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ABSTRACT 

Postpartal adaptation and vulnerability to depression 

was assessed in a sample of eighty women during the third and 

eighth weeks after childbirth. 

A questionnaire (IPA) was developed to assess post

partal adaptation in five areas: activities of daily living, 

labor-delivery events, mother-infant interactions, social 

sup~rrts, and construal of self and future. Other question

naires included a psychological screening inventory (PSI), 

two depression measurements (Beck's Inventory and Pitt's 

Questionnaire), and a maternal assessment scale (MAS). Data 

were processed through the Statistical Package for Social 

5ciences, developed by Nie and Associates, Version 7 

procedure, Northwestern University, Vogelback Computing 

Center, to obtain correlation analyses. Results suggested 

several areas of postpartal adaptation to be correlated with 

depression reactions after childbirth: moods, sleep, eating 

schedule, energy level, negative emotions toward infant, and 

items assessing social supports and self-construal. 
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CHAPTER 1 

INTRODUCTION 

The period following childbirth, known as the puer

perium or postpartal phase, is regarded as a time of 

tremendous adaptation for the women to restore her physio

logical and emotional well-being. The maternal reproductive 

system is involved in a healing and restorative process 

that demands metabolic and psychic energies. The child

bearing woman is viewed as vulnerable to stress and crises 

during this postpartal period because her energy reserves 

can be rapidly depleted by such varied fectors as length of 

labor, effects of medication, fatigue, fears associated with 

events in the pregnancy, labor and/or birth (Caplan, 1959)· 

The increased physiological stresses in the postpa~tal period 

probably originate from disturbances created by the termina

tion of placental functioning and the concomitant metabolic 

and endocrine changes that leave the woman in an unstable 

state until her hormonal equilibrium is restored (Kane, 1968). 

There has always been an appreciation for the mandatory 

physiological adaptations occurring after childbirth, with 

increased attention to the alterations in the woman's body 

at the cellular level of functioning. However, only recently 

has the literature given attention to the affective changes 

1 
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which ~ay accompany the woman's recovery from childbirth 

(Gordon, Kapostins, and Gordqn, 1965; Kane, 1968). Kane 

(1968) was the first to identify specifically the affective

cognitive changes that can occur in the postpartal period. 

Such changes included increased tension, irritability, 

fatigue, somatic disturbances such as altered respiration, 

self-depreciative thinking, diminished mental acuity, and 

labile mood. Although his descriptions are largely theoreti

cal constructs that have not been tested, the disturbances 

described parallel the bro3d, non-specific changes in mood 

and cognitive styles seen in various forms of psychopathology 

(Cameron, 1963). 

One of the most common manifestations of psychopath

ology during the period following childbirth is depression. 

As an entity by itself, postpartal depression occurs in 

approximately 3% of selected samples of childbearing women 

(Pitt, 1968; Tod, 1972). Postpartal depression has not, 

for many years, been recognized as a legitimate problem, 

possibly because the focus after childbirth has been on 

restoration of the woman's physiological well-being. However, 

currently there is increased appreciation that a woman's 

adaptation to the multiple events occurring after childbirth 

can be important indicators of both her healthy mental ~tatus 

oi.d her vulnerabili ty to the phenomenon known as depression. 
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Purpose of the Study 

This study seeks to answer the question ~f whether 

there are selected aspects of a woman's postpartal adaptation 

that are suggestive of her vulnerability to postpartal 

depression. The purpose of this study is three-fold; to 

develop a questionnaire to assess selected aspects of post

partal adaptation in women, to establish beginning indices 

of standardization for the newly-constructed questionnaire, 

and to identify areas of postpartal adaptation that are 

suggestive of a woman's vulnerability to depressive symptoma

tology. 

Literature Review 

The adaptations required after childbirth involve 

dynamic interactions between a woman's physiological 

functioning (accommodation of reproductive, circulatory, 

renal, metabolic, musculo-skeletal systems to bio-·chemical

structural changes) and her mental health status (accommoda

tion to the tensions and anxieties associated with changes 

relative to perceptions of body image, self-concept, 

parenting roles, and altered marital-familial interpersonal 

relationships). The imposition of the cognitive-affective 

disturbances as described by Kane (1968) and cited earlier, 

in addition to coping with the upheaval of mandatory physio

logical imbalances, may precipitate the disruption of the 

woman's optimal functioning and may lead to defensive, 



neurotic styles of behavioral reactions. Postpartal women 

are most likely to manifest a reactive and/or latent nature 

in their neurotic styles of symptomatology (Kaij and 

Nilsson, 1972). Reactive neurotic behavior is most common, 

usually caused by difficulties in the woman's present situa

tion coming from such factors as inadequate socio-economic 

resources, impact of unplanned pregnancies, or lack of 

significant others. 5tressors arise from the woman's social

environment circumstances which disrupt optimal coping 

behavior. 

4 

The latent form of neurotic behavioral styles is based 

largely on internal conflicts from issues such as motherhood, 

sexual themes and changes. There is usually an underlying 

build-up of ambivalent feelings which previously had been 

dealt with by repression or denial but rapidly surface as the 

woman is bombarded with physiological imbalance once child

birth is completed. Anxiety and ambivalence mask psychopath

ological functioning (Cameron, 1963) and the relevance of these 

two affective states in the childbearing experience has been 

well documented (Benedek, 1970; Bibring, 1959; Caplan, 1959; 

Clark and Affonso, 1979)· 

The neurotic behavioral symptoms associated with child

birth have been described by Kaij and Nilsson (1972) as the 

following: reactive depression; neurasthenic reactions such as 

emotional lability, aggressiveness, irritability, fatigue, 
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sleeplessness; anxiety states, with fear of abandonment being 

common; obsession, phobias, hysteria, (a woman's initial 

anxieties can convert into chronic manifestations of which 

fear of insanity in combination with fear of infanticide is 

common); sexual difficulties manifested by decreased libido, 
. 

difficulties in achieving orgasm which are usually transient 

unless compounded by stressors such as marital discord. Kaij 

and Nilsson indicated that the single most predictive indica-

tor of neuroses associated with childbearing is the existence 

of neurotic behavior prior to conception. Thus, there is 

increased probability that a woman who has a history of 

neurotic-coping styles may report continuation of such sympto-

matology with the progression of pregnancy. Frequently, such 

symptoms peak during the postpartal period which typically 

get labeled as "postpartal depression" and, if unresolved, can 

lead to postpartum psychoses. 

The most common psychopathological process to occur 

in the postpartum period is depression (Hamilton, 1960; 

Jacobson, Kaij, and Nilsson, 1965; Pugh, Jeath, Schmidt, and 

Reed, 1963). Depressive conditions account for fifty to sixty 

percent of the disturbances manifested in the puerperium 

(Bardon, 1971). Numerous studies have demonstrated that 

depressive symptomatology can complicate postpartal adapta-

tion in some women. Tod (1972) investigated the development 

of postpartal depression in a sample of 700 pregnant women 
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and found a frequency of 2.9%, or twenty depressed women. He 

proposed that the following psychological mechanisms were 

involved in the production of such depression: inadequate 

personality in all twenty cases, abnormal psychiatric history 

in 55% of the cases; abnormal marital history in 55%; abnormal 

obstetric history in 60%; anemia due either to folic acid 

deficiency or ante/postpartum hemorrhage in 40%; previous 

abnormal medical disorders in 20%; experience of previous 

stillbirth or congenital anomaly in 25%. Tod noted that 

diagnosis was difficult with some of the depressed women 

because symptoms were hidden through false personality pro

jections of extreme well-being. He found no significant 

differences in terms of age, social class, place of delivery, 

or problems during pregnancy between these women and those 

who did not develop postpartal depression. 

A group of investigators in Greece studied depressive 

symptoms in 58 postpartal women, utilizing the Beck Depression 

Inventory (Liakos, Panayotakopoulous, Lyketsos, and Kaskarelis 

1971). The findings supported the hypothesis that "poP~rdrtal 

blues", described as a mild sub-clinical depressive syndrume, 

were related to selected environmental variables (namely the 

absence of maternal-supportive people and lack of desire for 

the newly-born infant). Pitt (1968) designed a questionnaire 

to measure anxiety and depression associated with childbirth 

and administered it in the seventh month of pregnancy and 
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again six to eight weeks after delivery. In a random sample 

of 305 women, he found 33 women (lO.8%)who developed 

puerperal depression, exhibiting symptoms of neurotic depres

sive reactions whic:h he terms "atypical" and which manifested 

after returning home from the hospital. Pitt described the 

symptoms as: prevailing despondence and tearfulness; feelings 

of inadequacy and inability to cope (especially with the 

baby); hypochondriasis and fears for the baby's health; 

tension and irritability; undue fatigue; diminished appetite; 

difficulty in going to sleep; decline in sexual interest. 

Cone (1971) studied 193 women and found 84 (44%) to 

be depressed at some time during the early puerperium. She 

also found that the method of infant feeding influenced the 

pattern of depression distribution and the woman's self

ratings of mood. Breast-feeding women, whether in the home 

or hospital, became depressed only between the fourth and 

fifth postpartal days, while bottle-feeding women were more 

affected between the third and eighth days. Another finding 

was that women affected by postpartal depression i~creased 

their body weight by greater amounts than nondepressed women; 

the average difference in mean puerperal weights was fburteen 

pounds between depressed and nondepressed women. Cone 

emphasized that such preliminary findings were worthy of 

further investigation with more scientific methods of psycho

logical assessment than she employed. She also advocated the 
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exploration of the normal variation in mood during the puer

peral period in both healthy and depressed female samples. 

Also, she found no significant relationship between the 

incidence of depression and such variables as maternal age, 

parity, or type of delivery, which supported the findings of 

Tod (1972). Another study investigated the presence of 

anxiety and depression during pregnancy and postpartum, 

utilizing the Taylor Manifest Anxiety Scale and Pitt's 

Depression Scale as measurements (Morcos and Funke-Ferber, 

1979). The main finding was that complications in pregnancy, 

labor, and delivery produced anxiety and depression in the 

postpartum period rather than the reverse. 

There is also evidence that depressive symptomatology 

can be "masked" in the postpartal period, making diagnosis 

and treatment difficult for the selected women with such 

manifestations (Hamilton, 1966; Kaij and Nilsson, 1972; 

Tod, 1971). Lesse and Aronson (1974) described a syndr.ome 

they termed as "the postpartum masked depression", character

ized by insidious symptoms that, on the surface, appear 

unrelated to childbirth. Subtle symptoms described were: 

unexplained irritability, unprovoked hostility in inter

personal relationships, deleterious changes in marital 

relationships, change in sexual behavior, initiation of 

extramarital affairs by women previously monogamous, and 

change in relationship with children (parents previously 
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close and affectionate may become withdrawn or behave as if 

detaching from the new baby). The authors proposed that such 

reactions may appear at any time after the birth and may some

times last for years. Another study (Derbolowsky, Benkert, 

Ott, Leakmann, Weissenbacher, and Zerssen, 1979) sought to 

explore whether "postpartum blues" were a depressive syndrome 

or a "hypersensitive emotional state." Although there was no 

evidence of a depressive syndrome occurring between the 

second and sixth postpartal days, in a sample of 78 women, 

depressive symptomatology manifested at the time of release 

from the hospital, frequently in the home setting. The 

authors described an increased emotionel lability resembling 

a "hypersensitive emotional state" as being a common manifes

tation between the second and sixth postpartal days, and 

changes in mood occurring between the seventh and tenth days 

after delivery (usually in response to external, environ

mental influences) making the woman vulnerable to depression. 

There are studies that have explored the factors that 

can interfere with emotional adjustment in the postpartal 

period, without specific measurement for postpartal depres

sion. Gordon, et ale (1965) studied two groups of postpartal 

women; 306 who did not attend any type of childbirth classes 

and 129 who did. They found that postpartum emotional 

upsets were associated with maternal role conflicts (inade

quate preparation for the mothering tasks) and personality 
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insecurity factors (events associated with past losses, hurts, 

failures, personal inexperience and in~ecurity; factors not 

necessarily related to the maternal role). The researchers 

emphasized the importance of education to help reduce con

flicts and, thereby, enhance postpartal emotional and social 

adjustment. Kaij and Nilsson (1972) further reinforced the 

importance of recognizing signs of emotional distress in the 

postpartal period because the clinical picture of postpartal 

emotional turmoil is seldom clear-cut. They suggest sensiti

vity to neurasthenic reactions that become more severe, 

indicating postpartal emotional distress and vulnerability to 

depression: extreme fatigue, sleeplessness, emotional 

lability, irritability, aggressiveness. They concluded 

further that postpartum depression is largely reactive to 

environmental difficulties and prognosis is determined by the 

nature of such difficulties and their resolutior. 

Although most of the theories regarding the causes 

of postpartum depression focus on medical or psychological 

factors, a sociologist conducted a five-year study of 55 

primiparas and speculated that postpartum depression ~~as 

caused by society. Oakley (1980) attributed the depression 

after childbirth to several social factors: unreal~stic 

myths about motherhood; insensitive medical care; a social 

system that offers little support for the mother in adapting 

to her new role and care of her children. Oakley further 



11 

proposed that the ambivalent feelings common after child-

birth reflect a problem not of individuals but of the social 

structure. Thus, Oakley's study introduces a social perspec-

tive for understanding the depression in women following 

childbirth. 

Further support for a social perspective on post-

partal depression is advocated by Brown and Harris (1978) 

who propose that "clinical depression arises because of the 

meaningfulness of experience" (p. 141). They challenge the 

association of childbirth and pregnancy being linked to 

depression because of physical components by stating that 

there is no evidence of such a relationship. Instead, they 

propose the following as a conceptual framework for viewing 

postpartal depression: 

While the numbers are small, the result 
clearly suggests that it is the meaning of events 
that is usually crucial: pregnancy and birth, 
like other crises, can bring home to a woman the 
disappointment and hopelessness of her position-
her aspirations are made more distant or she 
becomes dependent on an uncertain relationship 
( p. 141). 

Themes of loss and disappointment are emphasized as 

relevant features for depression in women, with or without 

experiencing some type of "loss-provoking event." The 

concept of "meaningfulness of experiences" has been descri-

bed as a critical index of assessment during the postpartal 

period in terms of integration of the entire childbearing 

experience into a meaningful whole (Clark'crnd Affonso, 1979) 
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and the impact of "missing pieces" which deter meaningful 

evaluations of the experience (Affonso, 1977). Thus 

variables contributing toward how childbirth events are 

construed and the me~ning attributed to the experience would 

be imperative in any assessment of postpartal adaptation and 

vulnerability toward clinical depression. 

Factors Suggestive of Difficulties in 
Postpartal Emotional Adaptations 

Although the majority of childbearing women can be 

predicted to cope successfully with their postpartal adjust-

ments without manifesting neurotic styles of behavioral 

reactions, it is worthwhile to focus on the minority of post-

partal women (3%) who are vulnerable to manifesting some 

depressive symptomatology. A survey of the literature 

indicates the following factors as highly suggestive that a 

woman wll encounter emotional difficulties in her postpartal 

adaptations: 

Any complication associated with pregnancy, labor, 

birth, or recovery which prolongs hospitalization 

and/or pharmacological therapy and interfered with 

the woman's ability to resume activities of daily 

living; postpartal women are especially vulnerable 

to hemorrhagic and infectious processes that can 

interfere with states of comfort, self-care, and 

resumption of the care of others, such as the new 

baby (Danforth, 1979; Morcos and Funke-Ferber, 
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1979; Pritchard and MacDonald, 1976; Tod, 1972); 

The woman's reactions and preoccupation with events 

associated with pregnancy, labor, and/or birth, espe

cially related to confusion or negative judgement 

regarding her own behavior and the behavior of others 

(Affonso, 1977; Clark and Affonso, 1979); 

Any indicators of maternal-role conflicts such as 

anxieties abo~t mothering tasks and maternal identi-

fication; also personal insecurities related to un

resolved losses, frustrations, failures, which esca

late less positive self-constructs (Gordon, et aI, 

1965; Kaij and Nilsson, 1972); 

Disruptions in returning to daily routines and normal 

interests due to (a) difficulties in sleeping, 

increased fatigue or irritability, malaise; (b) loss 

or increase in appetite with aqrupt changes in appro

priate weight; (c) decreased interest in sexual acti

vities, usually masked by vague complaints of dis

comfort and fatigue; (d) decreased social interacimns 

or opportunities for recreation outside the home; 

(e) cognitive-affective disturbances such as emotional 

lability, unprovoked aggressiveness, impaired mental 

alertness or ability to recall events; eventual 

distortions/altered perceptions of reality and 

feelings (Gordon, et al.,1965: Kaij & Nilsson, 1972); 
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Identification of any behavioral excesses or deficits 

in the mother-infant interactions, especially 

regarding (a) sensory input provided to the infant by 

visual, auditory, and tactile modalities, (b) state

ments made about the self and/or baby relative to 

normal parenting activities, (c) preoccupation with 

thoughts and anxieties about the baby's condition or 

safety, (d) difficulties in coping with normal 

infant-care tasks (Benedek, 1970; Clark and Affonso, 

1979; Klaus and Kennell, 1976); 

Lack of a social support system that can provide 

assistance in meeting dependency needs, resumption 

of mothering and home-care activities, and relief 

from infant/home care for social actvities with 

adults (Oakley, 1980); 

Indicators of inadequate personality style (Pitt, 

1968; Tod, 1972); 

Construal of the entire childbirth experience as 

having elements of disappointment, unresolved anger, 

or a sense of hopelessness for the future (Brown 

and Harris, 1978). 

Measuring Postpartal Depression 

Perusal of the medical and psychological literature 

revealed limited inst~uments specifically designed to measure 

the qualitative and quantitative parameters of depression in 
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women after childbirth. Many studies attempting to measure 

depressive symptomatology in postpartal women frequently use 

rating scales developed to measure depression in general 

because of limitations in the number of assessment tools 

available specifically for the postpartal period (Derbolowsky, 

et al., 1979; Morcos and Funke-Ferber, 1979). One instrument 

designed specifically for measuring postpartal depression is 

Pitt's Depression Scale (Pitt, 1968). The scale consists of 

twenty-four items to be answered "Yes," "No," or "Don't Know" 

by the women, and assesses twelve factors: sleep, irritabil

ity, hypochondriasis, appetite; depression, cognition, 

libido, retardation, guilt, anxiety, depersonalization, and 

dependency. Morbid answers are scored two points, healthy 

answers zero, and "Don't Know" as one; maximum score is 

forty-eight points. Discussion of its reliability and 

validity is limited, based on the author's experiences result

ing in acceptable correlations for test-retest reliability 

(+.76) and with the Hamilton Rating Scale (+.78) (Pitt, 1968). 

