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Abstract

Becoming a mother is a significant milestone for women. Pregnancy and childbirth epitomise
the most natural and normal of processes, and yet, paradoxically, they are increasingly
pathologised as a medical event. This discourse of disease which surrounds motherhood has
contributed to control of childbirth moving away from women as women lose confidence in their
ability to perform this most natural of processes unaided. Along with losing confidence in their
ability to manage the event of becoming a mother, women are losing their confidence to be a
mother, and to mother instinctively, instead relying on media, on literature, and on others to

tell them how best to do this most natural of roles.

Some argue motherhood has been subjected to media manipulation and a process of
sanitisation which exposes women to mothering myths from which they build their expectations
of motherhood. This creates unrealistic expectations of motherhood and therefore it is little
wonder women lose confidence in their ability to mother. And if motherhood is natural and

normal, how do we understand the rates of postnatal distress reported in mothers?

In order to answer that question this thesis proposes a new model of postnatal distress, which
argues postnatal distress is caused by the disparity between women'’s prenatal expectations and
their postnatal experiences. Given all women experience a disparity between expectations and
experience yet not all women report postnatal distress, a moderator variable, loss, was
introduced. Elements of this new refined model were subsequently tested and it was found
women hold a number of expectations prior to becoming pregnant and these expectations

reflect a belief in a mythical image of mothering and mothers.

Given postnatal distress has a definitive trigger, and a definitive risk population it is ideally
suited to a preventative intervention. This thesis culminates with the design and piloting of
such an intervention developed from the new model. The intervention uses a mindfulness-
based approach which comprises a three session group format, designed to be implemented
with first-time mothers during pregnancy. Findings suggest the protocol can be implemented in
a meaningful way and provide initial support for the acceptability and workability of the

protocol.
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Prologue

It all started with a magazine article. Actually it started with the birth of my second
child, but then the magazine article really got things moving. I can’t remember which magazine
it was, nor can I remember when exactly it was published. What I can remember is Brooke
Shields’ glamorous and beautifully made up image on the front cover with an eye-grabbing
headline touting the exposé of her postnatal depression nightmare inside. Now I don’t know
Brooke Shields at all, she is probably a perfectly nice person. I have no knowledge of her life,
her mothering ability, or indeed much knowledge of anything about her. I think I can honestly
say, although I know she acts I've never even seen anything with her in it. Anyway, that
headline really, really bugged me. I was truly enraged at whoever decided it was reasonable
and realistic to portray postnatal depression in such a glamorous way.

I had had an interest in postnatal depression since emerging from its grips some years
before. The interest was initially fairly self-focused and I discussed it with a humber of women
informally, mainly in an effort to reassure myself that my son was not going to be irreconcilably
impaired as a result of my experiences, despite what the research and ‘experts’ said. But my
postnatal depression did not look anything like Brooke Shields postnatal depression so for a
brief moment of insanity, and entirely without her knowledge or consent, I found myself locked
in mortal combat with Brooke Shields convinced that my experience was real while hers,
somehow, was less so. Eventually I realised this wasn't a competition and began to muse
about other women'’s experiences of postnatal depression.

One of my early postgraduate lecturers used to say “never underestimate the value of
scholarly musing.” We took this as a handy excuse to justify our navel gazing, but I think he
may just have had a point. So I began to think more and more about postnatal distress and
the actual experience of mothering. This led to more informal chats with other women, which
led to me increasingly choosing to do assignments and research projects on the topic. This led
to more in-depth and academic discussions with various lecturers and tutors and it was a
natural progression to begin to apply my increasing psychological skill base to my thinking.

As time healed and my psychological knowledge grew I began to think more and more
of postnatal depression in terms of accepted psychological principles and theories. What did
the experience of postnatal depression say about Aot thoughts about core beliefs, and about
catastrophic thinking? And more importantly why did none of those models seem to fit the
experiences of so many of the women I had spoken to, including my own? This led to further
research which led to questions of correlation, causation, prevalence, protection, treatment,
and so on. If Brooke Shields and I could share something of the same name which seemed to
share little in the way of common denominators what did this mean? Given our entirely different

realities was it reasonable to think postpartum depression was impervious to social class,

Xi



culture, educational attainment, age and all the other variables of which we shared no common
ground?

That was where it started. It has almost ended now; several years later with the
designing of a values-based intervention to assist new mothers make the transition to
motherhood for the first time. My thinking has evolved to consider not just postnatal
depression but the other mood states of distress and anxiety. The reason for this is quite
simple — because there is a need. When talking to new mothers and in further exploring the
research, it became apparent a focus on depression following childbirth was too narrow, and
other forms of distress were a largely under-recognised experience large numbers of new
mothers were coping with alone.

The aim of a simple, brief intervention would be to give women new ways of thinking
about motherhood; to assist them to identify their assumptions and beliefs about mothers and
mothering and then to evaluate the usefulness of those beliefs for themselves. Prospective
mothers could begin to think about their parenting values and decide whether those beliefs and
assumptions they held were moving them towards or away from their value goals. Also, by
encouraging women to identify their parenting values and goals, these can then act as guides in
their journey through motherhood.

This would not be a guide to motherhood, but maybe a guide to how to begin to think
about being the sort of mother you would like to be. Before designing such a protocol I
thought it necessary to formulate a conceptual model based on previous psychological literature
and also to test some of my assumptions empirically. This thesis highlights the research
journey from conceptualisation to implementation, beginning with a comprehensive literature

review and ending with the first phase of testing the feasibility of my intervention protocol.
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Chapter One: Introduction

Most women who have made the transition to motherhood would probably agree
becoming a mother is a life changing event. Profoundly life changing. The naturalness and the
normality of the event of becoming a mother mean it is often portrayed as a non-problematic
venture and for many women this is true. However as natural and normal as parenting may be,
it is not without its obstacles — after-all normal and natural does not necessarily equate to easy.
Given pregnancy and childbirth are natural events the question of why some women struggle is
an important one, as struggle they do. Research suggests one in five women experience some
degree of postnatal depression (PND), while an even greater number of women experience
postnatal anxiety (PNA) at levels high enough to cause disruption to everyday functioning (Beck
& Driscoll, 2006; Driscoll, 2006; van Bussel, Spitz, & Demyttenaere, 2006; Wenzel, Haugen,
Jackson, & Brendle, 2005; Zaers et al., 2008).

There is a vast amount of literature offering often contradictory explanations of why
this is the case, and women sometimes do not make the transition to motherhood as smoothly
as they may have expected. Investigations which centre on biological triggers such as rapidly
altering hormones have received some support. Psychological influences have also been
investigated, including poor coping strategies, disorganised attachment, and ineffectual defence
styles. What is interesting about these explanations is the tendency to locate the dysfunction
or deficit within individual women. This is a fundamental attribution error which constructs the
problem as theirs and theirs alone (Ross, 1977). Because of this looking beyond the obvious-
at family structures, at interpersonal relationships and at broader social nuances such as the
position and treatment of mothers in modern society - is often overlooked.

However, taking the context of the individual out of the equation has been strongly
criticised in some quarters (Beck & Driscoll, 2006; Beck & Indman, 2005; Bernazzani et al.,
2005; Mauthner, 1988; Milgrom & McCloud, 1996). It would seem considerations of factors
beyond the biological experience of childbirth are needed to truly understand the event of
becoming a mother. What of the emotional challenges, the psychological changes, and the
reassessment of self and others that sit alongside becoming a mother? When women become
mothers for the first time everything that was previously known about the self as a non-
mothering individual is forever changed. Is it possible this explains, at least in part, why some
women experience difficulty with the transition to motherhood? And, if the problem is not just
within the individual, how much of an influence is their community, and the treatment and
value of mothers assigned to and by society at large?

Let us pause a moment to consider what being a mother means. The occupation of
mothering has changed tremendously, even in the last century (Eberhard-Gran, Garthus-Niegel,
Garthus-Niegel, & Eskild, 2010; Kedgley, 1996). Going back even further, old-style agrarian

families tended to work the land together and parenting tasks, particularly supervision of



children, was shared. Husbands often assisted in childbirth (a practice believed to demonstrate
his willingness to share everything, good and bad) (Eberhard-Gran et al., 2010). With
industrialisation came rationalisation and specialisation. Opportunities for work away from the
land began to emerge and, for the first time, men left the private sphere to go to work in the
public sphere, leaving women at home with the children. Here the modern housewife was
born.

Even at the turn of the twentieth century mothering was vastly different than it is
today. As a rule, babies were born in the family home and the birth was an event supported
and attended by female members of the extended family. New Zealand women were expected
to have a /lying in period, lasting approximately 10 days following childbirth (Kedgley, 1996).
During this time the new mother was encouraged to stay in bed while female family members
took care of the running of the household and household chores. This served a number of
purposes. Firstly it allowed significant recovery from the physical trials of childbirth, whilst also
creating an intense bonding time for the mother and her new infant. This support by other
females can be thought of along the lines of alloparenting; a concept which refers to assistance
with childcare and other provisions by adults other than the biological parents (Hrdy, 1999).
Secondly, arguably there was also an implicit message given that mothering and birth was
outside the realm of normal everyday routine and was something that merited attention,
support, and acknowledgement of the tremendous physical burden and strain women'’s bodies
had been and were currently under. At this moment in time the mother and her new maternal
role had value.

Additionally, it may well have boosted the new mother’s confidence in her ability to
actually mother. Research shows women with tight supportive social networks feel more
comfortable and confident with aspects of the maternal role including discipline and dealing
with children boundary testing than mothers whose social networks can be described as loose
(Abernethy, 2009). In other words, mothers mother better when they are supported to do so.

At the time mothering skills tended to be acquired vicariously through frequent contact
with younger siblings, cousins, or nieces and nephews (Hrdy, 1999). Young girls were
socialised from an early age into their roles as mothers-in-training, and these roles were given
both value and validity. This resulted in women who grew up with clear expectations of their
future roles as mothers, but also with the expectation of support and sense of community from
other women.

Within the Aotearoa/New Zealand context, the teachings of Sir Truby King and the
advent of the Plunket service in 1908 impacted greatly the way mothering was done (Chapman,
2003; Kedgley, 1996). King was focused on the admirable goal of lowering infant mortality,
and his plan for doing this was through improved nutrition. In an effort to achieve his goals
King published a small book, ‘Feeding and Care of Baby’, which had a profound effect on New
Zealand mothering. Aspects of the book were revolutionary for its time, for instance King was

an early advocate of breast is best. However, the information contained in the book was



secondary to the impact it had on how mothering was learnt, because now there was a book
which taught mothers about mothering (Chapman, 2003). It was not what King’s book said so
much rather it was what the book dlid that had such an impact.

The mothering mantra contained within the book was given credibility because it was in
written form and had been penned by a local ‘expert’. Therefore its seems, the book may have
been perceived as far more authoritative than anyone’s Aunt Sally, and one can just imagine
the relief of worried new mothers who now had a quick reference guide on how to do things
right. Unfortunately this also meant mothers were no longer the experts on mothering and the
proverbial wisdom which had been handed down from generation to generation was gradually
eroded as the written word took precedence over oral history.

King encouraged generations of women to partake in highly regimented routines he
had developed stemming from his background as a medical superintendent and his research
interest in malnourished calves. And while the information in the book (and later books as he
was somewhat of a prolific writer) was not all bad it was most certainly not all good either.
King was a supporter of eugenics, and believed emphatically in the need to produce strong
capable children to develop New Zealand’s national character, and, he argued, cuddling and
other such attention weakened the developing character of the child (Chapman, 2003).
Interestingly, this hands-off approach was contrary to thousands of years of evolutionary
knowledge which had instilled in women an instinct to keep their infants close in order to
maximise the baby’s chances of survival (Hrdy, 1999). The instinct of a mother to comfort a
crying child had, until now, served an important evolutionary purpose. Suddenly that instinct
was the hallmark of an overly emotional mother and succumbing to it would supposedly risk the
emerging character of the child.

At a similar time childbirth was moving away from the home and into the hospitals
meaning for the first time pregnancy and childbirth sat under a model of disease (Abel &
Kearns, 1991; Crossley, 2007). This took more control of the process of childbirth away from
women as a discourse of pathology and fear convinced them it was not safe to do otherwise.
Crossley (2007) wrote:

"Pregnancy and childbirth has become increasingly medicalised over the past 40 years,
and medical discourse around the risk and safety has served to regulate individual expectations
of, and behaviours related to, the transition to motherhood (p.544).

This meant of course doctors (usually males) became the experts and childbirth
became a medical event®. As an aside an ironic aspect of the shift to male domination and
hospitalisation was that it created barriers for the males who actually had a legitimate and

vested interest in the process. In the early days fathers were largely excluded from the birth

1 Interestingly this shift to medical doctors has been linked to increased maternal mortality rates. The
argument is doctors were more likely than midwives to perform invasive procedures such as vaginal
examinations and forceps delivery which increased the risk for puerperal sepsis, an infection of the uterus
which could, at its extreme, cause death (Mein-Smith, 1986).



process, leaving women very much isolated and unsupported and the new family fragmented
before it had even been established.

So all these developments changed the way women mothered in a relatively short
period of time and, perhaps equally as damaging, changed how mothering was perceived.
Mothering had become something women were incapable of doing instinctually, or just with the
support and guidance of other women. Rather than a natural phenomenon, pregnancy and
childbirth was now a medical event, and it was dangerous and foolhardy for women to
undertake such an endeavour without the guidance and direction of ‘experts’.

Yet since women were convinced to surrender their rights to be the experts of their
own bodies and submit to the direction of medical professionals, there has been a steady
decrease in the assistance offered to them by those medical professionals. According to
Ministry of Health statistics (Ministry of Health, 2003) by the new millennium the average length
of hospital stay was two days following a vaginal birth which is a long way from the 10 days
‘lying in” of 100 years ago and in a different world from the ritual 40 days quarantine often
outlined in other cultures (Eberhard-Gran et al., 2010).

Given these changes to mothering, should we be at all surprised women have
occasionally struggled with the contradiction motherhood has become? That is, a paradoxical
existence whereby mothering is supposedly normal and natural but women don't know how to
do it well enough without expert help. Naomi Wolfe (2001) writes in her autobiography of her

transition to motherhood:

"I don'’t believe most of the risks factors individually would tip so many women
over the edge. But add them up: the low social status we assign to mothering, the
high values western cultures place on a girlish figure; the isolation of today’s
nuclear family; the workplace pressure that sends husband away from home when
their partners need them most; the absence of ritual that would allow the new
mother to mourn her lost self; the lack of adeguate follow-up care, and the overall
censorious whitewash of the whole experience — the surprise should not be how
many new mothers are depressed postpartum in our soclety, but rather, how
many, in spite of this, do well” (Extract from Misconceptions, p. 190, London:
Vintage).

This is not to suggest postpartum distress or depression is solely the creation of 20"
century social treatment of mothers. Nor it is to suggest King caused women to become
distressed, although one could imagine listening to a screaming infant with twenty minutes left
on the clock until one was allowed to pick up the infant, would be distressing. Symptoms
mirroring those of postpartum depression have been documented for almost as long as there
have been mothers. Hippocrates wrote about what he referred to as ‘milk fever’, consisting of
a number of physical and psychological symptoms which appeared in postpartum women 3-4
days after the onset of lactation. Whilst there is no conclusive evidence he was indeed
documenting postnatal depression, such insights are interesting.

In 1858, a Parisian doctor by the name of Marcé opined previously emotionally stable

women could be prone to episodes of instability associated with the birth of their child (Trede,



Baldessarini, Viguera, & Bottero, 2009). This was, perhaps, one of the first known efforts to
distinguish female mental iliness in general from pregnancy related cases in particular.
However, these early innovations in maternal mental health were lost when Marcé died
mysteriously a few years later at the young age of 36, and his contribution to and expertise
around puerperal mental health was largely ignored until the inception of the Marcé Society in
Britain (and later internationally) in 1980 (Trede et al., 2009).

So here we are some quarter of a millennium beyond Marcés first insights so what has
improved for mothers? Certainly physically mothers fare better. According to the World Health
Organisation globally 1000 women a day die from perinatal related causes, which represents a
worldwide mortality rate drop of one third between 1990 and 2008 (World Bank, 2011).
However, this means 1000 women a day still die from perinatal related causes so there is still
room to improve.

Birth appears to be making a gradual return to the home. The New Zealand Health
Information Service reported 55.3% of the women who planned to give birth at home in 2004
did so (Ministry of Health, 2007 ). These births accounted for 2.5% of all births which,
although low, represents a considerable increase in the reported rate of 0.04% in the early
1970s (Gulbransen, Hilton, McKay, & Cox, 1997).

Also one could argue the amendment to the Parent Leave and Employment Protection
Act ("Parental Leave and Employment Protection Act," 1987), which introduced paid parental
leave in 2002 removed some of the pressure for women to return to work by subsidising a 12
week postnatal period which could be used for rest and recuperation. However, 12 weeks (now
14) barely allows time for the establishment of a routine, and the pay rate for those eligible for
the paid parental leave is at minimum wage. All this points to the government still having
significant inroads to make before they convince anyone mothering is an occupation of value to
them.

As a whole, things should be looking up for mothers. However, I argue within this
thesis that, overall, mothering is still a problematic occupation which causes considerable
distress for a number of women throughout the perinatal period. Despite the changing realities
of mothering, the traditional values and societal expectations remain relatively unchanged, and
the assumption remains that motherhood is a universally fulfilling experience desired by all
women. This clash between modernity and tradition and between expectations and reality is
evidence the situation for mothers is still precarious on a number of levels. It is little wonder
motherhood can be experienced as distressing.

So what exactly is postpartum distress? For the purpose of this thesis postpartum
distress is defined as “experiences of depression, anxiety, or stress following childbirth at levels
high enough to cause impairment in day to day functioning or relationships as reported by self
or others”. This definition is consistent with that used by a number of researchers in the area
(Austin, 2004; Kearns, Neuwelt, Hitchman, & Lennan, 1997; Matthey, Kavanagh, Howie,
Barnett, & Charles, 2004; Miller, 2007; Miller, Pallant, & Negri, 2006).



The next chapter examines these symptoms of postnatal distress. It explores the state
of the current literature and identifies gaps in our knowledge. Chapter Three examines
mothering expectations related to partners, to infants, and to self as mother, and argues these
expectations are informed by women’s exposure to unrealistic and overly positive mythical
constructs of motherhood

Chapter Four examines the experiences of the transition to motherhood for a group of
New Zealand women, and from there I begin to hypothesise about how to move forward in our
knowledge and, more importantly, how to begin to address the difficulties experienced by
significant numbers of women as they transition through this ‘normal and natural’ phenomenon
called motherhood. Chapter Five incorporates the information covered in the literature review
and the first study and introduces a new model of postnatal distress. The rest of the thesis
focuses on testing components of the model, culminating in the development and initial piloting
of an intervention protocol aimed at lowering the rates of postnatal distress.

The organisation of the material within the thesis represents what I believed to be a
coherent and logical order. However the development of the thesis was not as linear as
presented and involved reworking and rethinking as evidence was gathered. As already
mentioned, the initial focus was on postnatal depression, so Chapter Two was written and this
was followed by the first study (Chapter Four). However, the findings of that study suggested a
focus on postnatal depression was too narrow, and my thinking evolved into a consideration of
other mood states following childbirth. This involved a return to the literature and informed the
writing of Chapter Three.

Progress from here followed along the lines of the presentation of the material, with the
development of the model stemming from the preceding chapters. The testing of various
components of the model followed and culminated in the development of the intervention as

described in Chapter Eight and the piloting of it in Chapter Nine.



Chapter Two: Psychological Distress Related to the

Transition to Motherhood

The transition from non-mother to new mother requires significant resources and
coping. Itis a highly emotive time where women can feel overwhelmed both by the burden of
their new infant and the impact of that new infant on their lives. Research into psychological
difficulties in this time period has tended to focus on depressive mood states, predominately
postnatal depression and ‘baby blues’. However there is a mounting body of evidence pointing
to a need to consider a broader array of psychological disturbances, including both anxiety and
stress. Within this research the term postnatal distress is used as an umbrella term to
encapsulate these broader psychological states of depression, stress and anxiety. This chapter
highlights research in this area and concludes a tripartite model of psychological distress related
to childbirth is needed to fully understand women’s experiences across the transition to

motherhood.

Postnatal Depression.

Postpartum or postnatal depression (PND) has been described as “the thief that steals
motherhood” (Beck, 2002b, p. 394). It can be characterised as insidious and debilitating, and is
often suffered covertly (Spinelli, 1998). Without help it can lead to severe morbidity for both
the mother and her family, in particular the infant.

PND is represented as a mood disorder which, as its name suggests, occurs after
childbirth. It is classified as a non-psychotic depressive episode, and is located in the middle of
a mood continuum that contains at one end a temporary depressed mood state commonly
known as ‘the baby blues’, and postpartum psychosis at the other end (Whiffen & Johnson,
1998). The ‘baby blues’ are considered a transient reaction to motherhood with symptoms of
tearfulness, irritability, mild depression, and labile mood which usually develops about three -
five days postpartum. Postpartum psychosis on the other hand is an acute state dominated by
hallucinations and agitation and it is usually, but not always, linked to pre-existing psychiatric or
medical conditions; for example thyroiditis, hypothyroidism, bipolar disorder, or schizophrenia
(Miller, 2002). These three postpartum states whilst related, are distinct in their respective
natures, and require manifestly different levels of intervention and treatment.

Like generalised depression, symptoms of postpartum depression include sleep and
appetite disturbances, despondent mood, feelings of inadequacy, impaired concentration and
indecisiveness (Bozoky & Corwin, 2002). Given the similarities in symptomology, it is
unsurprising that there is a level of disagreement as to whether postpartum depression is a
unique disorder, thus ‘entitled’ to its own distinct diagnosis. Certainly the current clinical
position appears to locate and treat PND as one would major depressive disorder (MDD). For

example, the Diagnostic and Statistical Manual of Mental Disorders (DSM-IV-TR) used by the



American Psychiatric Association does not allow for the diagnoses of postnatal depression as a
discrete disorder. Instead it recognises a postpartum onset specifier to major depression if the
onset is within four weeks postpartum (American Psychiatric Association, 2000).

Yet despite having these shared characteristics with major depressive disorders, there
are behavioural and cognitive features which would appear to be unique to postpartum
depression. Studies comparing the clinical features of postpartum depression and depression
occurring outside of the postpartum found low energy levels and restlessness/agitation were
characteristics of both depression types. However, the non-postpartum group reported
increased sad mood, suicidal ideation, and more reduced interest. In contrast, women who
experienced postpartum depression reported sad mood to be less prominent, with psychomotor
symptoms (restlessness/agitation) and impaired concentration/decision-making more prominent
(Bernstein et al., 2008; Hendrick, Altshuler, & Suri, 1998; Ugarriza, 2002). This is supported in
further research which also found a number of characteristic features which differ between
MMD and PND. Women experiencing postnatal depression endorse more items related to
irritability than women experiencing other types of depression (Beck & Gable, 2000; Bozoky &
Corwin, 2002).

Furthermore, a marked characteristic of postnatal depression is ego-dystonic thoughts
of infant harm (Beck, 1992; Miller, 2002; Ugarriza, 2002). These aggressive, often obsessional,
thoughts of harming or even killing one’s infant are in marked contrast to actual maternal
behaviour, and women often express great distress around the occurrence of these thoughts
(Fairbrother & Woody, 2008). For example Ugarriza (2002) interviewed 30 women who self-
identified as postnatally depressed. The mother’s primary difficulty appeared to be confusion
and guilt they reported experiencing as a result of their thoughts of hurting their babies
(Ugarriza, 2002). However such thoughts are argued to be relatively common with up to 50%

of women reporting the occurrence of unwanted thoughts of intentional harm.

