming pregnant (planned or 

otherwise), she might be at greater risk of depression 
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postpartum. Health care providers could offer more ap-

pointments to these women at risk and if necessary, fast 

track them to additional psychiatric or psychological sup-

port. Sockol and colleagues33, 46 highlighted that many 

risk factors for postpartum depression are not necessari-

ly easily modifiable (such as a past psychiatric history), 

whereas maternal beliefs and attitudes are. The fact that 

women’s beliefs about motherhood predict postpartum 

depression allows for the development of new psycho-

logical interventions or the refinement of existing ones, 

including cognitive behavioural therapy with its focus on 

challenging beliefs and cognitive biases4. Clinicians 

should clearly explore and address women’s feelings 

about their pregnancy in the context of their beliefs 

about motherhood. However, the assessment of mater-

nal beliefs and/or attitudes about motherhood require 

further investigation so that better self-report measures 

can be developed. Future studies are also required to 

explore the psychometric properties of the PRBQ further. 

With 54 items the PRBQ is unnecessarily lengthy and not 

suitable as a screening measure in its current format; 

however, this study highlights the need to assess beliefs 

about motherhood in perinatal populations. Whilst the 

PRBQ was the most suitable measure at the time this 

study was initiated, the Attitudes Towards Motherhood 

Scale30 (AToM), with its focus on the evaluative aspect 

of maternal attitudes including expectations and experi-

ences, appears to be another promising tool with good 

psychometric properties.33, 46 More longitudinal studies 

exploring the predictive validity of specific maternal cog-

nitions and beliefs about motherhood in larger, more 

socially diverse samples of perinatal women are also 

warranted.  

  In conclusion, this longitudinal study 

offers valuable insights into the role that maternal be-

liefs about motherhood, perfectionism and perceived 

social support play in relation to postpartum depression. 

Acknowledgements 

The authors would like to express their thanks to all the 

women who volunteered to take part in this study.  

References 

1. O’Hara MW, & McCabe JE. Postpartum depression: 

Current status and future directions. Annu Rev Clin 

Psychol 2013;9:379-407. 

2. Gavin NI, Gaynes, BN, Lohr, KN, Meltzer-Brody S, 

Gartlehner G, Swinson T. Perinatal depression: A 

systematic review of prevalence and incidence. Ob-

stets & Gynecol 2005;106:1071-1083.  

3. Davé S, Petersen I, Sherr L, Nazareth I. Incidence of 

maternal and paternal depression in Primary Care. 

Arch Pediatr Adolesc Med 2010;164:1038-1044.  

4. National Institute for Clinical Excellence Antenatal 

and postnatal mental health: clinical management 

and service guidance. London, National Institute for 

Clinical Excellence. 2014. 

5. Robertson E, Grace S, Wallington T, Stewart DE. 

Antenatal risk factors for postpartum depression: a 

synthesis of recent literature. Gen Hosp Psychiatry 

2004;26:289-295. 

6. Murray L, Cooper P. Postpartum Depression and 

Child Development. New York, The Guilford Press, 

1997. 

7. Hendrick V, Altshulter L, Strouse T, Grosser S. Post-

partum and nonpostpartum depression: Differences 

in presentation and response to pharmacologic 

treatment. Depress Anxiety 2000;11:66-72. 

8. Goodman JH. Postpartum depression beyond the 

early postpartum period. J Obstet Gynecol Neonatal 

Nurs 2004;33:410-420. 

9. Beck CT, Driscoll JW. Postpartum Mood and Anxiety 

Disorders: A Clinician’s Guide. London, Jones and 

Bartlett, 2006. 

10. Boath EH, Pryce AJ, Cox JL. Postnatal depression: 

The impact on the family. J Reprod Infant Psychol 

1998;16:199-203. 

http://www.openaccesspub.org/
http://openaccesspub.org/
http://openaccesspub.org/journals/index.php?jid=60
http://dx.doi.org/10.14302/issn.2381-862X.jwrh-15-848


 

 

Freely Available  Online 

www.openaccesspub.org  |  JWRH    CC-license    DOI : 10.14302/issn.2381-862X.jwrh-15-848            Vol-1 Issue 4 Pg. no.-  21  

11. Brockington I. Motherhood and mental health. New 

York, Oxford University Press 1996. 

12. Matthey S, Barnett B, Ungerer J, Walters B. Paternal 

and maternal depressed mood during the transition 

to parenthood. J Affect Disord 2000;60:75-85. 