Pitt's questionnaire is found in Appendix A. 

Unfortunately, most of the published work investiga

ting postpartal depression has been confined mainly to 

theoretical narratives, and lacks systematic data regarding 

the qualitative and quantitative measures of depressive 

symptomatology in postpartal women. Such limitations attest 

to the need for moving beyond theoretical discussions into 

exploring ways by which selected parameters of the depression 
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after childbirth can be operationally defined and objectively 

measured. Cone (1971) emphatically stated that there is a 

need for more scientific methods in psychological assessment 

and specifically identified the areas of variation in moods 

during the postpartal period as necessitating future research. 

While the phenomenon known as postpartal depression currently 

remains a vague, theoretical construct in the literature, 

with a minimal empirical-data base, it appears necessary to 

initiate research endeavors by examining depressive sympto-

matology in general. For example, most of the behavior 

labeled as postpartal depression closely resembles more 

general depressive symptomatology: feelings of inadequacy, 

hopelessness, inability to cope, mood swings, extreme anxiety 

and tension, increased feelings of guilt, hypochondria, 

rapid fatigue, loss of normal interest, sleep/eating 

disturbances (Kaij and Nilsson, 1972; Pitt, 1968). 

Theories and Instruments Related to 
Depression in General 

To gain insights into exploring new approaches for 

understanding and measuring postpartal depression, it was 

necessary to review the general literature on depression; 

only a broad, theoretical overview will be presented for the 

purpose of this study. 

The phenomena ~abeled as depression are generally 

viewed as categorized by five broad characteristics: (1) 

mood changes of an apathetic, despondent nature, (2) negative 
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construal of the world and self, (3) withdrawal from social 

contacts, (4) disturbances in biological, somatic functionin~ 

and (5) change in activity level, usually lethargy or agita

tion (Arkowitz, 1980). There are numerous theoretical specu

lations regarding the depression phenomena. Psychoanalytic 

theory postulates that an individual has a predispostion to 

depression because of dependence upon external sources for 

ego support and upon actual or perceived loss of such 

sources, introjection of the loss object occurs, accompanied 

by any unresolved guilt, hate, and negative affect associated 

with the loss experience (Freud, 1917). The behavioral 

perspective views depression as resulting from a low schedule 

of response-contingent positive reinforcement due to 

decreased reinforcers in the environment or the person posses

ses inadequate social skills to emit behavior that could be 

positively reinforced (Lewinsohn, 1975). The cognitive 

theory proposes that depressed individuals feel and behave as 

they do because of errors in their logical thinking that 

create a critical, negative cognitive set regarding how they 

view themselves, the world, and the future (Beck, 1967). 

There is also a physiological perspective that high

lights biochemical alterations as generating depressive mood 

changes, specifically due to lower serum levels of catecho

lamines, norepinephrine, and serotonin (Gallant and Simpson, 

1976). The physiological theory comes closestto accounting 



for a possible relationship between a woman's hormonal 

imbalance after childbirth and her subsequent mood changes 

in the direction of depressive symptomatology. However, 

evidence of such a relationship is not foreseeable in the 

near future until a more advanced level of biochemical 

research methodology is obtained. 
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A social perspective has also been proposed for the 

origin of depression. Brown and Harris (1978) propose that 

depression is not just another problem but represents a 

central link with a multitude of interactive factors 

involving societal conditions. A series of highly complex 

links between environmental, economic, social, political, and 

cultural systems can generate an impact on the person, 

especially in terms of daily life experiences. Brown and 

Harris propose that there is a link between clinical depres

sion and a person's daily experiences, not merely because of 

a sociological event, such as a change in socio-economic 

status, but because of how individuals perceive and react 

emotionally to such change occurring in their lives. They 

developed 8 causal model of depression, based on day-to-day 

experiences, concentrating on recent experiences rather than 

past events, and an evaluation of variables such as back

ground social factors, recent provoking events, and symptom 

formation fact(Hs, all of whi -I-] lead to clinical depression. 

The causal lin~ between life events and depression is empha

sized by the ~arris and Brown model, with attention on the 
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impact of any sense of loss, disappointment, or hopelessness 

resulting from the experience. Oakley (1980) supports the 

need to obtain a social perspective for the understanding of 

depression following childbirth by her emphasis on the social 

environment surrounding childbearing and motherhood. 

An interactional/interpersonal theoretical approach 

has also emerged in efforts to understand the phenomenon of 

depression. Several authors highlight different components 

in an individual's interpersonal relationships as the genesis 

for depressive symptomatology and/or its maintenance. Coyne 

(1976) postulated that depression is a minifestation of dis

ruption in the parson's interactional patterns from discrep

ancies between the communication behavior emitted and the 

social responses elicited from others. The wider the dis

crepancies and the longer they persis~, the more likely an 

individual will experience those disruptions in cognitive, 

affective, and behavioral functioning which frequently lead 

to depression. Scarf (1980a) also described a brief depres

sion therapy developed by Klerman and Weissman which linked 

depression to a loss or chronic frustration involving an 

important relationship relative to four categories: abnormal 

grief such as involving the death of a 18ved one; inter

personal disputes frequently involving marital partners; 

role transition involving difficulties in re-organizing one's 

self-concept as the person changes from one type of role 

functioning to another; and interpersonal deficits in 
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which the individual is confronted with a challenging situa

tion and is unable to cope with one's own resources. The 

concept of role transition as contributing to difficulties 

in postpartal adaptation and depression has been well 

established in childbearing literature (Caplan, 1959; Clark 

and Affonso, 1979; Gordon, et al., 1965; Kain ,nd Nilsson, 

1972). The most recent attention arising from an inter

personal perspective on depression came from the works of 

Scarf (19BOb) who specifically investigated women and their 

vulnerability to depression. Scarf highlights women's 

vulnerability to depression as arising from their increased 

need for and tendency toward emotional attachment in relation

ships. Scarf proposed that periods of transition to various 

life events make a woman especially susceptible to altera

tions in her attachment bonds, and that becoming depressed 

serves as a means to discharge negative feelings and thoughts 

while preserving elements of the emotional attachments the 

woman views as necessary for her survival. As Scarf's 

theory specifically focuses on women and their vulnerability 

to depression, it also can serve as a catalyst for expanding 

new insights toward understanding postpartal depression, 

especially since the postpartal period is accepted as a 

time of tremendous physiological, psychological, and social 

transition in a woman's life cycle. 
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Measuring Depression 

Numerous instruments have been developed to quantify 

depressive symptomatology. One of the most commonly used 

observer-rater instruments is the Hamilton Rating Scale (HRS) 

(Hamilton, 1960). It has become the standard instrument for 

psychiatric rating and presently has no serious rival as an 

observer-rater technique because of its ability to quantify 

depression as a disorder (Carrol, Fielding, and Blashki, 

1973). The HRS is designed to complement a clinical inter-

view, emphasizes symptoms rather than report subjective 

feelings, takes into account information from all available 

sources concerning the person's behavior during the preceding 

week, and at least 50% of the total possible score accounts 

for behavioral-somatic characteristics (Carrol, et al., 1973). 

The scale assesses seventeen variables: depressed mood, 

guilt, suicide, insomnia, work and interests, retardation, 

agitation, anxiety, somatic symptoms, genital-libido symptoms, 

hypochondriasis, loss of weight, insight, diurinal varia-

tions, depersonalization, paranoia, obsessive symptoms. The 

maximum possible score is 52, with a rating of 30 indicative 

of severe illness. Its inter-rater reliability has been 

established as well as its ability to distinguish between 
. 

groups of patients manifesting different degrees of severity 

in depressive symptomatology (Carrol, et al., 1973; 

Hamilton, 1960). 
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A number of self-rating depression scales have also 

been constructed. Many are concerned with depression as a 

mood state, rather than quantifying the features of depres

sion as an illness (Carrol, at al., 1973). Of the various 

self-rating scales for depression, the Beck Depression 

Inventory (BDI) (Beck, 1961), Zung's Self-Rating Depression 

Scale (SD5) (Zung, 19~5), the Multiple Adjective Checklist 

(MAACL) (Zuckerman and Lubin, 1965), and the Depression 

Adjective Checklist (DACL) (Lubin, 1965) are widely used for 

clinical research pu~poses. 

The Beck Depression Inventory (BDI) consists of 

twenty-one items, each assessing a manifestation of depres-

sion in terms of mood, attitude, behavioral reactions. Each 

item consists of four to five statements which reflect 

increasing intensity of depressive characteristics that the 

individual is asked to rate in terms of feelings at the 

present time. Each statement is assigned a score of 0-3, 

with the higher number indicative of increased intensity of 

depression, providing a state rather than trait nleasure of 

depression (Arkowitz, 1980). Respectable reliability levels 

have been obtained for the BDI in terms of internal consis

tency, split-half, and test-retest correlations (Bsch, Gram, 

Dein, Jacobsen, Vitzer, and Bolwig, 1975; Beck, 1967; Rehm, 

1976; Schwab, Bialow, and Holzer, 1967; Weckowicz, Muir, and 

Cropley,1967). Acceptable validity data have also been 

obtained in terms of correlations with clinical ratings of 
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depression (Beck and Beck, 1972); Bech, et al., 1975) as well 

as with a wide range of self-report measures (Bech et al., 

1975, Bloom and Brady, 1968; Costello, Christension, and 

Rogers, 1974; Marsella, Sanborn, Kaneoka, Shizuru, and 

Brennan, 1975; Nussbaum, Wittig, Hanlon, and Kurland, 1963; 

Seitz, 1970; Williams, Barlow, and Agras, 1972). 

Zung's Self-Rating Depression Scale (SDS) consists of 

twenty items that represent the various diagnostic criteria 

for depressive disorders, covering affective, physiological

somatic, and psychological equivalents (Zung, 1965). The 

subject is asked to rate the frequency with which the items 

are experienced in terms of little, some, a good part, or 

most of the time. Studies have indicated an adequate 

correlation between the SDS and the MMPI D Scale (Zung, 

Richards, and Short, 1965) but the SDS's ability to distin

guish between varying intensities of depression is question

able, as demonstrated by Carrol, et al., (1973). Carrol and 

colleagues concluded that self-ratings may be useful in 

detecting the presence of symptoms but not for quantifying 

depression as a disorder. The intended purpose of the SDS 

is the rating of depressive symptomatology involving affect, 

crying spells, sleep disturbance, psycho-motor retardation, 

irritability, and dissatisfaction (Zung, et al., 1965). 

The checklist format originated in order to assess 

personality traits (Gough, 1960), and has been demonstrated 

to measure various mood and affect through the Multiple 
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Affect Adjective Checklist (MAACL) with scales for anxiety, 

depression, and hostility (Zuckerman and Lubin, 1965). A 

checklist has also been developed specifically for meas11ring 

depression known as the Depression Adjective Checklist (DACL) 

(Lubin, 1965). 

A Multiple Affect Adjective Checklist (MAACL) con

sists of 132 adjectives measuring mood and affect (Zuckerman 

and Lubin, 1965). There are two forms of the MAACL (both 

use the same adjectives); one assessing how the person 

generally feels, called "General or Trait!! form, and the 

other asks for rating of how the person feels now, known as 

the "Today-now or State" form. Adequate split-half and 

retest reliability coefficients have been established 

(Zuckerman and Lubin, 1965; Herron, 1969). Validity data 

have been obtained for coefficients of concordance with 

selected autonomic variables before and after treatments 

(Persky, Zumerman, and Curtis, 1970; Zuckerman, 1970), and 

construct validity has also been demonstrated for many kinds 

of experimental and naturalistic endeavors (Zuckerman and 

Lubin, 1970). 

The Depression Adjective Checklist (DACL) was 

designed to measure transient depressive moods, feelings, 

and emotions. Interestingly, "the need for such an instru

ment arose when designing an investigation of mood changes 

during pregnancy and the postpartum perio~" (Lubin, 1965). 

The DACL consists of 171 adjectives describing varying 
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degrees of depression and elation. Lubin originally tested 

seven depression adjective checklists and proceeded to 

develop characteristics for 14 brief checklists for measur

ing depression. Adequate split-half reliability coefficients 

and cross-validation data were obtained from both the seven 

list (Lubin, 1965) and the 14 list (1966) in the DACL. 

Correlations for concurrent validity were also obtained 

between the 14 list DACL with the MMPI D and Beck Depression 

Inventory (Lubin, 1966). Lubin commented that the primary 

purpose of the DACL would be measurement of self-reported 

depressive mood in studies which had brief time periods for 

data collection or had brief intervals between testing if 

repeated measurements were indicated. Lubin further elabora

ted advantages of checklist assessment techniques to be the 

same in administration, high face validity, and general 

acceptance of the format by most subjects (Lubin, 1965). 

Summary 

The literature review on postpartal depression 

indicates such a phenomenon to be a descriptive theoretical 

construct with minimal tools by which it can be measured; 

by contrast, the literature review on depression in general 

indicates a variety of theoretical frameworks and question

naires designed to measure oopression symptomatology. 



CHAPTER 2 

METHOD OF RESEARCH 

The method of research employed for this study 

entailed a three-phase approach. The first phase consisted 

of a questionnaire-development approach as a means to assess 

women's postpartal adaptation and to identify indicators of 

their vulnerability to depression. The rationale for 

favoring the development of a new questionnaire was two-fold. 

First, there were limited questionnaires in the literature 

designed specifically to measure aspects of a woman's adapta

tion after childbirth or which suggested her vulnerability to 

depression. The specific questionnaire found in the litera

ture which measured postpartal depression was Pitt's (see 

Appendix A). Second, it was a goal to assess a woman's 

postpartal adaptation and identify her vulnerability to 

depression by utilizing a conceptual framework which closely 

paralleled an existing theoretical approach on depression. 

Perusal of the literature revealed no questionnaire presently 

available specific for assessing the relationship between 

postpartal adaptation and depression. Thus, an intended 

purpose of this study was to develop an assessment method 

which integrated the theoretical frameworks of depression 

and adaptation after childbirth. The second phase in the 

research methodology consisted of implementing the newly 
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developed questionnaire and begin to establiph reliability 

and validity criteria. Selection of the questionnaires 

employe~ and their relevance to the study will be discussed 

in forthcoming sections. Finally, the third phase in the 

research methodology consisted of evaluation strategies 

whereby results ar~ interpreted and discussed which comprise 

Chapter 3 of this dissertation. 

Questionnaire Development Phase 

Construction of the Items 

Beck's cognitive theory on depression was chosen as 

the conceptual model upon which a questionnaire would be 

developed to assess selected aspects of a woman's postpartal 

adaptation. The rationale for such a selection was two-fold. 

First, Beck's focus on how the individual construes the world, 

self, and the future was broad enough to incorporate assess

ment of a woman's construal of her childbirth experiences in 

relation to such a triad of events (her world of childbearing 

experiences, herself as a mother, wife and multiple roles, 

and her perceptions of the future). Second, Beck developed 

an inventory to measure the intensity of depressive sympto

matology and the format used in his questionnaire appeared 

feasible for modification in constructing items for assess

ing selected aspects of postpartal adaptation. The final 

decision to utilize a format analogous to Beck's Inventory 

was made after direct feedback was obtained from several 
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postpartal women and childbirth educators regarding their 

subjective evaluation of the type of format they felt women 

would most likely respond to favorably after childbirth. 

Their judgement was based on the evaluation of three format 

alternatives which included Zung's Liker~type scale (Zung, 

1965), the adjective checklist approach (Lubin, 1967), and a 

modification of the Beck Inventory (Beck, 1967). The 

decisions were unanimously in favor of Beck's Inventory 

format because it allowed greater variety of descriptive 

statements regarding the childbirth event to which a woman 

could rate her own feelings. 

Next, the content area for measurement was defined. 

Five general categories were synthesized from the literature 

as the common strands between depressive symptomatology and 

postpartal adaptation, and were chosen for assessment: 

1. Changes or disruptions in a woman's daily living 

activities (lifestyle and events with which she must 

cope daily). 

2. Preoccupation, confusion, ambivalence regarding 

events associated with pregnancy, labor, birth. 

3. The woman's construal of the new baby and her subse

quent interactions in the parenting role. 

4. Resumption, disruption of relationships with 

significant others (spouse, family) as well as with 

social activities. 
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5. The woman's construal of herself in terms of multiple 

roles, self-concept, and outlook for the future. 

These five categories permitted a broad assessment approach 

in exploring the wide range of activities involved in a 

woman's postpartal adaptation. In addition, each of the 

five areas provided the opportunity for further assessment in 

regards to more specific situations that can become problem 

areas. The intended goal was to develop an inventory compre

hensive enough to provide initial data regarding both the 

woman's general postpartal adaptive level of functioning, as 

well as identifying specific content areas that might become 

potential obstacles to her emotional well-being. The 

specific targeted problem areas assessed under each of the 

five general categories were: 

1. Basic Activities of Daily Living 

a. Activities regarding care of self, home, baby. 

b. Sleep disturbances. 

c. Eating patterns. 

d. Sexual interest and activities. 

e. Energy levels in terms of increased fatigue. 

2. Preoccupation with labor-delivery events 

a. Frequency of such thoughts. 

b. Evaluation of childbirth in general. 

c. Evaluation of how she handled the childbirth 

event. 



d. Presence of any unresolved feelings such as 

disappointments and anger. 

e· Any feelings of despondency and sadness. 

3. Interactions with the New Baby 

a. Conc~rns about baby's appearance, bodily 

functions, behavioral responses. 

30 

b. Evaluation of feelings while performing infant

care tasks. 

c. Frequency of thoughts about the new baby. 

d. Feelings when with the baby. 

4. Interactions with Significant Others 

a. Relationships with spouse. 

b. Activities done with spouse. 

c. Social life. 

d. Support from family. 

e. Social skills rating. 

5. Construal of Self 

a. Self-rating. 

b. Feelings about roles. 

c. Body image. 

d. Predominent mood. 

e. Future outlook. 

The first draft was labeled as an Inventory of Post

partal Adaptation (IPA) and consisted of a total of twenty

five items. Instructions were kept simple because fatigue 

and infant-care activities would not permit favorable 
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response to any questionnaire demanding deep concentration. 