PREVALENCE

Another way to tease apart the disorders is to examine links between prevalence and
risk. If major depressive disorder, ante-natal depression, and postnatal depression amount to
the same disorder we would expect to see strong correlations across them. Yet that does not
seem to be the case. According to studies, women who have experienced postnatal depression
are at elevated risk of further episodes of postnatal depression, but not other major depressive
disorders, and vice versa — women who have had a major depressive disorder are at elevated
risk for further MDD episodes but not PND (Cooper & Murray, 1995; O'Hara & Swain, 1996). A
meta-analysis by Beck (1996) showed whilst prenatal depression had a large predictive
influence of the occurrence of PND (Cohen’s r = 0.51 - large effect size), MDD only had a small
effect size (r = 0.29), lower than marital dissatisfaction, childcare stress, prenatal anxiety, and
low social support (Beck, 1996b). Another study by Dennerstein (1988), found mothers show



prevalence rates for depression at twice the rate of women who do not have children the same
age.

Estimates of the prevalence of postnatal depression vary widely as a result of a number
of factors. These factors include how postnatal depression is defined, the type of assessment
(i.e. self-report verses clinical interview) and the length of the postpartum period under
evaluation (White, 2008). Current estimates range from between 10-20 % of women, with
most large studies showing an average rate of non-psychotic PND of 15% (O'Hara & Swain,
1996).

As with all research areas which demonstrate wide variations in prevalence rates, these
figures are reasonably contentious. Perhaps most importantly the studies which generate these
figures tend to rest on the assumption postpartum depression occurs relatively early on in the
postpartum period — approximately four to six weeks after birth. Yet whilst there is extensive
literature to contradict or at least undermine the credibility of such a narrow definition, few
studies explore the occurrence of postpartum depression outside these timeframes. Thus, an
argument can be made that an operational definition which restricts the occurrence of PND to
the arbitrary four-six week time-frame artificially deflates rates of clinically significant PND (Beck
& Driscoll, 2006).

EFFECTS

The consequences of postpartum depression can be far-reaching, affecting not only the
mother but also the infant and other family members, including the extended family. A New
Zealand study which reviewed research findings showed depressed mothers display more
uncertainty, a lack of enjoyment in caring for their infant, and exhibit a less positive attitude
towards their newborn (Webster, Thompson, Mitchell, & Werry, 1994). In addition, they
characteristically display less affection towards their infant and are less responsive to infant
needs (Beck, 2002a). Further studies argue that when depressed, mothers interact with
newborns in either a withdrawn or intrusive manner, demonstrating a less engaged and
emotionally available style of parenting (Biringen, 2000; Lum & Phares, 2005). In turn, infants
of depressed mothers’ exhibited less positive facial expressions, vocalised less, and displayed
higher levels of irritability than infants of non-depressed mothers (Beck & Gable, 2000),
characteristics which are argued to compromise mother-infant bonding leading to less secure
attachment (O'Hara, Scott, Gorman, & Wenzel, 2000; Pearce & Ayers, 2005).

In the longer term early maternal depression is argued to continue to impact off-spring
beyond the actual duration of the symptoms. A meta-analysis of nine studies which
investigated the long-term effects of PND on children over 12 months of age found an effect on
children’s development, both cognitive and emotional (Beck, 1998, p. 16). These effects are
described as “small but significant long-term effects on the child’s cognitive and emotional

development” (Logsdon & Usui, 2001, p. 563), but how important these ‘small but significant



effects’ are, and whether there is some third variable explanation of them remains largely
unexplored. However, this research showed the effect weakens as the child matures. More
recently, research suggests the effects on cognitive functioning and academic achievement may
be pertinent to male off-spring but not so applicable to daughters (Murray et al., 2010),
although this effect was mediated by class and PND demonstrated a weak effect in low risk
populations. The authors hypothesised these findings may reflect the differences in the level of
association between IQ and academic performance between the genders (with girls academic
performance largely unrelated to IQ). Furthermore they argue personality traits may have a
role to play with characteristics commonly associated with academic success such as

conscientiousness and self-discipline being more reflective of girls (Murray et al., 2010).

ETIOLOGY

Biological Theories

Bio-medical research is divided in its explanations of the etiology of postpartum
depression and, so far, none of the theories have satisfactorily explained the varied outcome of
what is a shared biological experience. One argument is that the puerperium acts as a trigger
on an underlying disposition. Research has documented a genetic link in the aetiology of mood
disorders and this concept has received considerable interest in the exploration of postnatal
depression. But again, one wonders that if major depression is an underlying disposition which
is triggered by childbirth why aren't stronger correlations evident in the literature?

Hormonal influences have also been under examination as a possible contributing factor
(Dennis, 2004a; Halbreich, 2005; Mufioz, Mrazek, & Haggerty, 1996; Rees, Austin, & Parker,
2005; Wisner et al., 2004) which is understandable as maternal hormones surge throughout
pregnancy at a rate unmatched at any other time in a woman’s life (Harris, 1996), as does the
activity of the pancreatic cells, thyroid and parathyroid glands, and the pituitary gland. This
hormonal fluctuation is believed to be important as it impacts on the activation of
neurotransmitter systems which in turn, are argued to increase vulnerability to
depression(Steiner, Dunn, & Born, 2003). For example, oestrogens and progesterone are
gonadal steroids which act to modulate neurotransmitter systems involved in the regulation of
mood. These neurotransmitter systems, which include both the dopamine and serotonin
systems, increase vulnerability to depression. Thus, exploration of these factors is a logical step
in aiding awareness about the aetiology of PND.

Estrogen and progesterone levels escalate dramatically during the pregnancy process
as a result of placental involvement. After the delivery of the placenta, these levels are plunged
back to almost pre-pregnancy levels within a relatively brief timeframe, a finding which has
provoked speculation and investigation of a possible contributory role for PND (Hendrick et al.,

1998). However, the results of these inquires have produced, at best, equivocal results, and
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the fact remains that a// women are subject to biological and hormonal changes throughout
pregnancy and the early postpartum period and yet not all women experience PND.

One of the most lauded biological theories was posited by Dalton (1984, 1985; Dalton,
1989 ) who argued changing progesterone and estrogen levels following birth could explain
depressive symptomology. In her progesterone depletion theory, she argued the rapid severing
of high levels of progesterone following the delivery of the placenta after birth leaves some
women vulnerable to low mood. This is because the increased progesterone during pregnancy
affects levels of GABA (Gamma Aminobutyric Acid) in the brain which, as an inhibitory
neurotransmitter, blocks the re-uptake of serotonin increasing the concentration of serotonin by
blocking the serotonin transporter, and the rapid severing of those levels following delivery is
tantamount to experiencing a withdrawal-type phenomenon. In a trial of 100 women who
requested progesterone following a previous episode of PND, only nine experienced a
recurrence, considerably less than the 68% recurrence rate reported in an undertreated sample
(Dalton, 1985). Clearly it was beneficial for some women with specific risk factors.

There are some questions around these findings however. Firstly, the results have not
been replicated in double blind trials. Secondly, one would expect to see some demonstration
of a relationship between progesterone levels and differences in the incidence of depression,
yet this is still to be established. Investigations of the relationship thus far have focused on the
immediate postpartum period and have reported results that were either inclusive or negative
(Dennis, 2004a). However, even if the depletion of progesterone explained flattened mood or
baby blues in the period around the onset of lactation, there is still no empirical evidence linking
baby blues ‘weepiness’, which occurs in the 4-5 days postpartum period, to more clinically
significant depression occurring at later stages in the puerperium (Harris, 1996), especially as it
has been demonstrated there are significant differences in the levels of hormones in these time
periods (Dennis, 2004a; Harris, 1996). As a final point, it does seem ironic that hormones were
posited as responsible for depression in pregnancy when the placental effect is at its highest
level. Thus, both the presence and absence of progesterone apparently had the same effect on
the mental health of women.

The role of estrogens in the development of PND has also been examined, again with
equivocal results. In an effort to understand the interaction of estrogen and PND, researchers
have concentrated on breastfeeding, which is known to impact on levels of estrogen. To date
research in this area has not demonstrated a consistent association between the two (Dennis,
2004a; Hendrick et al., 1998). This also presents somewhat of a challenge to those that
advocate the use of estrogen as a preventive measure.

There is an argument women may experience a rebound effect after delivery due to the
immunosuppressant effects of high levels of cortisol during pregnancy. In other words, during
pregnancy it is believed elevated levels of cortisol may act to contain naturally antibodies and,
following birth, once cortisol levels drop there is a naturally occurring overcompensation. This

rebound effect produces elevated rates of postpartum thyroid antibodies. Research is mixed on
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this with one study finding a weak relationship between positive antibody status and depressed
mood. However given the ‘missing link” demonstrating a relationship between cortisol and
postpartum mood the significance of this finding is yet to be determined (Hendrick et al., 1998).

Thus to conclude, studies on biological influences have arrived at results that have been
either negative or contradictory. There have been a number of methodological concerns with
some of these studies including not controlling for breastfeeding; which impacts on levels of
prolactin, cortisol, progesterone, estrogen, and oxytoxin. Independent of this hormonal effect,
lactation has also been associated with both positive and negative mood changes which is
somewhat confounding (Hendrick et al., 1998). Of concern with regards to some of the studies
into hormonal or biological influences is the apparent lack of control for the use of ante-
depressant medication or other medications which may impact on hormone levels.

The finding that adoptive mothers experience rates of postnatal depression at a similar
rate as biological mothers also creates somewhat of a ‘spanner-in-the-works’ for theorists
arguing the biological perspective (Gair, 1999; Senecky et al., 2009). What is of particular
interest in the Senecky research was the finding rates of depression were /ower post-adoption
than during the adoption period, suggesting more of a reactive depression or possibly a more
anxious depressive episode.

Furthermore, all of the women in this study who were found to be depressed during the
post adoption follow up were depressed leading up to the adoption in contrast to women
experiencing postnatal depression following childbirth (Senecky et al., 2009). Finally, there is a
need to consider etiological differences in the types of depression. For instance there is no
research to support the notion that depression starting in the first postpartum week shares the
same etiological basis as depression with an onset at three or six months, which again may be
etiologically different from depression that had its onset in the prenatal period.

There has also been some investigation into possible obstetric risk factors and the role
they might play in the development of PND. A prospective study with women giving birth in a
number of locations throughout Australia examined several obstetric variables including
pregnancy complications, labour, delivery and perinatal outcomes (Johnstone, Boyce, Hickey,
Morris-Yates, & Harris, 2001). According to the authors, none of the obstetric factors examined
demonstrated links with a significant increase in risk for PND however other research has linked
increased obstetric interventions such a C-sections and forceps delivery, with increased risk
(Boyce & Todd, 1992) (Fisher, Astbury, & Smith, 1997). So again, given the totality of the
research in this area, there is mixed evidence regarding the impact of obstetric variables on

postnatal depression.

Psychosocial Themes

A review of the relevant literature shows some of the psychosocial risk factors for
postpartum depression previously considered include ethnicity (Webster, Thompson, Mitchell, &
Werry, 1994; Yonkers et al., 2001); (Miller, 2002), depressed mood prior to delivery (Righetti-
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Veltema, Conne-Perreard, Bousquet, & Manzano, 2002), educational attainment level
(Johnstone et al., 2001) (Logsdon & Usui, 2001) socio-economic status (Robertson, Grace,
Wallington, & Stewart, 2004) (Webster et al., 1994), early cessation from breast-feeding
(Fergerson, Jamieson, & Lindsay, 2002); (Johnstone et al., 2001; Tammentie, Tarkka, Astedt-
Kurki, & Paavilainen, 2002), psychosocial stress, and inadequate social support (Johnstone et
al., 2001; Logsdon & Usui, 2001; Robertson et al., 2004; Seimyr, Edhorg, Lundh, & Sjogren,
2004). Infant factors have also been examined including having an infant with an
unsettled/irritable temperament, having an infant who is physically unwell, and having an infant
with poor motor skills. Unfortunately, neither the focus on psychosocial factors for the mother
nor the infant factors have convincingly explained the onset of PND symptoms.

The role of perceived control on postpartum mood has received attention (Beck, 1993,
2002a; Keeton, Perry-Jenkins, & Sayer, 2008; Miller, 2007). Studies have found the higher the
levels of perceived control; both of the internal processes of birth and of the levels of
intervention by attending staff, the lower the levels of psychological morbidity at postnatal
follow-up (Miller, 2007). The link between a perceived lack of control leading to feelings of
helplessness and depressive symptomology has been extensively researched over several
decades. Seligman'’s (Seligman, 1975; Seligman & Maier, 1967) seminal research on learned
helplessness demonstrated a link between an individual’s perception they lacked control over
either aversive events or negative outcomes and an increase in depressive symptoms. If one
was to apply Seligman’s thinking to the process of childbirth one could argue the unavailability
of expected resources and/or staff, unanticipated medical interventions and negative perinatal
outcomes already highlighted could contribute to a sense of helplessness. Furthermore if
ongoing medical procedures are deemed to be necessary this could very well compound the
sense of helplessness. Thus Seligman’s theory would seem to sit well here.

The concept of hopelessness - attributing aversive effects to internal, global, and stable
traits within oneself whilst believing oneself to lack the ability to change or effects events (that
is having no control) - has also been well researched. Again we can see how this might be
applied to understand some women'’s journey with postnatal depression. For instance a lack of
control over their own fertility is argued to be a contributing factor for adoptive mothers who
experience depression post—adoption (Gair, 1999). If these women then also experience
feelings of hopelessness — attributing their infertility to internal and stable traits within
themselves, and believing they are powerless to change that infertility... well, distress leading to
depression is not hard to imagine.

In addition to the pivotal research of Seligman, the work of Lewinsohn and colleagues
has greatly influenced the development of research on depression (Lewinsohn, 1975;
Lewinsohn & Amenson, 1978; Lewinsohn, Duncan, Stanton, & Hautzinger, 1986a; Lewinsohn,
Fenn, Stanton, & Franklin, 1986b; Lewinsohn & Graf, 1973; Lewinsohn, Hoberman, Teri, &
Hautzinger, 1985; Lewinsohn & Libet, 1972). According to Lewinsohn’s research, a decrease in

positive reinforcement acts as an antecedent for depressive behaviours; what is referred to as a
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decrease in response-contingent reinforcement (Lewinsohn & Graf, 1973; Lewinsohn & Libet,
1972; Lewinsohn, Steinmetz, Larson, & Franklin, 1981; MacPhillamy & Lewinsohn, 1974).
Lewinsohn and colleagues demonstrated a positive relationship between mood level and
engagement in pleasurable activities, both the number of different types of pleasurable
activities (range) and the amount of times each activity was engaged in (replications)
(Lewinsohn, 1975; Lewinsohn & Amenson, 1978; Lewinsohn et al., 1986a; Lewinsohn et al.,
1986b; Lewinsohn & Graf, 1973; Lewinsohn et al., 1985; Lewinsohn & Libet, 1972). This led
them to argue the balance of an individual’s interactions with their environment shifted in a
negative direction because of the reduction in positive reinforcement and/or increase in
negative or adverse events. They also argued while it may be the case a depressed individual
engages in pleasurable activities less, it is also possible the direction of causation can be
reversed; a person who experiences a decrease in pleasurable activities and hence a decrease
in positive reinforcement may, as a result, become depressed (Lewinsohn & Graf, 1973).

Given the repetitiveness of potential non-rewarding tasks often associated with
motherhood, in addition to the mental ennui women often report experiencing, it is relatively
easy to understand how Lewinsohn’s theory might have some relevance to thinking around
postnatal depression. The early postpartum period is a time when many women experience
increased isolation, sleep deprivation, interrupted routines and a decrease in personal time and
space. In other words there is an increase in negative or aversive events —tiredness, chaos,
workload, life stress, and a decrease in potentially positive or rewarding events — social
interaction, personal time, and sense of control to name but a few. At the same time, caregiver
tasks such as nappy changing, washing, cleaning, feeding, and burping, can be experienced by
as unrewarding, particularly if the infant is unsettled, difficult to feed, or not easily soothed.
Compounding this is the basic logistic which would suggest women who are now engaging in
these new behaviours would also be experience a loss of opportunity to pursue previously
enjoyed activities. That is not to suggest women are unable to engage in any activities which
they may have previously received positive reinforcement for, but to acknowledge the feeding,
bathing, washing, and care taking of an infant consumes time which is then no longer available
for other things. Thus we can easily see how the model proposed by Lewinsohn and colleagues
may potentially be applied to an understanding of postnatal depression. Furthermore, research
examining factors associated with recovery from PND concluded regaining control was of
primary importance (Beck, 1993). Thus a sense of control is argued to be an important
cognitive resource, both as a protective factor against the development of depressive symptoms
and a recovery factor as a promoter of resilience and coping.

It is evident from the sum of current research, depression is considered by many to be
a negative symptom of poor coping. However, there are those who argue depressive behaviour
can, in fact, serve an adaptive function. Firstly evolutionary theorists argue the lack of
motivation and pessimism characteristic of depression conserves energy by inhibiting action

(Nesse, 2000). When this thinking is considered in terms of postnatal depression, such
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behaviour has the potential to be beneficial to an infant /fit means the mother stays home
(thus limiting exposure to environmental threats) remains close (thus ensuring she is able to
respond quickly to infant needs), has disturbed sleep patterns (which may result in great
accessibility during night time hours) and does not expend energy on other pursuits (Keller &
Nesse, 2005). Also depression may well serve to inhibit responses in unfavourable situations
whereby efforts to attain a goal could likely result in loss, damage, danger, or wasted effort
(Hendrie & Pickles, 2009; Nesse, 2000).

It is possible depressive thinking represents more ‘realistic’ thinking. This is because an
individual with depressed thinking has a tendency to focus on the more negative aspects of a
situation and, as a result, is prepared for the realities of an experience due to this more
pragmatic appraisal (Beck, 1996a; Hendrie & Pickles, 2009; Keller & Nesse, 2005; Nesse, 2000).
Furthermore, it is argued this more pessimistic evaluation results in less disappointment, and
arguably a great sense of control over ones future (Harwood, McLean, & Durkin, 2007).

This reasoning argues for a reverse in the direction of causality over what has been
typical thinking about depression. Traditionally clinical opinion has promoted the idea that
negative cognitions are an antecedent to depression and located, to a large extent,
responsibility for the depression within the individual as a result of their ‘faulty’ cognitions. This
alternative argument however, posits problematic cognitions are a consequence rather than an
antecedent of depression.

There is some support in the literature for this alternate viewpoint (Seligman, 1975;
Terry, Mayocchi, & Hynes, 1996). In a large longitudinal study, researchers demonstrated
individuals who became depressed over the course of their research did not differ significantly
in their cognitive patterns over those who showed no signs of depression (Lewinsohn et al.,
1981). So while those who were depressed demonstrated higher expectancy for negative
events, lower expectancy for positive events, irrational beliefs, lower self-esteem and attribution
bias once depressed, this style of thinking followed the onset of depressive symptoms — it did
not precede them

Another important concept relevant to this thesis is that of cognitive fusion. The idea
of cognitive fusion stems from a cognitive therapy known as ACT (Acceptance and Commitment
therapy), which is showing increasing efficacy in the conceptualisation and treatment of
depression (Hayes, 2005; Hayes, Luomaa, Bond, Masudaa, & Lillis, 2006; Zettle, 2007).
Theorists who follow this model propose individuals who become *fused’ with their thoughts or
who believe their thoughts to be an accurate and true portrayal of the world have difficulty
processing information which may offer contradiction of that evidence (Hayes, 2005). New
mothers may, for example, have the thought they are unable to cope or that they are bad
mothers. For some women these thoughts can flow in and out of consciousness with very little
impact on the individual having such thoughts. However, according to the idea posited by ACT
theorists, women who are fused with their thoughts will find these thoughts to be highly

believable and will, in fact, go as far as to dismiss evidence which may contradict such
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thoughts. Thus women with a style of cognitive fusion exhibit a sort of information processing
bias where they demonstrate a tendency to believe their own internal thought processes rather

than external evidence of the ‘truth’ of the situation.

CULTURAL STUDIES

Postnatal maternal mental illness has been reported in a number of non-western
cultures including China, Nigeria, and Uganda (Cox, 1979). Cox (Cox, 1979, 1983) researched
new mothers from the Ganda tribe in Southern Uganda and reported similar rates of depression
amongst this population as found in western mothers. He also described a illness following
childbirth known as Amakiro, a form of postnatal psychosis, characterised by a disorganised
mother/infant relationship and which has, at times, resulted in the death of the mother and
child (Cox, 1979, 1983).

Nigerian culture includes a concept of *heat in the head’ which describes symptom
clusters similar to postnatal depression. Closer to home studies of Pasifika women parenting in
New Zealand have found rates of PND similar to that of New Zealand European women (Abbott
& Williams, 2006). While the evidence of similarities in prevalence rates across cultures may,
on the surface, lend support to a more biologically based etiology, social factors are argued to
play an important role.

More recently research examining the experience of PND in first-time mothers from
mainland China found striking similarities with findings from Western research (Gao, Chan, You,
& Li, 2010). Interestingly, this research also examines the changing role of motherhood within
the context of Chinese culture, and discusses how mothering has changed from traditional
practice, not unlike the earlier argument of changes within the New Zealand context. The
women who took part in the study reported experiencing “dissonance between tradition and
modernity and between expectations and reality” (Gao et al., 2010, p. 303). They indicated
they believed the stress and distress they experienced was due to these differences and were
clear it was socio-cultural rather than biological processes they believed created the pressure
they found themselves under.

Furthermore, Hamdan and Tamin (2011) recently reported on their research of
psychosocial risk and protective factors for women in the United Arab Emirates. This study
found religious affiliation, formula feeding, and number of children were predictive of PND,
whilst educational attainment, life stress and employment following birth were of borderline
significance.

What the sum of this research suggests is postnatal depression is not culture bound,
but is part of a similar experience shared by women of different cultures. It is something
inherent to mothering; a collective knowledge. It is true the bodily experiences of women;
those of hormones, pregnancy and birth may be consistent across cultures and, at first glance,

provide support for those who would argue for a biological explanation of PND. However,
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consistently the women in these studies report on psycho-social factors; support, attachment,
stress, and employment as major triggers of their depression and distress. Clinical experts then

may do well to listen to what the women have to say.

SUMMARY

Postnatal depression affects large numbers of women with a life-time prevalence
reported anywhere between 10-50%. While some professionals argue PND reflects the same
symptomology as MDD others point to research indicating some clear differences between the
two disorders. Most noticeably, PND appears to be of a more irritable/agitated nature; thus is
arguably more externalising than MDD. The other marked contrast is the thoughts of infant
harm which are believed to be present in up to 50% of mothers, but which are contrary to the
mother’s actual behaviour.

Several theories have been posited to explain the etiology of postnatal depression.
Biological theories focus on rapidly altering hormones and the effect this might have on mood
via neurotransmitter systems. Behavioural theories examine the decrease in positive
reinforcement and the increase in negative or aversive events as well as the role of
hopelessness as possible contributors to depressive symptomology. Cognitive theories
examining helplessness stemming from a perception of a lack of control are finding increasing
support in the literature as a possible contributory factor. However, there is also some
evidence to suggest helplessness and powerlessness is a consequence of rather than cause of
depression. Finally, psychosocial theories examine factors external to the mother including
social and marital support, infant characteristics and societal beliefs about and value assigned

to the role of mothering.