13. Murray L, Fiori-Cowley A, Hooper R, Cooper P. The 

Impact of Postnatal depression and associated ad-

versity on early mother-infant interactions and later 

infant outcome. J Child Psychol Psychiatry 

1996;67:2512-2526. 

14. Teti DM, Gelfand DM. Maternal cognitions as media-

tors of child outcomes in the context of postpartum 

depression.  In L. Murray & P. J. Cooper (Eds.) Post-

partum depression and child development (pp. 136-

164). New York, Guilford Press, 1997. 

15. Martins C, Gaffan, EA. Effects of early maternal de-

pression on patterns of infant-mother attachment: A 

meta-analytic investigation. J Child Psychol Psychia-

try 2000;41:737-746. 

16. Murray L, Sinclair D, Cooper P, Ducournau P, Turner 

P, Stein A. The Socioemotional development of 5-

year-old children of postnatal depressed mothers. J 

Child Psychol Psychiatry 1999;40:1259-1271. 

17. Beck CT. A Meta-Analysis of Predictors of Postpar-

tum Depression. Nurs Res 1996;45: 297-303. 

18. Boyce, P. Personality dysfunction, marital problems 

and postnatal depression. In J. Cox & J. Holden 

(Eds.) Perinatal Psychiatry: Uses and misuses of the 

Edinburgh Postnatal Depression Scale (pp. 82-102). 

London, Gaskell, 1994. 

19. O’Hara MW. The nature of postpartum depressive 

disorders. In L. Murray & P. J. Cooper (Eds.) Post-

partum depression and child development. New 

York, The Guilford Press, 1997.  

20. O'Hara MW, Swain AM. Rates and risk of postpartum 

depression - a meta-analysis. Int Rev Psychiatry 

1996;8:37-54. 

21. Beck CT. Predictors of postpartum depression: an 

update. Nurs Res 2001;50:275-285. 

22. Ritter C, Hoboll SE, Lavin J, Cameron RP, Hulsizer 

MR. Stress, psychosocial resources and depressive 

symptomatology during pregnancy in low income, 

inner-city women. Health Psychol 2000;19:576-585. 

23. Beck CT. Postpartum depression: A metasynthesis. 

Qual Health Res 2002;12:453-472. 

24. Cutrona CE, Troutman B. Social support, infant tem-

perament and parenting self-efficacy: A mediational 

model of postpartum depression.  Child Dev 

1986;58:1507-1518. 

25. Hall PL, Wittkowski A. An exploration of negative 

thoughts as a normal phenomenon after childbirth. J 

Midwifery Womens Health 2006; 51:321-330. 

26. Weissman A, Beck A. Development and validation of 

the Dysfunctional Attitudes Scale. Paper presented 

at the meeting of the Association for Advancement 

of Behavior Therapy, Chicago, 1978). 

27. Gotlib IH, Whiffen VE, Wallace PM, Mount JH. Pro-

spective investigation of postpartum depression: 

Factors involved in onset and recovery. J Abnorm 

Psychol 1991;100:122-132. 

28. Grazioli R. Terry DJ. The role of cognitive vulnerabil-

ity and stress in the prediction of postpartum de-

pressive symptomatology. Br J Clin Psychol 

2000;39:329-347. 

29. O'Hara MW, Rehm LP, Campbell SB. Predicting de-

pressive symptomatology: Cognitive-behavioural 

models and postpartum depression. J Abnorm Psy-

chol 1982;91:457-461. 

30. Warner R, Appleby L, Whitton A, Faragher B. Atti-

tudes towards motherhood in postnatal depression: 

Development of the maternal attitudes question-

naire. J Psychosom Res 1997;43:351-358. 

31. Church NF, Brechman-Toussaint ML, Hine DW. Do 

http://www.openaccesspub.org/
http://openaccesspub.org/
http://openaccesspub.org/journals/index.php?jid=60
http://dx.doi.org/10.14302/issn.2381-862X.jwrh-15-848


 

 

Freely Available  Online 

www.openaccesspub.org  |  JWRH    CC-license    DOI : 10.14302/issn.2381-862X.jwrh-15-848            Vol-1 Issue 4 Pg. no.-  22  

dysfunctional cognitions mediate the relationship 

between risk factors and postnatal depression symp-

tomatology? J Affect Disord 2005;87:65-72.   

32. Sockol LE. Predicting depressive symptoms during 

pregnancy: integrating cognitive, coping and social 

perspectives. Master’s thesis, University of Pennsyl-

vania, Philadelphia, 2008. 