The inventory asked for an "X" to be placed next to the item 

which best reflected the ~oman's feelings at the time the 

form was completed. 

Revisions of the Questionnaire 

The first draft of the IPA was circulated for criti

que to three selected sources: a professor of Clinical 

Psychology with professional expertise in the phenomenon 

of depression, a woman experienced in dealing with post

partal depression (an instructor who conducted group sessions 

for postpartal women for five years with the Childbirth 

Education Association, also is a mother of two and a 

registered nurse with Master's level education); a lay 

person as representative of the childbearing-women population 

(a 24-year-old, married, white, high school graduate who 

attended CEA classes and delivered her first baby vaginally 

four weeks prior). This initial critique process served to 

provide feedback on the items in terms of comprehensiveness, 

relevance of the items to experiences occurring postpartally, 

and clarity of the items in terms of semantics and appropriate 

options. All three critique sources unanimously agreed that 

the goal of developing a comprehensive instrument was 

achieved and the items appeared relevant to the relationship 

between postpartal adaptation and depressive symptomatology. 

However, the two female critics gave feedback that selected 



items were difficult to respond to because of over-lapping 

options, descriptions were too general, or more neutral 

options were not available. The childbirth educator 

provided detailed feedback on each item. Although most of 

the recommendations were taken into account in formulating 

the second draft, and although the suggestion of exploring 

a fifth, more neutral option is worthy of attention, the 
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decision was made to keep the inventory closely parallel with 

Beck's Inventory format in accordance with his conceptual 

model chosen for the research endeavor. Thus, the second 

draft was revised in terms of semantics but kept with four 

options. The inventory went· intD a third revision after a 

pilot study and feedback was obtained that some options were 

too lengthy and contained more than one theme, leading to 

ambiguity and difficulty in choosing one response. This 

third phase of revision also included feedback from a nurse

anthropologist with expertise in the childbearing field and 

a small group of ten postpartal women who completed the 

third draft inventory specifically for the purpose of assess-

ing if items were corrected in terms of ambiguity and 

difficulty in response to the selected items. The fourth 

phase of revision evolved from concerns expressed by a 

clinical psychologist with expertise in tool-development 

strategies. Specifically, the options were shortened and 

ambiguities were eliminated. The inventory was subsequently 

reviewed with attention toward more concise and precise 



statements. The final revision consists of 35 items, as 

found in Appendix B. 

The 35 items are distributed as follows: 

Basic activities 8 items 

Labor-Delivery events 6 items 

Interactions with Baby 8 items 

Significant Others 5 items 

Self-Construal 8 items. 

Conduct of Pilot Study 
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A series of pilot studies was conducted after each 

revision of the inventory to gain preliminary data regarding 

clarity and ease in responding to the items. The first 

pilot study was a detailed trial run of the proposed study 

and will be discussed. A sample of twenty-one women was 

recruited to complete the IPA. These women constituted a 

broad range in terms of definition of "postpartal women" 

because their babies ranged from three to twelve months of 

age. Women were recruited from a list provided to the 

investigator by several CEA instructors who recommended post

partal women they knew from their childbirth classes. The 

women had no prior knowledge about the study nor that they 

would be contacted for participation. The investigator was 

a stranger to the women when the initial contact was made by 

telephone, at which time information about the study was 

given and verbal consentto participate was obtained. There 
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were no face-to-face contacts between the investigator and 

the women. Two women refused to participate at the initial 

contact. The inventory was mailed to each woman with an 

enclosed, self-addressed envelope, with instruction to com

plete the form and return it to the investigator within two 

to three days. The women were also told, during the initial 

phone call, that they would receive the same inventory to be 

completed a second time within a week after the investigator 

received the first completed form. All women were notified 

by another phone call after the second forms were mailed, as 

a reminder to return the inventory the second time. A total 

of twenty-five were contacted initially for recruitment; 

twenty-one consented and completed the inventory twice, two 

refused to participate, and two were eliminated for failure 

to return the second inventory. 

The inventory was scored in terms of increased points 

as each option was presented for a given question. For 

example, the first option was one point, the second two, and 

the fourth four points. A frequency count was obtained for a 

total score of each subject's responses on both inventories. 

Subtotal scores for each of the five assessment areas were 

also obtained for each subject on both inventories. After 

examining the obtained range of scores, the investigator made 

preliminary classifications as to scores which might indicate 

difficulties in a woman's postpartal adaptations. This was 

done as a means by which preliminary questions could be 
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generated for exploration in the proposed study; for example, 

are higher or lower scores related to the type of delivery, 

such as vaginal versus cesarean births? The results obtained 

indicated that the majority of women (N=13) in the sample had 

adequate postpartal adaptation. Although it could have been 

predicted that some women would have difficulties (N=3), it 

was interesting to find two women who were experiencing 

depression in their postpartal living situations, and whose 

scores on the IPA were elevated. Test-retest reliability 

of the IPA during this pilot phase was found to be .95, 

indicating substantial consistency. The instrument also 

appeared to have some degree of face and content validity 

as indicated by the subjective evaluations of the three 

critics in the revision of the inventory and by the women in 

the pilot sample who unanimously agreed that the items \~ere 

relevant to their experiences and feelings during the post

partal period of childbirth. 

Implementation Phase 

Setting of the Study 

Women were recruited for informed consent by approach 

in the hospital postpartal unit, prior to their discharge. 

This setting was selected because it provided the most expedi

tious means to obtain a sample of recent-delivered child

bearing women. The hospital selected also had the highest 

birth rate in the city, which facilitated completion of the 
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sample within a brief period of time. Written, informed con

sent was obtained individually by a research assistant, 

between the first and fourth postpartal day in the woman's 

hospital room. The purpose of the study was explained 

verbally during this initial approach and was reiterated on 

the written consent form. Women were told that they would 

receive in the mail two questionnai~~s during their third 

postpartal week and return of these two questionnaires would 

elicit a second mailing of three questionnaires during the 

eighth postpartal week. Women were also informed that they 

would receive a phone call prior to the mailing to enhance 

anticipated receipt of the questionnaires. A follow-up 

phone call would occur if questionnaires were not received 

within a week after themailing.primarily as a reminder for 

a return mailing or to identify those women who had decided 

not to participate in the study. During the initial hospital 

contact, a maternal assessment scale was also completed on 

each woman who signed the consent form. The nurse in charge 

of the woman's care completed the one-page assessment form 

prior to the woman's discharge. 

Selection of the Sample 

A total of 120 women gave written informed consent to 

participate in the study. As the study did not entail an 

experimental design, variables such as socia-economic status, 

type of delivery, and presence of complications were not 
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controlled. The only pre-requisite for approach regarding 

informed consent was the woman's ability to communicate in 

English and her acknowledgement that she could complete the 

questionnaire prepared in the English language. Within a 

period of six weeks, English-speaking women who delivered in 

the chosen hospital and who were available to the researcher 

were approached for informed consent. A total of six mail

ing groups were conducted to initiate the study. The first 

mailing consisted of N=3o, the second mailing N=2o, the 

third mailing N=14, fourth mailing N=16, fifth mailing N=16, 

and sixth mailing N=24, for a total of 120 informed consents 

obtained. 

A total of 80 women responded by returning the first 

two questionn~ires and these 80 comprised the sample for the 

study. The return and attrition frequency for each of the 

six mailing groups were as follows: first mailing returned 21, 

lost 9; second mailing returned 13, lost 7; third mailing 

returned 8, lost 6; fourth mailing returned 11, lost 5; fifth 

mailing returned 9, lost 7; sixth mailing returned 18, lost 6. 

This total of 80 returned and 40 losses involved 66% partici

pation and 33% attrition rate. Theone-third rate of lost 

subjects is regarded as respectable for this study, consider-

ing the high attrition rate associated with mail-type surveys 

in addition to the appreciation that postpartal women are 

actively involved in mothering and personal commitments which 

legitimately compete for the energy necessary to complete the 
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many questionnaires required. All 80 women returned the set 

of three questionnaires mailed during their eighth postpartal 

week. It is important to note that phone calls reminding the 

women to mail back the questionnaires were instrumental in 

eliciting the 100% return rate during this second mailing. 

Data Collection Timetable 

The various time periods of data collection, the 

setting in which the data were obtained, and the instruments 

employed are identified in Table 1. Women completed the IPA 

twice; once during the third week after the birth of their 

infants, and again durin g the eighth week postpart:~m:'~ This 

time period was selected for two reasons. First, the third 

week is assumed to provide adequate time for the woman to 

begin settling into a schedule in her home environment after 

discharge from the hospital and would reflect some degree of 

postpartal adaptation within her own lifestyle. The eighth 

week was chosen for completion of the IPA a second time 

because it would reflect another time period in which the 

woman should have attained another level of stability in her 

postpartal adaptation, especially regarding her sanctioned 

exit from the formal structure of the obstetrical health

care system, via the six-weeks postpartal examination which 

she had received two weeks prior. It is also assumed that 

the realities of her world are operating in full strength in 

relation to parenting responsibilities and other role 



Setting 

Hospital 

Home 

Home 

Home 

Home 

Table 1 

.... ; 
0- .~: 

DATA COLLECTION TIMETAELE 

Time Period 

Prior to Discharge 

3rd week after delivery 

4th week after delivery 

8th week after delivery 

9th week after delivery 

Instrument to be Used 

Obtain written, informed consent 

The following are mailed to and 
received by the woman: . 

(1) Inventory of Postpartal 
Adaptation (IPA) 

(2) Psychological Screening 
Inventory (PSI) 

Above instruments are returned and 
received by the investigator 

The following are mailed to and 
received by the woman: 

(1) Inventory of Postpartal 
Adaptation (IPA). 

(2) Eeck's Depression Inventory 
(EDI) 

(3) Pitt's Questionnaire 

Above instruments are returned and 
received by the investigator. 

W 
'-0 
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functions, such that her response to the IPA would reflect 

what she is experiencing and feeling about her everyday 

circumstances. Second, Beck (1961) commented that the 

interval between the two administrations of his inventory 

should not be too short, such that memorization of previous 

answers interfered with reliability, nor too long such 

that fluctuations in the state of depression are altered. 

He proposed an interval of from two to six weeks between 

administrations of the inventory. As the IPA originated 

from a modification of the Beck Inventory, it was desired 

to keep within the proposed range and this was assured 

by the selection of the third- and eighth-week-postpartum 

time periods. 

The Psychological Screening Inventory (PSI) was 

administered along with the IPA during the third postpartum 

week to gain a profile of the woman's psychological adjust

ment and to provide a means of screening those women who 

were experiencing difficulties in adjustment at that time. 

During the eighth week, two depression scales (Beck's 

Depression Inventory (BDI) and Pitt's Questionnaire) were 

administered along with a repeat of the IPA to serve as 

screening tools for the presence of depressive symptoma

tology at that time. 



Description, Administration, and 
Scoring of Questionnaires 

Inventory of Postpartal Adaptation (IPA). The IPA 

designed specifically for this study has been described 

earlier in this chapter. The IPA was mailed to each woman 

with a self-addressed envelope for return. Instructions 
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printed on the IPA booklet were self-explanatory (see Appen-

dix B). No woman expressed difficulties with self-

administration. The IPA was scored by assigning numerical 

ratings from one to four points, with increased points 

indicative of difficulties in postpartal adaptation. A 

frequency distribution was obtained for total scores as well 

as subtotal scores on each bf the five assessment areas. 

Items 4, 7, and 8 had two additonal options to be answered 

which assessed whether the woman's selection reflected a 

change for (a) the better or (b) for the worse. These 

options of either a better or worse direction were scored 

separately for the three questions (4, 7, and 8). 

Psychological Screening Inventory (PSI). The PSI 

consists of 130 items to be answered as true or false, 

printed on the front and back of a single page, with self-

explanatory instructions. The PSI is intended as a screening 

device, used to detect individuals who could benefit from 

receiving more attention for their psychological discomforts 

(Lanyon, 1973). The five scales and their relevance to 

scoring (as described in the manual) are as follows: 
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1. Alienation scale (AL): a high score supports the 

notion that the respondent had problems which would 

warrant mental-health services. 

2. Social nonconformity scale (SN): a high score 

indicates the respondent exhibited behavior similar 

to those whose antisocial behavior results in 

institutionalization. 

3. Discomfort scale (DI): a high score indicates the 

respondent's susceptibility to anxiety, neurotic 

breakdown under stress, complaints of somatic symp

toms, and many perceived psychological discomforts. 

4. Expression scale (EX): this scale assesses the 

dimension of extraversion or under-control. A 

high score suggests extraversion, dominant, sociable, 

unreliable, impulsive-type behavior and a low score 

indicates introversion, over-controlled, quiet, 

indecisiveness, and thoroughness. 

5. Defensiveness scale (DE): a high score suggests 

the respondent's attempt to look favorable in test

taking behavior and a low score suggests an abnormal 

degree of openness, readiness to admit undersirable 

characteristics (Lanyon, 1973). 

The criteria identified in the PSI manual were used 

to interpret scores; a standard score of 65 and above was 

considered a high score and a standard score of 40 and below 
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was a low score. For the purpose of this study, a woman who 

had a standard score of 65 and more on anyone of the first 

three scales (AL, SN, DI) was classified as having some 

psychological adjustment difficulties. The AL, SN, and D! 

scales were chosen because their intended purpose, as 

defined in the manual, suggested identification of psycho-

logical adjustment difficulties (see Appendix C for the PSI). 

Beck's Depression Inventory (BDI). The BDI is a 

self-report measure of depression consisting of 21 items, 

characteristic of depressive symptomatology. Each item 

lists four or five options, with increasing intensity. A 

numerical score between zero and three is assigned to each 

item; increased numerical values correspond to the severity 

of depression. Total scores are calculated for each subject 

and scores in the range of 15 and above are conventionally 

used to determine the presence of moderately significant 

depression, as elicited in numerous studies with the Beck 

Inventory (Beck, 1967). (See Appendix D for the BDI). 

For the purpose of this study, the mean and standard 

deviation obtained from the sample would guide classification 
,Q 

of the women. Women who had total BDI scores of 2 S.D. 

above the sample mean would be classified as experiencing 

depression. 

Pitt's Questionnaire. The self-administered ques-

tionnaire consists of 24 items listed on a single page, and 



44 

answered "Yes," "No," or "I don't know." Scores of two 

points are given for a morbid answer, ~ne point for "don't 

know," and zero fox a healthy response. The pattern of 

morbid answers and the list of the 12 factors measured are 

found in Appendix A. The mean and standard deviations 

obtained by Pitt were: 7-10 days postpartum - mean 11.89, 

S.D. 7.7; and at 6-8 weeks postpartum - mean 11.82, S.D.7.9 

(Pitt, 1968). Pitt classified women whose scores increased 

by more than 1 S.D. as potential depressives (Pitt, 1968). 

For the purpose of this study, women who scored 

2 S.D. above the sample mean were classified as experiencing 

depression and 1 S.D. above as vulnerable to depression. 

Maternal Assessment Scale (MAS~. This was the only 

scale not completed by the women. The MAS consists of five 

ratings completed by the ward nurses and designed to assess 

briefly each of the five areas on the IPA, in the immediate 

postpartal period while the women were still hospitalized 

after childbirth. Scoring was between zero and two points 

for each of five questions, with increased numerical value 

indicative of difficulties in postpartal adjustment. The 

mean and standard deviation obtained from the sample would 

classify a woman as having difficulties in postpartal 

adaptation and vulnerable to postpartal depression. (See 

Appendix E for the M~S). 
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Analysis of Data 

Due to the exploratory nature of this study, descrip

tive statistics were employed. The instruments used were 

analyzed by obtaining a frequency dis~ribution for each item, 

total scores, and computation of the mean and standard 

deviation from the sample. The data obtained from the sample 

were also used to determine how women were to be classified 

in terms of being psychologically adjusted (PSI), depressed 

or not (EDI and Pitt), and adapting favorably (IPA). For 

example, women who scored 2 S.D. above the mean on the EDI 

and Pitt were classified as depressed; 1 S.D. above the mean 

on any of the AL,5N, or DI scales on the PSI classified 

psychological maladjustment; 1 S.D. above the mean on the IPA 

indicated difficulties in postpartal adaptation and vulner

ability to depression, with 2 S.D. above the mean suggestive 

of depressive symptomatology and interference with postpartal 

adaptation. Data were analyzed utilizing the support of the 

University's computer system, principally the Statistical 

Package for the Social Sciences, and computation of the 

Cronbach's coefficient alpha. 

Reliability 

Reliability of the IPA was assessed by obtaining 

measurements on test-retest and inter-item consistency. 

These two measurements were selected because test-retest 

reliability provides data on the temporal fluctuations 
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contributing to error variance and inter-item consistency 

provides data on two sources of error variance--content 

sampling and heterogeneity of the items sampled (Anastasi, 

1976). The reliability coefficient, computed by the Pearson 

Product-Moment method, was generated for test-retest measure

ment and coefficients were obtained for the following: total 

scores, subtotal scores on the five assessment areas, and 

each item. Measurement of the inter-item consistency was 

computed by calculating Cronbach's coefficient alpha, which 

provides a formula for dealing with multiple-scored items 

in which the respondent received a different score depending 

upon the selected choice (Anastasi, 1976). Cronbach's co

efficient alpha involves finding the variance of all 

individual's scores for each item and then adding these 

variances across all items (Cronbach, 1951). Cronbach alpha 

coefficients were obtained for the over-all test and for 

each of the five assessment areas. 

Validity 

Demonstration of how well the IPA instrument measures 

postpartal adaptation and identifies a woman's vulnerability 

to postpartal depression focused largely on procedures 

utilized for construct validity. Correlation analyses were 

performed between the IPA and the following scales: Beck's 

Depression Inventory (Beck, 1961), ~itt's Questionnaire (Pitt, 

1968), Psychological Screening Inventory (Lanyon, 1973), and 
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Maternal Assessment Scale (developed for this study). Selec

tion of these instruments was based on several rationale. 