Anxiety

Investigation into distress related to the postnatal period has tended to focus on
depressive type symptomology with little acknowledgement in the literature maternal ‘distress’
can consist of states other than depression (Barclay & Lloyd, 1996; Matthey, Barnett, Howie, &
Kavanagh, 2003). However, given the strong link between anxiety and depression in other
areas, research which has steadfastly remained focused on depression exclusively is somewhat
limiting in its usefulness for explaining psychological distress. Although there are strong co-
morbidities between anxiety and depression, they represent different mood states and different
cognitive structures. Anxiety is more likely to precede depression than stem from it, and is
often seen as a core component of depression (Chorpita & Barlow, 1998). This suggests
anxiety needs to be examined in its own right in order to fully understand the psychological

experiences of women making the transition to parenthood.
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ANTENATAL ANXIETY

Research findings suggest anxiety is more prevalent than depression in the antenatal
period (Brockington, MacDonald, & Wainscott, 2006; Grant, McMahon, & Austin, 2008; Hart &
McMahon, 2006; Heron et al., 2004; Lee et al., 2007; Matthey et al., 2003; Wenzel et al.,
2005). For instance Faisal-Cury and Menezes (2007) investigated the prevalence of antenatal
depression and anxiety in clients from a private setting. They reported 59% of women in the
study had elevated levels of state anxiety and 45% of the same group had high levels of trait
anxiety. This compared to a prevalence of 19.6% for antenatal depression, less than half the
anxiety rate. These findings are supported in other research by Brockington et al. (2006) and
Hart and McMahon (2006). In a joint UK and NZ investigation of women referred to psychiatric
services, Brockington et al. (2006) reported 31% of the sample had moderate to severe
antenatal anxiety compared to 14% who had moderate to severe antenatal depression. In
another study designed to investigate links between mood and psychological adjustment to
pregnancy, investigators found 9% of their low risk community sample screened positive for
depression as opposed to 36% and 30% for trait and state anxiety respectively (Hart &
McMahon, 2006).

These studies consistently point to high levels of anxiety in pregnant women with the
lowest reported level showing 1 in 5 women (21%) are highly anxious as measured by the
State Trait Anxiety Inventory (STAI) (Grant et al., 2008) ranging to a peak rate of over 1 in 2
(54%) reported by Lee et al (2007). Reported prevalence rates for Perinatal Panic Disorder
range from 1.3% - 2% while antenatal rates of OCD have been reported between 0.2% -
1.2%; lower than rates in the postpartum (2.7% — 3.9%) as well as the estimated lifetime
prevalence rate reported for the general population (2.5%) (Ross & McLean, 2006). Findings
such as these have fuelled the call to consider anxiety as well as depression when assessing
maternal mental health (Barclay & Lloyd, 1996; Matthey, 2004).

As yet there is no clear answer to what causes antenatal anxiety. There is evidence of
a non-linear U-shaped relationship between gestational period and anxiety levels suggesting
significant time effects with peaks in the first and third trimester when compared to the middle
trimester (Lee et al., 2007). There is also some evidence suggesting anxiety has different
triggers at different pregnancy stages. For example women may experience high levels of
anxiety about maintaining the pregnancy in the initial stages however, this concern is likely to
abate as the pregnancy progresses, and be replaced by other worries such as anxiety about the
birth process.

As well as different anxiety triggers throughout the gestational stages, there is evidence
to suggest different factors may act to protect against anxiety at different pregnancy stages.
For instance perceived social support has been shown to be protective against anxiety in the
second trimester but not in the first and third (Lee et al., 2007). The authors do not offer an

explanation for this finding but it is possible to hypothesise due to the changing anxiety triggers
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(i.e. maintaining the pregnancy in the first trimester vs. uncomplicated delivery in the third
trimester) social support may act to alleviate concerns paramount in the 2™ trimester but not
address primary concerns to the first and third. Further investigation would help test this
hypothesis and add to our limited knowledge of antenatal anxiety.

That being said, to summarize the research covered, what seems to be known about
antenatal anxiety is that there is a link between anxiety during pregnancy and pre-existing
anxiety status. That is women who have an anxious way of interacting with the world tend to
continue that interaction style during pregnancy. In addition, increased levels of antenatal
anxiety have been linked with lower income, less education, and being single (Hart & McMahon,
2006). While no explanation of these correlations is posited by the authors, some of the
variables; lower income and level of education for example, tend to increase vulnerability and
uncertainty, and arguably lessen the amount of choice and control women have over their
pregnancy and their environment. Another factor shown to correlate with antenatal anxiety is
low self-esteem. According to Lee et al. (2007), decreased levels of self esteem during
pregnancy leave women “ill-equipped to face the multitude of developmental challenges and
stressors of pregnancy” (p. 1110).

Researchers argue there are a number of factors which inhibit the development of in-
depth knowledge regarding antenatal maternal mental health. Specifically there is an argument
systematic research into anxiety related to pregnancy and childbirth has been hampered by a
lack of clear definition as to what constitutes anxiety, a lack of validated instruments for use in
this population, and the strong correlation of anxiety with depression (Austin & Leader, 2000;
Faisal-Cury & Menezes, 2007; Grant et al., 2008; Lee et al., 2007; Leigh & Milgrom, 2008).

Certainly, there appears to be a dearth of instruments suitable for use in maternal
mental health. Commonly used instruments such as the State Trait Anxiety Inventory (STAI)
and the Beck Anxiety Inventory (BAI) (regardless of which version is being utilised); tend to
draw heavily on somatic symptoms. Given that pregnancy and early puerperium is a time of
significant physical changes; that tiredness, difficulties with sleeping and changes in appetite,
all assessed by the BAI, are common processes which accompany pregnancy, there becomes a
very real danger when using these instruments of pathologising nhormal pregnancy events
(Matthey, 2004). This could be further compounded by the lack of separate gender norms for
the BAI. Women tend to score higher than men on the BAI and this tendency towards elevated
scores may further over-pathologise women (Creamer, Foran, & Bell, 1995).

These questionnaires were not designed for use in an antenatal population and
therefore they do not measure pregnancy specific anxieties and worries. However, there is
ample research suggesting women may experience intense and specific fears about the process
of pregnancy and childbirth (Brockington et al., 2006; Huizink, Mulder, Robles de Medina,
Visser, & Buitelaar, 2004; Mulder et al., 2002). Furthermore while the STAI was designed to
aid in the differentiation of anxiety and depression, there is substantial correlation between the

Beck Depression Inventory (BDI) and the BAI suggesting they may be measuring the same
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thing (www.theaaceonline.com/stai.pdf, assessed April 27, 2010). Hence studies that rely on

the BAI to give indications of baseline levels of anxiety made in fact be reporting depressive
symptoms.

In addition to problems with instrumentation, efforts to produce a comprehensive
picture of antenatal anxiety is confused by the high level of intra-individual variability reported
in a number of the studies which examined anxiety and depression levels at multiple time points
during pregnancy. For instance Lee et al (2007) reported 54% of their sample had elevated
levels of anxiety as measured by the Hospital Anxiety and Depression Scale (HADS) at least one
time point during their pregnancy. Yet it would seem that the majority of those women only
had elevations at one of the three time points. The authors themselves categorised almost
70% of their sample having either fleeting or no problem with anxiety (Lee et al., 2007). The
remaining 30% were classified as having consistent or deteriorating anxiety but this figure is
not broken down further. This seems to suggest the majority of women in the study were
actually coping well with maybe transient difficulties and the statement regarding elevated
levels of anxiety in over half the sample may create a somewhat misleading perspective on
antenatal maternal health. Another implication of this is that research which only measured
antenatal mood or anxiety at one time point (i.e Austin, Tully, & Parker, 2007; Brockington et
al., 2006; Grant et al., 2008; Hart, & McMahon, 2006) may be reporting results reflecting

transient states rather than clinically significant ongoing difficulties with anxiety.

Outcomes

Antenatal anxiety has been linked to a number of negative outcomes for women.
During pregnancy elevated rates of anxiety has been linked to higher reported incidences of
nausea and vomiting (Andersson, Sundstrom-Poromaa, Wulff, Astrom, & Bixo, 2004). Women
with high anxiety reportedly tend to use more pregnancy-related sick leave from work, require
greater analgesic assistance, and have increased numbers of planned caesarean sections
(Andersson et al., 2004; Brouwers, van Baar, & Pop, 2001). Elevated anxiety levels are also
correlated with high levels of concern about coping with the responsibilities of mothering, and
trait anxiety has been shown to be positively correlated with maladaptive mothering cognitions
(Hart & McMahon, 2006).

Anxiety during pregnancy is also argued to impact on postpartum mood. Several
studies report antenatal anxiety not only creates an increased risk for elevated levels of
postpartum anxiety, but also increases the levels of self-reported depression in the postpartum
period (Austin, Tully, & Parker, 2007; Britton, 2007; Heron et al., 2004; Matthey, 2004; Milgrom
et al., 2008; Sutter-Dallay, Giaconne-Marcesche, Glatigny-Dallay, & Verdoux, 2004). It is
argued this may occur because high levels of anticipatory anxiety in the antenatal period about
perceived inadequate resources to cope with motherhood transfer to depressed mood in the
postpartum period as the challenges and demands of parenting become real (Lee et al., 2007).

There is also concern women who experience anxiety antenatally may employ maladaptive
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coping strategies such as drinking and/or smoking. While this may work to reduce anxiety
symptoms in the short term it then increases the risk of adverse postnatal outcomes in the
longer term (Littleton, Breitkopf, & Berenson, 2007)

Prenatal anxiety has been associated with difficult infant temperament and maternal
trait anxiety has been correlated with difficulty soothing the infant (Britton, 2011). In addition
McMahon et al (McMahon, Barnett, Kowalenko, & Tennant, 2005) demonstrated links between
postpartum maternal ratings of infant difficulty and state/trait anxiety. The distinction with
state/trait anxiety is an interesting one as there is an increasing trend to examine alternate
‘forms’ of anxiety. While most research with antenatal populations examines anxiety as an
overarching umbrella concept, some researchers argue anxiety in this population can be divided
into two distinct categories; general anxiety (similar to the concept of trait anxiety) whereby
women tend to respond anxiously to a wide range of everyday situations and pregnancy-
specific anxiety whereby women experience anxiety in relation to the specific events of being
pregnant and giving birth (not dissimilar to the idea of trait anxiety (Brockington et al., 2006;
Huizink et al., 2004; Johnson & Slade, 2003; Lee et al., 2007). In other words they may be
anxious about the health and well-being of their unborn child, or be anxious about the process
of giving birth, or have fears related to their ability to adequately mother their infant
(Brockington et al., 2006; Huizink et al., 2004).

High levels of reported general anxiety have been linked to increased risk for the infant
with higher reported rates of spontaneous abortion, preterm labour, and retarded growth,
particularly in relation to head circumference (Brouwers et al., 2001; Dieter, Emory, Johnson, &
Raynor, 2008; Faisal-Cury & Menezes, 2007; Mulder et al., 2002). Children of generally anxious
mothers are more likely to have emotional or cognitive problems (such as ADHD and language
delay) although this has been found to be moderated by other factors such as maternal diet
(Talge, Neal, & Glover, 2007). In addition, antenatal anxiety is also negatively correlated with
attachment quality (Grant et al., 2008).

However, the robustness of these findings have been criticised with claims there are
direct correlations between sample sizes and significance findings. Littleton et al (2004) found
studies with small sample sizes and those that relied on less frequently used anxiety
instrumentation were more likely to report findings of significance. Conversely, their meta-
analysis of studies investigating the relationship between anxiety symptoms antenatally and
adverse perinatal outcomes, found no evidence between general anxiety symptoms and
common outcome measures including birth weight, APGAR scores and length of labour
(Littleton et al., 2007).

Just as the research regarding general anxiety appears murky, so too does that
investigating the effects of pregnancy-specific anxiety. Following birth, infants of mother who
had pregnancy specific anxiety show a higher tendency towards difficult temperaments,
including problems with attention regulation and challenging behaviour (Huizink, de Medina,

Mulder, Visser, & Buitelaar, 2002). In a large-scale longitudinal study, O'Connor, Heron,
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Golding, Beveridge, and Glover (2002) reported antenatal maternal anxiety successfully
predicted behavioural and emotional problems in both boys and girls at age 4 years, suggesting
a possible effect of maternal mood states on fetal brain development.

However there is research to suggest pregnancy related anxiety can serve an adaptive
function by focusing maternal attention on the fetus and motivating pregnant women to take a
cautious approach to their own health as well as that of their infant (Hart & McMahon, 2006).
Pregnancy-specific anxiety may, for example, encourage women to be more nurturing; eating
well, abstaining from alcohol and cigarettes, sleeping and resting adequately. This type of
anxiety is also argued to increase comforting or soothing of the baby, for example by the
stroking of the stomach and conversing with the baby, both shown to increase attachment with

the fetus and, following that, better maternal role development (Hart & McMahon, 2006).

POSTPARTUM ANXIETY

Again compared to postnatal depression research into postpartum anxiety appears to
have been relatively neglected (Ross & McLean, 2006). This bias in research investigation is
puzzling “given the recognition that significant anxiety may also be present in new mothers"
(Matthey et al, 2003, p. 140). Some researchers claim the disparity between investigation of
depression and anxiety can be explained by the notion that postnatal anxiety is often
overlooked or subsumed in the PND diagnosis (Matthey et al., 2003). Postnatal anxiety and
postnatal depression appear to have reasonably high levels of comorbidity, just as non-
pregnancy related depression and anxiety do (Beck & Driscoll, 2006; Buist, 2002; Faisal-Cury &
Menezes, 2007; Miller et al., 2006). One possible explanation for this is women who experience
anxiety following the birth of their child, and who are unable to satisfactorily resolve their
anxiety then begin to experience depression related to their inability to move forward.

However there are some problems with the tendency to ignore investigations into, and
symptoms of, anxiety. Little is known about the association between depression and anxiety,
and the stability of the two disorders across the transition from pregnancy to the postpartum
period. Furthermore, there are obvious implications for treatment given the two disorders
require fundamental different treatment approaches. In addition the peak age of onset for
anxiety disorders in women is mid to late twenties — prime childbearing years, and the neglect
of researchers to consider perinatal anxiety in its own right fails to consider women who
experience stand-alone anxiety symptoms without corresponding depression (Ross & McLean,
2006).

As mentioned in the previous section approximately 15% of women will experience
clinically significant levels of postnatal depression (O'Hara & Swain, 1996; Webster et al., 1994;
Yonkers et al., 2001). However rates of depression in the postpartum period maybe equalled if
not exceeded by the number of women who experience clinical levels of anxiety (Wenzel et al.,

2005). While some studies estimate 10-15% of women will experience anxiety in the
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postpartum period at a level high enough to cause disruption to daily functioning (Britton, 2007;
Heron et al., 2004; Miller et al., 2006), which is similar to rates of depression cited in the
literature (O'Hara & Swain, 1996), other research suggests anxiety-related disorders are more
prevalent, at least in the initial postpartum period, and quote rates of between 6.1% and 43%
for the first six-months following childbirth (Britton, 2007; Wenzel et al., 2005). For instance
Heron et al found 24.5% of respondents in a community sample experienced clinically
significant depression at some stage across the timeframe under investigation (18 weeks
gestation -8 months postpartum), while slightly more women (26.7%) had similar difficulties
with anxiety.

There is evidence to suggest anxiety rates may be underestimated as some researchers
report self-selecting sample bias in their studies with women experiencing mental health
problems being less likely to return questionnaires (Britton, 2011; Heron et al., 2004). This
notion of unacknowledged or unnoticed postpartum anxiety is supported in interesting research
by in the Wenzel et al (2005) who investigated levels of subsyndromal anxiety in women. The
authors defined women as sub-syndromal if “(a) they fulfilled the majority, but not all of, DSM-
1V diagnostic criteria for a disorder, and these symptoms caused life interference and distress,
or (b) they fulfilled all of the DSM-1V diagnostic criteria for a disorder, but their symptoms did
not cause sufficient life interference or distress to warrant a diagnosis” (Wenzel et al., 2005, p.
300).

In this community sample, whilst 16.4% of women met the criteria for syndromal
anxiety a further 43.1% were classified as experiencing anxiety at sub-syndromal levels. In a
similar study Czarnocka and Slade (2000) investigated rates of anxiety, specifically PTSD in
women 6 weeks postpartum. Three percent of their sample reported clinically significant
symptoms of PTSD (increased arousal, numbing/avoidance, re-experiencing), while a further
24.2% endorsed sub- syndromal PTSD with clinically significant experiencing of at least one of
the symptom domains.

Specific anxiety disorders in the postnatal period have been reviewed by Ross &
McLean (2006). Disorders reviewed included Panic Disorder, Obsessive Compulsive Disorder,
Post-Traumatic Stress Disorder and Generalised Anxiety Disorder.

Research suggests most women who experience OCD in the postpartum report at least
one symptom related to the infant most commonly fear of accidental or deliberate harm,
although obsessive thoughts of infant harm are not unique to OCD and have been reported in
up to 40% of women with postpartum depression (see earlier discussion re defining differences
between PPD and MDD). What differentiates these ego-dystonic thoughts from thoughts of
infanticide associated with postpartum psychosis and even severe PPD is these women have
insight the symptoms are unreasonable and report them as unwanted and distressing. Reports
also suggest 34% - 65% of volunteer community samples experience obsessional thoughts of
infant harm pointing to this being a reasonably normal feature of new parenthood (Ross &
McLean, 2006).
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Outcomes

Elevated levels of anxiety postpartum has been linked with a number of adverse
outcomes for both the mother and the infant, including diminished feelings of efficacy in the
parenting role (Barnett & Parker, 1986; Gondoli, 1997 ; Porter & Hsu, 2003), reduction of
coping capability, and decreased maternal reactivity/sensitivity, especially among mothers of
infants with high negative emotionality (Mertesacker, Bade, Haverkock, & Pauli-Pott, 2004). In
one report, mothers with high postpartum anxiety had more psychosocial pathology and their
children showed more signs of maladaptation 5 years later than low-anxiety mothers (Barnett &
Parker, 1986).In addition, high maternal anxiety during the first few days after delivery has
been associated with later postpartum depression, suggesting the possibility that it may
predispose to adverse late outcomes in both the mother and child via this known antecedent
(Teissedre & Chabol, 2003).

Anxiety in the postpartum period has been related to compromised development of a
secure parent-child attachment relationship (Hart & McMahon, 2006). There is also evidence to
suggest emotional, behavioural, and social development in infants is affected by maternal
postnatal anxiety, and that these effects persist long after the anxiety has resolved (Austin &
Priest, 2005). Britton (2011) examined associations of difficult infant temperament with
maternal postpartum anxiety. Difficult temperament included negative affect such as fussiness
and crying, as well as frequent and intense negative emotional behaviour withdrawal from novel
stimuli, irregular biological functions, intense expressiveness and slow adaptability to change.
He concluded while such associations were weak in magnitude they emerged very early in the
postpartum and were independent of other factors already established as associated with
maternal postpartum mood (although small sample size and self selection bias may have led to
underestimations of effect size).

While a number of risk factors have been identified to explain the development of
postnatal anxiety there is little in the way of a comprehensive theoretical explanation available.
On the one hand given early parenting is characterised by high infant demand and low parental
skill based (as parents have had little time to acquire and rehearse new skills) it is arguably
quite adaptive for parents to be more vigilant. Hyperarousal results in increased alertness and
feelings of anxiety, which may lead to anxiety reducing behaviours such as checking the infant.
These behaviours help ensure the survival of the infant and hence are evolutionally productive.

There is also increasing research into the link between a subjective experience of birth
trauma and the subsequent development of post-traumatic stress disorder (Ayers & Pickering,
2001; Gamble & Creedy, 2005; Zaers et al., 2008). Birth trauma is an event occurring during
the labour and/or delivery process which involves actual or threatened serious injury or death to
the mother or infant, resulting in the mother involved experience intense fear, helplessness,
loss of control, or horror (Beck, 2004).The prevalence of PTSD related to childbirth is estimated
at 1.5% - 6% of traumatic births (Beck, 2004).
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According to the Birth Trauma Association (NZ) the development of postnatal PTSD
centre around women's perception of their birth experience, particularly their perceptions of
control, empowerment and informed consent, as well as the perceived attitude of carers and
the women'’s relationship with care providers. This is supported by research by Cheryl Beck
(Beck, 2004) who reported findings that central to the development of childbirth related PTSD
was mother’s reports of not feeling in control of events or their own behaviour, especially in
relation to being subjected to inventions women believed they should not have had. Women
who experience birth trauma reported high levels of invasive obstetric interventions which left
them feeling violated (Beck, 2004; Beck, 2004 ). PTSD following childbirth was also related to
inadequate pain relief, which may also link back to women'’s perception of control and their own
behaviour. Insensitivity of maternal care providers including aggressive management of birth
process, failure to understand the emotional process of giving birth, failing to respect dignity
and privacy and the general attitude of staff involved in the delivery process were all linked to
PTSD following childbirth (Beck, 2004; Beck, 2004; Czarnocka, 2000). As can be seen these
symptoms are strongly related to the actually birth experience, as opposed to events following
birth.

Following the development of PTSD, women report a variety of symptoms which impact
negatively on their lies and the lives of their infants. Noted symptoms include increased hyper-
vigilance, postnatal isolation, a sense of loss, fear of sex or childbirth (secondary tokophobia),
avoidance of other medical procedures (especially smear testing), problems with bonding, and
parenting (Beck, 2004; Beck, 2004 ; Czarnocka & Slade, 2000; Ross & McLean, 2006). There
also appears to be a link with development of depression, alcohol, or other drug dependence

abuse.

THEORIES OF ANXIETY

Crisis Theory

Given the dramatic nature of change associated with the transition to parenting, when
thinking about causes of postnatal anxiety it seems logical to consider psychological research
that has previously examined the impact of profound change in other populations. Of interest
is the crisis theory first outlined in the 1960’s (Caplan, 1961, 1964). According to crisis theory,
the onset of an overwhelming or traumatic event causes a shift in how an individual perceives
either themselves or their relationships with others which then triggers a person to move
through crisis steps (Caplan, 1961, 1964; Hoff, 1989). At Stage One, individuals experience
increased anxiety in response to the event and familiar coping strategies are evoked to resolve
elevated anxiety levels. If the usual coping mechanisms prove efficacious there is no crisis. If
the coping strategies are unsuccessful however, the individual is pushed to Stage Two, with a
further heightening of anxiety in response to the failure of customary methods of problem

solving. By Stage Three problems are beginning to seem insurmountable, and individuals are
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usually compelled to seek assistance. By Stage Four, a person is in full crisis, their usual coping
is insufficient and available support systems are inadequate.

The triggering event is not necessarily negative but demands development of, and
adaptation to, new coping and or roles. Thus homeostatic balance for that individual is
disturbed causing a vulnerable state. Along with increased autonomic arousal, changes in
cognitive functioning occur including shortened attention span, attribution bias, rumination,
along with increased emotionality; anguish, anxiety, and apprehension which act together to
create intolerable levels of distress for individuals. They become increasingly focused on
seeking resolution, often attempting increasingly maladaptive or irrational solutions. In
addition; relationships can suffer as the individual begins to assess others in light of their
potential ability to solve the crisis. In essence the individual is experiencing acute disruption to
their physiological and psychological homeostasis.

There are three different types of crises outlined in the crisis theory literature, and the
type of particular interest to this thesis is maturational crisis. Maturational or developmental
crisis, can occur during any transitional phases in nhormal growth and development such as
starting school, puberty, or leaving home (Caplan, 1961, 1964). The basic premise is that the
psychological equilibrium of an individual is challenged or disturbed and the individual can
experience a number of negative states until equilibrium is restored. These states might
include low mood, confusion, frustration but it would seem that loss has a role to play as well.
At the core of the crisis, or perhaps more accurately of at the core of crisis resolution, is the
ability to formulate and function within a new role, making the changes necessary for successful
transition into that role.

Theorists are clear in their argument that it is not the situation or event itself that forms
a crisis, it is how the event is perceived and responded to by the individual (Caplan, 1961,
1964; Tilden, 1980). So, although clearly there needs to be a triggering event, two other
factors are necessary to the onset of a crisis state. The individual has to perceive the event will
cause considerable disruption and/or distress, and their previously established coping
mechanisms must fail to resolve the disruption. With this in mind it is easy to imagine why this
may be applicable to women with infants particularly those making the transition to parenthood
with their first child. Women need to successfully navigate the move from the known to the
unknown reality, restructuring their goals, behaviours, cognitions and sense of self whilst
simultaneously adjusting to profound physical changes, realignment of relationships and roles,

and the movement from family of origin to family of procreation.