33. Sockol LE, Epperson CN, Barber JP. The relationship 

between maternal attitudes and symptoms of de-

pression and anxiety among pregnant and postpar-

tum first-time mothers. Arch Womens Ment Health 

2014;17:199-212. 

34. Cox JL, Holden JM, Sagovksy R. Detection of postna-

tal depression. Development of the 10-item Edin-

burgh Postnatal Depression Scale. Br J Psychiatry 

1987;150:782-786. 

35. Guedeney N, Fermanian J, Guelfi J, Kumar RC. The 

EPDS and the detection of major depressive disor-

ders in early postpartum; Some concerns about false 

negatives. J Affect Disord 2000;61:107-112. 

36. Edge D. What do Black Caribbean Women Think 

about screening with the EPDS? In, S. Elliott & C. 

Henshaw (Eds.). Screening for Perinatal Depression. 

London, Jessica Kingley Publishers, 2005.  

37. Cox JL, Chapman G, Murray D, Jones P. Validation of 

the Edinburgh Postnatal Depression Scale (EPDS) in 

non-postnatal women. J Affect Disord 1996;39:185-

189. 

38. Murray D, Cox J. Screening for depression during 

pregnancy with the Edinburgh Postnatal Depression 

Scale. J Reprod Infant Psychol 1990;8:99-107.  

39. Beck AT, Steer RA, Brown GK. BDI-II manual. San 

Antonio, The Psychological Corporation, 1996. 

40. Beck AT, Ward CH, Mendelson M, Mock J, Erbaugh 

J. An inventory for measuring depression. Arch Gen 

Psychiatry 1961;4:561-571. 

41. Boyd RC, Le HN, Somberg R. Review of screening 

instruments for postpartum depression. Arch Wom-

ens Mental Health 2005;8:141-153. 

42. Moorhead SRJ, Owens J, Scott J. Development and 

piloting of the pregnancy related beliefs question-

naire (PRBQ). Behav Cogn Psychother 2003;31;207-

213. 

43. Frost RO, Marten P, Lahart C, Rosenblate R. The 

dimensions of perfectionism. Cognit Ther Res 

1990;14:449-468. 

44. Mazzeo SE, Slof-Op’t Landt MCT, Jones I, Mitchell K, 

Kendler KS, Neale MC, Aggen SH, Bulik CM. Associa-

tions among Postpartum Depression, Eating Disor-

ders, and Perfectionism in a Population-Based Sam-

ple of Adult Women. Int J Eat Disord 2006;39:202-

211 

45. Webster J, Linnane JWJ, Dibley LM, Hinson JK, 

Starrenburg SE, Roberts JA. Measuring social sup-

port in pregnancy: Can it be simple and meaningful? 

Birth 2000;27:97-101. 

46. Sockol LE, Battle CL. Maternal attitudes, depression 

and anxiety in pregnant and postpartum multiparous 

women. Arch Womens Mental Health 2015;18:585-

593. 

47. Brugha TS, Sharp HM, Cooper SA, Weisender C, Brit-

to D, Shinkwin R, Sherrif T, Kirwan PH. The Leices-

ter 500 Project: Social Support and the development 

of postnatal depressive symptoms, a prospective 

cohort survey. Psychol Med 1998;28:63-79. 

48. Johnstone SJ, Boyce PM, Hickey AR, Morris-Yates 

AD, Harris MG. Obstetric risk factors for postnatal 

depression in urban and rural community samples. 

Aust NZ J Psychiatry 2001;35:69-74. 

49. Woodall A, Morgan C, Sloan C, Howard L. Barriers to 

participation in mental health research: are there 

specific gender, ethnicity, and age related barriers? 

BMC Psychiatry 2010;10:103 

http://www.openaccesspub.org/
http://openaccesspub.org/
http://openaccesspub.org/journals/index.php?jid=60
http://dx.doi.org/10.14302/issn.2381-862X.jwrh-15-848


 

 

Freely Available  Online 

www.openaccesspub.org  |  JWRH    CC-license    DOI : 10.14302/issn.2381-862X.jwrh-15-848            Vol-1 Issue 4 Pg. no.-  23  

50. Rosenthal R, Rosnow RL. Essentials of behavioural 

research: Methods and Data Analysis. New York, 

McGraw Hill University, 1991.fa 

http://www.openaccesspub.org/
http://openaccesspub.org/
http://openaccesspub.org/journals/index.php?jid=60
http://dx.doi.org/10.14302/issn.2381-862X.jwrh-15-848