Beck's Depression Inventory was selected because it is widely 

used in research studies and has been demonstrated to have 

respectable reliability and validity as an instrument for 

measuring the intensity of depressive symptomatology. The 

Pitt Questionnaire was specific to the measurement of depres

sion in the postpartal period and, thus, was the logical 

choice for this study in which postpartal women were the 

subjects. The Psychological Screening Inventory was chosen 

because it was designed principally as a brief mental-health 

screening device to detect individuals experiencing diffi

culties in psychological adjustment (Lanyon, 1973). The 

Maternal Assessment Scale (MAS) was developed specifically for 

this study to provide a brief screening of early postpartal 

adaptation during hospitalization relative to the five 

assessment areas on the IPA. Correlation analyses were done 

computing total scores to assess the BDI correlation with 

Pitt's Questionnaire, if the PSI correlated with BDI and 

Pitt, and if the IPA correlated with the BDI, Pitt, PSI, and 

MAS. In addition, correlational analyses were done on the 

identifying variables obtained on the subjects (i.e. age, 

type of delivery, anesthesia, witness of birth) with the IPA 

items. 

Another method of establishing construct validity and 

which was also appropriate for refinement of the content 
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validity, involved measurement of internal consistency, 

whereby correlation coefficients were computed between each 

item and total scores (Anastasi, 1976). Correlation co

efficients were computed for each administration of the IPA. 

The correlation analyses employed to demonstrate validity 

measurements were computed utilizing the Pearson-r method, 

or the phi coefficient when dichotomous items were involved 

(i.e. items on the Pitt Questionnaire). 



CHAPTER 3 

RESULTS 

This chapter will be organized into the following: 

(1") description of the sample; (2) results obtained from 

each questionnaire in terms of frequency distribution, mean, 

standard deviation; and (3) data from correlation analyses 

relative to reliability and validity measurements. 

Characteristics of the Sample 

The sample was composed of eighty women who completed 

the two sets of questionnaires mailed during the third and 

eighth postpartal weeks. The women ranged in age from 18 to 

41, with a mean age of 26. Their educational level ranged 

from tenth grade to Master's degree. The majority of women 

(N=49) had their firstborn (primipara) and 31 women were 

repeating childbirth (multipara). The modal method of 

delivery was vaginally (N=53); 18 women had their first 

cesarean delivery, while nine had a repeat cesarean (total 

of 27 cesarean deliveries). The mode for anethesia was the 

epidural method, with descending order of frequency for no 

anesthesia, local anesthesia, general anesthesia, Demerol 

analgesia, and pudendal block. The majority of women (N=48) 

attended some type of class to prepare for childbirth and 

32 women had no such preparation. Most of the women (N=47) 

49 
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were awake to witness the childbirth; however, 26 of these 

women indicated, although awake, they were unable to parti-

cipate as desired, in contrast to the other 48 women who were 

awake and participated as desired. Childbirth outcome for 

this sample produced 64 healthy mother/baby pairs, while 16 

mothers and/or infants experienced some complications. 

Forty-four male and 36 female infants were born. Character-

istics of the sample are summarized in Table 2. 

Results from the Instruments 

Inventory of Postpartal 
Adaptation (IPA) 

Results from the IPA are presented in Table 3, which 

gives, for each IPA item, the frequency of endorsement for 

each option. Because of the exploratory nature of this study, 

no specific item-by-item analysis is undertaken but, rather, 

the trends are discussed in terms of the five IPA sub-areas. 

Daily Activities. Part I of the IPA included eight 

questions assessing a woman's adaptation in daily activities. 

A ~ajority of the women sampled experienced no change'or 

little (some) difficulty in the care of the self, baby, 

household activities, and preparation of meals during the 

third and eighth postpartal weeks. The sample was equally 

divided regarding adaptation in sexual activities; most 

women experienced no change or some degree of change during 

the third week, but more women felt that sexual interest 



Table 2 

DEMOGRAPHIC CHARACTERI5TIC5 OF THE 5AMP.LE 

Age I I Education Type of Delivery 

20 yrs · 12 Less than H.5. · · · 3 Vaginal . . . . 
20-24 yrs · 28 Completed H.5. · · .30 Cesarean: 

25-29 yrs · . · 22 50me beyJnd H.5. · .31 Primary 

30-34 yrs · . · 14 College degree · · · 8 Repeat . . . 
35-39 yrs · 2 Master's degree 7 

40 + yrs · 2 Not specified · 1 

Parity Outcome 

. · 4, ,HealthY Mother/Baby, 
31 No complications . • 

Primipara . • • . 

Multipara . 

Preparation for Childbirth: 
Attended Classes .•.• 
No Classes 

Witnessed Birth: 

Awake-
- Participated as desired 48 

• 48 
. . 32 

- Unable to participate ££ . . 74 

Did not Witness Birth .... 6 

Risk factors present 

· 

· 
· 

I I 

53 

18 

9 

. 64 

. 16 

Anesthesia 

Epidural . . 55 

Predendal/ 
Paracervical 2 

General 5 

Local 6 

Other: 4 
(Demerol, 
Analgesia) 

5ex of Infant 

Male . 44 
Female 36 

U1 
f-' 



Table 3 

~UENCY DISTRIBUTION FOR IPA 

IPA Item 

Part I 

1. Care of Self/Baby: 

No di fficul ties 

Some difficulties 

Substantial difficulties 

Overwhelming difficulties 

2. Household Activities: 

No difficulties 

Some difficulties 

Substantial difficulties 

Overwhelming difficulties 

3. Sleep: 

Same 

Somewhat changed 

Substantially changed 

Drastically changed 

4. Moods: 

Same 

Somewhat changed 

Substantially changed 

Drastically changed 

5. Prepare Meals: 

No difficulties 

Some difficulties 

Substantial difficulties 

Extreme difficulties 

Third Week 

-L ...&.. 

37 

42 

1 

29 

46 

5 

1 

39 

31 

9 

16 

58 

5 

1 

38 

39 

3 

46 

53 

1 

36 

58 

6 

1 

49 

39 

11 

20 

73 

6 

1 

48 

49 

3 

52 

Eighth Week 

-L ...L 

42 

38 

28 

51 

1 

13 

59 

7 

1 

22 

49 

8 

1 

40 

39 

1 

53 

47 

36 

64 

1 

16 

74 

9 

1 

28 

61 

10 

1 

50 

49 

1 
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Table 3-- Con tin u e d 

Third Week Eighth Week 

-L ..:L f ..:L 
6 . Eating Schedule: 

Same 15 19 25 31 

Some changes 52 65 38 48 

Substantial changes 9 11 13 16 

Drastic changes 4 5 4 5 

7. Sex: 

Same 35 44 46 56 

Some changes 32 40 26 33 

Substantial changes 9 11 7 9 

Drastic changes 4 5 1 1 

8. Energy Level: 

Same 12 15 24 30 

Some changes 48 60 47 59 

Substantial changes 18 23 9 7 

Drastic chan ges· 2 2 2 2 

Part I I 

9· Think about Labor &. Delivery: 

Rarely 15 19 27 34 

Sometimes 36 45 36 45 

Often 26 33 15 19 

Constantly 3 3 2 2 

10. Thoughts about Labor &. 
Delivery 

Frightened/troubled 5 6 3 4 

Angry/frustrated 5 6 

Sometimes OK/sometimes 
uncomfortable 20 25 14 78 

Happy/filled with joy 55 69 57 71 



Table 3--Continued 

Third Week 

11. How Handled Labor & Delivery: 

Good about behavior 67 

Confused about behavior 7 

Angry about behavior 3 

Failure because of behavior 3 

12. Disappointments about 
Labor & Delivery: 

None 

Some 

Substantial 

Extreme 

13. Sadness about Labor & 
Delivery: 

None 

Some 

Substantial 

Extreme 

14. Looking back on Labor & 
Delivery, feel: 

Victory/joy 

Pleasure/disappointment 

Frustration and anger 

Defeat and failure 

Part II I 

15. When with Baby, I feel: 

Very uncomfortable 

Somewhat uncomfortable 

Somewhat comfortable 

Very comfortable 

48 

30 

1 

1 

66 

13 

1 

46 

31 

1 

2 

7 

2 

10 

61 

84 

8 

4 

4 

60 

38 

1 

1 

83 

16 

1 

58 

39 

1 

2 

9 

2 

13 

76 

54 

Eighth Week 

f ...:L 

70 

7 

3 

51 

27 

1 

1 

67 

11 

2 

67 

11 

2 

14 

8 

58 

88 

9 

3 

64 

34 

1 

1 

84 

14 

2 

84 

14 

2 

17 

10 

73 
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Table 3--Continued 

Third Week Eighth Week 

f -L f ...:!... 
16. Infant-care tasks: 

No pleasure/satisfaction 1 1 1 1 

Some pleasure/some 
frustration 7 9 6 8 

More pleasure than 
frustration 28 35 20 25 

Extreme pleasure/ 
satisfaction 44 55 53 66 

17. Experience Negative Emotions: 

None of the time 29 36 44 54 

Some of the time 49 61 36 45 

A lot of the time 2 3 

Most of the time 

18. Something bad might happen 
to the baby: 

Almost all of the time 1 1 

A lot of the time 5 6 1 1 

Some of the time 51 64 44 55 

None of the time 23 29 35 44 

19. Confused about feelings/ 
thoughts: 

Almost all of the time 1 1 1 1 

A lot of the time 1 1 

Some of the time 20 25 11 14 

None of the time 58 73 68 85 

20. Angry towards baby: 

Rarely 71 89 74 93 

Sometimes 9 11 6 7 

Often 

Constantly 
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Table 3--Continued 

Third Week Eighth Week 

....L --L f -L 
21. Being a mother is 

comfortable: 

Almost always 72 90 70 BB 

Some of the time 6 8 9 11 

Very few times 1 1 

Almost never 1 1 1 1 

22. Experience positive emotions: 

None of the time 1 1 

Very few times 2 2 

Some of the time 6 8 6 8 

Almost all of the time 72 90 73 91 

Part IV 

23. Relationship with baby's 
father: 

Very good 59 74 59 74 

Somewhat good 14 18 12 15 

Less than good 2 2 5 6 

Not good 5 6 4 4 

24. Fun activities: 

3ame 34 43 39 48 

Somewhat less 29 36 31 39 

Substantially less 12 15 B 10 

Drastically less 5 6 2 2 

25. Time for social activities: 

A lot more 4 5 4 5 

Somewhat less 43 54 59 74 

A lot less 32 40 17 21 

No time 1 1 
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Table 3--Continued 

Third W'eek Eighth Week 

_f_ i _f_ -.L 
26. Emotional support: 

None 4 5 5 6 

Very little 6 8 10 12 

Fair amount 37 46 27 34 

Extreme amount 33 41 38 48 

27. Feel isolated from other 
adults: 

Almost all of the time 4 5 5 6 

A lot of the time 10 13 5 6 

Some of the time 37 46 38 48 

None of the time 29 36 32 40 

Part V 

28. Feel good about myself: 

Almost all of the time 60 75 58 73 

Some of the time 19 24 26 21 

Very few times 1 1 1 1 

None of the time 

29· Managing roles well: 

Almost all of the time 52 65 63 79 

Some of the time 28 35 16 20 

Very few times 1 1 

None of the time 

30. Physical attractiveness: 

A lot more attractive 31 39 37 46 

Somewhat less 40 50 34 43 

A lot less 8 10 B 10 

Not attractive at all 1 1 1 1 
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Table 3--Continued 

Third Week Eighth Week 

-L. ...1L _f_ ...1L 
31. Predominant mood positive: 

Most of the time 61 76 63 79 

Some of the time 16 20 17 21 

Very few times 2 3 

None of the time 

32. Future looks promising: 

Very 59 74 59 74 

Somewhat 20 25 18 23 

Less than ':l 3 -.J 

Not 1 1 

33. Feelings of depression: 

None of the time 11 14 28 35 

Some of the time 64 80 -49 61 

A lot of the time 4 5 2 3 

Almost all of the time 1 1 1 1 

34. Thoughts of suicide: 

Never 74 93 76 95 

Occasionally 5 6 4 5 

Often 1 1 

Quite often 

35. Possibility of another baby: 

Zero 24 30 24 30 

Not very likely 12 15 11 13 

Somewhat likely 15 19 15 19 

Very likely 29 36 30 38 

x 56.9 53.4 

S.D. 8.5 8.2 
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had returned to normal by the eighth week, or the change 

experienced earlier had reduced in intensity. Of particular 

interest were the areas in a woman's daily activities which 

changed to a significant degree after the baby's arrival: 

sleep patterns, eating schedule, moods, and energy level. 

Frequency distribution indicated these four areas changed In 

varying degrees for the majority of women during both the 

third and eighth week, although less intensity of change was 

experienced during the latter time period. It should also 

be noted that changes in mood were more positive than nega

tive but the direction of change for energy was more fatigue 

than energetic. Thus, sleep patterns, eating schedule, 

moods, and energy level emerged in this study as areas for 

further attention regarding changes in a woman's daily 

activities in adaptation following childbirth. 

Labor-Delivery Experience. The second part of the IPA 

consisted of six questions assessing the impact of the 

woman's labor-delivery experiences. A majority of the women 

had thoughts about their childbirth events to some degree 

(largely between a frequency of sometimes and often) during 

the third and eighth week, but more women converted to 

thinking less about the event by the eighth week. Although 

the majority of women felt positive about how they handled 

childbirth~ had happy thoughts about it, were not sad or 

disappointed, and felt joy/victory, there was a small per

centage (approximately 5%) who had negative feelings. Also 
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of particular interest was the finding that approximately 30% 

of the sample had ambivale~t feelings about their childbirth 

events, particularly feelings of some pleasure/disappointment 

about labor-delivery. Thus, two findings emerged from this 

sample which deserve more attention: frequent thoughts about 

labor-delivery and a theme of ambivalence surrounding such 

thoughts. 

Mother-Infant Interactions. Part"III of the IPA con

sisted of eight questions which explored the woman's inter

actions with her baby. Summarizing the findings, mother/baby 

interactions were assessed to be in a positive direction for 

the majority of women during the third and eighth weeks. 

However, of special note were the frequency distributions 

obt8ined for several areas. First, degrees of discomfort 

were being experienced by at least 20% of the sample, with 

more changes toward becoming uncomfortable rather than com

fortable during the eighth week. Second, emotions such as 

fear, tension, confusion did exist some of the time for a 

large number of women (approximately 50%) during both the 

third and eighth weeks. Third, thoughts of something bad 

happening to the baby were experienced by 64% during the 

third week and by 55% at the eighth week. Fourth, confused 

feelings and thoughts some of the time were experienced by 

25% at the third week and 14% during the eighth week. Fifth, 

ambivalence was also experienced while performing mothering 
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activities by some women; 35% felt pleasure/displeasure at the 

third week, and 25% felt ambivalent during the eighth week. 

Social Support~. Part IV of the IPA explored the 

woman's social support system through five questions. 

Assessment of social supports revealed most women (74%) were 

having a very good relationship with the baby's father during 

both the third and eighth postpartal weeks. However, there 

was a majority (57% at the third week and 51% at the eighth 

week) who felt that "fun" activities had changed in terms of 

decreasing (little/substantial/drastic change). Also, the 

majority of women (94% at the third week and 95% during the 

eighth week) responded they had somewhat less/a lot less time 

for social activities since the baby's arrival. Another 

finding in accord with the changes in social supports was 

that most women felt some degree of isolation from other 

adults since the baby's arrival (64% during the third week 

and 60% at the eighth week). Also, the majority of women 

(59% at the third week, 52% at the eighth week) felt they 

were not receiving sufficient emotional support. Thus, for 

this sample, the degree of social support in the postpartal 

period was less than favorable for four out of five areas 

assessed (except for a positive relationship with the baby's 

father) • 

Construal of Self: Present and Future. The fifth 

and final part of the IPA explored the woman's self-construal 

for the present and future through eight questions. 
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Summarizing the frequency distribution obtained for this 

section, the majority of women felt positive during the third 

and eighth weeks regarding five of the eight assessment items: 

managing their multiple roles adequately, mood was predomi

nantly positive, future looked very promising, and thoughts 

of suicide never crossed their minds. However, a majority 

felt that their physical attractiveness had changed and ex

perience~ feelings of depression. Sixty-one percent felt 

somewhat/a lot less attractive at the third week and this 

percentage decreased to 54 by the eighth weekJ 86% felt 

depressed in varying degrees from some/a lot/almost all the 

time during the third week, with the percentage decreasing 

to 65 by the eighth week. Regarding the possibility of 

having another baby, approximately half of the sample felt 

that the possibility was between somewhat likely and very 

likely, while the other half indicated the possibility was 

zero or not very likely during the third and eighth weeks. 

Summary: IPA. The scores on the IPA were tabulated 

and frequency distribution was generated. By using the S.D. 

as a benchmark, a statistical profile was generated that 

complements the clinical summary just given. 

1. During the third postpartal week, 61 women were 

experiencing adequate adaptation (total scores were 

not elevated 1 S.D. (8.5) or more above the sample 

mean (57); 16 women were experiencing some diffi

culty in adaptation as indicated by total scores 
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1 5. D. above the sample mean; and three women were 

experiencing intense interference in postpartal 

adaptation as indicated by total scores 2 5.D. above 

the sample mean. 

2. During the eighth postpartal week, the frequency of 

women adapting favorably increased by four, for a 

total of 65 women whose scores were not elevated 

1 5. D. (8.2) or more above the mean (53); now only 

eleven women were having some difficulties as indica-

ted by scores 1 5. D. above the mean; and four women 

were experiencing intense difficulties as indicated 

by scores 2 5. D. above the mean· (Note, this was 

one more than found at the third week.) 

Psychological 5creening 
Inventory, (P5I) 

5tandard scores of 65 and above are considered eleva-

ted, as defined in the P5I manual (Lanyon, 1973). For the 

purpose of this study, any standard score of 65 and above on 

any of the alienation, social non-conformity, and discomfort 

scales, was regarded as indicative of psychological difficul-

ties and classified the woman as experiencing degrees of 

maladjustment. The results indicated that 13% (11) could be 

so classified, with one woman having scores above 65 on the 

alienation scale, eight women on the social non-conformity 

scale, and one woman on the discomfort scale. No women had 
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elevated scores of 65-plus on more than one of the scales 

on the PSI. Table 4 indicates the inter-relat~onship between 

the PSI and the IPA. 

Eeck Depression 
Inventory (EDI) 

Scores on the Eeck for this sample ranged from zero 

to 22, with a mean of 5.6 and a S.D. of 4.5. Five subjects 

scored above the arbitrary cut-off of 15 (2 S.D. above the 

sample mean), indicating the presence of significant 

depressive symptomatology, and eight women had scores 1 S.D. 

above the mean, suggestive of their vulnerability to depres-

sion. Table 5 indicates the inter-relationship between the 

IPA and the Eeck. 