Acceptance and Commitment Therapy (ACT)
To paraphrase the First Noble Truth of Buddhism, ‘life is suffering’. ACT theorists too,

argue certain levels of suffering are normal, what is often referred to as the ‘assumption of
destructive normality’ (Ciarrochi, Robb, & Godsell, 2005; Fletcher & Hayes, 2005; Harris, 2009).

From an ACT perspective anxiety is caused primarily by our unwillingness to have anxiety. Itis
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argued humans unique ability with language allows individuals to languish in their thoughts
and, using fusion, avoidance, evaluation and reason giving (F.E.A.R.) react to those thoughts.
According to ACT theorists there is seldom an attempt made to distinguish between having a
thought (I am a bad mother) and believing the thought. In other words 7 have the thought
therefore it must be true. This process of cognitive fusion, or ‘buying into the thought’, is
believed to cause torment and suffering in individuals beyond the impact of any actual event
(Hayes et al., 2006). Thus our ability to compare, evaluate, and categorise is, in some ways,
both our greatest strength and our biggest burden.

While certain levels of anxiety are helpful in that they alert us to potential threats,
anxiety does not distinguish between actual ‘threat’ and potential threat (Harris, 2009; Hayes et
al., 2006). In fact anxiety is often triggered by the possibility that anxiety might be possible.
As such, ACT theorists argue individuals engage in experiential avoidance (Blackledge & Hayes,
2001), and the ensuing rigorous monitoring of their environment results, in turn, in greater
anxiety. Hence the ACT adage which states the problem is not the problem, the solution is the
problem (Eifert & Forsyth, 2005).

Cognitive Behavioural

While Seligman argued depression resulted from an individual’s appraisal of their
situation as uncontrollable, Chorpita and Barlow (1998), further hypothesize anxiety arises
when the controllability of a situation is ambiguous. This is because individuals with anxiety
disorders are characterised by cognitive biases towards threat. These individuals tend to be
hypervigilant about danger in the environment and show a tendency to err on the side of
caution and interpret ambiguous situations as threatening. This ‘appraisal approach’ is
demonstrated in several models of anxiety. For instance Clark (1986) refers to catastrophic
misinterpretation of bodily sensations resulting in panic attacks. According to this model
individuals notice normal bodily sensations (heart palpitations) and misinterpret them as a
health threat (heart attack). Through a cycle of noticing, misinterpreting and autonomic
responding to cognitions, individuals work themselves up into a full blown panic attack with
little apparent external input (Clark, 1986). Similarly it is argued socially anxious individuals
focus on their own discomfort and anxiety symptoms during social encounters (Clark & Wells,
1995 ). This causes them to miss important social cues, impacting on their social performance
which in turn compounds future social anxiety.

These models suggest distorted cognitive processes mean individuals over estimate
environmental threat. At the same time there appears to be a tendency for anxious individuals
to underestimate their coping and or control of the situation (heightened helplessness) (Clark &
Beck, 2010). This is supported by other research which has found loss of control, believed to

be associated with depression, is also strongly linked to anxiety (Chorpita & Barlow, 1998).
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Alternatively, other cognitive theorists argue the distortion is in memory processes.
They state information related to the perceived threat dominates to such an extent information
unrelated simply becomes inaccessible.

Thinking of these models in terms of the transition to parenting it is possible to
hypothesize how they might explain anxiety related to childbirth. Mothers are reportedly often
overwhelmed by the responsibility of caring for their new infant (Lewis & Nicholson, 1998;
Nicholson, 1999, 2003; Oakley, 1986). Women who underestimate their ability to cope may
experience increasing levels of helplessness in the face of adversity. As such they begin to
focus on information which confirms their biases and information which is disconfirming is
increasingly inaccessible.

It is also understandable how some new mothers may overestimate the threat posed to
their new infant by the outside world. Women can become increasingly isolated for fear of their
baby ‘catching’ an illness to the extent daily functioning is impaired. Indeed ‘mollycoddled,
cotton wool styles of parenting’ seem to be getting increased attention in the media.

Behaviours predictive of anxiety, such as agitation, restlessness, and distractibility, as
well increased autonomic responding; muscle tension and hypersensitivity have consistently

been linked to diminished predictability and control.

Summary

Anxiety is increasingly being recognised as a leading cause of psychological distress
related to childbirth. Estimates of antenatal anxiety suggest up to 2/3 of mothers experience
anxiety in the lead up to birth. The exact mechanisms responsible for the anxiety have not
been defined but there is growing evidence pointing to different triggers throughout the
gestational stages. However attempts to increase our understanding of gestational anxiety are
hampered by several methodological issues including poor construct definition and the
availability of rigorous psychometrics for use with this population.

Anxiety in the postpartum period is also relatively common and has been linked to a
number of adverse outcomes for mothers including diminished feelings of efficacy, reduced
coping, increase psychosocial pathology and increased risk of postnatal depression. Postpartum
anxiety is also associated with some undesirable outcomes for the infant. These include
increased rates of attachment issues, difficult temperament, lower levels of resilience and
intense negative emotional behaviour. Estimates of prevalence range from 10%-40% for
women who experience postpartum anxiety at a level high enough to cause disruption to daily
functioning. Despite the high rates of both antenatal and postnatal anxiety, little is known
about the stability of anxiety symptoms across the perinatal period.

While there are several competing theories of anxiety, they tend to agree on the strong
cognitive component. Crisis theory argues it is the perception of threat and available coping
which leads to anxiety. This is similar to cognitive theorists who maintain anxiety stems from

an overestimation of threat compounded by an underestimation of available resources to
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manage the threat. Finally, more recently ACT theorist have applied a slightly different
understanding to how cognitions create anxiety, arguing it is our tendency to believe our

thoughts without critical evaluation which led us to think threat exists where it does not.

Stress

As previously mentioned there are potentially large numbers of first time mothers who
experience impairment or difficulties across the transition to motherhood, but whom don't fit
the clinical criteria for either depression or an anxiety based disorder. Similarly there is
substantial research evidence to support the notion new parenthood is a potentially stressful
time for new mothers; with the relentless demands of a new infant following the physical
demands of pregnancy and childbirth (Cutrona, 1984; Figueiredo et al., 2008; Terry, 1991;
Terry et al., 1996).

Lovibond and Lovibond (1995a) define stress as a distinct negative emotional state,
involving chronic arousal and impaired functioning. Given the chronic nature of the arousal,
there can be significant long term effects of stress including reduced immune capacity and
increased risk of developing a heightened sensitivity to later depression (Choenarom, Williams,
& Hagerty, 2005; Tafet, Toister-Achituv, & Shinitkzy, 2001). Thus stress, like anxiety, has both
physiological and psychological manifestations.

The biological response to stress involves the activation of the sympathetic nervous
systems which releases a number of chemicals including cortisol in a effort to prepare our
bodies to respond (Cicchetti & Walker, 2001). In addition to the nervous system response,
particular brain circuits are activated, most commonly those associated with the fight/flight
response such as the limbic system including the amygdala, hippocampus and the limbic cortex
(Cicchetti & Walker, 2001).

The psychological response can range from the adaptive to the maladaptive, but it is
the maladaptive responding which we will focus on here. Lazarus and Folkman (1984) proposed
it was the interface between the individual and the event which created stress; not so much the
objective nature of the event but the individual appraisal of it. Their aptly hamed Transactional
Model argues perception has a key role to play in the experience of stress (Lazarus & Folkman,
1984). If the individual, through primary appraisal, assesses the situation as threatening, they
then must undertake a secondary appraisal and evaluated their coping repertoire. But their first
appraisal, the appraisal of demand from the internal or external environment, was affected by
an individual’s depth of feeling about the event, their beliefs about the event and the
perceptions of control relating to the event (Lazarus & Folkman, 1984). Thus like anxiety,
stress has a core evaluative process which informs what the impact of the mood state on any
one individual might be.

Taken together this would suggest there is a need to consider stress independent of

either anxiety or depression in first time mothers. This being said it is important health
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professionals involved in follow up care with these new mothers navigate cautiously a path
between over-pathologising normal stress responses and under-recognising the potential impact
of this normal stress response if allowed to continue unabated.

Given the need to consider stress as well as anxiety and depression in the postpartum
the traditional focus on postnatal depression is somewhat problematic, and suggests a need to
broaden our understanding of postpartum experiences for women. For instance, Miller et al
(2006) reported 30% of women making the transition to motherhood experience some level of
distress. In their research, 325 primiparous women completed the DASS-21 and the EPDS.
They found 94 (28.9%) women meet the criteria for distress as measured by the DASS-21. Of
those, 38 women were depressed, 23 were anxious depressed, 13 were anxious, while 15
scored above the recommended cut off on the stress scale (Miller et al., 2006). This study
gives some support for the idea of assessing for stress as a distinct entity and also supports the
notion of the use of the broader definition of postnatal distress.

Other studies also support this broader definition arguing the transition to parenthood
is a major life event and ignoring stress and anxiety to focus on depressive symptoms fails to
meet the needs of new mothers (Austin, 2003; Austin & Priest, 2005; Barclay & Lloyd, 1996;
Beck, 2004; Beck & Driscoll, 2006; Britton, 2005; Faisal-Cury & Menezes, 2007; Miller, 2007).

In short, given Lazarus & Folkman’s determination that emotion and stress are extricably linked,
and the large emotional burden of new parenthood, we should not find it unreasonable new

parents are stressed.

Conclusion

After considering the sum of the research, one can conclude there is ample evidence to
support a three way model of postnatal distress; that is depression, anxiety, and stress. What
this means is that developing a holistic understanding of the experiences of women who are
making the transition to parenthood, relies on the willingness of clinicians and other health
professionals to look beyond depressive symptoms, and explore with their clients other mood
states. This is particularly important if hints of prevalence rates are indeed accurate. Certainly
there is research evidence that anxiety and stress may outweigh depression when it comes to
sheer numbers, but there is also mounting research to back claims the impact of these mood
states is, like depression, both far retching and detrimental.

Given what we know about unpredictability and uncontrollability and couple that with
our knowledge of the physical effects of sleep deprivation following child birth and labour, the
resilience of women who don‘t become anxious or distressed is indeed laudable. However for
those women who experience negative mood states following childbirth this three-way model of
postnatal distress is argued to provide new understanding and a starting point from which to

move forward.
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Chapter Three: Psychological Factors leading to Postnatal

Distress

The previous chapter highlighted findings that there are potentially large numbers of
women experiencing impairment and clinically significant levels of distress, as well as the
increasing amount of anecdotal evidence of even higher levels of sub clinical suffering. Multiple
pathways to postnatal distress have been considered including biological, social, and
psychological. While consideration of a number of psychosocial variables have resulted in
inconclusive findings in relation to their contribution to antenatal and postnatal distress,
perhaps what needs to be considered is not so much the variable but more an individual’s
expectation in relation to that variable. Take infant temperament for instance. Research on
the impact of infant temperament has been mixed, and efforts to explain the disparity in the
research findings have also been mixed. Perhaps then the missing link is not infant
temperament or more research on infant temperament, but perhaps rather the disparity could
be explain in terms of expectations of infant temperament.

Expectations, not only infant expectations, but also expectations of self, of partners and
of the experience of parenting might then have a role to play in the functioning of parenting

and the experience of distress in the parenting role.

Expectations

PARENTING AND PARTNER EXPECTATIONS: HE SAID SHE SAID

Research on parenting and the transition to parenthood has a number of things to say
about expectations and the impact of those expectations on parenting satisfaction and efficacy.
While the research is neither new nor novel, it is highly contradictory. The transition to
parenthood was viewed in early research as a time of crisis for the family (tying in with the
crisis theory discussion of the previous chapter), and was examined from the perspective of the
couple relationship (Belsky, 1985; Belsky, Lang, & Rovine, 1985; LeMasters, 1975; Ruble,
Hackel, Fleming, & Stangor, 1988). Studies generally reported couples had highly optimistic
expectations of the impact of a new infant on their marriage and, where those expectations
were unfulfilled, both partners reported decreased marital satisfaction (Belsky, 1985; Belsky et
al., 1985; Delmore-Ko, Pancer, Hunsberger, & Pratt, 2000; Hackel & Ruble, 1992). This
seemed to be the case regardless of whether the experiences were more negative or less
positive than expected.

For women, experienced spousal support and assistance is consistently reported as
lower than anticipated pre-birth, and it is in this area they report the greatest violation of their
prenatal expectations (Belsky, 1985; Kalmuss, Davidson, & Cushman, 1992). Women tend to

indicate they are frustrated and disappointed in the disproportional effect the infant has over
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their lives in comparison to their partners. For example they bore the brunt of the caregiver
burden; were more likely to be physically depleted after the dual events of pregnancy and
childbirth, have ongoing physical demands through breastfeeding and frequent awakenings
(Belsky, 1985; Belsky et al., 1985; Dennis & Ross, 2006; Hackel & Ruble, 1992). This may
explain why more women than men report decreases in marital satisfaction due primarily to
unmet partner expectations (Belsky, 1985).

However, it is not simply a matter of the women holding unrealistic expectations. For
both members of the partnership expectations regarding the division of household labour and
childcare are generally unmatched by postnatal behaviour (Delmore-Ko et al., 2000; Hackel &
Ruble, 1992; Ruble et al., 1988). In one study over a third of the sample indicated they
thought parenting and household tasks would be shared equally, yet following the arrival of the
baby women did more and men less, than both parties expected (Hackel & Ruble, 1992; Ruble
et al., 1988). While it may be difficult, given the nature of young infant tasks for the caring
burden to be equal, what seems clear in these studies is the perception the women held that
the division of labour was singularly inequitable as well. What can be concluded then is, not
only do couple have unrealistic expectations regarding the impact of a new infant on their
marital relationship; they also tended to hold unrealistic expectations over job sharing post
baby. So why is it that women report greater declines in satisfaction than do their male
partner? A likely explanation is because they have lost more on the deal.

Although these discrepancies were not always large, they were associated with an
increase in marital discord across the transition to parenthood. For women this tended to
equate to decreases in marital satisfaction accompanied by increases in marital ambivalence
and marital conflict. This was similar to the impact the discrepancies had on male partners who
also reported greater feelings of marital ambivalence and decreased efforts in working within
the relationship (Belsky, 1985; Dennis & Ross, 2006).

Interestingly, there appears to be a link between realistic expectations and educational
attainment. In general the prenatal expectations of more highly educated couples match their
postnatal experiences in comparison to the less educated members of their cohort group.

From a focus on couples, research shifted to an examination of women’s experiences of
the transition to motherhood, and the question of why some women experience this transition
as relatively smooth, whilst other women report more difficulty. Kalmuss et al. (1992)
examined discrepancies between pre-birth expectations and parenting experiences across nine
domains; relationship with spouse, extended family, and friends, physical wellbeing, financial
wellbeing, maternal competence, maternal satisfaction, care-giving assistance from spouse, and
desire to be in paid work. Their research found while discrepancies between parenting
experiences and prenatal expectations were not always large, they were significant in seven of
the nine domains examined (with maternal satisfaction and relationship with extended family
being non-significant). Further analysis of the relationship of expectations and experiences

scores supported the hypothesis unmet expectations were negatively correlated to adjustment.
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This finding is supported by other research which found women (but not men) with less
accurate expectations about parenthood were most likely to have problems adjusting to the
parenting role (Delmore-Ko et al., 2000; Kach & McGhee, 1982).

But again there is little explanation as to what might account for these findings. Some
studies report a relationship with age, finding age and accuracy of expectations to be positively
correlated (Delmore-Ko et al., 2000; Kach & McGhee, 1982). This then leads one to speculate
about the earlier report of the connections between educational attainment and expectations.
Is it possible this relationship is more a function of age than education, given the two are
positively correlated throughout adolescence and early adulthood? How do lower educational
attainment, unmet expectations and adjustment fit together? One could postulate several
ideas. Firstly, lower educational attainment signals a move away from schooling and into the
adult world at a younger age (by adult world it is meant a move away from dependence on
family of origin and into employment and the corresponding responsibilities). Decades of
research confirm a strong negative relationship between educational attainment and entry into
parenthood (Bacon, 1974; Liefbroer & Corijn, 1999; Marini, 1984), meaning less educated
women became mothers younger. Could it be a younger age and therefore a corresponding
lack of experiences offers women less information and knowledge with which to form their
expectations? Alternatively it could suggest younger women have less coping strategies in
place than older women, but given other research pointing to discrimination against younger
mothers combined with a lack of support and the social isolation reported by this cohort it may
simply be they have more to cope with.

Kalmuss et al (1992) argued that it is our evaluations of our experiences rather than
the nature of the experiences themselves that influence the adjustment to motherhood. Hence
Kalmuss’s and colleagues are proposing a similar explanation to Lazarus and Folkman’s
Transactional Model of stress. Again the event (parenting transition) undergoes a primary
appraisal. If the new mother perceives a threat, then she undertakes a secondary evaluation —
that of assessing her ability to cope with the event. However, not only does the event take on
significance based on subjective evaluations, the evaluations themselves are formed, according
to Kalmuss et al (1992) based on subjective expectations formed prior to birth.

INFANT EXPECTATIONS: BONNY, BOUNCING, AND ...BIDDABLE?

Earlier research has shown mothers develop a coherent mental representation of their
infants during pregnancy and by 37 weeks gestation, prospective mothers can describe their
infants personality and their own expectations regarding the physical appearance of the infant
(Zeanah, Keener, & Anders, 1986). So we know women can hold detailed, explicit, concrete
expectations regarding the physical and psychological attributes of their child even before the
infant is born. Not only that but those expectations can then have a far reaching impact on the

infant and on the mother/infant dyad. For example Beniot et al (1997) reported women’s
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descriptions of their infants during pregnancy were associated with security of infant
attachment following birth, suggesting prenatal expectations have a role to play in attachment
(Benoit, Parker, & Zeanah, 1997). Furthermore, postnatal evaluations of infant temperament
were reported to also be predictive of later attachment.

Another study by Pearce and Ayers (1986) examined the stability of women’s
perceptions of their infant across the perinatal period and the impact of women’s postnatal
evaluations and prenatal expectations on the dyadic bond. The authors concluded there were
significant differences between expectations and evaluations with infants being less fussy and
difficult, but duller and more adaptable than anticipated (Pearce & Ayers, 2005). Thus as a
whole, the women in this study had infants whose characteristics exceeded their maternal
expectations.

What seems to be missing from research in this area is an indication of the strength of
the women'’s investment in their expectations. It is possible the women, while expressing clear
expectations of an event or individual, also feel somewhat ambivalent about the actual outcome
of those expectations. If a mother expected the child to have dark hair like the father and the
infant has fair hair like the mother how much impact are those unmet expectations likely to
have? This raises the question is it the expectations themselves or another variable which
explains difficulties with the transition? For example is it the expectations or a lack of other
available schemata’s for what an infant might possibly be?

Other research suggests women who hold firmly entrenched beliefs about their infants
pre-birth have more difficulty adjusting to parenthood than women who hold less strongly to
particular beliefs or expectations, irrespective of whether those expectations are negative or
positive (Harwood, 2004; Harwood et al., 2007; Kalmuss et al., 1992; Knight & Thirkettle, 1987;
Nelson, 2003). In the Harwood research, women who were highly invested in ensuring the
postnatal outcome was consistent with their prenatal expectations reported increased
dissatisfaction with both the parenting role and with their infant (Harwood, 2004; Harwood et
al., 2007). In other words, women who expected dark hair and were highly invested in the
child having dark hair were more likely to experience difficulties with adjustment and bonding
than women who expected dark hair but really did not mind either way. At a more substantive
level, this means women who expected settled babies and who are strongly committed to that
expectation are going to find any violation of that expectation more challenging than those
who’s expectations allow some room for deviation. It is this rigidity in thinking which creates
difficulties with the perception of a violation of infant expectation rather than the alternative
infant behaviour per se.

This might be explained in terms of attribution bias. The theory of attribution bias
would suggest women with infants who failed to meet their expectations would be more likely
to attribute those failures to the infant, as opposed to anything they may have done as parents
(Block & Funder, 1986) Thus they would experience less satisfaction with their infant.

Supporting this idea is research suggesting attribution bias is increased when individuals are
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interacting with the person they are observing, in this case the infant. This makes sense as a
self-defence mechanism as to attribute unmet expectations to themselves rather than the
environment or situation of which they have a role in, could potentially threaten self concept.

There is ample support for the idea unrealistic expectations can heighten vulnerably to
disappointment and distress in the postpartum period. Studies examining first-time mothers
have consistently pointed to the link between realistic expectations and positive adjustment
(Coleman et al., 1999; Delmore-Ko et al., 2000; Glass, 1983; Harwood, 2004; Harwood et al.,
2007; Kalmuss et al., 1992; Knight & Thirkettle, 1987; Nelson, 2003). For example Glass
(1983) researched a sample of first-time mothers from late pregnancy to early postpartum and
examined differences between mothers defined as having high emotional investment in their
relationships with their infants, and mothers whose relationships were characterised as having
low emotional investment. The study found the essential difference between the two groups of
mothers was the level of preparedness for the negative aspects of child-caring. Women who
were more adequately prepared for the negative aspects of mothering, and indicated they had
expected to have times when parenting was difficult, showed higher levels of emotional
investment, were better able to cope with difficult times, and showed higher levels of
appreciation for the more positive aspects of infant care.

There also seems to be some support in the reverse direction. Research examining
women who do not experience distress found these women tended to have expectations and
experiences which were compatible. Mauthner (1999) concludes in her research one reason
mothers who do not become depressed might be that they do not experience a conflict
between their expectations and their experiences of motherhood, either because their
expectations are not high or ‘unrealistic’ to begin with, or because their experiences are largely
positive ones. She contends it is possible mothers who do not become depressed find it easier
to modify or let go of their standards; a trait which likely depends both on their ability to accept
their feelings and on the accessibility of responsive and non-judgemental interpersonal

professional and cultural contexts in which to discuss these feelings (Mauthner, 1999).

PHYSICAL EXPECTATIONS: RECLAIMING THE NON-PREGNANT BODY

The discussion so far has indicated that women hold strong expectations of a number
of the processes related to the perinatal period. This includes expectations in relation to their
body. And, just as a number of expectations around support and marital satisfaction may be
unrealistic, so too may some of the expectations women hold in regards to their physical
recovery following child birth. Pregnancy brings with it dramatic changes in body size, shape,
and function. Women's bodies, particularly in the final stages of pregnancy deviate
substantially from Western societies portrayal of the ideal body, yet women in these cultures
often report high levels of satisfaction with their pregnancy shape (Clark, Skouteris, Wertheim,
Paxton, & Milgrom, 2009; Skouteris, 2005).
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One possible explanation for this high body satisfaction is research showing women
tended to use positive adaptive schemas when considering their changing figures; often
perceiving an increased functionality in their bodies. Thus weight gain was often deemed
representative of the important role the bodies were performing. However other research
suggests, rather than being *happy’ with their new body shape, women are more likely to
experience feelings of resignation and tolerance towards what they perceive as temporary
changes to their bodies (Earle, 2003). The temporary nature of the increase in body size is
heavily emphasised in literature examining women'’s experiences of their pregnancy body and
these women are often portrayed as clear their weight gain is a// baby (Earle, 2003, p. 249).
Hence, whilst women express feelings of justification and thoughts of acceptance around their
weight gain, this is clearly linked to the pregnancy and these protective schemas cease to have
a valid role in the postpartum period.

Certainly, it would appear women experience higher levels of body dissatisfaction
postpartum than during pregnancy (Jordan, Capdevila, & Johnson, 2005). There seems to be a
common expectation bodies will ‘return to normal’ shortly after the birth of a child. For some
women this may indeed be the case, but by and large for most women some changes are
permanent such as stretch marks (although these may fade) changes in nipple colour, spider
veins, and changes to the firmness of breast tissue. In addition, few women return to their
pre-pregnancy weight with the average weight differences being 2.5kgs nine months
postpartum (Gjerdingen et al., 2009). Women who were not prepared for these more

permanent body changes may express increased dissatisfaction with their mothering role.

MECHANISMS OF EXPECTATIONS: HOW WE KNOW WHAT WE KNOW

In all, research is strongly suggesting disappointed expectations resulting from
unrealistically high expectations of parenting generally have a negative impact on women'’s
transition to mothering. However, despite this firm stance, there is little to explain what
mechanisms are involved in the processes. Yet whilst no mechanism has been offered to
explain this link it is possible to hypothesise a number of plausible explanations. It may be for
instance, that disappointed expectations led to some cognitive dissonance. Alternatively,
feelings of hopelessness or helplessness may also have a role to play.

One possible contributing factor to high expectancy is the psychology concept of
optimism - expecting desired outcomes will occur and aversive outcomes will not occur has
been linked extensively with positive moods states, adaptive behaviour, and decreased negative
affected (Morris, 2007). Dispositional optimism is argued to promote positive strategies aimed
at eliminating, reducing, or managing stressors and to decrease avoidance coping strategies
which seek to ignore, withdraw, or avoid stressors (Nes & Segerstrom, 2006). This is in
contrast to negative expectations which have been linked to depressed mood, decreased

adaptability and increased stress. Thus it is argued that optimism through its increased
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adaptability and positive mood assists with positive role adjustment in the transition to
motherhood.

Equally though, there is a significant body of literature that argues depressed mood is
linked with more realistic appraisal of specific life events (Hagen, 1999; Hendrie & Pickles,
2009). From this perspective, women who have some negative expectations of mothering, or
who hold beliefs that the transition to motherhood may contain obstacles, may indeed be better
served by those cognitions. Given that the transition to motherhood will most definitely involve
difficulties of some kind, it is easy to see women who expect such difficulties are potentially
more prepared to deal with them than women who don't hold such views.

Expectations may also be able to be understood in terms of schema theory. According
to schema theory, all knowledge is organised into units or clusters of information which we
draw on to make sense of the world. Thus, women will hold both self schema’s and role
schema’s regarding what motherhood and mothering should and will mean for them. Schema
theory would argue we are more likely to notice things which fit with our schema due to
accessibility — how easily the schemata come to mind. Furthermore, when such schemas are
triggered, additional information which is linked to the schema by association is also activated.

Thus women develop role schemas around mothering which lead to certain
expectations. Schemas may include cognitions such as mothers are gentle, mothers bond
instantly with their babies, mothers are naturally nurturing. Then, through the process of
accessibility women are more likely to process information which supports their schemas and
disregard information which contradicts them, or to view such occurrences as unique
exceptions. As a result when viewing other mothers they are more likely to notice them being
gentle and nurturing. When they themselves have experiences which contradict their schemas,
for instance when they perceive themselves to be non-gentle or non-nurturing such experiences
are outside their schematic representations and threaten their way of perceiving and viewing
the world.

Taken en masse there appears to be a consensus in the existing literature linking
unmet expectations to negative adjustment. However, there is disparity in what the research
has to say regarding the impact of less negative than expected experiences. Whilst Kalmuss et
al (1992) concluded experiences which are less negative than expected are associated with an
easier transition to parenthood, other research argued predictability is important to individuals,
and thus failure to accurately predict outcomes, whether through overly optimistic or pessimistic
cognitions, would threaten images of self and impact on the ease of transition (Harwood,
2004). This position seems hard to defend though. For example, presumably individuals have
rather pessimistic expectations around winning when buying a lottery ticket. While they may
enjoy the *flutter’ and hope to win, arguably they don't expecttoo. Following Harwood’s
argument individuals who failed to accurately predict the outcome and actually won the lottery
would be disappointed and have difficulty adjusting to their new wealth because of the

unpredictability of the win.
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CONCLUSIONS

The research covered seems to be suggesting new parenthood is a time of high
optimism for prospective parents and this can negatively impact on the marital relationship if
the expectations are not met. For women the greatest disparity between expectations and
experiences tends to be around their partners with new fathers frequently contributing less than
both partners expected.

It is reasonable to conclude from the sum of this research that positive transition to
motherhood correlates with sufficient preparation for and understanding of the negative aspects
of childcare, that is women cope better when they have received information to enable them to
adequately evaluate what being a mother may mean for them and have been able to form
realistic expectations of the changes they are about to undergo. Thus women whose schemas
contain information of both positive and negative aspects of mothering maybe considered to be

better prepared than women who do not have such balance to their mothering schemata’s.

Loss: When expectations go awry

While investigations of expectations may provide some elucidation of postnatal distress,
again there seems to be a missing link as to why some women? It has been established that
postnatal distress occurs at different levels for different women and the manifestation of the
symptoms for each individual is argued to be influenced by a humber of factors, including (as
already mentioned) an individual’s sense of control, self-efficacy, and experienced disparity
between expectations and experiences. So why do some women experience postnatal distress,
yet others appear relatively unaffected by the transition to motherhood?

The difference may well be one of loss. That is, the subjective experience of loss of
established behavioural patterns or beliefs about self and others throughout the processes of
pregnancy, childbirth, and parenting. Firstly, although pregnancy represents some amazing
gains the pregnancy itself is dominated by bodily experiences outside the control of woman.
Nausea, weight gain, fetal movement, body changes, and birth can, for some women, be
experienced as a series of losses. And it is not difficult to understand why. In addition to the
loss of control over bodily experience, there can also be a loss of body image, loss of sex
appeal and/or sexuality and loss of intimacy (Jordan et al., 2005; Rallis, 2007 ). As the
pregnancy progresses women can become increasingly demobilised, which can then result in its
own set of losses - loss of adult friendship, spontaneity, and loss of energy are the ones most
commonly cited in the literature.

Upon giving birth, women are again faced with a new set of losses. Certainly there is a
loss of freedom, independence, and previous routines; not to mention loss of possible career
trajectory to name but a few. Perhaps though, the most confronting and profound loss is the
loss of the known non-mothering self. Women have to relearn themselves in the role of
mother.
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For new mothers their ways of coping and being in the world have to change and any
change occurs in the context of the loss of what was. This means the event of becoming a
mother is marked by a number of losses across multiple domains of women'’s lives. Those
losses sit in juxtaposition to the gain of the baby and occur simultaneously with a loss of known
self and known coping. So whilst motherhood may involve many aspects women acknowledge
as highly positive and, more importantly for most, motherhood involves becoming a mother, it
also involves ceding the younger, more carefree behaviours of their pre-mothering days. Rubin
(1984) wrote

"From onset to its destination, childbearing requires an exchange of a known self
in @ known world for an unknown self in an unknown world” (p. 52).

For some women this can be profoundly challenging and the sense of loss daunting.
Lewis (1998) describes a process of redefinition for the women in her study, as they underwent
the transition to parenthood and took on the mother identity. According to Lewis this new
identity, by default, required shedding of the old non-mother identity and brought with it a
sense of loss (Lewis & Nicholson, 1998).

This concept of loss in the early the postpartum period has been the subject of several
informative pieces of research. For instance Beck (1992) identified 11 theme clusters in her
exploration of factors leading to PND. Of those two clusters; loss of control and loss of interest
in hobbies or goals dealt with direct experiences of loss. However several other theme clusters;
guilt, loneliness, and diminished concentration arguably highlighted indirect forms of loss. For
instance guilt often had at its core a loss of confidence in one’s self and in one’s decision
making; what the women were effectively saying was I fee/ guilty about decisions I make and
actions I take as a mother. It might be the women felt guilty for not being with their child
when they made the decision to work or study, or they questioned their decision when feeling
guilty about parenting choices they have made. Either way women felt guilty because they
believed they had violated a moral code — the code of motherhood. As for the other clusters,
the loss associated with loneliness is self-evident; the women have lost contact with others and
become isolated in their role as mothers. This can be linked right back to the early introduction
of this thesis where the changes in mothering was highlighted.

While Beck’s research could reasonably be challenged on the ground of her focus on
the experiences of a small number of women there are a number of other such studies which
support Beck’s findings. One such study is that conducted by Nicholson (1990). Ina
longitudinal study of British mothers, Nicholson interviewed 24 women across four time points,
with the aim of obtaining first-hand accounts from women of their experiences of the latter part
of pregnancy and the first six months postpartum (Nicholson, 1990). In total approximately four
hours of interview data per participant was collected for investigation. In analysing her data,
references to depression were identified and then the surrounding relevant paragraphs were

examined to create an understanding of the context in which depression was talked about and
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how it was related to the meaning, experience, and the biographical context of the women's
life. Through an exploration of the themes of ‘the meaning of depression’ and the ‘context of
depression’ a subtheme of loss was identified in Nicholson’s own words, as seeming to pervade
the transcripts (Nicholson, 1999, 2003). Hence this became the focus of her attention.

According to Oakley (1980), motherhood is characterised by loss of identity and a loss
of a sense of a separate, autonomous and individual self. Oakley’s conceptualisation of PND
also looks at the loss of privacy, independence, and the loss of the culturally valued idealised,
and romanticised vision of motherhood. This loss of the romanticised vision of motherhood is
argued to be critically important and we will focus on it in the next section. However, as far as
the overall losses are understood, Oakley concludes maternal difficulties are best understood
within a bereavement framework. In contrast, Romito adopted Seligman’s (1975) learned
helplessness model of depression as her theoretical framework. She argued women are
conditioned to be helpless, both at work and in relationships with male partners, and that they
lacked control over their lives (Romito, 1990). Romito (1990) concludes women are conditioned
to a degree of learned helplessness. In her research she then extends this argument, stating
that the learned helplessness women experience is compounded when women discover the gap
between their expectations and the reality of motherhood — the medicalisation of childbirth, the
unequal division of childhood labour, the burden of care, isolation, and a gendered labour
market. She argues that the greater the discrepancy between a women'’s expectations and the
experienced reality, the greater the sense of loss of control and helplessness.

Despite the differences in explanation there are some common grounds in these
disparate pieces of research. Firstly, they are both grounded in the words of women. Further,
what is really interesting is that the women in this research and in other research like it
(Harwood, 2004; Kalmuss et al., 1992; Kearns et al., 1997; Nicholson, 1990; Nicholson, 1999)
prefer to explain their experiences in terms of specific circumstance and losses associated with
motherhood; isolation, feeling overwhelmed, inability to really talk to anyone, rather than
construct them as a clinical problem needing a medical explanation. That is the women do not
see their postnatal distress as a medical problem requiring treatment from doctors. They do
not think they are sick or diseased or vulnerable to infection. Nor do the women believe there
is much wrong with their relationships with their infants. Indeed despite feeling overwhelmed
by the presence of the infant almost without exception the women clearly articulate some level
of positive affect towards their child. What the women in these studies point to is the losses
and social repercussions of childbirth. The difficulties associated with the institution of
motherhood rather than problems of mothering.

For these women, and women like them, independent of attachment with, emotional
connections too, or relationship with, the new infant, motherhood is characterised by a number
of losses that traverse their lives. Compounding those losses is a belief held by many women
that voicing less positive attitudes towards motherhood is socially taboo. Kedgley (1996) writes

in her history of motherhood in New Zealand that within the Anglo-Saxon culture of white New
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Zealand, anything other than unconditional satisfaction in motherhood is considered deviant
and is not to be tolerated (Kedgley, 1996). Certainly this ‘conspiracy of silence’ is mentioned in
other research literature as well (Nicholson, 1999, 2003). In their research with women making

the transition to motherhood, Lewis and Nicholson (1998) reported:

"[The] interviews suggested that there are few ways of talking about problematic
experiences of motherhood which do not imply that women are poor mothers and
deficient women. Women may need to deny the losses they experience in order to
present themselves, to themselves and others, as adequate mothers, at the same
time as they are aware that they have lost elements of their loves which were
important to them.” p. 187.

So considered together we have a scenario whereby new mothers face considerable
losses, and are often placed in a position where they are unable to recognise, express, and
naturally acknowledge and grieve for these losses due to the socio-cultural and political realities
in which they are mother. Considered this way we can begin to develop good insight into the
build up of multiple pressures facing new mothers, and one can see why research suggests
these factors contribute to feelings of distress (Beck, 1993; Clemmens, Driscoll, & Beck, 2004;
Driscoll, 2006; Lewis & Nicholson, 1998; Nicholson, 1999, 2003; Oakley, 1986).

However, at this stage a cautionary note needs to be sounded for although the
research has been conducted with populations of women who different substantially in age and
marital status, most samples have investigated the experiences of white, middle-class American
women with little research into other cultures or ethnicities (Belsky, 1985; Belsky et al., 1985;
Coleman et al., 1999; Delmore-Ko et al., 2000; Kalmuss et al., 1992; Ruble et al., 1988). This
leads to obvious concerns about generalisability and indicates the need for caution when
extrapolating the findings beyond these populations. In New Zealand, this has clear
implications for women identifying as Maori or who may not sit comfortably within the middle
class framework.

A second theme of loss which seems to permeate the literature, and which ties in with
the rationale of this research, was the disparity women reported their expectations of
motherhood and how they subsequently experienced it in reality. Several researchers have
highlighted the link between inaccurate pre-parenting expectations and adjustment challenges,
and have showed increased interest in investigating the impact of expectations on women and
their families, (Belsky, 1985; Coleman et al., 1999; Delmore-Ko et al., 2000; Hackel & Ruble,
1992; Knight & Thirkettle, 1987; Ruble et al., 1988; Tammentie, Paavilainen, Astedt-Kurki, &
Tarkka, 2004). Overall these studies conclude early adjustment is strongly related to prenatal
expectations. However, there needs to be a link established between findings of a disparity and
claims that such a disparity can be, or is, experienced as loss.

Hackle and Ruble (1992) examined the impact of disconfirmed expectations on the
marital relationship following the birth of a couple’s first child. They concluded women may

experience cognitive dissonance as a result of disconfirmed expectations as well as a violation
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of role norms, and both states are believed to create tension and conflict. Thus the negative
reaction experienced as a result of the disparity between expectations and reality may be

twofold as there is both an anticipatory and a normative component (Hackel & Ruble, 1992).

Good mothers bake and other mothering myths

It is not unreasonable for women to have expectations of mothering which are
somewhat inaccurate. It is, after all, difficult to have an accurate understanding of an event
one has never experienced. Or is it? It could be argued that experience occurs on two levels.
One can have a theoretical or intellectual understanding of an event — in an episode of The Big
Bang Theory, Sheldon argued he did not need to go in water to learn to swim because he knew
how to swim — that is he moves his arms and legs in a prescribed way and ‘swims’. He
however did not have a mechanical or experiential understanding of swimming — he had never
actual swum. The same could be said for many of our experiences — any number of books
might give you an understanding of the how to of sexual intercourse, but again the actual
experience of it is perhaps far more confronting than any book can prepare you for.

In this instance though, the intellectual understanding has some bases of accuracy.
Yes moving your arms and legs in a prescribed way will accomplish swimming. It might require
tweaking of techniques and there’s nothing in that explanation about breathing, but basically,
swimming of some form will occur. So if our intellectual understanding of some things can act,
at the very least, as a basic approximation of actual experience, why is it that a woman’s
intellectual understanding of mothering is often not?

The answer has to do with the portrayal of motherhood women are exposed to. That is
the books they read, the images they see, and the stories they hear. While information on
swimming accurately reflects the experience of swimming, information on mothering does not
necessarily accurately reflect the experience of mothering. A search on the internet for
information on mothers hit on a webpage of mothering quotes

http://www.quotegarden.com/mothers.html . Examples included:

Being a full-time mother is one of the highest salaried jobs in my field, since the
payment is pure love. ~Mildred B. Vermont

A mother is a person who seeing there are only four pieces of pie for five people,
promptly announces she never did care for pie. ~Tenneva Jordan

Any mother could perform the jobs of several air traffic controllers with ease.~Lisa
Alther

Now, as always, the most automated appliance in a household is the
mother. ~Beverly Jones

And finally
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Mother's love is peace. It need not be acquired, it need not be deserved. ~Erich
Fromm
So what we can take from this are that mother’s are selfless, multi-talented,
superwomen, who adjudicate (serenely), while going hungry after dishing out undeserved
peace? (The hungry bit is possibly because, being unpaid (except in love), they can't afford a
bigger pie!).
Nicholson (1998) argued there is a conspiracy of silence around motherhood. She

writes:

"The romanticised and idealised woman, full of love, forgiveness and selflessness,
does not and cannot exist so that all mothers are destined to disappoint their
children and themselves "(p. 8-9)

What she and other researchers claim is that women cannot form a basic
approximation of the *how to’ of mothering because they are only ever exposed to the sanitised
and mythical version of it (Fry, 2001 ). They argue the image of mothers espoused in our
media, our institutions, our policies, and our societies are completely unlike any realistic
portrayal of the experience of mothering, and for women caught up in these myths failure to
achieve that imaginary status in motherhood is frequently experienced as a failure (Kedgley,
1996; Nicholson, 1999, 2003). There is an argument to be made then, that holding a highly
idealised image of mothering is a strong precursor to adjustment difficulties. For instance

Breen (1975) in a study on adjustment writes:

"the most striking feature amongst the women who experienced the most
difficulties, was the split between a very idealised picture of what they felt a
mother should be like... and the way in which they saw themselves after the birth
of the baby” (Breen 1975, cited in Mauthner 1998).

The mothering myth goes right to the core of motherhood and begins with the myth all
women desire motherhood. According to research the myth of maternal drives can be
understood in three stages (Apter, 1993). In stage one there is a myth all women experience a
biological drive towards conceiving and bearing children. This is followed in stage two by a
need to nurture those children. The final stage of the myth of maternal drives is that of stage
three which claims the skills and capacities required to core for infants/children emerge or
evolve immediately after birth without the need for training.

Yet although women are told motherhood is a natural and normal thing there is
evidence to suggest otherwise. Johnson and Swanson (2003), argued rather than being
biologically determined, motherhood is a social and historical construction. They examined the
portrayal of mothers in women'’s magazines and other media; both those working in paid
employment and those working in the home, looking for sources of cultural myths and
ideologies that define contemporary motherhood. According to their research there is a

dominant ideology regarding both types of mothers, and it would seem to be a lose/lose
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situation. Mothers in paid employment are tired, busy and guilty; have difficulty meeting
children’s basic need and put their family relationships at risk. A controversial example of such
a stance is the book Parenting by Proxy: Don't have them if you won't raise them
(Schlessinger, 2000). The book argues working mothers neglect their children through their
absence (ironically Schlessinger herself was a working mother who had a nationally syndicated
talk show, wrote books, and hosted a failed day time talk show at the time this book was
written). Schlessinger concluded parenting should be limited to traditional families of two
parents, one of whom stays home with the children. Divorced or single people, homosexuals,
and couples who both work should not have children, and indeed did not deserve children.
Which would seem to suggest good mothers are stay-at-home mothers, yet ironically, it
would seem stay-at-home mothers fair little better in the media, being portrayed as unnaturally
attached to their children to the point of over-involvement, being controlling and enmeshed,

and being inflicted with ‘mummy mush brain’ (see http://www.ivillage.com/stay-home-mom-

frustrated-media/6-n-138353 and http://thestayathomemother.com/node/19 as some examples

of stay at home mother’s experiences). So if stay-at-home mothers aren’t great and working
mothers are not any better, how then should mothering be done, and who gets to decide?
Clear ideals about who makes a good mother are highlighted in a number of media
(Hadfield, Rudoe, & Sanderson-Mann, 2007; Johnson & Swanson, 2003 ). In a recent
examination of media portrayals of mothers in Britain, Hadfield et al (2007) found ‘good’
mothers were heterosexual, selfless, fertile, middle class, and aged between 25 -35 years old.
This is supported by research by Shaw and Giles (2007) who claim older mothers are often
portrayed as selfish for delaying conception and constructed as violating the ‘natural’ order
(Shaw & Giles, 2009). Conversely younger mothers, in particular teen mothers, had ‘accidents’
and were seen as being at risk of social exclusion as were their offspring (Hadfield et al., 2007).
Teenage mothering is viewed as a ‘social problem’, with young mothers acting as a financial
drain on society, and teen pregnancy is treated as a disease (Breheny & Stephens, 2010). This

perspective is highlighted in an article on mothering ideologies which argues:

"We live in an era of contested motherhood ideologies. However culturally and
historically aberrant and individually restrictive the dominant motherhood ideology
of the last century may have been, motherhood expectations were clearly defined.
The traditional mother ideology defined a "good mother"” as full-time, at-home,
White, middle-class, and entirely fulfilled through domestic aspirations. Scholars
have challenged the patriarchal assumptions of the traditional motherhood
ideology as restricting mothers' identities and selfhood, perpetuating the economic
dependence of mothers, and excluding mothers who are adolescents, older, single,
lesbian, or Women of Colour” (Johnston & Swanson, 2006 p. 509).

In addition to clear ideals about who fits the criteria of the mother best, there are also
clear messages given to women about what they can expect when they themselves become
mothers. Mothering is portrayed as blissful in many contexts, but there appears to be a

counter-revolution working in the wings to debunk the myths. According to those on the ‘other’
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side, there are number of commonly perpetuated myths surrounding motherhood. Things like
‘good mothers always like their children’ and ‘good mothers bond with their children
immediately’. The superwomen myth AKA *a good mother balances it all’ is perhaps one of the
most powerful and destructive myths which affects mothers simply because it is unobtainable.
As a final point motherhood as an institution includes tremendous responsibilities with
limited power (Nicholson, 1998). In others words while women bear the burden of mothering
responsibilities, this burden is seldom accompanied by the right to choose how they mother or
whether they mother at all (Nicholson, 1998). Yet women receive implicit and overt messages
from a very early age telling them this is where they should pitch their expectations; this is
what will be the defining moment for them as women. When women encounter the lack of

status associated with motherhood it is a marked deviation from the idealised image.

Conclusion

In all then, there a number of psychological factors argued to contribute to the
development and/or maintenance of postnatal distress. Firstly, women hold a number of
expectations as they cross the threshold from mother to non-mother, and not all of those
expectations are fulfilled. Thus there is often a disparity between expectations and reality.

This disparity between expectations and reality is not always problematic; however some
women may experience a sense of distress as a result. The difference between women who
experience the disparity as distressing and those who don't is argued to be one of loss. That is,
if the disparity between expectations and reality is experienced as a loss, this loss can lead to
feelings of distress and despair. Thus loss and the disparities between *‘mythical” mothering and
‘modern’ mothering are argued in this study to be of central importance to the development
and maintenance of postnatal distress. It would seem logical then that addressing these issues
is seen as paramount to preventing the onset of the disorder and it is hypothesised that

lowering women'’s experiences of loss will decrease their risk of postnatal distress.
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Chapter Four: Study One - Expert Panel Focus Group

Introduction

When considered together, the literature on postnatal depression, postnatal anxiety,
and parenting expectations lead to some tentative hypotheses about the development of
postnatal distress following the transition to motherhood. As a whole, the research indicates
that while biological predisposition may play a role in the development of major depressive
disorders, its role in the development of postnatal depression seems controversial. For
instance, hormonal influences have been shown to be inconsistently linked, as has breast-
feeding. Furthermore, the science around postnatal anxiety and distress is no more definitive,
indicating no clear causal link between a women'’s biology and her experience of postnatal
distress. However, it is being argued in this thesis distress following childbirth is more about
the psychosocial variables which accompany the phenomenon of motherhood as opposed the
biology of being a mother.