Pitt's Questionnaire 

Scores on the Pitt for this sample ranged from zero 

to 36, with a mean of 12.5 and a S.D. of 4.5 (closely 

paralleling Pitt's finding with a mean of 11.8 and S.D. of 

7.9). In summary, 17 women (21%) had scores of 2 S.D. above 

the mean (22 and above) which classified some degree of 

depression, according to Pitt's criteria; five women (6%) 

had scores 1 S.D. above the mean (between 18 and 20) 

classifying vulnerability to depression; and 58 women (73%) 

were not experiencing depressive symptomatology. The inter-

relationship between the IPA and the Pitt is given in 

Table 6. 



Maternal Postpartal Assessment 
Scale (MAS) 

Results of the MAS obtained from this sample 

indicated scores ranged from zero to eight, with a mean of 

1.4 and standqrd deviation of 1·7. In summary, 79% (63) 

of the women sampled were adapting favorably during their 

hospital stay, 7% (6) were vulnerable to postpartal 

difficulties, and 14% (11) were experiencing interference/ 

difficulty in their postpartal adaptation while still 

hospitalized. The inter-relationship between the IPA and 

the MAS is indicated in Table 7. 
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Table 4 

INTER-RELATIONSHIP BETWEEN IPA & PSI CLASSIFICATION 

Adeguate 
Scores (Below 61) 

Above 65 on 
one scale 2 

PSI Below 65 on 
all scales 61 

63 

*p at the .01 level 

IPA Adaf2tation 
Some Substantial 

Difficulties Difficulties Total 
(61-68) (Above 69) 

5 3 10 

6 3 70 

11 6 80 

x2 = 23.7 * 
Contingency Coefficient = .48* 

Table 5 

INTER-RELATIONSHIP BETWEEN IPA & BECK CLASSIFICATION 

Scores 

15 and above 
(Depressed) 

10-14 (Vul
nerable to 
Depression) 

Below 10 
(Not depres
sed) 

Adeguate 

3 

2 

62 

67 

*p at the .01 level 

IPA Adaf2tation 
Some Substantial 

Difficulties Difficulties Total 

2 

4 

3 

9 

2 

2 

4 

5 

8 

67 

80 

x2 = 28.49* 
Contingency Coefficient= .51* 
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Table 6 

INTER-RELATIONSHIP BETWEEN IPA AND PITT CLASSIFICATION 

IPA Adaptation 
Some Substantial 

Adeguate Difficulties Di fficul ties Total 
Scores (Below 61) {61-68} (Above 69) 

22 and above 5 

PITT 18-21 2 

Below 18 59 

66 

*p at the .01 level 

5 3 13 

2 1 5 

2 1 62 

9 5 80 

x2 = 30.68* 
Contingency Coefficient= .53* 

Table 7 

INTER-RELATIONSHIP BETWEEN IPA AND MAS CLASSIFICATION 

IPA Adaptation 
Some Su6siani~aI 

Adequate Difficulties Difficulties Total 
Scores 

Above 4 

MAS 3- 4 

2 and below 

*p at the .05 level 
**p at the .01 level 

4 

4 

49 

57 

1 2 7 

5 1 10 

7 7 63 

13 10 80 

2X = 11.68* 
Contingency Coefficient = .31** 
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Correlation Analyses 

Reliabili t.y 

The test-retest correlation coefficient utilizing 

total scores on the two IPA's was .79 (p <.001). When sub-

total scores were utilized, the correlation coefficient and 

their corresponding p values were: 

Part I r = .51 p=OOl 
Part II r = .72 p=OOl 
Part III r = .58 p=OOl 
Part IV r = .67 p=OOl 
Part V r = .81 p=OOl 

A test-retest correlation analysis of specific items 

also indicated substantial reliability, with coefficients 

beyond the .05 level and most beyond .01. 

An analysis for inter-item consistency produced an 

over-all alpha coefficient for the two IPA's of .89. This 

indicated that test items contained a high degree of homo-

geneity in terms of measuring the domain of postpartal 

adaptation. When the same analysis was performed on each of 

the five assessment areas, the obtained alpha coefficients 

were: 

IPA Sections 3rd Week 8th Week __ "'.a" ___ 

Part I Daily Activities .60 .56 

Part II Labor-Delivery .56 .67 

Part III Mother-Infant Interactions .65 .41 

Part IV Social Supports .47 .55 

Part V Self-Construal .61 .61 
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Such lower alpha coefficients were a welcomed finding 

because they reflected some degree of heterogeneity in the 

five assessment areas, thereby supporting the theoretical 

framework that postpartal adaptation consists of heterogen

eous criteria. 

Validity 

Total scores on the Beck corrplated with total scores 

on the Pitt (r = .60 p <.001). A correlational analysis was 

undertaken comparing Beck and Pitt items with highly similar 

content. There are eight such items (e.g. "I don't get more 

tired than usual" from the Beck, and "Have you enough energy" 

from the Pitt). Four items correlated at a significance of 

.001 (Cry = r =.41, Sex = r =.67, Appetite = r =.46, and 

Worried about Health = r =.44). Thus, results obtained from 

this selected sample suggested the Beck and Pitt instruments 

had an average degree of consistency in measuring depression 

in postpartal women. Results for measuring whether the 

Psychological Screening Inventory correlated with the Beck 

and Pitt instruments can be found in Table B. Note that the 

one scale on the PSI that correlated significantly at the 

.001 level with both total scores on Beck and Pitt, was the 

discomfort (DI) scale. Results for measuring whether the 

Maternal Assessment Scale correlated with Beck, Pitt, PSI, 

and the IPA are listed in Table 9· The Maternal Assessment 

Scale correlated significantly but quite modestly with the 



Table 8 

CORRELATION COEFFICIENTS : PSI CORRELATED 
WITH BECK & PITT 

PSI Scales Beck 

AL .19 * 

SN .23 * 

DI .42 ** 

* significant at .05 
**significant at .001 

Table 9 

Pitt 

.26 * 

.29 * 

.62 ** 

MATERNAL ASSESSMENT SCALE CORRELATION COEFFICIENTS 
WITH BECK, PITT, PSI & IPA 

Correlation Coefficients 

MAS with Beck .12 

MAS with Pitt .22 * 

MAS with AL scale .26 * 

MAS with SN scale .11 

MAS with DI scale .17 
MAS with IPA .14 

*significant at .05 
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Pitt and the AL scale of the PSI, but not with the Beck or 

the IPA. In summary, this short-form assessment scale was 

not very helpful in screening women for early postpartal 

difficulties. Such a finding may reflect several hypotheses: 

limitations in the rater's ability to assess the variables 

indentified on the form; postpartal adaptation cannot be 

predicted nor assessed adequately during the hospital stay; 

or the form was so brief, global, and general that nuances 

of ~daptation may have cancelled out each other. 

The major question regarding validity measurements 

was whether the IPA correlated with other scales (Beck, Pitt, 

and PSI). Total scores on the IPA correlated at the .001 

significance level for three scales of the PSI (SN = r.39, 

DI = r.36, DE = r.4o). Total scores on the IPA also correla

ted with the Beck at r =.53 (p <.001) and with the Pitt, 

r = .64 (p <.001), but not with the Maternal Assessment Scale 

completed in the hospital. In summary, the IPA correlated 

with the Beck and Pitt and also with the Discomfort, 

Social Non-conformity, and Defensiveness scales on the 

Psychological Screening Inventory. Based on these initial 

results, the IPA appears to be measuring some degree of a 

woman's vulnerability to depression and her psychological 

adaptation in terms of discomfort from anxiety and conformity 

to social mores. 
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Another method employed for assessing construct 

validity of the IPA was measurement of the internal consis

tency of the items. Each item correlated with the total 

scores at or beyond the .05 significance level on the IPA 

taken during the third postpartal week and the eighth week. 

Only two questions (thoughts about labor and delivery and 

confused thoughts about labor and delivery) deviated from 

this pattern. (See Table 10 for the corresponding coeffi-

cient values.) Correlation coefficients are considerably 

higher for subtotal scores to total scores than for item 

with the total score. Thus, in spite of the lower coeffi

cient values for individual items, when they were pooled 

together into a subtotal score, the correlation value 

increased considerably. In terms of the selection of items 

to maximize the validity of the over-all test, the wide 

range in correlation coefficients obtained was also a 

welcomed finding. According to Anastasi, "determination of 

the net effectiveness of an item emerged when an item had a 

high correlation with the external criterion but a relatively 

low correlation with the total scores, since the item pre

sumably measured an aspect of the criterion not adequately 

covered by the rest of the test." (Anastasi, 1976, p. 216.) 

Scrutiny of the correlation coefficients obtained in the 

analysis for internal consistency revealed the above pattern 

described by Anastasi, suggesting the individual items 



Table 10 

INTERNAL CONSISTENCY: CORRELATION OF COEFFICIENTS 
FOR EACH ITEM ON THE IPA WITH TOTAL SCORES 
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Correlation Coefficients(a) 

IPA Item 

Part I 

Care of Self/Baby 

Care of Household 

Sleep 

Moods 

Prepare Meals 

Eating Schedule 

Sex 

Energy 

Sub-Total - Part I 

P art I I 

Think about Labor-Delivery 

Happy/Frightened about 
Labor-Delivery 

How handled Labor-Delivery 

Disappointments about 
Labor-Delivery 

Sadness about Labor-Delivery 

Victory/Failure about 
Labor-Delivery 

Sub-Total - Part II 

Part I II 

Comfort with Baby 

Pleasure with Baby Tasks 

Negative Emotions while 
with Baby 

Something Bad will happen 

Confused feelings 

Third Week Eighth Week 

.47 

.38 

.48 

.35 

.36 

.34 

.17 

.43 

.71 

.36 

.36 

.37 

.39 

.43 

.58 

.30 

.45 

.52 

.27 

.48 

.34 

.26 

.27 

.39 

.27 

.37 

.35 

.58 

.72 

.50 

.~o 

.41 

.47 

.45 

.60 

.22 

.24 

.39 

.22 

.14(a) 



Table lo--Continued 

Correlation Coefficients(a) 

Third Week Eighth Week 

Angry toward Baby .54 .42 

Being a Mother is Comfortable .27 .42 

Positive Emotions while with 
Baby .32 .52 

Sub-Total - Part III .68 .61 

Part IV 

Relationship with Baby's 
Father .38 .48 

Time for Fun Activities .61 .38 

Opportunities for Social 
Activities .49 .32 

Receive Emotional Support .27 .39 

Feeling Isolated from Adults .44 .61 

Sub-Total - Part IV .77 .75 

Part V 

Feeling good about myself .42 .60 

Managing Roles well .47 .46 

Feeling attractive .20 .28 

Predominant mood positive .24 .53 

Future looks promising .38 .51 

Feelings of Depression .45 .54 

Suicidal ideation .40 .32 

Possibility of having 
Another Baby .46 .35 

Sub-Total - Part V .68 .75 

(a)All coefficients are significant (p <.05) except for 
these items. 
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for the Inventory of Postpartal Adaptation did contribute to 

the net increase in the test's validity. 

Other Correlation Analyses 

The nine demographic variables (age, education, type 

of delivery, type of anesthesia, parity, preparation received, 

witness of birth, presence of complications, and sex of 

infant) did not correlate significantly with the total scores 

but four of them (parity, preparation for childbirth, witness

ing the birth, and healthy or risk outcomes) did correlate 

significantly with the selected items on the IPA (see 

Table 11), especially in items related to Part II on thoughts/ 

feelings about labor-delivery. 

Another area explored in terms of correlational 

analyses pertained to identifying items on the IPA which 

suggested a relationship between a woman's postpartal adapta

tion and her vulnerability to depression. Table 12 lists the 

correlation coefficients obtained for each item from the five 

assessment areas and their correlation with the Beck and Pitt. 

A correlation coefficient within a leval of significance 

between an item and consistent with each of the IPA, Beck, 

and Pitt would be viewed as the strand linking that item of 

postpartal adaptation with a woman's vulnerability to depres

sion. Thus, the results presented in Table 9 and Table 11 

can be summarized as follows: 



Table 11 

CORRELATION ANALYSES FOR MATERNAL DEMOGRAPHIC 
VARIABLES AND IPA ITEMS 

Third Week 

Maternal Variables IPA Item 

Parity Possibility of 
Another Baby 

Preparation for Possibility of 
Childbirth Another Baby 

Witness Birth Thoughts about Labor-
Delivery 

Disappointments about 
Labor-Delivery 

Looking Back on Labor-
Delivery 

Sub-Total - Part II 

Outcomes Disappointments about 
Labor-Delivery 

Looking Back on Labor
Delivery 

Sub-Total - Part II 

Correlation 
Coefficients* 

.47 

.38 

.38 

.35 

.41 

.36 

.37 

.39 

.34 

Eighth Week 
Correlation 
Coefficients* 

Possibility of 
Another Baby 

Possibility of 
Another Baby 

Dissapointments 
about Labor-Dely. 

Feel Victory/ 
Failure about 
Labor-Delivery 

Happy/Frustrated 
about Labor-Dely. 

Disappointed about 
Labor-Delivery 

Feeling of sadness 
about Labor-Dely. 

.49 

.39 

.40 

.49 

.54 

.41 

.55 

Feel Victory/Failure 
abour Labor-Delivery .43 

Comfort with Baby .52 

*All correlation coefficients significant at the .001 level. 

--J 
0\ 



Table 12 

CORRELATION ANALYSES FOR THE FIVE IPA 
AREAS WITH BECK & PITT 

IPA Item 
Part I - Da~ly Activities: 

Care of Self/Baby 

Care of Household 

Sleep 

Moods 

Prepare Meals 

Eating Schedule 

Sex 

Energy 

Part II - Labor-Delivery: 

Think about Labor-Delivery 

Happy/Frightened about Labor-Delivery 

How handled Labor-Delivery 

Disappointments 

Sadness 

Victory/Failure about Labor-Delivery 

Part III - Mother-Infant Interactions: 

Comfort with Baby 

Pleasure with Baby Tasks 

Negative Emotions 

Something Bad will Happen 

Confused Feelings 

Angry toward Baby 

Being a Mother is Comfortable 

Positive Emotions while with Baby 

Part IV - Social Supports: 

Relationship with Baby's Father 

Time for Fun Activities 

Opportunities for Social Activities 

Beck 

.08 

.07 

.15 

.30* 

.05 

.37** 

.16 

.30* 

.04 

-.003 

.16 

-.03 

.03 

-.02 

-.13 

.17 

.24* 

.06 

.17 

.11 

.30 

.32 

.40** 

.39** 

.29* 
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Pitt 

.14 

.20 

.15 

.38** 

.19 

.21* 

.28 

.49** 

.16 

.12 

.27 

.02 

.13 

.06 

.13 

.18 

.43** 

.22 

.20 

.21 

.20 

.30 

.42** 

.27** 

.22* 



Table 12--Continued 

IPA Item 

Receive Emotional Support 

Feeling Isolated from Adults 

Part V - Self-Construal: 

Feeling Good about myself 

Managing Roles 

Feel Attractive 

Predominant Mood Positive 

Future Looks Promising 

Feelings of Depression 

Suicidal Ideation 

Having Another Baby 

*p at the .05 level 
**p at the .01 level 
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.36** .30* 

.20* .28* 

.55** .50** 

.:?5* .52** 

.27* .17* 

.39** .49** 

.55** .30* 

.43** .42** 

.32* .24* 

.19 .11 
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1. All eight of the items in Part I of the IPA appear to 

be contributing to a relationship ~ith postpartal 

adaptation but only three items (mood, eating schedule, 

and energy level) appear to be associated with a 

woman's vulnerability to depression. 

2. None of the six items in Part II had any relationship 

with a woman's vulnerability to depression. 

3. All eight items assessed in Part II regarding mother

baby relationship contribute to a woman's over-all 

postpartal adaptation. However, only three items had 

any relationship with a woman's vulnerability to depre

ssion (negative emotions while with baby, comfort with 

being a mother, and positive emotions while with baby). 

4. All items in Part IV regarding social supports were 

significantly related to a woman's over-all postpartal 

adaptation and also contributed to a relationship 

with her vulnerability to depression. 

5. All items in Part V - Self-Construal, except one 

(possibility of having another baby) were related to 

a woman's postpartal adaptation as well as her 

vulnerability to depression. 

Thus, the findings suggest that selected areas in a 

woman's postpartal adaptation, such as mood, eating schedule, 

energy level in her daily activities, negative/positive 

emotions, and comfort at being a mother in her interactions 
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with the baby, contributed to her vulnerability to depres

sion. In contrast, all items assessed regarding social 

supports and self-construal were related to her vulnerability 

to depression, but none of the items assessed relative to 

the impact of labor-delivery suggested relationship with 

depression in this particular sample. 

Summary 

The findings obtained from the sample can be 

summarized as follows: 

During the third postpartal week, 72 women were 

experiencing healthy adaptation, while eight women could be 

classified as experiencing difficulties/maladjustment at 

this time, based on elevations on the PSI scale and scores 

1 S.D. above the mean on the IPA total scores. 

During the eighth postpartal week, 67 women were 

adapting favorably and not depressed; eight women were 

defined as having some postpartal difficulties and vulnerable 

to depression (scores 1 S.D. above the mean on the IPA and 

either the Beck or Pitt); and five women were having intense 

difficulties in postpartal adaptation and experiencing 

depressive symp~amatology (indicated by scores 2 S.D. above 

the mean on the Beck and IPA. 

In this study, 7% of the sample were experiencing 

depression in the postpartal period while 10% were vulnerable 

to depression. The 7% parallels the incidence for postpartum 
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depression reported in the literature to be approximately 

3% (Pitt, 1968). Thus, it is important to investigate 

further the women who become depressed or are vulnerable to 

depression during their postpartam adaptation. 



CHAPTER 4 

DISCUSSION 

The purpose of this study was to explore whether 

there were selected aspects of a woman's postpartal adapta

tion related to her vulnerability to depression. Were there 

strands between postpartal adaptation and vulnerability to 

depression needing to be explored and appreciated? Results 

from this study suggest the following as possible strands of 

such a relationship and will be elaborated upon: 

1. Change in daily patterns relative to moods, eating 

schedule, and energy levels. 

2. Interactions with the infant in terms of the woman 

experiencing positive versus negative emotions and 

degrees of comfort with being a mother. 

3. Degree of social support relative to the woman's 

relationship with the baby's father, opportunities 

for "fun" activities, time for social activities, 

emotional support received, and feelings of isola

tion from other adults. 