Yet if there is some agreement in the literature indicating social factors are more
causative, there is little agreement as to what they might be. And while the role of social
support; particularly support from partners is accumulating a substantial evidence base (Beck,
2001; Choenarom et al., 2005; DaCosta, Larouche, Dritsa, & Brender, 2000; Figueiredo et al.,
2008; Kearns et al., 1997; Leigh & Milgrom, 2008; Milgrom et al., 2008; O'Hara & Swain, 1996;
Scrandis, 2005; Thio & Elliott, 2005; Yonkers et al., 2001), the role of other social phenomena
is not well understood. In addition to this there is little in the research which can elucidate the
experiences of New Zealand women with much of the research focused in the United Kingdom
or the United States.

With so much contradictory information in the literature a decision was made to return
to the fundamentals of a women-centred perspective which focuses on the first-hand accounts

of women themselves. Nicholson (1986) writes:

Women-centred refers to a perspective which takes women’s accounts as central
and does not consider women to be at the mercy of their hormones or in any other
way intrinsically pathological. It relies on the assumption that whatever individuals
report about their experience should be taken as their interpretation of reality (p.
146).

A women-centred approach locates the individual as the expert of their own
experiences, thus rather than examining the literature in an effort to understand women'’s
transition to motherhood, a women-centred approach would involve going directly to women
who had experience the phenomena of motherhood. This then affords the researcher the
opportunity to glean an understanding of what it meant to be them, within their social reality,

becoming mothers.
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This chapter introduces and discusses a study designed to meet this need. A panel of
women who were experts in their own experiences of motherhood were invited to participate in
a dialogue about their experiences. The focus of the discussion was on the experiences of
these women in the transition to motherhood and their perception of factors affecting their

ease of that transition.

Method

The approach utilised in this research draws on aspects of Interpretative
Phenomenological Analysis (IPA) (Smith, 2004; Smith, Harré, & Van Langenhove, 1995; Smith,
Jarman, & Osborn, 1999b). IPA is concerned with how a given individual makes sense of a
given phenomenon in a given situation, and draws on both phenomenological psychology and
symbolic interactionism for its theoretical roots (Smith, 1996; Smith, 2004; Smith et al., 1995;
Smith et al., 1999b). IPA is ideal for research questions which aim to understand what a given
experience was like for a given population (Biggerstaff & Thompson, 2008; Brocki & Wearden,
2006; Larkin, Watts, & Clifton, 2006; Smith, 1999; Smith, 2004). Thus IPA was selected
because it offered a validated method of gaining meaningful insight into mothers’ experiences
of mothering. In addition it is argued this data collection method is most suited to research
investigating issues of concern to an accessible, circumscribed, and homogenous population as
is the case in this research.

However, the nature of a phenomenological approach leads to an interpretative process
which is open to critique. The organising of themes is my attempt to making sense of the data,
and was affected both by my understandings garnered through the literature review conducted
and my own worldview. Thus, there is open acknowledgement that the data set could have
been interpreted in other ways. Furthermore, there is a process of what Smith (2004) refers to
as double hermeneutics whereby, while participants endeavour to make sense and articulate
their experiences of their social and personal worlds I, as the researcher, am trying to make
sense of the participants trying to make sense of their personal and social world. These fore-
conceptions, or pre-understandings, need to be critically and reflectively evaluated, both before
beginning the interpretative process and as a constant task as the process was underway
(Smith, 2007).

PARTICIPANTS

In line with the goals of Interpretative Phenomenological Analysis, a small, well-defined
sample of five women participated in an expert panel focus group. All were multiparous with
children ranging from 13- 19 years. Each identified themselves as a New Zealander of
European descent. Three were married, one was in a long-term de-facto relationship with the
father of her children and the other was recently divorced. All participants had a minimum of a

Bachelors degree, and two had postgraduate qualifications. Four were in professional
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occupations and one was a full-time postgraduate student. Participants were recruited through
a social email list sent to staff at two large employers in Palmerston North, New Zealand.

Pseudonyms were used to protect the identity of the women in this study.

PROCEDURE

Given the aim of the study and the homogeneity of the population of interest, a focus
group format was chosen as the technique of investigation. Kruger (1994) argued the focus
group technique is a particularly appropriate procedure to use when the goal is to explain how
people regard an experience, idea, or event. IPA is generally used in single interview format,
however some work with focus groups has established its usefulness and appropriateness with
this research technique (Dunne & Quayle, 2001; Flowers, Duncan, & Knussen, 2003). For
instance concerns have been raised that in a group situation the focus can be on group
dynamics rather than the topic under investigation thus the group can be privilege and eclipse
the individual. However the nature of focus groups and the homogonous population from
which participants were drawn suggest the dominance of interpersonal dynamics is likely to be
minimised (Dunne & Quayle, 2001).

Following ethical approval as part of a larger study, participants were invited to
attended a group session held at the School of Psychology, Massey University, Palmerston
North (Appendix D: 1). All participants provided informed consent prior to the group discussion
(Appendix D: 2). The discussion was facilitated by Anita Darrah and was also recorded and
transcribed by her. The duration of the focus group was 105 minutes. All participants received
a petrol voucher to recognise their time and contribution to the research.

Consistent with IPA studies, a non-directive, semi-structured discussion guide was used
to facilitate discussion amongst participants regarding their experiences of the transition to
motherhood, and being a mother in the current context they were in. Topics covered included
their feelings about becoming a mother, the impact of relationships and daily functioning, as
well as their experience of and satisfaction with their relationships with others including
partners, family, friends, colleagues, and professionals involved in the care of the child. For the
facilitator emphasis was placed on moderating discussion of both the positive and the negative

mothering experiences.

ANALYSIS

Interpretative phenomenological analysis was used to identify key themes in the data
generated by the group. The analysis was based on the guideline provided by Smith et al.,
(1999) in exploring and theorizing shared experiences. This approach methodically involved:

e (1). Initial coding — Spending time analysing each individual transcript whilst keeping in
mind the initial priority was the identification of shared themes across the participants

accounts.
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e (2). Examination of codes on individual transcripts to identify groupings which collected
together the codes in meaningful ways.

e (3). Identify themes across transcripts reflecting shared aspects of experience.
Generation of broad general categories aimed at inclusivity.

e (4). Re-examination of the transcripts with general categories in mind to produce a new
corpus of data from extracts relating to each category.

e (5). Generating codes for the extracts and exploring relationships between emergent
themes.

e (6). Translate themes into a narrative account.

Results

SUPERORDINATE THEME ONE: LOSS
Subtheme 1: - Unexpected Chaos — Loss of Control

Unpredictability

Unexpected events, emotions, and experiences were a persistent theme throughout the
panel group discussion. The participants reported feeling the situations they were in were very
volatile and they had a sense of not knowing what was coming next. The women discussed
how this made them feel edgy and, at times, overwhelmed by the unpredictability of both

others around them, and the situation they were in:

"Sometimes it was all a bit overwhelming, I didnt know whether I was coming or
going or what was around the corner. It's hard to explain but I hated feeling like
that, I was like a possum in the headlights, that's what it was.” (Jenna)

Often the unpredicted event occurring in one aspect of their life would have a domino
effect and the women reported at times feeling everything was spiralling out of control. For
instance an event which disrupted infant sleep meant disrupted mother sleep, which generally
undermined normal coping. Once coping was compromised, other problems which arose were
experience as even more unpredicted and uncontrollable. When this occurred, the women
reported they felt a loss of control over their environment and those in it, which was highly
aversive to them.

However, there were some unpredicted occurrences which were not experienced
negatively by the participants in this group. For instance the women referred to particular
moments which sporadically occurred. These moments were special times when something
almost spiritual (usually involved their child) would unexpectedly transpire. They were
characterised as moments of peace, of achievement and of pride, both of themselves and of
their child.
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Despite these times the women predominately experienced the unpredictability as
aversive and threatening. The women coped by attempting to exert control over aspects of
their lives they experienced as unpredictable, and gradually, as the children aged, and they
grew more experienced and confident in their mothering role, the feelings of unpredictability

lessen, although had never completely abated.

Feelings of Unpreparedness

The women participating on the expert panel reported feeling ill-prepared and under
resourced when it came to the transition to motherhood. They acknowledged feelings of self-
doubt, worry, and fear. For instance they reported feeling unprepared for the impact having
children would have on all aspects of their lives. Although they knew intellectually things like
their freedom of movement would be curtailed, they were not prepared for other things like the

intensity of their emotional bond or their feelings of protectiveness towards their infant.

"I wasn't prepared to lose so much of me when the kids came along, like it was all
consuming, but then again I wasnt prepared to feel some of the things I felt
either.” (Jo)

There was also discussion around not being prepared for, what the women termed,
infants with opinions. Further exploration of this theme revealed the women held a belief the
infants would settle relatively quickly into a routine which was to have been established by the
mothers. Instead the infants quickly asserted their own personalities and position as heads of
time management.

When the discussion turned to how they coped with these feelings the women referred

to having no choice about whether to cope so just coping.

"It was just a matter of getting on with it ‘cos there was no one else.” (Vicki)
"You just had to suck it up; my baby was depending on me.” (Jo)
Isolated — Alone and Unsupported

Unsupported and alone were frequently reported feelings, particularly once the initial
thrill of the new arrival wore off for others. As a rule the women in this group considered
themselves to be good mothers. They cited involvement in parent centre, playgroup or
kindergartens, and later Parent Teacher Associations and sports teams as indication of the high
level of interest and involvement they shared in their children’s lives. Generally they reported
experiencing motherhood as rewarding and life changing. However, they were very clear they
considered themselves unsupported by their partners, by their community, and by central
government.

Partners were often absent; sometimes working long hours, and sometimes socialising

with friends. This in its self was a source of conflict for the women who, at times, resented the

51



lack of disruption to the fathers’ previous routine when the baby was born. For the fathers the
Thursday night pub nights still happened, as did Saturday sports and the drinks after the game
However, what was most often reported was not a physical absence from the partners, but an
emotional and psychological absence from the fathering role. Although the women seldom
discussed this with their partners they strongly indicated they believed their partners should

have known more support was needed.

"When he was there he wasn't much help, he'd play with the kids for half an hour
while I cooked tea but that was about it. We'd fight about how being a father was
more than just games.” (Amy)

As previously mentioned the women also felt unsupported and isolated by their local
community and the central government. For example they perceived a number of government
policies to be hostile to families and particularly to stay at home mothers. They cited a lack of
paid maternity leave (whilst 12 weeks paid maternity leave was introduced in 2001 this was not
available in the early — mid nineties which is the period of interest), lack of child support, access
to affordable quality childcare, and the anti-family cultures of government workplaces and
training institutions as examples of barriers they encountered, especially when their children

were younger.
Subtheme 2. Pipe Dreams and Fairy Tales — The loss of idealised mothering

Expectations versus Reality

The women grew up with some firm expectations around how their adult life would be.
Expectations they believed others had instilled in them from an early age. For instance they
expected to get married. They expected to have children (usually two with an older male child
and a younger female). And they most certainly expected to find motherhood fulfilling. While
universally the women reported a loving and fulfilling relationship with their children, they also
reported a number of violated expectations around the experience of actual parenting.

The expectations regarding their infant were often met, and usually exceeded. Granted
there were unexpected aspects such as the failure to conform to routine previously mentioned,
however, overall, the women expressed delight in their children and in mothering. What
becomes interesting at this stage was a secondary discussion which developed around the
freedom of women to express negative experiences of mothering. So while the women all
stated they had a wonderful relationship with their children, they lamented their lack of
freedom to dislike mothering without feeling like they had broken some form of social taboo.

Vanessa said:

"There were times when I just wanted to sit down and have a bitch over coffee,
times I wanted to say God! Being a mother sucks today, just today you know, it
wasn't like I was saying it sucked all the time, but today it sucks. There was no
way I could have done that.”
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Given this it raises a certain level of wondering. The women all report a loving a
fulfilling relationship with their children while at the same time reporting experiencing rigid
societal taboos regarding expressing non-fulfilling and non-loving relationships with their
children.

Even though the participants reported this wonderful relationship with their children,
they drew a clear distinction between mothering and being a mother. And again while they
enjoyed, in general, mothering, they expressed dissatisfaction with being a mother.

There were several reasons for this. The women discussed their beliefs they had been
socialised into a certain belief system regarding motherhood and this was not matched by their

experiences.

"I felt like I'd been sold up the garden path, totally ripped off.” (Amy)

"I'd been brought up thinking motherhood was all fairy tales and candy floss,
nothing could be further from the truth.” (Vanessa)

The connecting theme seemed to be exposure to an idealised and romanticised vision
of mothering, almost a Madonna-type myth, where children epitomised the fulfilment of
feminine destiny and achievement. Having themselves been exposed to the social taboo
around voicing the negative experiences of mothering, the women were able to see where they

might have developed some of those unrealistic expectations.

Status Demotion — Loss of value

In all, throughout the focus group discussion the women acknowledged experiencing
difficulties with a number of aspects of the transition to parenting. In addition they highlighted
a number of losses incurred as they took up the mothering role. However, for this group of
well-educated women one of the most pertinent challenges was a perceived loss in social
status. These women had attained a certain level of status in their professional lives. In
addition to this they had grown up believing there was a certain status attached to being a
mother, that it had a value of some kind. Unfortunately, their own experiences were just the
opposite. The women reported experiencing a drop in status following childbirth which they
experienced as both unexpected and distressing. Mothers were exalted and supported in their
expectations, but again, their experience was one of being unsupported, and at times
disparaged, because of their motherhood status.

This theme arose very early in the discussions and re-emerged time and again
throughout the group session. All the women in the group described feeling resentful of the
status change they experienced when they became mothers. Amy’s comments seemed to sum

up the prevailing attitude:

"I was just a mother, my opinion and my thoughts and knowledge were not valued
atall.”
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There was another aspect the women believed was part of the loss of status and that
was a decline in the level of intellect the new mothers perceived were they thought to have.
These women all had an above average level of education for females of European descent in
New Zealand, and enjoyed intellectual pursuits, had opinions on politics, government policy,
and world affairs. On becoming a mother the women reported interactions with others,
particularly professionals involved in the care of their child which they characterised as belittling

and patronising, and where they felt they were being spoken down to like 7 was dumb.

"People started treating me like I was brainless, like I couldnt be a mother and
have a decent level of cognitive functioning simultaneously. It used to really
annoy me.” (Jo)

"I would take [child] to the doctor and I would end up feeling like he was trying to
placate me, I didn't need placating; I wasn't distressed or overwhelmed or unable
to understand, I just had a sick child.” (Vicki)

SUPERORDINATE THEME TWO: CONFLICTS

The second central theme of the womens dialogue revealed their transition to
motherhood was characterized by significant levels of conflict, both in their relationships with
others and within themselves. The conflict with others was often around disappointed
expectations and insuring their right to be heard, while the inner conflict centred on the
exposure to their idealised image of motherhood and their own experience of themselves as

mothers.
Subtheme 1: Relationships — Confiicts with others

Partners

In regards to the partners, all the women reported having a baby had a positive impact
on their intimate relationships initially, but then they experienced a decline in the relationship
satisfaction as time wore on. The women believed this initial increase in relationship
satisfaction was because they perceived receiving a high level of support initially. Fathers
generally took leave from work and engaged in some highly nurturant behaviour: making
drinks, preparing food and just generally doing things to help. However, this input generally did
not last beyond the first few weeks and the women reported feeling very disappointed (and

somewhat betrayed) by their partners lack of contribution.

"The idea of a parenting partnership didn’t last long, it became clear parenting was
something he would do when it fitted in with his work and his mates.” (Jenna)

"It started off really well but the novelty soon wore off, he was happy to do the
fun stuff but I don't remember him doing much in the way of changing.” (Jo)
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"I felt more vuinerable once [baby] was born, like I didn't want to rock the boat
too much ‘cos I wasnt earning and we were completely dependent on him.”
(Vanessa)

As a group the women reported egalitarian relationships with their partners pre-baby
but once the baby was born they felt they lost some power of negotiation. For some of the
women this unexpected change in the power balance of their relationship was quite threatening
and anxiety provoking and was also a source of conflict as they felt their partners did not
understand their concerns. Certainly there was no overt threat to either them or the child, but
the women recall experienced a heightened awareness of their lack of independent means and

increased demands of having a child.

Professionals and Others

There were several areas of child rearing that seemed to bring conflict between these
mothers and the professionals they were involved with. Feeding was an area of particular
disagreement. The women reported being criticised initially for their breast-feeding routines,
and then later on for some of their decisions around the introduction of solids. It was
interesting that the women reported a gradually level of deceit creeping into the relationships
with others. For instance, after detecting sanctions for behaviours they had previously
disclosed, the women stopped disclosing them. In the end three of the women were feeding
solids and most were treating themselves to an occasional half glass of wine, and all reported
feeling they could not, or did not want to, disclose this to their doctor or Plunket nurse.

Immunisation appeared to be another bone of contention between health professionals
and this group of new mothers. Three of the women reported asking for more information
about vaccination, and one eventually decided against immunisation. All the women reported
experiencing perceived sanctions from health professionals including slurs on their parenting
ability (responsible parents vaccinate...) emotional blackmail (if you really loved your child...)
and challenges to their cognitive abilities (it might be hard for you to understand...).

Two of the women also reported strongly resenting the ‘infantising’ they perceived from
health professionals in their children’s early years, and then teachers as the children entered

the education system.

"It was like they thought I was some emotional wreck who couldn't be trusted to
have a rational conversation or logical thought about my child.” (Amy)

The women in this group reported feeling bullied by Plunket nurses, GPs, and
paediatricians. One woman stated at times she felt she needed to get permission from her
Plunket nurse to introduce changes or make decisions related to her child (this too may offer
some insight as to why some of the women stop disclosing behaviours). Another woman chose
to end her contact with the Plunket service because of conflict she experienced with the nurse

assigned to her care.
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"Quite frankly she was a bloody old battle-axe who bullied and badgered me
constantly, in the end it just wasn't worth the hassle.” (Jenna)

Subtheme 2: Confiicts with self

Perhaps the most difficult conflict for the women to resolve was the inner conflict they
experienced between the idealised image of mothers they held and their experiences of
themselves as mothers. Without exception the women reported feeling they could not live up
to the mothering image, and even though they knew the image was unrealistic, it still brought

with it a sense of failure.

"There was no way I could ever live up to all those expectations but I still kept
trying. And then every time I tried and failed I would get cross at myself for trying
in the first place, like I knew the stuff in the magazines was bull, but I still kept
coming back and trying again. It was nuts.” (Amy)
There was also conflict between self as mother and self as self. In other words, the
women struggled at times to maintain a sense of themselves as an autonomous being separate
from their mothering identity. Yet they clearly indicated they wanted to be so much more than

a mother; they wanted to be them.

Discussion

The women in this group considered themselves to be capable and independent women
before they had their children. They were well educated, working, and in stable relationships.
To all intents and purposes they epitomised what society portrays as the modern women.
However, once the children were born they reported experiencing a number of aversive events
as they took on the new role of mother.

The women in this focus group highlighted a number of changes and losses which they
encountered in their transition to motherhood. Both independence and an impingement on their
freedom of movements were expected losses and neither of these events were reported to
cause a great deal of distress. That leaves one to wonder whether it is the loss or the
unexpected nature of the loss which is more problematic. Certainly the losses which were not
expected, such as the loss of status, were experienced as far more distressing to the women.

Further in regard to the loss of status were the implicit attitudes of others in ascribing
value to the mother role. This perceived lack of value was directly contra to the value the
women themselves placed on the job they were doing. Without exception these women stated
they believed this to be the most important and valuable thing they had ever done.

Another loss highlighted by the women was the loss of the idealised image of
motherhood. They had believed the fairy tale and had experienced difficulties adapting when
the myth and the reality did not align. This loss highlights an important aspect of mothering.
These women emphasised that although they were excited about becoming a parent they felt

unprepared and ‘tricked’. They believed the role of mothers was romanticised to little girls and
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were scathing of what they referred to as the pink aisle in chain stores such as The Warehouse,
which they believed promoted gender stereotyping and socialisation for young girls by stocking
junior appliances such as cleaning sets, irons, and kitchenware. In addition, the advert of
crying, potty going dolls was seen as further evidence of societal control around the developing
expectations of young girls.

This romanticising of motherhood has been reported in other research (Beck, 1992;
Crossley, 2007; Mauthner, 1988, 1999; Oakley, 1986). Researchers have argued there is a
societal conspiracy aimed at perpetuating a romantic personification of motherhood, portraying
a popular mythical and magical image of mothering as powerful, natural, normal, and central to
female identity (Nicholson, 1999). Some feminist writers however, argue motherhood
constrains women to an inferior status in society, to the medicalisation of childbirth, poor
provision of state-funded childcare, isolation, loss of occupational status and opportunity in the
public sphere and gendered labour divisions in the private sphere (Crossley, 2007; Mauthner,
1999). This is certainly more in line with what the participants in this group experienced, and
what they seemed completely unprepared for.

A recurring theme throughout the discussions was the mistrust that developed early on
between the mothers and professionals who were charged with providing early care to the
infant and advice to the new mothers. The women most strongly resented the perceived
attitude of some of the professionals, who they felt, treated them with a lack of respect and
dignity. Feeding was often cited as being a source of immense conflict between these women
and the professionals advising them. This was interesting given the inordinate amount of focus
given to infant feeding in women'’s magazines, parenting books, and the We// Chila/Tamariki
Ora Health books given out to the majority of mother’s for their babies and young children. In
particular the introduction of solids was hugely anxiety provoking as the mothers reported often
feeling confused by contradictory advice. These mothers frequently struggled with knowing
what was best for their child, and reported following their instinct. Further exploration of this
idea found the women resorted to, in their words, ‘common-sense solutions’. For example,
solids were often introduced when a child who had previously been sleeping well throughout
the night began to wake. By using a process of elimination, and by ruling out things like
teething, diaper issues and sickness, the women generally decided the infant was waking due
to hunger and introduced solids. What was particularly interesting is this was often done
furtively, without discussion with their Plunket nurses. According to the women in this group
this was because they felt the Plunket nurses would not support their decisions and they would
be made to feel they had done something wrong.

None of these women were assessed for, or diagnosed with, any psychological
difficulties, by any health professional, following the birth of their child/ren. In addition, they
reported having limited or no knowledge of postnatal depression, or other forms of postnatal
distress. Yet, retrospectively, one of the women is convinced she had postnatal depression.

She reported a loss of interest in previously enjoyed activity, low mood, and irritability following
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childbirth and throughout the early postpartum period. She does not recall anyone asking
about or checking on her mood or the safety of her or her infant.

Several ideas can be drawn from the experiences of this focus group which help to
inform the model of postnatal distress. Firstly, expectations of negative events, whilst
sometimes temporarily disruptive, were not experienced as overly distressing. For instance, the
women in this group reported they expected to experience a loss of freedom once their babies
were born. This, as it turns out, was a realistic expectation and all the women reported coping
well with this loss. Contrary to this there were a number of losses the women had not
anticipated when they were pregnant. Perhaps the most striking of these was the loss of status
they experienced in becoming a mother. This unexpected loss caused considerably more worry
for these women and they reported struggling for a long time with this (in fact the women
reported this as an ongoing and current difficulty even with their children in their adolescence).

The women tended to report disappointed expectations of partner support. As the
study did not focus on accessing the actual level of support there is no independent evidence of
what support was actually received. Of interested is that universally in the group, there was a
lack of support perceived. That is, the women did not see support from their partners. This
raises questions of whether partners need to increase the support offered, to change the type
of support being offered or women need to review how they see support from their partners.
Regardless, what is evident is that there is a mismatch between the level or type of support
being offered, and the level or type of support being perceived. Overall, the findings from this
focus group concurred with the findings cited by Belsky (Belsky, 1985; Belsky et al., 1985)and
Kalmuss (Kalmuss et al., 1992) who both found participants in their studies were generally
happy with their parenting role but experienced disappointed expectations of partner and
others.

These losses, the loss of social status, loss of relationship balance and loss of expected
support created somewhat of a paradox for these women. They reported loving their children
and finding fulfilment in mothering them, whilst at the same time feeling the loss of identity,
autonomy, partnership, time and status. This is in line with the findings of a British-based
longitudinal qualitative study of PND which argued if these types of losses were acknowledged
and validated, and the women permitted to grieve, then PND or distress could be reconstructed
“as a potentially healthy experience towards psychological reintegration and personal growth
rather than a pathological response to a ‘happy’ event”(Nicholson, 1999, p. 162). It would
seem in this study the losses the women experienced and the disparities between *mythical’
mothering and ‘modern” mothering were of central importance in the creation of anxiety and
distress related to the mothering process. It would seem logical then that addressing these
issues is seen as paramount to preventing the onset of postnatal distress.

This study aimed to examine the experience of women who have made the transition
from non-mother to mother. While this aim has been met, the theorising reports the

experiences of five New Zealand born women of European descent, and cannot make claims
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authoritatively beyond that. For instance, the experience of New Zealand women of Maori
descent may be somewhat different and research exploring those experiences offer different
insights (Merritt, 2005). In addition, the historical nature of the women’s experience means
their recall is subject to distortion over the course of time. It may be, for instance, the women
tended to recall experiences with a higher emotional content, or experiences which had a
particular type of impact. However, while this may not be the one truth, it is a truth and it
provides value insight into the experiences of New Zealand women.

There are also limitations with the IPA method used. It needs highlighting reporting
findings using IPA means generalisations are not feasible and, as such, there are limitations in
drawing conclusions beyond the population in this study. It does however, provide some
insight and contextualising for further investigation. Every attempt has been made to make the
data rich enough and transparent enough so that the reader is able to evaluate transferability
(Smith, Flowers, & Larkin, 1999a).

Conclusions

The women in this expert panel focus group reported a number of difficulties they
encounter across the transition to parenthood. These difficulties were characterised by a
number of loss including a loss of status and a loss of the idealised image of mothering. Some
of these losses stemmed from the women holding a number of expectations which were
unfulfilled. While not all of these acted as a source of distress, there was times when the

disparity between expectations and experiences was distressing for the women.
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Chapter Five: A Model of Postnatal Distress

Introduction

The previous chapters of this thesis have introduced and discussed the components
argued to create a state of postnatal distress. Chapter Two investigated the elements of
depression, anxiety, and stress, while Chapter Three examined literature on expectations and
loss, as well as highlighting research on the myths of motherhood. What these chapters point
to is the complexity of the interactions of the components which can lead to distress following
the transition to motherhood. But how does it all fit together? What are the links for instance,
between distress and mothering myths?

This chapter introduces a hew conceptual model of postnatal distress which draws
together the components highlighted and, in doing so, creates opportunities to move forward in
the treatment and prevention of postnatal distress. The development of the model was, in a
large part, informed by a thorough literature review of the research relating to postnatal
distress which was covered in the first three chapters as well as the focus group discussed in
Chapter Four.

The Model

Women hold a number of expectations of mothering and mothers prior to giving birth
and becoming mothers themselves (Coleman et al., 1999; Hackel & Ruble, 1992; Kach &
McGhee, 1982; Knight & Thirkettle, 1987; Pearce & Ayers, 2005). In fact, girls from a very
early age engage in games of mummies and daddies and, equipped with an array of pink plastic
appliances, quickly begin to acquire an understanding of what it means to be a mother. For
example, experimental studies show a preference for gender stereotypical nurturance toys
(dolls and the like) is well established by 18 months (Serbin, Poulin-Dubois, Colburne, Sen, &
Eichstedt, 2001). So expectations of motherhood begin to emerge and coalesce from a very
early age, and arise from exposure to a number of different information sources as shown in
Figure 5.1. Research has shown these expectations to be generally optimistic, but also
unrealistic.

The question of why some of the expectations maybe unrealistic links in with the
literature on mothering myths introduced in Chapter Three. Chapter Three highlighted research
suggesting women are exposed to a number of commonly held myth beliefs about mothers and
mothering. These myths have been found to generally lack empirical evidence, but impact on
the behaviour, cognitions and emotions of mothers as well as others. While some of the myths
may be negative, the overarching tone is one of overt positivity and, in general, these beliefs
fail to encapsulate realistic negative aspects of mothering such as repetitious tasks, mental
ennui, and poor support.
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Figure 5.1. Potential Sources of Information for Women developing Pre-natal Expectations

As a result of these overly optimistic expectations women’s prenatal expectations and
postnatal experiences do not always align. That is not to say that the experiences and
expectations are completely unrelated. There are areas of overlap, and it is argued that this
area of intersect between an individual’s prenatal expectations and their subsequent postnatal
experiences is likely to result in a positive transition to motherhood (Figure 5.2).

The reason for this is that women experience no cognitive conflict in this state. They
are prepared for the events which occur in this overlap. The overlap represents events which

the women have realistically appraised and therefore the postnatal experience is predicted, an

important factor in coping.

Positive Adjustment

Figure 5.2: Interaction of Prenatal Expectations and Postnatal Experiences where the overlap represents a
match of expectations and experiences suggesting Positive Adjustment
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However, there are large areas where the expectations and experiences do not overlie
each other. The new model proposes within these areas there is potential for postnatal distress
(Figure 5.3). That is, if there is a disparity between prenatal expectations and postnatal

experiences the disparity is experienced as postnatal distress.

>OSTNATAL DISTRESS

Figure 5.3. Figure showing the Areas of Disparity between Prenatal Expectations and Postnatal
Experiences which were hypothesised to lead to Distress

Thus the initial equation for postnatal distress was:

IF PNE # PNE®* THEN PNE * PNE! = DISTRESS

Where PNE = prenatal expectations & PNE! = postnatal experiences

Yet one cannot accurately predict the outcome of an event one has never experienced
and thus logically it would suggest there is always going to be a disparity between expectations
and experience to some degree. How then do we explain why not all women transitioning to
motherhood experience distress? The model argues there is a moderating factor to be
considered and the moderating factor proposed by the model is loss. That is, according to the
model distress will arise when the disparity is experienced as a loss by the individual women.
Thus the new model states postnatal distress results from the disparity between prenatal
expectations and postnatal experiences when that disparity is subjectively experienced as a

loss. Therefore the equation had to be adjusted to the following:

IF PNE # PNE! + LOSS THEN DISTRESS

The new model of postnatal distress proposed is shown in Figure 5.4. The model consists of
three main components. The first component is prenatal expectations; these are informed and
developed by a number of factors including exposure to mythical mothering. Because of the
artificially positive portrayal of motherhood women are exposed to during childhood,

adolescence and early adulthood, these expectations are themselves overly optimistic. The
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second component is disparity which arises from the mismatch between expectations and
experiences. The final component is distress resulting from the subjective experiences of loss

following the disparity.
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Figure 5.4. A Model of Postnatal Distress.

The question then becomes what would make some women experience the disparity as
a loss while others do not? It is argued women who hold rigidly ascribed expectations of
mothering and motherhood, and who are highly invested in the images and expectations which
they hold, are more likely to experience a violation of that expectancy as a loss than women
who are not as invested in the images they hold. Consistent with the principles of cognitive
fusion and cognitive flexibility from Acceptance and Commitment Therapy (Ciarrochi et al.,
2005; Fletcher & Hayes, 2005; Hayes, 2004, 2005; Hayes et al., 2006), according to this model,
women who believe that because they have thoughts of motherhood those thoughts must be
true experience distress when they try to then process their experiences through the filter of
their thoughts.

So how does it work? Women are exposed to images of mothering and motherhood,
almost from birth, with which they use to begin building schematic models of mothers and
motherhood. Furthermore with little information to contradict these images (remembering the
sanitising and whitewashing of motherhood discussed in Chapter Three) women become fused
with the concepts that have developed. Thus despite having no direct experience with
mothering, women can develop detailed and rigid expectations and ideals about life as a

mother of a child.
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New mothers rapidly encounter experiences which contradict some of their
expectations. It is argued women who have psychological flexibility, and who are able to hold
as true more than one image of mothering and motherhood, are less likely to experience
distress than women who ascribe rigidly to one image. This is because once women become
mothers, those who have cognitive flexibility can experience motherhood as it is, not as it says
it is. These women can based their cognitions regarding mothering on their experience of

motherhood rather than on preconceived intellectual understandings of others mothering.

Testing the Model: Where to from here?

The existing research provides good evidence for many of the links in the model. For
instance there are a number of studies which found women do experience disappointed
expectations following the transition to motherhood (Delmore-Ko et al., 2000; Green et al.,
1998; Harwood, 2004; Harwood et al., 2007; Kalmuss et al., 1992; Knight & Thirkettle, 1987;
Pearce & Ayers, 2005; Ruble et al., 1988; Tammentie et al., 2004). However, there is no New
Zealand research investigating the relevance of these findings for a local population, and as this
is a pivotal assumption for the model of postnatal distress proposed, it is important to establish
whether this is indeed the case. Therefore it is important to investigate the transition to
motherhood for first-time mothers in New Zealand, and glean some insight into how they
understand their experiences, and whether there are, indeed, some disparities from them.

Furthermore, the component of loss and its fit with postnatal experiences needs further
investigation. Chapter Three highlighted some important research investigating women's
experiences of loss following childbirth (Beck, 1993; Lewis & Nicholson, 1998; Nicholson, 1999,
2003; Rogan, Schmied, Barclay, Everitt, & Wyllie, 1997). However, the link with disappointed
prenatal expectations needs further exploration. Importantly it needs to be established if young
women who are not yet mothers do subscribe to mothering myths as posited.

Some of these questions will be addressed in forthcoming chapters. However,
ultimately it is hoped the model can lead to an intervention protocol which can be used to lower

the incidence of postnatal distress.
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Chapter Six - Study Two — Testing the Losses

Introduction

The model highlighted in the previous chapter contains a number of testable
assumptions. It proposes women hold, often explicit and detailed, expectations prior to giving
birth: expectations about themselves as mothers, about the mothering role, about their infants,
and about others, including their intimate partners. Generally speaking, while some trepidation
is commonly reported with worries regarding the birth process and concerns about the health of
the baby, when one considers the totality of the research examined in earlier chapters, one
could hypothesise these expectations would be reasonably optimistic.

The psychological concept of possible selves offers a framework for understanding
these explicit and detailed expectations and aspirations of mothers. According to possible
selves literature each individual holds internal representations of what they might become, what
they would like to become, and what they are afraid of becoming (Markus & Nurius, 1986). For
women transitioning to motherhood a possible future self could be a loving and engaged
mother, while a feared possible self is a mother who is disconnected or unloving. Thus these
representations function both as a motivator and as an evaluative filter with which individuals
interpret their current self, and aim their future behaviour.

The research which informed the development of the model further argued some of
those optimistic expectations will be unmet and, according to the model, for some women, this
may result in an experience of loss. That is, the model proposed women hold a number of
optimistic expectations leading up to the birth of their first child, and where those expectations
are unfulfilled women may experience subjective feelings of loss.

There is strong support in the literature for the subjective experience of loss following
childbirth, although little based on a New Zealand population (Beck, 1996c; Beck & Indman,
2005; Brockington et al., 2006; Clemmens et al., 2004; Nicholson, 1999, 2003; Rogan et al.,
1997). Women in these studies reported losses across a number of areas of functioning
including relationships, career, autonomy, and status. However, whether these losses occur for
New Zealand women and whether there is a link between expectations and loss for them is
unclear.

This chapter introduces and discusses a study designed to address some of these gaps
in the existing literature, and begin testing components of the model proposed in the Chapter
Five. The study involved interviews with a purposive sample of women who had recently made
the transition to motherhood. Again, as in Chapter Four, the research was conducted with a
women-centred focus, taking the accounts of the women as normal, non-pathological, and true
in as much as it represented their interpretation of reality. The findings of the study are

discussed, and the links with the proposed model of postnatal distress highlighted.
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Method

The data is this chapter derived from interviews with five women who had recently
become mothers. Consistent with Chapter Four the approach utilised in the study draws on
aspects of Interpretative Phenomenological Analysis (IPA). IPA is an idiographic, inductive
approach exploring how people ascribe meaning to their experiences in their interactions with
the environment (Biggerstaff & Thompson, 2008; Brocki & Wearden, 2006; Smith, 1996; Smith
et al., 1999b). It has been described in some detail in Chapter Four and therefore that

information will not be repeated here.

PARTICIPANTS

A small, well-defined purposive sample of first time mothers was selected, all but one
who belonged to the same antenatal group. The women were all European New Zealanders
who were married. Four women had singleton births and there was one set of twins. There
was an equal gender division among the babies whose ages ranged from twelve weeks to eight
months. The sample was well educated with all the women having training beyond secondary
school. Two women had postgraduate university qualifications. Names of participants were

changed to protect their anonymity.

PROCEDURE

The research protocol was evaluated by peer review and was judged to be low risk (see
Appendix E: 1 for a copy of the ethics approval). Women were eligible for inclusion if they were
first-time mothers, able to converse in English, over the age of 18 years and capable of giving
informed consent. Requests for participants were made through a local parent support group,
and women who expressed interested in participating were then given information sheets about
the research. Women who provided their contact details to the researcher were then contacted
by phone and given the opportunity to ask for additional information (Appendix E: 2). If the
women indicated they were willing to participate, an interview time was scheduled at a time
and place convenient for the women. All women who were telephoned after providing contact
details agreed to participate in the study.

Upon meeting, the participants were again offered the opportunity to ask questions, or
address concerns before written consent was obtained (Appendix E: 3). The discussion was
digitally recorded and transcribed verbatim.

Consistent with the principles of IPA, a facilitatory research interview style was
adopted. This aimed to encourage women to share their stories whilst providing a safe and
affirming environment for them to do so. An interview guide was utilised which enabled
systematic data collection with a view to later analysis whilst leaving scope to pursue specific

topics if they became important as mutually defined by the interviewer and respondent over the
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course of the interview (Appendix E: 4). The interviews lasted approximately 90 minutes. At
the end of the interview, participants were asked to complete the Depression Anxiety, Stress
Scale and the Postpartum Depression Screening Scale. They were also asked to indicate how
they felt as a result of the interview. The participants had not been selected as special cases,
nor is it being claimed they are representative of new mothers in general. Rather they
represent particular cases of women’s experiences of the transition to motherhood in order to

help gain a more detailed picture of the phenomena (Smith, 1996).

ANALYSIS

The interview tapes were transcribed by the primary researcher, Anita Darrah. Data

analysis was based on IPA. This approach methodically involved:

e (1) Afirst encounter with the text involving a detailed examination of the transcript and
the noting preliminary thoughts and observations.

e (2) Identification of preliminary themes that best capture the essential aspects of the
group.

e (3) Grouping of the themes together as clusters to provide an overall structure to the
analysis.

e (4) Development of a master list of table of themes which identifies the main features

and concerns identified by the research participant

As a final check the transcripts were then re-read in their entirety to check the integrity
of the analysis with the totality of what the interviewee was expressing. The interview transcript
was then returned to the appropriate participant to read through. An accompanying letter was
sent with the transcript inviting the women to make changes to the transcript if they wished
(Appendix E: 5). None of the women chose to do so and all signed a separate consent form to
release the tape transcript. The data supported three broad themes: (a) known verses

unknown (b) loss and (c) the impact of others.

MEASURES

The Depression Anxiety Stress Scale (DASS) is a 42-item self-report measure designed

to assess the three negative emotional states of depression, anxiety, and stress (Lovibond &
Lovibond, 1995) (see Appendix C). Each clinical scale contains 14 items covering symptoms
such as dysphoria, hopelessness, devaluation of life, self-depreciation, and anhedonia on the
depression scale (DASS — D), and autonomic arousal, situational anxiety, and skeletal
musculature effects as well as subjective experiences of anxious affect on the anxiety scale
(DASS-A). The stress scale (DASS-S) includes items on nervous arousal, irritability, impatience,

and reactivity.
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Participants are asked to indicate the extent to which they have experienced each state

over the past week by endorsing ratings on a 4-point Likert scale (0 = did not apply to me at all

— 4 = applied to me very much, or most of the time). Scores for each clinical scale are

determined by summing the relevant 14 items giving a score for state, rather than trait

symptomology.

The DASS was developed using both a clinical sample and a diverse non-clinical sample

(Lovibond & Lovibond, 1995b), while subsequent analyses have been conducted in community

samples (Antony, Bieling, Cox, Enns, & Swinson, 1998; Crawford & Henry, 2003), clinical

outpatient groups (Antony et al., 1998), older primary care patients (Gloster et al., 2008), and,

more importantly for this study, postpartum populations (Miller et al., 2006). In all, there has

been consistent support found for a three-factor solution representing the three scales.

The Postpartum Depression Screening Scale (PDSS) is a 35-item self-report measure

designed to identify women at risk for developing postnatal depression. It is a self-report

questionnaire that can usually be completed by respondents in 5-10 minutes, and is appropriate

for use from 14 days postpartum (Beck & Gable, 2002). The PDSS measures symptoms across

seven dimensions of PND; sleep/eating disturbances, anxiety/insecurity, mental confusion,

guilt/shame, loss of self, emotional lability, and suicidal thoughts (Table 6.1).

Table 6.1. Postpartum Depression Screening Scale - Content Scales*

PDSS Content Scales

Scale Definiton

Item example

Sleeping/Eating Disturbances

Anxiety/Insecurity

Emotional Lability

Mental Confusion

Loss of Self

Guilt/Shame

Suicidal Thoughts

Items on this scale assess a woman’s perception that her
appetite and normal sleep habits have been disrupted.

These items measure a woman’s feelings of anxiety,
insecurity, and sense of being overwhelmed in her new
mothering role.

Items on this scale indicate the extent to which a woman
feels that her emotions are unstable and out of her
control.

The mental confusion scale provides a rating of a
women’s perceived ability to concentrate, to regulate
her own thought patterns and to make decisions.

Relates to a women’s perception that aspects of her
personal identity have changed since she gave birth.

Items on this scale assess how a women’s perception of
her poor mothering performance relates to feelings of
guilt and shame.

The suicidal thoughts scale assesses a woman’s wish to
harm herself or end her own life as an escape from
postpartum depression.

| had trouble sleeping even when my
baby was asleep.

| felt like | had to keep moving or pacing.

| was scared that | would never be happy
again.

| felt like | was losing my mind.

| felt as though | had become a stranger
to myself.

| felt like | was not the mother | wanted to
be.

| felt that my baby would be better off
without me.

* Items definitions taken from Beck & Gable (2002). Postpartum Depression Screening Scale: Manual

Each content scale contains five items, and women are asked to indicate their degree of

agreement or disagreement with each item on a five-point likert scale anchored between 1

(strongly disagree) to 5 (strongly agree) in relation to how they have been feeling in the last

two weeks. There is also a validity scale (INC) to identify inconsistent responding. The scale
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requires a third grade reading level (equivalent to New Zealand Year 4), and can be
administered orally by the examiner if the respondents’ reading is not adequate for the task.

The PDSS yields a full-scale score based on responses to all 35 items with a possible
range of 35 to 175. It also yields an inconsistent responding index and seven symptoms
content scores. Guidelines for interpreting elevations on each scale are provided in the manual
(Beck & Gable, 2002). Total scale scores that were 260 suggest a positive screen for
depressive disorder NOS (i.e. significant symptoms of postnatal depression), while a scale
score of > 80 indicates the presence of major postpartum depression(Beck & Gable, 2002).

The items were developed through qualitative analysis of symptoms reported by
women who had experienced PND (Beck, 1993, 1996c). Initial psychometric evaluation of the
PDSS was undertaken with two samples. Cronbach’s coefficient alpha scores indicate excellent
internal consistency for the final version of the PDSS. The PDSS total scale alpha was .96, with
content scale alpha ranging from .80 to .91 (Beck & Gable, 2000, 2001, 2002).

Content validity was based on the judgement of a five-member expert panel as well as
a focus group of graduate clinical nurses with specialities in obstetrics and psychiatry. Changes
recommended by the experts and the focus group resulted in a 56-item pilot measure. All

items had coefficient alphas above .75.

Results

The descriptive information of the group is given in Table 6.2. As can be seen this was
a reasonably homogenous cohort. All participants were married females of European descent
who were in their 30’s. The group was well educated with 66% having a postgraduate
qualification of some sort. There were four singleton births 50% of which were vaginal
deliveries. The other births were unplanned emergency caesarean sections the women

underwent after being advised their infants were in some distress.

Table 6.2 Participant demographics

1 2 3 4 5
Marital Status Married Married Married Married Married
Infant gender M M M/F © F F
Infant age 7 MTHS 7 MTHS 12 WKS 7.5 MTHS 8 MTHS
Delivery Mode Caesarean Caesarean Caesarean Vaginal Vaginal
Years of Education 16 15 12 16 12
PDSS score 45 75/492 56 65 39
DASS score 8 13 12 11 3
History of depression YES NO NO NO NO

@ Dizygotic twins
@ Two PDSS scores two weeks apart

One participant indicated she had a prior history of depression. One participant scored

in the significantly depressed range for the PDSS but not the DASS. Further investigation of her
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profile on the PDSS revealed she had scored in the upper range of the sleep/eating
disturbances subscale. This reflected changes to her diet in an attempt to mitigate effects of
allergies in her breastfed baby. None of the other subscales were in a range which indicated
difficulties. None of the questions related to suicide ideation were endorsed. The participant
was followed up on and her elevated scores discussed. She agreed to complete a follow-up
PDSS after two weeks, consistent with recommendations, and, at that stage, her scores were in

the normal range.

KNOWN VERSES UNKNOWN - I KNEW THAT WOULD HAPPEN... NOT

A recurring theme throughout the transcripts was unpreparedness. There seemed to
be a large array of parenting related experiences these women did not feel well prepared for.
This included infant related experiences such as the emotional bond between the mother/child
dyads; as well as partner related experiences, for example, the level of support received, or
perhaps more accurately, the level of support perceived. There were also a number of
unexpected experiences related to becoming a mother and having to deal with the world in
terms of their new role. While most often the women reported being able to activate coping
strategies to deal with the unexpected occurrences, on occasion the women stated they

struggled.

Efforts for Preparedness — Information seeking

All the women stated they consulted various sources for information and support about
pregnancy and childbirth. However, of interest to this study was the finding information
seeking seldom extended to questions of parenthood. Instead the women tended to seek
information on pregnancy and birth as well as how to deal with potential infant difficulties; not
sleeping or feeding for example. Popular sources of information were books and friends. It
appears the women did approach their own mothers under the guise of information seeking,
but it tended to take the form of reassurance seeking. The Internet was investigated, and it
would appear it was seen by many of the women as having a vast array of often irrelevant
information which was difficult to assimilate, and whose validity was somewhat difficult to
ascertain. Where information on parenthood was garnered, irrespective of the source, the
women reported the information did not prepare them at all for actually becoming parents. For

example Sasha reported:

"You read a book which suggests this is how it will work; and of course it will work
every time, and so then you go into it going and you go oh why doesn’t it work?”