4. Self-construal regarding the goodness of one's self, 

how well she manages her roles, degree of physical 

attractiveness, predominant mood, outlook for the 

future, feelings of depression and/or suicide, plans 

regarding having another baby. 
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Changes in Daily Patterns 

The finding that changes in daily patterns involving 

moods, eating schedule, and energy levels being related to 

depression was consistent with the literature. Scarf (1980a) 

described depression as reflecting changes in everything-

brain physiology, body physiology, mode of thinking and 

experiencing--resulting in widespread perturbation of the 

body system and loss of biological orderliness or equilibrium. 

Thus, changes in eating schedule, moods, and energy levels 

are also considered to be integral parts of depressive 

symptomatology and cover three of the five broad categories 

used to define depression (Arkowitz, 1980; Beck, 1967; 

Lewinsohn, 1975). The likelihood of these three areas 

bridging the link between depression and postpartal adapta

tion is also supported by authors in the childbearing 

literature. Kaij and Nilsson (1972) found that changes in 

eating, energy, sleep, and moods were indicators of post

partal maladjustment which could lead to neurotic reactions, 

frequently manifested as depression. Cone (1971) specifi

cally elaborated on the need for assessing the impact of mood 

variations on a woman feeling depressed following childbirth. 

Anderson (1964) proposed that women exposed to low physical 

reserves, particularly related to nutrition, rest, and low 

hemoglobin, are more vulnerable to postpartal depression. 

There is a need to examine more closely the relation

ship between changes in a woman's daily pattern following 
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childbirth and her vulnerability to depression. Findings 

from this study suggest another variable operating in the 

relationship between postpartal changes and depression. The 

changes, per se, do not exert the important impact but 

rather the degree and persistance of change over time. Such 

an idea is proposed because of a unique finding which emerged 

from this study. It was surprising to find that sleep 

changes did not correlate significantly with the Beck and 

Pitt depression measurements, in spite of a higher frequency 

distribution for sleep (changing in a somewhat/substantial 

direction) similar to the frequency distribution for moods, 

eating, and energy. This was a surprising result because 

sleep has been linked to depression in the literature as 

strongly as mood, appetite, and energy. However, closer 

examination of the data revealed that changes in sleep moved 

toward a positive direction with a higher frequency by the 

eighth week when the Beck and Pitt questionnaires were 

ad~inistered. In contrast, there were less subtle changes 

(reflected in lower frequency distribution) for the other 

var£ables of mood, eating, and energy. Of interest, the 

changes in mood and eating were in a positive direction by 

a low frequency differential between the third and eighth 

weeks, but the change for energy was in the negative direc

tion at a higher frequency and was most likely affecting the 

woman's functioning during the eighth week. Thus, the 

important variable for assessment in daily patterns is not 
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merely whether change has occurred but the nature of the 

change in terms of direction (positive versus negative 

impact on the individual), intensity (how much change was 

experienced), and duration (how long the change persisted 

or difficulties experienced in adapting to/resolving the 

change). These three functions are consistent with change 

theory: stress and strain on the system is inherent with 

change; stress gives rise to dissatisfaction and can become 

the motivating stimulus for change in a positive direction; 

however, if stress persists because of increased intensity 

or difficulty in adapting to the change, then the system is 

vulnerable to disruption and/or collapse (French, Bell, and 

Zawack, 1978). Therefore, the degree to which change is 

manifested in a woman's postpartal daily pattern (in terms 

of direction, intensity, and duration) will contribute to 

vulnerability to depression. Recall that the theoretical 

framework of the postpartal phase of the childbearing cycle 

emphasized a time of profound changes (hormonal, physio

logical, social, and emotional) making the woman vulnerable 

to stress and crises (Affonso, 1977; Caplan, 1959; Kane, 1968). 

Most of the authors (Kane, 1968; Kaij and Nilsson, 1972; 

Pitt, 1958) proposed that the depression manifested in the 

postpartal period of life is likely to be reactive. Thus, 

it can be predicted that changes in daily patterns parallel 

changes in the situational events occurring in the woman's 

life at the time period following childbirth, thereby 
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increasing vulnerability to depression. Support for this 

idea also is found in the work done by Holmes and Rahe (1967) 

regarding the relationship between changes in certain life 

events as augmenting. stress and tension in daily living such 

that vulnerability to psychopathology is increased. In the 

postpartal period, the form of psychopathology most likely 

to manifest is depressive reactions (Pitt, 1968). 

Judgement About Mothering 

The second area suggestive ofa relationship between 

postpartal adaptation and depression pertained to the woman's 

interactions with her infant. Three items were determined to 

have a significant relationship with vulnerability to depres

sion: the degree to which a mother experienced negative 

emotions while with the baby, the degree to which positive 

emotions were felt, and the degree of comfort experienced in 

being a mother. The common factor among these three items 

is that each called for a judgement to be made by the woman 

in terms of an affective response (positive/negative feelings) 

as well as generalized conclusions about the forced role 

assumed after childbirth (whether being a mother was 

comfortable). 5uch a finding was consistent with ~~rk's 

cognitive framework of depression. Beck considered negative 

jUdgements made in response to events involving the triad 

(self, world, future) as a major contributor to depressive 

symptomatology. Beck also elaborated that errors in 
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judgement lead to wrong conclusions primarily because of 

inadequate data, over-generalization of the event, and maximi

zation of the failures/minimization of success. Beck's focus 

on the types of jUdgements made in contributing to depression 

lends support to the findings from this study. Of special 

note is that out of eight IPA items assessed, only three 

showed a significant correlation with the depression instru

ments and all three involved arriving at a jUdgement about 

the self. Such a finding becomes of special interest because 

the emphasis in the maternal-infant literature focuses 

largely on assessment of activities mothers do with and for 

their babies. Results from this study highlight attention 

on the types of judgements mothers make about the inter

actions with their infants instead of a mere focus on 

mothering activities. It is how a woman construes her inter

actions with the baoy in terms of judgements made relative to 

her affective responses (positive/negative feelings) and a 

generalization about her mothering role (degree of comfort 

at being a mother) that exerts an important influence on her 

vulnerability to depression. 

Social Supports 

The third area linking postpartal adaptation with 

vulnerability to depression involves the social supports 

available after childbirth. All five items assessed on the 

IPA show a significant correlation with the depression 
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questionnaire. The consistency of these correlational 

findings lends credence to the social perspective linking 

postpartal adaptation with depression. Oakley (1980) 

proposed a strong link between a woman's social support 

system and her enhancement or interference with postpartal 

adaptation. Oakley identified interfering factors as 

inability to be relieved from infant care to engage in 

social activities, myths and unrealistic expectations 

about motherhood as perpetuated by social stereotypes, and 

isolation from normal adult interactions. In addition, the 

social perspective on depression identified interfering 

factors such as deficits in social skills, lack of opportuni

ties or skills to emit behavior which elicits positive 

social reinforcers, and interruptions in meaningful social 

interactions as linked to the maintenance of depressive 

symptomatology (Coyne, 1976). Thus, linking the social 

perspective on postpartal adaptation with depression gives 

greater appreciation to the finding that social supports 

affect a woman's vulnerability to depression in the postpar

tal period. The specific areas of social supports explored 

in this study (i.e. relationships with the baby's father, 

participation in "fun"/social activities, receipt of 

emotional support, and feelings of isolation from other 

adults) were general enough to be applicable to any other 

time period in the life cycle, besides the postpartum period. 

Thus, the credibility regarding the importance of social 
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supports as a shield against vulnerability to depression 

was strengthened through the findings obtained in this study. 

Self-Construal 

Finally, assessment of a woman's self-construal was 

also correlated to a significant degree with depression. 

This area of assessment was based on application of Beck's 

cognitive theory of depression to the postpartal period. A 

welcomed finding was that all items assessed, except for the 

possibility of having another baby, were related to vulner

ability to depression. The items chosen for assessment 

represented an inter-relationship between the theories on 

postpartal adaptation and depression. For example, feelings 

of goodness about the self, management of one's roles, degree 

of physical attractiveness, predominant mood, outlook for the 

future, labeling feelings as depression, suicidal ideation, 

all have relevance to both the adjustment process following 

childbirth as well as to depression symptomatology. Thus, 

the results that the above areas were strands linking post

partal adaptation with vulnerability to depression served as 

an example of the relevance theoretical constructs have with 

real life events, such as the adaptation following childbirth. 

Before concluding this discussion on the strands 

linking aspects of postpartal adaptation with vulnerability 

to depression, attention should be given to the findings that 

an entire area assessed on the IPA did not correlate 
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significantly with depression--Part II on labor-delivery. 

Such a result was not anticipated because the childbearing 

literature emphasized the impact of labor-delivery as an 

important variable influencing postpartal adaptation. In 

spite of the correlational analysis supporting the selection 

of six items on the IPA as applicable for measuring post

partal adaptation, none was contributing to a relationship 

with the woman's vulnerability to depression. Such a finding 

is important because new theoretical insights must be 

explored for better understanding of postpartal adaptation. 

As an example of this point, several speculations are pro

posed for finding no correlation between labor-delivery items 

and depression. The first two speculations arise from appli

cation of present theoretical knowledge in the childbearing 

literature, but the third speculation emerged from a blending 

of the theoretical understanding of depression with the 

findings produced from this study. The first speculation is 

the possibility that women in the sample resr.2ved any con

flicts relative to the labor-delivery events by the time data 

were collected in this study, such that the items selected 

on the IPA were no longer applicable to indicate vulnerability 

to depression. The second speculation is that the items 

selected for assessment on the IPA were not the best fit for 

identifying vulnerability to depression. The third specula

tion involves a neW perspective on the interactions between 

the phenomenon of postpartal adaptation and depression. 
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Scarf (1980a) emphasized depressive symptomatology arising 

when a transitional life event was in process which made the 

individual susceptible to stress and tension; this led to 

altered moods in the direction of dysphoric states, and the 

persistence of such changes became the clinical disorder 

known as "depression." Thus, vulnerability to depression is 

linked with the persistence or non-resolution of transitional 

processes which can lead to substantial mood changes in a 

dysphoric direction. Integrating the theoretical frameworks 

on childbearing and depression, the postpartal period can be 

viewed as involving different phases of transition, and 

interferences in the resolution of these transitional phases 

would increase vulnerability to depression. For example, 

three transition phases are inherent in the postpartal period: 

the initial transition phase involves resolution of the 

events surrounding the pregnancy, labor-birth; the second 

phase concerns adaptation to the forced role of mothering; 

the third phase consists of integrating the entire child

bearing experience into the woman's self-construal for the 

present and future. This third phase will be the most 

challenging because successful resolution of the other two 

phases needs to be incorporated and demands more time and 

energy to work upon, thereby contributing the most to a 

woman's vulnerability to depression. The results yielded 

from this study suggest the idea that the sample of women 

had already moved beyond the transition surrounding the 
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birth, were engaged in the transition relative to motherhood, 

and were preparing for the transition involving stabilization 

of one's self-construal for the present and future. Of 

special interest is the finding that factors involving self

construal on the IPA were more consistently correlated to 

vulnerability to depression, supporting the speculation that 

this phase of transition was important in terms of protection 

against or vulnerability to depression in the postpartal 

period of life. 

A major aim in fulfilling the over-all purpose of 

this study was to measure selected aspects of postpartal 

adaptation through a newly-developed questionnaire which 

blended the theoretical frameworks of postpartal adaptation 

with that of depression. Regarding the impact of the child

bearing experience on the woman's daily patterns, this study 

supported the theoretical framework found in the literature 

tha+. the postpartal period is permeated with changes in basic 

needs and patterns. Changes were especially pronounced in 

selected areas for women in this study. Modal percentages 

indicated there were some difficulties in care of the self, 

baby, and the household activities; sleep had changed in 

varying degrees between somewhat and substantial; moods had 

changed and persisted in change during the eighth week; 

there were some difficulties in preparation of meals and 

changes in eating schedule persisted at eight weeks; and 

energy levels were reduced between somewhat to drastic 
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degrees with such changes persisting at eight weeks. Thus, 

changes occurring in daily living patterns during the period 

following childbirth are experienced by a majority of women. 

Such changes should be appreciated as forcing the women to 

find a new level of adaptation. Of particular interest is 

that certain areas of daily living changed for a longer 

period of time and may have interfered with the woman's 

functioning, especially if she was unable to resolve or adapt 

to situations contributing to the change. These areas were 

sleep, moods, eating/appetite, and energy levels. (For this 

sample, all four areas of change persisted in the eighth 

postpartal week but there were fewer women who were able to 

change in a favorable direction with moods, eating, and 

energy, as contrasted to more women who had their sleep 

change for the better by the eighth week.) Therefore, in 

measuring postpartal adaptation, this study supported the 

general conclusion that changes in selected daily patterns 

can be expected after childbirth and will force favorable 

adaptation or the woman is vulnerable to depressive reactions. 

In terms of assessing the impact of labor and 

delivery on a woman's postpartal adaptation, the majority of 

women in the study felt positive about their childbirth 

events. Of particular interest were two findings: most 

women thought about their labor-delivery sometimes or often, 

and a small percentage (between 20-30%) felt some degree of 

ambivalence about their labor-delivery (see Table 3, p.51 
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for the frequency distribution to items on Part II of the 

IPA). Also to be noted is the persistence of ambivalence 

from the third to the eighth postpartal weeks. The ambiva

lence or the potential for ambivalence surfaced in response 

to the following: Feeling sometimes OK/sometimes uncomfort

able when thinking about labor-delivery (item 10 on the IPA); 

having some feelings of disappointment about labor-delivery 

(item 12 on the IPA); currently feeling some sadness about 

labor-delivery (item 13 on the IPA); when looking back at 

labor-delivery, feeling some pleasure and some disappointment 

(item 14 on the IPA). Items 12 and 13 of the IPA assessed 

the potential for ambivalence in that, even when most women 

felt good about how they handled the labor-delivery exper

ience, for some of them there continued to be some feelings 

of disappointment and/or sadness about the childbirth events. 

This theme of preoccupation and ambivalence with 

thoughts and feelings during the postpartal period was con

sistent with literature on childbearing and that on 

depression in several ways. First, postpartal women have 

been described as preoccupied with labor-delivery events, 

especially in relation to any confusion and disappointment, 

and sadness about behavior of the self and/or others (Clark 

and Affonso, 1979). This preoccupation is viewed as 

functional because the woman is provided with a means of 

engaging in conflict resolution and can emerge toward mean

ingful integration of the entire childbirth event (Affonso, 
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1977). Second, Oakley (1980) found that ambivalent feelings 

after childbirth were common and arose from conflicts rela

tive to several factors such as myths surrounding motherhood 

and minimal social supports during childbirth. Third, Brown 

and Harris (1978) proposed that the meaning construed to 

childbirth events, especially regarding any feelings of 

disappointment and hopelessness, is a crucial determinent to 

difficulties in postpartal adaptation being linked to depres-

sion. Fourth, Cameron (1963) described ambivalence to be 

the cornerstone of psychopathology because tensions and 

conflicts can be perpetuated and can mask the issues which 

need attention, thereby making problem solving difficult and 

conflict resolution detained. Finally, the link between 

depression and difficulties in postpartal adjustment was 

proposed by numerous authors who emphasized that depressive 

reactions are the likely consequence when tension and con

flicts persist in the period following childbirth (Brown and 

Harris, 1978; Kane, 1968; Pitt, 1968). In essence, a theme 

of ambivalence may permeate a woman's thoughts and feelings 

relative to her labor-delivery; such ambivalence is at a 

peak during the postpartal period because she is being forced 

to cope with changes and responsibilities inherent with the 

completion of childbirth. 

The domain of mother-infant interactions was also 

assessed to be in a positive direction for the majority of 

women during both the third and eighth weeks. However, 
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several findings were noteworthy. First, degrees of discom

fort while with the baby were being experienced by at least 

20% of the women, with more changes toward becoming uncom

fortable rather than comfortable by the eighth week. Second, 

emotions such as fears, tensions, and confusion did exist 

some of the time for a large number of women (approximately 

61% at the third week and 45% during the eighth week). Third, 

thoughts that something bad would happen to the baby were 

experienced by approximately 64% during the third week and 

55% during the eighth week. Fourth, confused feelings and 

thoughts some of the time were experienced by 25% of the 

women during the third week and by 14% during the eighth 

week. Finally, 35% of the women felt both pleasure and 

displeasure while performing mothering activities during the 

third week and only 25% felt such ambivalence by the eighth 

week. 

Further exploration of these findings suggests three 

important ideas for consideration. First, themes of ambiva

lence surfacing again, this time relative to the woman's 

interactions regarding performing mothering activities with 

the baby. Second, there are areas in a mother's interactions 

with the baby that are stressful, confusing, and fearful, 

generating emotions more in a negative direction than positive. 

Third, a woman's general conclusion about herself as a mother 

is influenced by how she resolves the ambivalent and/or 

negative emotional responses. The inter-relationship of 
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these areas exphasizes ambivalence as an important influence 

on a woman's judgement of herself as a mother. If ambivalent 

feelings and thoughts persist, tension and conflicts in the 

woman's postpartal adaptation can escalate. Such tensions and 

conflicts have the potential to alter a woman's evaluation of 

how she views herself as a mother as well as her over-all 

feelings about interactions with the baby. This generalized 

judgement/conclusion made by the woman regarding herself as 

a mother contributes to her vulnerability toward depression. 

Such judgements are altered away from a positive direction 

when ambivalence permeates the woman's cognitive and affective 

functioning. 

Social supports were not adequately available for the 

women who participated in this study. Recall from Chapter 3 

that four of the fiv·e items assessed on the IPA elicited 

less-than-favorable responses for the majority (except for the 

variable regarding having a good relationship with the baby's 

father). Thus, for this sample, vulnerability to depression 

arose from factors related to the degree of social support 

available after childbirth more than from factors surrounding 

the birth events and/or the mother's interactions with her 

baby. The significance of social support as influencing 

postpartal adaptation and contributing to depression has been 

discussed earlier in this chapter. Noteworthy is the finding 

that out of all the areas assessed in postpartal adaptation, 

the availability of social supports to the postpartal woman 
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was consismntly less than positive for the majority. Such 

a finding points to a need for more attention regarding the 

social-support system for a woman after childbirth. Several 

questions come to mind. Why are social supports less 

available at a time in the childbearing woman's life when 

the need for them is augmented? What factors in the woman's 

family, community, and society at large are interfering with 

her means of getting the social supports she needs? One 

possible area to explore for answers to these questions is 

the emphasis in the American culture on the individualistic 

approach to self-attainment in contrast to less attention on 

the socialization of the individual through family/community 

networks to attain fulfillment. For example, in some 

cultures, birth is a social event with its meaning arising 

from the social dynamics surrounding the entire childbearing 

experience (Newton, 1970). The findings from this study are 

congruent with those from other studies regarding minimal 

social supports as interfering with postpartal adaptation 

(Oakley, 1980). The theoretical perspective of depressive 

symptomatology being intertwined with an individual's 

deficits in social supports is also strengthened (Coyne, 

1976). 

Finally, what was the general pattern in postpartal 

adaptation relative to how women construed the present as 

well as the future? During the third and eighth weeks, the 

majority of women felt positive in relation to five of the 
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eight items assessed on the IPA: feeling good about them

selves, managing their roles adequately, predominant mood, 

future looked very promising, and never having thoughts about 

suicide. However, a majority also experienced changes in 

their findings of physical attractiveness, feelings of 

depression some of the time, and feelings about the 

possibility of having another baby. The percentage distribu

tion was of such magnitude for these three items and is worth 

repeating. Recall that 61% felt somewhat/a lot less attrac

tive during the third week, while 54% felt thus at the eighth 

week; 86% felt depressed in varying degrees from some, a lot, 

to almost all of the time during the third week, and this 

percentage decreased to 65 by the eighth week; approximately 

half of the sample felt some possibility of having another 

baby, while the other half felt the possibility was not very 

likely or zero, both during the third and eighth weeks. 

Although most women were experiencing positive self-construal 

in varying degrees, as assessed ·through the IPA, the results 

from this study can contribute to a better understanding of 

two variables and their impact on postpartal adaptation--

that of physical attractiveness and feelings of depression. 

The impact of changes in body image on the pregnant woman 

is documented in the childbearing literature (Colman and 

Colman, 1971) as well as the impact during labor and delivery 

and in the postpartal period (Clark and Affonso, 1979). Thus, 

the findings from this study support the theory that how a 
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woman construes her physical attract~veness does affect her 

functioning in the postpartal period. Another important 

consideration arises from the appreciation that the post

partal woman is experiencing a "reconstru~tion phase" in her 

self-construal (Affonso, 1977) and a major area for recon

struction involves the integration of all the bodily changes 

experienced during the nine months of pregnancy, the peak of 

sensory stimuli to her body during labor-delivery, and 

entering re-establishment of hormonal and physical balance 

to a pre-pregnant biological state. Thus, a welcomed finding 

was that how a woman construes her physical attractiveness 

had an important influence on her postpartal adaptation. 

Reorganization of one's physical body and the judgement of 

whether one's body is pleasing to the self (attractive) or 

not, is predicted to compete for a major part of the woman's 

energies in the postpartal period. 

The second area for discussion concerns the finding 

that 86% of the women experienced feelings of depression to 

some degree during the third week and, although the percent

age decreased by the eighth week to 65, it is still substan

tial. Such a finding lends support to the theoretical 

proposition that transitory depression is inherent in adjust

ment after childbirth (Clark and Affonso, 1979; Colman and 

Colman, 1971; Pitt, 1968). This gives credence to the 

phenomenon known as postpartal depression. Women in this 

sample were reiterating what many other women had expressed 
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in other studies--there is such an experience of feeling 

depressed after childbirth; depressive episodes or reactions 

in the postpartal period are not figments of the imagination 

or exaggerated mood responses but are, indeed, real events 

with which a woman must reckon. Such a message is an impor

tant one because health professionals continue to be 

perplexed by whether postpartal depression is a reality and 

what can be done about it. Therefore, this study contributes 

to the destruction of the myth that once childbirth is over, 

all is "smooth sailing ahead" for the woman, or attacks the 

cliche that "a woman should be happy after childbirth because 

she produced a healthy baby and she is all right." This study 

is bringing attention to the reality that a postpartal woman 

is far from being "all right" because feelings of depression 

are inherent in postpartal adaptation and such feelings will 

have to be dealt with constructively if the woman's self

concept is to be strengthened as a result of childbearing. 

Several other findings are noteworthy. In Chapter 1, 

several authors were cited who described no significant 

relationship between the incidence of depression and demo

graphic maternal variables such as age, parity, type of 

delivery, complications (Cone, 1971; Tod, 1972). The results 

from this study also support such a conclusion. Correlation 

analyses yielded no significant levels for each of the eight 

maternal demographic variables. Thus, there is consistent 

evidence that a woman's vulnerability to depression in the 
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postpartal period is not related as much to her social class 

or circumstances surrounding the birth, such as type of 

delivery, anesthesia, witnessing the birth. This study is 

suggesting that vulnerability to depression is linked more 

closely to her social-support system as well as how she 

construes herself after childbirth. Another area implicated 

as increasing vulnerability to depression is an inadequate 

personality style in the woman (Gordon, et al., 1965; Pitt, 

1968; Tod, 1972). This study also lends support to such a 

conclusion. Out,of the five women who were classified as 

depressed (on the basis of Beck scores 15 and above and 1 S.D. 

above the mean on the IPA), four of them were also classified 

as maladjusted during the third postpartal week, as measured 

by the PSI. Also, out of the eight women who were classified 

as vulnerable to depression (on the basis of Beck scores 

between 10 and 14 and 1 S.D. above the mean on the IPA), two 

of them had scores on the PSI which also classified them as 

maladjusted. Closer examination of the PSI scores for the 

other women labeled as vulnerable to depression also revealed 

that PSI scores were borderline (elevated but not beyond T 

scores ·of 65) which supports the speCUlation that some degree 

of psychological discomfort was emerging or being experienced 

in lesser intensity. Thus, this study concurs with others 

that an important factor influencing vulnerability to post

partal depression arises from the woman's personality 
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with healthy coping and her problem-solving skills. 

Clinical Implications 
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The results obtained from this study provide direc

tion for numerous clinical implications. Some of these are 

highlighted. 

1. Important strands between a woman's vulnerability to 

depression and her postpartal adaptation arise from 

the consequences of childbirth for the woman (as 

manifested through disruptions in daily activities, 

social supports, and self-construal) rather than from 

the childbirth event per se and/or activities involved 

in mothering the new baby. Such a finding can con

tribute to the implementation of different strate

gies in working with women after childbirth. Cogni

tive strategies are recommended which can interrupt 

any stream of distorted, negative thoughts in terms 

of jUdgements made about the self (Beck, 1967). 

Cognitive strategies would be appropriate because, as 

revealed through this study, many women are strug

gling with negative feelings and thoughts relative 

to the self and role as a mother in the postpartal 

period. 

2. The presence of any cognitive or affective ambiva

lence has the potential for creating difficulties in 
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postpartal adaptation and a woman's vulnerability to 

depression appears to be rooted in ambivalent feelings 

and thoughts. Persistence of ambivalence can lead to 

confusion, escalate tension and conflicts, and 

compete for the woman's energies by redirecting 

logical thinking processes toward erroneous judge-

ments about the self. Ambivalence also serves a 

functional purpose; it indicates a lack of commitment 

to a judgement in either a positive or negative 

direction (such as neither good nor bad but contains 

elements of both). Thus, ambivalence can be viewed 

as providing clues that a woman needs attention and 

assistance to reduce confusion and to resolve 

conflicts such that jUdgements made about the self 

and the world are in a more favorable direction. 

3. There is general acceptance that daily patterns 

relative to sleep, eating, energy, and moods are 

likely to be altered in the period following child

birth; however, the degree of such changes, the 

duration, and the effect on the woman's physical and 

psychological functioning are less understood. Thus, 

a clinical implication is the need for more data 

regarding the disruptions occurring in a woman's 

daily living. strategies to manipulate the environ

ment and mobilize social supports can be helpful to 

meet the woman's basic needs {such as adequate sleep, 
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nutritious meals, sufficient energy, and stable 

moods). Monitoring and stabilizing dsily living 

patterns can be viewed as a protective sh~eld against 

psychological risks to which the woman is vulnerable 

(such as disruption ~n adjustment and depression) in 

a similar way that monitoring and stabilizing the 

uterus is viewed as a protective shield against 

the physiological risk of hemorrhage for postpartal 

women· 

4. Mood changes are to be expected in childbearing 

women, with a peak in mood fluctuations during the 

postpartal period. Studies have established that 

there is a biological link between a woman's hormonal 

imbalance after childbirth and lability in moods 

(Botella-Jose, 1961). The literature also supports 

a relationship between oisturbance in moods and 

depression (Beck, 1967; Scarf, 1980a). The question 

confronting health professionals is how to recognize 

and deal with the mood changes which intensify in the 

postpartal period. Scarf (1980a) elaborated on the 

significance of mood disturbance and her suggestions 

on how to deal with such disturbance have relevance 

for postpartal women. Scarf emphasized that altera-

tions in moods are transitory and women can be helped 

to accept mood fluctuations as normal, to be antici

pated, and should pass or fade away as new life 
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assistance in coping with her mood changes is 
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when any aspect of the mood change persists, becomes 

a way of thinking, or does not respond or alter with 

the impact of new life events. 

5. Postpartal women expressed some degree of feeling 

isolated from other adults. Thus, change in the 

social environment surrounding childbirth should be 

considered. There is a tendency in the American 

scene for social events prior to and after the birth 

to focus on the newly-born infant (i.e. baby showers, 

baptismal parties). The newly-delivered mother 

rarely receives any social display of recognition or 

gratitude for her participation in the events (aside 

from verbal compliments and/or praise which are too 

often at a minimum in frequency and duration). There

fore, it is suggested that a change be shaped in our 

society which advocates social events in which the 

woman receives equitable attention. 

6. The link between a woman's comfort at being a mother 

and her vulnerability to depression is noteworthy. 

What increases the degree of comfort at being a 

mother and what factors contribute to a woman's judge

ment about herself as a mother? Too often, postpartal 

women are vulnerable to errors in logical thinking 

as described by Beck (1967); erroneous conclusions 
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based on insufficient data, over-emphasis on failures 

and minimization of successes, and generalizations 

resulting from single or isolated experiences. The 

American obstetrical health-care system inadvertently 

reinforces such errors in postpartal women. Consider 

the following examples of this point. Frequently, 

women are exposed to various news-media campaigns 

that romanticize motherhood, causing many wome~ to 

believe the fallacy that mothering should come 

"naturally," quickly, and with minimal efforts. Any 

performance less than the stereotyped norm is likely 

to be construed as failure. Another example is that 

health professionals often "teach" a barrage of 

content on mothering activities (how to feed, bathe 

the baby) but frequently there is insufficient time 

for follow-up regarding the impact of the content on 

the woman. Many women are likely to have high expec

tations of themselves after seeing movies or attending 

classes, so that when confronted with a challenging 

reality (such as difficulties in consoling a fussy 

baby), the woman is vulnerable to construing that 

she is doing something wrong or is the cause of the 

problem. Finally, there is a tendency in the health

care system to over-emphasize failures or inadequacies 

at the expense of minimizing strengths and successes. 

Consider how often postpartal women are ascribed a 
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sick role, emphasizing ~nabilities or limitations 

after childbirth rather than focusing on strengths. 

7. A woman's self-construal was an important determinant 

in postpartal adaptation and linked to her vulner

ability to depression. This finding lends support to 

the concept of the "reconstruction phase" in post

partal adaptation found in the literature (Affonso, 

1977) • Findings from this study will cont.ribute to 

the elaboration of this concept. The original 

writings on the reconstruction phase focused, 

primarily, on the impact of missing pieces as a 

deterrent toward construing a meaningful whole from 

the childbearing experience and only generalizations 

were proposed such as "This reconstruction involves 

a series of complex psychological tasks .•• " without 

elaboration of the details of such tasks (Affonso, 

1977) • This study contributed to the identification 

of some of the "complex psychological tasks" which 

were assessed to be judgements about the following: 

how well one is managing roles, goodness of self, 

physical attractiveness, predomin8nt mood, and out

look for the future. Thus, there is a need to 

explore these areas further when working with post

partal women. It is important to appreciate that 

when a woman works to reconstruct the events in the 
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childbearing experience, an important psychological 

task is being achieved--integration of the experience 

into a construal system relative to the self, the 

world, and the future. Beck (1967) emphasized this 

cognitive construal system as one of the most 

critical psychological tasks in the attainment of 

successful human living. Kelly (1963) also stressed 

the significance of an individual's construct system 

as an important contributor to psychological well

being or its disruption. Therefore, an important 

clinical implication to be gained from this study 1S 

that the woman's construal system is fully operating 

in the postpartal period, and assistance in resolving 

confusions and conflicts may be necessary to 

increase positive construal of herself, her world, 

and her future. 

Limitations of the study 

The findings obtained in this study are best appre

ciated for their implications with an awareness of their 

limitations. This study was limited by the following factors: 

1. The sample was limited by size and hospital selection 

such that it may not be representative of the popula

tion of postpartal women. 

2. There was limitation of the selection process in 

that the sample comprised only women who were 

willing to complete and return the questionnaires. 



3. The questionnaire-by-mail method of data collection 

was confined by the ability to control the many 

variables influencing the manner in which women 

completed the questionnaires in their homes. 

4. The socio-cultural assessment of the sample was 

inadequate because two variables were omitted-

ethnicity and marital status. These two variables 

are likely to exert an important influence on the 

wOlnan's responses and correlational analyses might 

have contributed to insights regarding interpreta

tion of the findings. 
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5. The method of questionnaire response by mail limited 

the interpretation of the findings because it did 

not permit women to elaborate fully on their responses 

and, thus, the results reflect a general rating of 

postpartal adaptation rather than identification of 

specific factors influencing the adaptation process. 

6. The various questionnaires used to assess women's 

reactions contained the limitations inherent with all 

self-report measurements. 

Recommendations for Further Studies 

This study provided beginning insights on the aspects 

of postpartal adaptation that are linked to a woman's vulner

ability to depression. The following are proposed as areas 

for further research to increase understanding of the topic. 
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1. Repeat the study with a larger sample from a variety 

of hospital settings to explore further the validity 

and reliability of the IPA and also to assess the 

generalization of the findings. 

2. Expand data analyses to include statistical operations 

involving factor analysis of the items and analyses of 

variances for selected variables in efforts to refine 

the IPA. 

3. Repeat the study t? include three data-collection 

time periods as a means of exploring whether there are 

three phases in postpartal transition as proposed 

earlier in this chapter. Of interest would be an 

assessment of the differences among the five assess

ment areas to identify which of these areas are more 

susceptible to disruptions at different time periods. 

For example, it is speculated that in the early period 

of data collection (i.e. first two weeks) escalated 

sub-scores would be in Part II, labor-delivery; 

elevated sub-scores during the third to sixth post

partal week would be for Part II on mother-infant 

interactions; and elevated sub-scores after the second 

postpartal months would be for Part V on self

construal. 

4. Examine the impact of ethnic-culture influences on 

adaptation and vulnerability to depression. Thus, 

the study should be repeated with various ethnic 
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background groups such as Mexican-Americans, American 

Indians, and Euro-Americans .. 

5. Design another stu~y which specifically investigates 

the strands in postpartal adaptation that were 

identified in this study as being linked to depres

sion. An experimental design could be implemented 

to explore differences in women who become depressed 

and those who do not in relation to these strands. 

6. Develop an instrument which mEasures changes in 

moods ~uring different time periods after childbirth. 

Specifically, identify the mood changes, time periods 

when they are intense, the duration of the changes, 

how women cope with mood fluctuations, and the 

mechanism by which mood instability leads to 

depression. 

7. Design a study which specifically investigates 

cognitive and affective ambivalence in women to 

identify areas in postpartal adaptation where ambi

valence peaks, how long it lasts, how it is resolved, 

the factors that interfere with its resolution, and 

how it contributed to depression. 

8. Repeat the study with a sample of men in order to 

explore the similarities and/or differences in 

postpartal adaptation and vulnerability to depression 

between postpartal women and men. This would provide 



113 

some insights regarding the adaptation to mothering 

versus that of fathering. 

9. Develop a new theoretical perspective on postpartal 

depression integrating relevant aspects of the 

literature with the findings obtained from this study. 

Then, set up an experimental design by which the 

proposed theoretical framework could be tested. 



APPENDIX A 

PITT QUESTIONNAIRE 

At the Present Time •.••. 

1. 
2. 
3. 
4. 
5. 

6 • 

Do you sleep well? •.•...••..••... 
Do you easily lose your temper? .. 
Are you worried about your looks? 
Have you a good appetite? .•.•..•. 
Are you as happy as you ought 

to be? ....................... . 
Do you easily forget things? •...• 

At the Present Time .•••• 

7. Have you as much interest in 
sex now as ever? .....•..••.••• 

8. Is everything a great effort? ..•. 
9. Do you feel ashamed for any 

reason? .. II , •••••••••••••••••••• 

.:j..O. Can you relax easily? •••....•••.. 
11. Can you feel that the baby 

is really yours? •..••.•.•.•••. 
12. Do you want someone with you 

all the time? .•.....•....••... 

At the Present Time ••..•. 

13. Are you easily woken up? •.•..•.•. 
14. Do you feel calm most of the time? 
15. Do you feel that you are in 

good health? .••..•..••.••.•.•• 
16. Does food interest you less 

that it did? ...............••• 
17. Do you cry easily? .••............ 
18. Is your memory as good as 

it ever was? •................. 

At the Present Time •••... 

19. Have you less desire for 
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Circle one: 

Yes No 
Yes No 
Yes No 
Yes No 

Yes No 
Yes No 

Yes No 
Yes No 

Yes No 
Yes No 

Yes No 

Yes No 

Don't Know 
Don't Know 
Don't Know 
Don't Know 

Don't Know 
Don't Know 

Don't Know 
Don't Know 

Don't Know 
Don't Know 

Don't Kncw 

Don't Know 

Yes No Don't Know 
Yes No Don't Know 

Yes No Don't Know 

Yes No Don't Know 
Yes No Don't Know 

Yes No Don't Know 

sex than usual? ..............• Yes No Don't Know 
No Don't Know 20. Have you enough energy?.......... Yes 

21. Are you satisfied with the way 
you're coping with things? .•.. Yes 

22. Do you worry a lot about the baby? Yes 
23. Do you feel unlike your normal 

self? .....................•.•. Yes 
24. Do you have confidence in yourself? Yes 

No Don't Know 
No Don't Know 

No Don't Know 
No Don't Know 

Is there anything you want to add about your feelings at the 
moment? If so, please write it here. 



APPENDIX B 

lliVENTORY OF POSTPARTAL ADAPTATION (I'PA) 

NAME: ______________________________ �c� ______________ _ 

AGE:_' ____ _ EDUCATION LEVEL: __________ _ 

DATE OF DELIVERY: ______ _ TODAY'S DATE: __ · ________ _ 

TYPE OF DELIVERY: 
Vaginal 
CBsarBan 
RBpBat CBsarBan 

TYPE OF ANEST�ESIA: 
Epidural 
PudBndal/ParacBrvical Block 
GBnBral 
Local 
NonB 

--------------- OthBr: 

PARITY: _____ _ 

( P1Basei spBcify ) 

First Baby: Primipara 
OthBr BabiBs: Multipara: 
- spBcify No. of ChildrBn Living ____ __ 

PREPARATION FOR CHILDBIRTH: 
AttBndBd ClassBs: 

( SpBcify typB ) 
No ClassBs 

WITNESSED BIRTH: AwakB and participatBd in 
dBlivBry as dBsirBd. 

AwakB but unablB to partici
patB as dBsirBd. 

Did not witnBss birth. 

OUTCOME: HBalthy baby and mothBr: no complications 
Risk factors prBsBnt: complications arOSB 

- PlBasB spBcify complication __________ _ 

SETTING OF BIRTH: Hospital 
HomB 

___________ OthBr: __ ��--__ ----���----

( PlBasB spBcify ) 
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INFANT: 

APPENDIX E--Continued 

Male 
Female 
Weight in pounds. 
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For each item, check the option that best represents your 
feelings and experiences NOW. In the spaces labelled 
"comment", please share with us any comments, feelings, 
experiences, etc. that relate to the question and the option 
you check ed. 

1. I experience with the activities I need to do to 
tak e care of myself and the new baby. 

Comment: 

no difficulties 
some difficulties 
substantial difficulties 
overwhelming difficulties 

2. I experience ___ with the household activities that are 
required of me ( i.e., cleaning, washing) . 

Comment: 

no difficulties 
some difficulties 
substantial difficulties 
overwhelming difficulties 

3. My sleep is ___ as compared to before I had the baby. 

the same 
somewhat changed 
substantially changed 
drastically changed 

Comment: 

4. My moods � , as compared to before the baby, are: 

the same Circle one: Your mood 
somewhat changed change is: 
substantially changed 

A. For the better 
drastically changed 

Comment: 
E. For the worse 
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5. Regarding my ability to prepare meals �, as compared to 
before the baby: 

Comment: 

no difficulties 
some difficulties 
substantial difficulties 
extreme difficulties 

6. Regarding my own eating schedule: 

Comment: 

same as before 
some changes 
substantial changes 
drastic changes 

7. My interest and desire for sex �, as compared to before 
the baby: 

Comment: 

same as before 
some change 
substantial change 
drastic change 

Circle one: 
A. For the better 

B. For the worse 

8. Regarding my energy level �, as compared to before the 
baby: 

Comment: 

same as before 
some change 
substantial change 
drastic change 

Circle one: 
A. 

B. 

9. I think about my labor/ delivery experience: 

rarely 
sometimes 
often 
constantly 

Comment: 

More energetic 

More tired/ 
fatigued 
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10. When I think about my labor/delivery experience, I feel: 

frightened and/or troubled 

Comment: 

angry and/or frustrated 
sometimes OK/sometimes uncomfortable (ambivalence) 
happy and/or filled with joy 

11. Regarding how I handled my labor/delivery experience, 
I feeJ.: 

Comment: 

good about my behavior 
confused about my behavior 
angry about my behavior 
failure because of my behavior 

12. I have ___ feelings of disappointment about my labor/ 
delivery experience 

Comment: 

no 
some 
substantial 
extreme 

13. Currently, I feel about my labor/delivery experience 

Comment: 

no sadness 
some sadness 
substantial sadness 
extreme sadness 

14. When I look back at my labor/delivery experience, I feel: 

victory and joy 

Comment: 

some pleasure and some disappointment 
frustration and anger 
defeat and failure 



APPENDIX B-~Continued 

15. ~When I am with my baby I feel: 

very uncomfortable 
somewhat uncomfortable 
somewhat comfortable 
very comfortable 

Comment: 
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16. When I carry out the necessary tasks (such as changing 
diapers) for my baby, I feel: 

Comment: 

no pleasure and/or satisfaction 
some pleasure/satisfaction; some frustration/ 

dissatisfaction (both) 
more pleasure than dissatisfaction 
extreme pleasure and/or satisfaction 

. 
17. I experience negative emotions, such as fear, tension, 

or confusion, when I am with my baby: 

none of the time 
some of the time 
a lot of the time 
most all of the time 

Comment: 

18. I think something "bad" might happen to my baby: 

almost all of the time 
a lot of the time 
some of the time 
none of the time 

Comment: 

19. I feel confused about my feelings and thoughts about 
the baby: 

Comment: 

almost all of the time 
a lot of the time 
some of the time 
none of the time 



20. I 

APPENDIX B--Continued 

feel very angry towards the baby: 

rarely 
sometime s 
often 
constantly 

Comment: 

21. Being a mother is comfortable for me: 

almost always 
some of the time 
very few times 
almost never 

Comment: 

22.' I experience positive emotions, like happiness and 
relaxation, when I am with my baby: 

none of the time 
very few times 
some of the time 
almost all of the time 

Comment: 
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23. Regarding my relationship with the baby's father, since 
we've had the baby we are having: 

Comment: 

a very good relationship 
a somewhat good relationship 
a less-than-good relationship 
a not-good relationship 

24. Fun activities with my spouse and/or family ~, as 
compared to before I had the baby are: 

the same 
somewhat less 
substantially less 
drastically less 

Comment: 
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25. Since the baby arrived, I have ___ time for social 
activities with friends, neighbors, etc: 

a lot more 
somewhat less 
a lot less 
no 

Comment: 

26. Since the baby arrived, I receive emotional support 
from my family (other than husband~ 

no 
very little 
a fair amount 
an extreme amount 

Comment: 

27. Since the baby arrived, I have felt isolated from other 
adults: 

Comment: 

almost all of the time 
a lot of the time 
some of the time 
none of the time 

28. Since the baby arrived, I feel good about myself: 

almost all of the time 
some of the time 
very few times 
none of the time 

Comment: 

29. Regarding my many roles as wife, mother, career woman, 
etc., I feel I am managing well: 

Comment: 

almost all of the time 
some of the time 
very few times 
none of the time 
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30. My physical attractiveness ~, as compared to before 
I had the baby is: 

Comment: 

a lot more attractive 
somewhat less attractive 
a lot less attractive 
not attractive at all 

31. Ever since I had the baby, my predominant mood is 
positive: 

Comment: 

most of the time 
some of the time 
very few times 
none of the time 

32. Now that I've had the baby, the future looks 

very 
__ ._ somewhat 

less than 
not 

Comment: 

promising 

33. Since I've had the baby, I experience feelings of 
depression: 

Comme nt: 

none of the time 
some of the time 
a lot of the time 
almost all of the time 

122 

34. Since I've had the baby, the thought of suicide has ___ 
crossed my mind: 

never 
occasionally 
often 
quite often 

Comment: 

35. The possibility that I'll have another baby is: 

Comment: 

zero 
not very likely 
somewhat likely 
very high 
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Name. __________ _ Sex, ____ _ Age __ Date 

PSI 
by RichardI.Lanyon, PhD 

T F 
If a statement tends to be TRUE for you, blacken the circle in the column 

headed T: that is: • 0 
If a statement tends to be FALSE for you, blacken the circle in the column 

headed F: that is: o • 
Please try to answer all questions. 

T F T F 
o 0 1. I enjoy classical music o 0 14. I think carefully about all my 

o 0 2. I am usually happy 
actions 

o 0 15. I think there is something wrong 
o 0 3. Being a TV announcer would be fun with my memory 

o 0 4. I am happy just being alone o 0 16. I am active in clubs 

0 0 5. Shooting is a good sport o 0 17. I don't get sick very often 

o 0 6. At times I lose my drive 0 o 18. It is fun to bet 

0 0 7. I guess I am not very efficient o 0 19. I am rarely at a loss for words 

o 0 8 . I have never broken a major law o 0 20. When I sleep I toss and turn 

o 0 9. I do not worry about going insane o 0 21. I guess I know some pretty 

o 0 10. Things are always frightening to me undesirable types 

o 0 11. Sometimes I don't quite know what o 0 22. I do not like to gamble 

to say o 0 23. I often find it hard to 
o 0 12. I forget things more quickly concentrate 

nowadays 
o 0 13. People usually understand me o 0 24. I sometimes drink too much 

i-' 
I\J 
LJ 
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T.F T F 
o 0 25. I am sensitive to the needs of others, o 0 44. I would not like to be an 

o 0 26. I would like to be more outgoing 
actor 

27. break more laws than many people 
o 0 45. I have sometimes sat about 0 0 I 

when I should have been working 
o 0 28. My friends were always welcome athome o 0 46. I'm afraid I broke a few 

o 0 29. Adults should not shout and yell 
rules at school 

so much o 0 47. Warm relationships are 
o 0 30. As a child I occasionally stole things difficult for me 

o 0 31. All people tell "white lies" o 0 48. At times I am a little st:Jy 

o 0 32. I am pretty healthy for my age o 0 49. I frequently feel nauseated 

o 0 33. My thoughts are sometimes unusual o 0 51. I have sometimes been tempted 

o 0 34. I enjoy the theater to hit people 

o 0 35. I take all my responsibilities o 0 52. I was always well behaved in 

seriously school 

o 0 36. High speeds thrill me o 0 53. I sometimes get steamed up 

o 0 37. I am tempted to sleep too much o 0 54. My appetite is very healthy 

o 0 38. I do not o 0 55. I am extremely persistent curse 

o 0 39. Most people are honest with themselves 
o 0 56. I am often tired during the 

day 
o 0 40. I do not like to perform for others o 0 57. My school teachers had some 
o 0 41. My health is no problem for me problems with me 

o 0 42. Sometimes I am no good for anything o 0 58. 'Odd things have happened to 
at all me in my lifetime 

o 0 43. Strange voices have spoken to me 

I-' 
N 
.J::>. 



APPENDIX C--Continued 
T F 
o 0 59. I do not like to sit and daydream 

o 0 60. Few people win arguments with me 

o 0 61. I am easily distracted from a task 

D D 62. I rarely wake up tired 

D 0 63. People should look after themselves 
first 

o D 64. Sometimes I am tempted to break 
something 

D 0 65. I have been tempted to leave home 

D 0 66. I have no trouble controlling my 
urges 

o 0 67. I am rather a loud-mouth at times 

o 0 68. Most people are looking for sympathy 

D 0 69. I am a fairly conservative person 

D D 70. Much of my life is uninteresting 

D D 71. Some people really wish me harm 

o D 72. My parents like(or liked)my friends 

o D 73. I have little confidence in myself 

D D 74. I seldom feel frightened 

D D 75. People think I am pretty calm 

D D 76. Drug addiction is very undesirable 

o D 77. I feel isolated from other people 

D D 78. It is hard to embarrass me 

o 0 79. I have a lot of energy 

T F 
o 0 80. 

D 0 81. 

I have never acted without 
thinking. 
The world has always seemed 
pretty real. 

D D 82. I have avoided people I donot 
with to speak to 

o 0 83. People tend to watch me 

o 0 84. The world is full of odd things 

o 0 85. I like to obey the law 

o 0 86. I have never had a strange 
mental attack 

o 0 87. I always do my work thoroughly 

o 0 88. People generally like to help 
others 

o 0 89. I would make a good leader 

o 0 90. I sometimes feel I am in the 
world alone 

o 0 91. My troubles aren't all my fa ult 

o 0 92. I enjoy talking in front of 
groups 

o 0 93. I find it hard to start a 
conversation 

o 0 94. I don't like to rush about 
o 0 95. When I get nervous my hands 

tremble 

o 0 96. People stop talking when I 
approach 

I--' 
f\J 
Ln 
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T F 
o 0 97. Being a race driver would be fun 

o 0 9B. Life treats me badly 

o 0 99. I have rarely been punished 

o 0 100.My failures are largely due to 
myself 

o 0 101.1 would like to be really important 

o 0 102.1 stay away from trouble 

o 0 

o 0 

o 0 

116.My parents are (or were) too 
conservative 

117.1 am usually the one to open a 
conversation 

IlB.People often embarrass me 

o 0 119.It is very easy for me to make 
friends 

o 0 120.Sometimes the police use unfair 
tricks 

o 0 103.Sometimss I hear noises inside my 0 0 121.0ccasionally I feel dizzy or 
head light-headed 

o 0 104.1 rarely stumble or trip when I walk 0 0 122.At school I was never easy to 

o 0 105.Many people do not know how sensi-
tive I am 

o 0 106.If I don't like somebody, I say so 

o 0 107.My life is definitely worthwhile 

o 0 10B.Ithink carefully about most things 

o 0 109·1 rarely feel anxious in my stomach 

manage 
o 0 123.1 am extremely talkative 

o 0 124.Some people simply have too 
much energy 

o 0 125.1 feel that people keep 
secrets from me 

o 0 126.1 like to let others start a 
conversation 

o 0 110.People think I am more immature than 0 0 127.1 can usually judge what effect 
I am I will have on others 

o 0 111.At times I feel worn out for no 
special reason 

o 0 112.We should obay every law 

o 0 113.Some of my relatives have done 
strange things 

o 0 114.1 am painstaking and thorough 

o 0 115.1 rarely or never get headaches 

o 0 12B.My strength often seems to drain 
away from me 

o 0 129.Sometimes I wish 1 could 
control myself better 

o 0 130.1 have a soft voice 

I-' 
I\J 
0'1 
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APPENDIX D 

BECK'S DEPRESSION INVENTORY 

This Appendix was removed due to a copyright claim. 
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APPENDIX D--Continued 

This Appendix was removed due to a copyright claim. 
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APPENDIX D--Continued 

This Appendix was removed due to a copyright claim. 



APPENDIX E 

MATERNAL POSTPARTAL ASSESSMENT SCALE 

Please assess Mrs. 's postpartal adaptation on the day of or prior to her 
discharge by placing an "X" in the column that best describes your observations of her 
verbal and nonverbal behavior while on your postpartal unit. Thank you. 

CATEGORY 

I. Activities of 
Daily Living 

o POINTS 

No disturbances noted 
in eating, sleeping, 
comfort states, return 
of activities or 
energy level 

r 
II.Preoccupation Does not talk about 

with Labor and labor and delivery any 
Delivery. more than expected fbr 

a postpartal woman. 

r 

1 POINT 

Disturbances noted in 
one to two areas of 
eating, sleeping, 
state of comfort, 
self-activities, and 
energy level 

r 
Talking about labor
delivery more than 
usual, especially in 
terms of focusing on 
certain events that 
appear to confuse 
her 

r 

2 POINTS 

Disturbances noted in 
three or more areas 
of eating, sleeping, 
state of comfort, 
self-activities, 
energy level. Need 
for assistance is 
greater than usual 

r 
Preoccupied with' 
labor-delivery as 
noted in behavior 
which suggests 
presence of emotion~ 
al tension (i.e. 
feelings of anger, 
sadness, disappoint
ments, confusion 
present) 

I I-' 
w 
o 



CATEGORY 

III.Interactions 
with Baby 

IV. Social skills 
and supports 

APPENDIX E--Continued 

o POINTS 

Concerns about baby no 
more than expected 
for a postpartal 
woman - appears 
comfortable with baby. 

c 
Adequate social skills 
and supports seen with 
staff, other patients, 
visitors, family 

I POINT 

Concerns about baby 
and/or ability to do 
mothering activities 

trying hard and 
beginning to gain 
confidence and 
mastery with time 
and assistance 

c 
Initiates minimal 
social contacts with 
others (staff/family) 
-appears more shy, 
quiet, tends to 
socialize only when 
approached by 
others 

2 POINTS 

Difficult to determine 
concerns and feelings 
about baby- Exhibits 
one or more of the 
following: 
-uncomfortable with baby 
-disinterested in baby 
-emotional tensions -

panic-type behavior 
while with baby r: 

Social skills and 
support questionable. 
Exhibits one or more of 
the following: 
-no visitors; minimal 

phone calls 
-appears withdrawn; 

"a loner" 
-has difficulty express

ing needs or calls for 

f------ ------- _ _ I C1 q help C1 
V. Construal of 

the Self 
Behavior (verbal/non
verbal) indicates 
positive feelings 
about herself, her 
body, and future 

c 

Behavior suggests con
fusion about feelings 
toward self and future 
-more ambivalence pre-

dominant (feels both 
good yet fearful 
about self/future)r--

Behavior indicates more 
criticism of the self, 
confusion about future 
outlook, disturbed by 
body image, and other 
negative themes pre-
dominant f! f--' 

w 
f--' 
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APPENDIX F 

LETTER OF INFORMED CONSENT 

Dear Mother, 

The period after childbirth is regarded as an impor
tant time for a women in terms of her adjustment to mothering 
the new baby, as well as care of herself and other family 
members. There have been numerous studies examining the 
physical adjustment on a woman's body after childbirth, but 
few studies have explored the emotional and social changes 
that occur after delivery of an infant. Some studies 
suggest that emotional adjustment after childbirth is so 
important that when it does not go well, some women can even 
become depressed months after the baby is born. In an effort 
to give more attention to a woman's adjustment after child
birth, I am conducting a study entitled "Assessment of 
Women's Postpartal Adaptation" in hopes of identifying any 
signs which might indicate she is likely to manifest depres
sive behavior in the future. The study will involve women 
completing several questionnaires which will be mailed to 
her home and is to be returned in a self-addressed envelope 
to the researcher. It is hoped that such a study will 
provide new information about a woman's emotional adjustment 
after childbirth and such information can help 'health pro
fessionals work to make the adjustment after childbirth 
easier for the woman and her family. Returning this comple
ted questionnaire to me will indicate your willing partici
pation in this study. 

With kind regards, 

rn~S. ~ .. I.~~ tD. ~~ 
(Mrs.) Dyan e D. Affonso, R.N. 
Graduate 5 dent in Clinical 

Psychology 
University of Arizona 
Department of Psychology 
Tucson, Arizona. 

Subject's Name and Signature Date 

Mailing Address for Contact 

Phone Number for Contact 
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