Similar sentiments around preparedness were expressed by Janet:

"When you first bring them home from hospital and then go what now? Like where
do I put you? What do I do with you?”
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All of the women in this group were either given pregnancy and childbirth books to
read, primarily by midwives or friends, or had them recommended to them. However, when
the women began to read some of the books there was a tone to them they reported they did
not find helpful, and this may explain, in part, why they did not then seek further information
about parenting from the same source. The women reported feeling both judged and dictated
to on occasion. They also argued the books presented a rigid portrayal of the correct
‘procedure’, as if there was an absolute way of doing mothering. They indicted they felt if they
deviated from this norm would experience future problems or failure. Effectively the message

from the books the women encountered seemed to be ‘either follow my instructions or create a

rod for your own back’. Sasha said:

"I read a lot of books when I was particularly sort of weepy and anxious and that
almost set of precedence that I felt I couldn’t I couldn’t achieve so... For example I
read The Baby Whisperer and it had, you know, you should be doing this and you
should be doing that, and your child should be self settling by this age and, blah
blah blah. That just created for me, like a standard that I couldn’t reach and that

caused more anxiety.”
For Collette the experience seems to have been similar where the books she

encountered created expectations and confusion which did nothing for her confidence as a new

mother:

"They confused me more I think, they werent helpful because I read the
contented little baby by Gina Ford which someone had told me to get, which is
about... pre-programming your child for sleep, don’t give that to a mother before...
yeah no they werent, they set up expectations I think slightly on the sleep front

that weren'’t useful; no they weren't really.”
In all, the books were reported to have a general negative impact on the women,
leaving them feeling confused and inadequate. All of the women in this sample stated the

books were not helpful and were misleading, for example:

"Has it been like the book said? —no! no no no no oh no!” (Collette)

The women also hinted at a degree of bullying in the books; a tendency for the authors

to push an agenda which may be contrary to the values and beliefs of the individuals involved:

"I'm very much, can find that sometimes information can be a little bit opinionated.
I get inundated by it cos I think that it can sometimes force you in a direction that

maybe isn‘t the right direction.” (Kathy)

And for Janet:

"That book that my mum brought me, like I found that to be, quite judgemental,
like it was sort of like, you know, this is the right way to do things this is how you
do it if you're not doing this then you know your baby will suffer and therefore
you're @ bad mum. I mean, they didnt spell it out like that, but that was the

implication.”
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In the end, despite all the information garnered from books, from the Internet, and
from friends, the women reported feeling totally unprepared for becoming mothers. Across the
board from physical reactions to infants (such as infant crying triggering the release of breast
milk), to exhaustion, to recovery time to their emotional connections with the babies, the
women stated they were ‘clueless really’ when it came to the experience of being a mother. A
comment from Sasha has been selected as a humorous summary of the feelings independently

conveyed throughout the interview process:

"It’s literally like buying a house, but not looking at the house before you buy it
you know. This massive investment and you just literally kinda, you know move in,
and then find out what’s wrong with the house and wonder how to works--the
locks, and where the light switches are! It'’s really like that; it’s just insane.”

Although the women were united in stating the books they had read were unhelpful,
they differed in what they thought may have been more useful for them to know. Some
women thought practical information was what was missing and wanted more concrete
information about how to interact with their infants. For instance how to encourage motor
development. Conversely there was a trend for some of the women to feel ill-prepared for the
emotional components of parenting. They stated they could work out practical chore based
tasks such as changing nappies fairly quickly, however they reported the sheer intensity and
relentlessness of some of the emotional aspects of parenting left them feeling drained and
overwhelmed at times.

Given the women, by and large, reported books on parenting were unhelpful, I asked
each of them what they would include in a book if they were to write one themselves. Most of
what the women reported they would choose to include could be called non-specific
reassurance. By non-specific reassurance they were referring to giving unconditional positive
regard to parenting decisions, and assuring women of their expertise in their role of parent to
that particular child, consist to some degree with women-centred approaches to research. An

example of this was Janet’s comments below:

"I'd write a book kind of just letting people know it’s actually okay to trust your gut

instinct and your maternal instinct maybe, and, and, to ... to kind of not know, I

mean know that the things that you can kind of gauge your babies or your success

as a parent is on things like, you know, is your baby healthy? Is your baby happy?

And if you can kind of tick a few boxes whatever those boxes maybe, but if you

could tick a few boxes then actually you're doing a good job.”

In all, the women had made a concerted effort to prepare for the arrival of their babies.

They acknowledged having worries around the arrival of the infant and thus the information
seeking could be seen as an adaptive form of anxiety reduction. They attempted to access
information from a variety of sources using the knowledge base they had about where to get

that information. Furthermore, they expressed frustration and disillusionment when the
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information proved to be of limited worth, possibly because, for these women, information

gathering had been a successful strategy previously in other areas of their lives.

Emotions, emotions, emotions...

The women reported being surprised at the strength of what they referred to as the
emotional bond with their infant. They referred to feeling attuned to their infant and having a
level of awareness of their infant which they were not expecting. Overall, it seemed the women
held an intellectual understanding of a mother/infant bond. They expected to love their child,
they expected in fact to love them instantly, but the experience of the bond was far more
intense than they had anticipated.

If the strength of the emotional bond with their infant was somewhat of a surprise for
this group of women, so too was the intense and relentless nature of the emotional burden of
parenting they reported. And while the emotional bond was more positive than expected, the
emotional burden was just that, a burden. The participants were extremely definite in
demarcating these two emotional experiences, clearly articulating a stance indicating they
believed the emotional burden they referred to was different from, and independent of, the
emotional attachment to their infant they experienced. So the women were referring to
experiencing both emotion in the attachment bond, but also an emotional aspect of parenting
independent of their attachment to their child. Pride, frustration, helplessness: the women
described a gamut of emotions which they had experienced since becoming a parent at an
intensity level they found surprising. Supporting this demarcation of the emotional components
is the differing effects the each of the states had on the women. They reported while they
generally experienced the intensity of the emotional attachment with their infant as unexpected
and therefore surprising, this did not create the level of difficulties for them the other emotional
aspects of parenting did. Furthermore, their own reactions to their infants were also

unexpected:

"You don't expect, when a baby cries; your baby cries, how it affects you
physically, you dont expect that, when ... she cries, it goes straight through the
core of me, you don't expect it.” (Kathy)

"I have surprised myself at how much... into him that I am.” (Janet)

"Like I just found it completely overwhelming, that you could love someone so
much in such a short space of time and completely overwhelming that I had this
little thing to look after and how was I going to look after her.” (Sasha)

It was interesting, however, that despite stating the unexpected strength of the bond
was not problematic almost all the women mentioned it. When this idea was explored further
the women tended to describe an initial awareness of their attachment which caused a ‘pause’
while they considered and regrouped. However, they were able to move forward from these

events quite readily. So while the intense emotional bond was unexpected it did not appear to
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create any sense of distress or pressure whereas the other unexpected emotional aspects of
parenting, such as dealing with infant iliness caused high levels of distress. Again, what this
seems to be suggesting is a disparity between expectations and reality is only problematic if
experienced as a loss. Consistent with the model being posited because there was no
subjective experience of loss, in addition they had an unexpected event they experienced as
positive; they were able to readily transition without difficulty.

For one participant, there was a concern maybe the attachment was not quite what it

should be. She questioned whether the intensity of her emotions was enough for her son.

"I didnt know how I was supposed to feel with him, so I questioned, kept
questioning, whether I was feeling enough.” (Helen)

During this time Helen sought reassurance from both friends and her Plunket nurse,
and eventually decided her infant was both healthy and happy and therefore she must be
bonded enough.

Not all the surprises were as positive though, and the women reported a number of
unexpected disparities which they experienced as distressing. For instance, the volatility of
their own emotions following birth was a surprise to three of the women. Although they had
heard of baby blues and postnatal depression most of the women felt this had been
downplayed at antenatal classes and they were poorly prepared for the moods that followed
birth. They were particularly unprepared for emotional volatility beyond the initial baby blues

period of three to ten days.

"I cried a lot the first 12 weeks, and I was a bit of a nutter, I was very anxious, I
no-one told me that that could happen”. (Sasha).

For these three women experiencing the see-sawing emotions past the second
postpartum week was frightening. They stated they had been told baby blues was a relatively
isolated and innocuous experience and they were convinced there was something seriously
wrong when their experience went beyond that. That is, the expected emotional volatility was
unpleasant but manageable but when the volatility went beyond their expectations they started

to become upsetting and worrying.

"You know I was kind of at a loss, it’s like well this is more than the baby blues but
not quite PND (slight laugh) so where do I fit in? and I didnt have anything in
there you know it didn't fit into anything so I couldn't make sense of it in my own
head, and being a very logical person 1, I have to make sense of things, and I
think that could have been part of my problems at the time was that I couldn’t
make sense of it.” (Janet)

"I think if I'd known that, prior to it all coming on I probably wouldn't have freaked
out as much.” (Sasha)

So again, this disparity between expectations and experience was very distressing for

the women involved. A sense of confusion seemed to permeate their discourse around their
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early postpartum emotions. They did not understand them, did not expect them, and they
most certainly did not like them. Compounding all this was a sense of guilt or shame, a deep

sense that they should be very happy at this stage because of the baby.

"It must seem kind of counter-intuitive I guess to the fact that I've just had a baby
and I've been wanting this for so long and I should be happy but now I'm crying
and it doesnt make sense, and so when you can't really make sense of it it
becomes really puzzling and quite confusing.” (Janet)

Resolution was reached when the emotions settled, somewhere in the third month
generally. The women all stated their experiences left them frightened and confused during
those initial postpartum months, and they strongly believed they could have been better
prepared. While baby blues and postpartum depression had been mentioned at the different
antenatal classes the women attended it was not enough for these women to feel their
experiences were within the bounds of normality and, as a result, compounded the distress and

guilt these women experienced.

"The way its presented probably is the problem at antenatal class it’s, you know,
they say well you know you have these baby blues day, you know it will just be a
day blah blah blah, 24 hours you just want to cry all the time. You won't know
why but you wake up the next day and it will be gone and everything will be fine.
And so that's not the same as postnatal depression, so they do this comparison,
kind of like this big pendulum swing from like one day of baby blues to like, you
know, this massive bout of PND and so, and they dont really give you that
actually, it probably exists on a bit of a continuum.” (Janet).

What now? Unexpected realities of infant contact

Aside from the emotional aspect and the general sense of being unprepared as a
parent, the women in this group also reported feeling unprepared for actual contact with
infants. They had limited exposure to babies prior to becoming mothers themselves, and had
little in the way of mothering role models aside from their own mothers. This seemed to create
some uncertainty for these new mothers who were, on occasion flummoxed as to how what to

expect next.

"I've never been around babies much... I don't know when a baby’s meant to talk
or crawl or walk or, I had no idea”. (Helen)

This was a strong sentiment shared by other mothers:

"I had no clue so yeah that was good (laughs) I'd never held a child let alone
thought about really even thought about little bubbies so yeah, I had no idea’.
(Sasha).
The women attributed some of their sense of being unprepared for the realities of
parenting to the professionals involved in their transition to motherhood. From some women

there was an indication they believed the professionals such as midwives and doctors did not do
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all they could to help the women prepare, while some of the group reported a sense of
professionals withholding knowledge.

Suddenly Plunkets’ come back with all these ways that your meant to be helping
babies, all these sorts of thing that until you actually get to the point that you have
problems no —one mentions it. (Helen)

KNOWN VERSES UNKNOWN - I KNEW THAT WOULD HAPPEN... SEE

The women in this group clearly articulated holding a number of expectations prior to
the birth of their child. These included expectations of themselves in the mothering role as well
as expectations of motherhood, including how they would be treated by others in their new
role. In addition the women expressed a number of expectations for their infant, and
expectations of their partners.

Infant Expectations

Participants held a number of expectations about their infants during pregnancy. These
included imaginings regarding physical appearance, and also personality traits. Following birth
most of the women expressed satisfaction with their infants and stated their expectations had
been met if not exceeded.

"You know like you expect like to have a baby that’s just cries all the kind of thing,
and he’s not been like that at all”. (Janet)

However there were occasions when infant expectations were not met.

"I do remember the first few months being like but why doesn’t she just establish
a routine and then fit into it, and why doesnt it fit with mine (laughing), cos I
really seriously thought that’s just what they did”. (Sasha)

For Sasha, the disparity between her expectations and her experiences of her infant
was a cause of some distress until she was able to, in her words, reframe what was happening,
which effectively acted as a new way of coping for her.

Consistent with the theory behind the model, the expectations regarding the infant
were highly optimistic. A strongly held expectation was the vision of the bonny, bouncing,
baby. While the women stated they had a number of worries about infant health during
pregnancy, there doesn’t appear to have been discussion or consideration around how to cope
with physical or development challenges if they arose. As a group the women stated infant
health was highly important, and good health seemed often to be equated with good

mothering, with phrases such as ‘If baby is healthy then you're doing okay’, commonly used.

"The big thing for me is that, you know, my kids stay healthy I've, you know, can’t
imagine if they went through the health system for a childhood illness that a lot of
people have to cope with, the health is a big thing, so I think if they're healthy in
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other ways through the mind and the environment then that will help them
hopefully physically. (Kathy)
However, not all the infants were physically well. One child had severe eczema and the
parents were in the process of exploring what triggered or exacerbated the symptoms. As a
result the mother had a severely restricted diet, in an effort to reduce the risk of aggravating
the eczema through breastfeeding. Cleaning agents, sprays, and fresheners had been
adjusted, while eggs, diary, nuts, tomatoes, and gluten had been removed from the house.
For this mother the violation of her expectation of a healthy infant was compounded by
the reactions of others to her baby. The eczema was highly visible, looked unpleasant and
upsetting for the child, and was a source of conflict between the parents and medical

professionals involved in the infants care. In the words of the mother

"I think it; it certainly has added a level of anxiety and stress around how to look
after her you know”. (Sasha)

In addition another child showed early signs of developmental delays. In this instance
the mother reported this was causing marital tension as she was convinced the father was
avoiding public activities with the child out of embarrassment because he was ‘behind’.
Although she had not discussed her concerns or perceptions with her husband, she stated this
was very distressing for her as she felt she had to process her own feelings around what was
happening, as well as deal with the perceived negative behaviour of the father. In this instance
there is a clear indication that the violation of expectations was distressing, certainly for the
mother, and quite possibly for the father, and as such is consistent with the model being

hypothesized in Chapter Five.

Expectations of self as mother

In addition to holding expectations for the infant, the women acknowledged holding
many expectations about themselves in the mothering role. Consistent with the findings from
Study One, there appeared to be conflict for several of the women in this study, as despite
wanting to have children to mother, they made it clear they initially had little desire to actually
be a mother. In general, the image held of mothers by the group was not something they
found inspirational. Mothers were, in their view, stay at home women who appeared to lead
fairly one-dimensional lives, were completely child focused yet lacked an understanding others

might not be quite so enamoured of their off-spring.

"They give up everything and that they think it’s the be all and end all is to be a
mum but they expect everyone else to think that, that it's the be all and end all,
that they’re a mum and that their kids are something really special, I'm sure their
kids are special but, but I don’t have to think that they're that special.” (Collette)

This misfit between mothering and motherhood arose time and again throughout the

interviews. While the women loved their off-spring and (mostly) enjoyed mothering them, they
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categorically did not like being mothers with the perceived disadvantages and social sanctions
that accompanied the mother title. Belief in the phenomenon of ‘baby’ brain came through

strongly in some of the discourse.

"I had this vision image or something of yeah... that they lose half their brain cells
when they have a baby so they just become stupid and just obsessed with their
kids - everything’s just baby, baby, baby, like they just throw their entire selves
into to having a baby and being a mum and kind of lose themselves a bit, I almost
slightly feel irritated just thinking about the type of woman”. (Janet)

"I guess that was always my concern that if I became a mother I was somehow
giving up on part of me”. (Helen)
The women in this study all had careers prior to getting pregnant and most expressed
concerns about what they perceived as a lack of maternal interest before having their baby.
They worried about their mothering ability during pregnancy and three of the women stated

initially they did not think they would make very good mothers.

"When I first found out I was pregnant I burst into tears and it wasn't tears of joy,
I mean it was tears of shitting myself” (Janet)

"But I think the whole kind of feeling like I didnt have like a maternal bone in my
body, I think I probably been guite surprised by how hmmm, say how well I've
kind of taken to motherhood” (Kathy).

While the unexpected strength of the emotional bond was discussed in the previous
section, there was another component of the bond some of the women referred to, and that
was their experience of feeling pressure to bond. For some of the women, bonding with their
infant was non-problematic and they stated they immediately felt a strong connection with their
child. For other women bonding was slower and this was contrary to their expectations. There
was a belief that bonding would be instantaneous, and when it was not the women reported

feeling distressed, and attempt to conceal their ‘true feelings’ about their infant from others.

Helen "Right at the beginning when I had him I had a bit of trouble, that of not
quite bonding with him like I should have, I just didn't take to him straight away...
so that was quite a surprise to me

Interviewer "You had an expectation that your bonding would instantaneous”?
Helen "Oh yeah”

Interviewer "And was it?”

Helen "No; I mean it was to a certain extent but it was hard to ... I don't really
know how to explain this but it's hard to try and decide whether you love him
enough”.

Despite these concerns the women reported being happy in their mother role and all
were developing confidence as they grew into their new identities. In addition, as the women
evolved into mothers their perception of other mothers changed. From fairly stereotypical
opinions about intelligence and lifestyle the group perception broadened as they developed and

new appreciation for the talent of mothering.
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"I think... I think realising now that I know a lot more mums I realise that actually
they, they're just juggling life, juggling everything and trying to do the best that
they can so my, my kind of attitude and my perception of mums has definitely
more positive.” (Sasha)

"I think becoming a mum you start to realise that you don't give up a part of you,
you just kind of create a new part that adds to all the other parts.” (Janet)

So in the case of Janet and Sasha, both expected significant losses associated with
mothering. They expected to lose a large part of who they were as the baby took over their
lives. Given this did not happen, what does it say about the model? The model asserts
disparity between expectations and experiences will be distressing if the disparity is constructed
in terms of loss. In these instances, although there was clearly a disparity between
expectations and experiences, there was no corresponding loss. If anything there was a gain,
although the women did not describe it in such terms. This then offers support for the model;
the women were able to reframe their experiences, to defuse from their model of mothers and
to experience motherhood as they found it rather than as they expected it to be.

In all the women held representations of a number of future possible selves. There
was the future possible self that they would like to become who was a highly functioning multi-
faceted mother who maintained a good work life balance. Conversely, there was a clear
representation of a feared future self who was overly absorbed in their children with limited

cognitive functioning.

Expectations of partner

The partners of the women interviewed appeared to offer considerable support in the
early postpartum period. Without exception the partners took time off work following the birth,
and efforts were made to participate in the care of the babies. This diligence does not appear
to have lasted for the majority of the women however. While two of the women interviewed
reported their husbands shared the burden of childcare at a level they were happy with, the

others expressed disappointment at the level of support they were receiving.

"I've been the one who's getting up at night and he’s been in bed asleep and
there’s been times were I've thought DUDE! you know, WHAT ARE YOU DOING?
Yeah it has been quite different I think; very different to what I expected I
probably expected that he would do more, and that he would... and he hasnt.”
(Sasha)

Then again, there were instances where the woman reported receiving support from
their husbands that they could identify as the partner attempting to be supportive, but

unfortunately, they did not experience it as supportive.

"But it was annoying...it was not helpful at all, so he thinks he’s being really helpful
like he you know really tries to... he’s got an interesting take on what he thinks is
helping me.” (Janet)
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Often the women could understand their partners were trying to be supportive but they
ended up missing the mark. What appears to have been important is not the level of support
offered, rather the perception of that support as relevant and helpful by the women. Again this
is consistent with the findings in Study One and suggests the meaning behind and
interpretation of helping behaviour is often incompatible.

In addition, the expectation of support the women held before the arrival of the baby
appeared to have a role to play in the women’s experiences of partner support. For one of the
women, there was no expectation of support from her husband; she expected to be left with
the bulk of the caring and the bulk of the domestic tasks and she was. For other women, they
held expectations that their partners would contribute more and experienced distress and

frustration when he did not.

"I've probably been disappointed and annoyed with him at times, so I probably did
expect that he'd do more” Colette

"I think particularly for me in the workload like that’s been quite major, like I feel
I'm working 24/7 and I feel like he works 12 hours”. (Sasha)

Division of labour does not appear to have been something that was discussed in detail
prior to the arrival of the baby. In hindsight the women acknowledged little consideration had
been given to how the couple would actually parent. Preparations focused on both the baby’s
physical needs — setting up of nursery, purchasing of clothes, strollers, car seats etc, and the
event of birth. More philosophical discussions around parenting values and beliefs were
markedly lacking, as were discussions around each partners expectation of the other, or

decisions on parenting styles and roles.

"I think if we'd had an opportunity to, to talk about some of those things, certainly
for us if we'd been able to talk about how the roles would work and who was
gonna do what that would have been... yeah we'd be further down the track now”
(Sasha)

"I still think we probably could have talked some stuff through” (Kathy)

There was some discussion as to why these conversations did not occur. Barriers were
explored as to what preventing partner talk on parenting. Generally speaking the women
reported it not occurring to them as an item of discussion. So it seems the women were
unprepared for disagreements around parenting values and beliefs, it seems, because they held
them so implicitly they were unaware of them.

As a result of this mismatch between expected partner behaviour and experienced
partner behaviour, several of the women reported feeling themselves to be overwhelmed on
occasion with little support. The biggest impact of this for them was a sense of a change in the
power balance within the relationship, whereby the women felt more vulnerable because of the

dependence of the child. For some, there was an awareness of not wanting to rock the boat
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too much because they now had a child to consider, which left them feeling they had lost

negotiating power. This was especial pertinent for the women who weren’t working.

"I think when your vulnerable you tend to become a bit more passive and you kind
of have to check yourself and go why am I becoming passive”? Collette
It is interesting this initial feeling of vulnerability was referred by the group of mothers

with older children as well. However, there seemed to be an indication that the feeling of
vulnerability was very much linked to the vulnerability of the child. That is, while the child was
very young and extremely dependent the women felt more vulnerable. However, as the child
grew and become less dependent, the mothers’ feelings of vulnerability because of the child
eased. Regretfully this connection was not further explored in the first study, as at that stage,
it did not appear that significant. However, when considered with the findings from this study it

does raise some interesting questions.

LOSSES

The losses can be grouped under a number of sub-themes. These include loss of non-
mothering self, a concept which incorporates a loss of occupational identity or status. In
addition there was a loss of autonomous self, including loss of independence and loss of ease of

operation. Finally, the women reported a sense of loss of control.

Loss of non-mothering self

Occupational identity

As previously mentioned the women in this cohort had all been working prior to
becoming mothers. One had returned to work full-time, one part time and one was studying.
The loss of income for the other women was reported as a significant loss. However further
exploration of this idea identified the loss was not so much the money but the tangible

indication of achievement a regular wage represented. Sasha stated

"I'm a person who has gone through life probably rightly or wrongly getting some
of my self-esteem from achievements, and from... you know earning a lot of
money and yeah when you take that away... that'’s quite major” (Sasha)

For Sasha, and other women in the group, their pay check validated both them and
their achievements. It was a tangible acknowledgement of their worth, and their contribution
and thus the removal of this was experienced as a considerable loss. All in all while the women
believed mothering was the most important job they had undertaken the lack of financial

recognition created some distress.

Status

Several of the women had careers as professionals in which they experienced a high

status level. People listened to and heeded their opinions and valued the knowledge they held.
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The women had invested substantial time and energy in their careers and they were proud of
the respect and kudos they received. It was a considerable shock then for the women to
experience firsthand being ‘just a mother’. In their role as ‘just a mother’ their intelligence was
challenged, their emotional stability questioned and their ability to rationally problem solve was
dismissed. This loss of status was, for several of the women, reported as the biggest loss and

the hardest one to develop alternative means of fulfilment for.

Loss of autonomous self

Independence

This was a group of well educated women who had successfully navigated the path to
adulthood, held down full-time jobs, earned good money, and they were proud to have stood
on their own two feet. Most had finances independent to their partners and believed they
contributed equally to costs incurred by the couple. They socialised, worked and operated as
independent and capable women prior to becoming pregnant. Not surprisingly then, one of the
biggest losses for the women was a loss of independence. All the women spoke of missing the
independence they had prior to becoming a mother. This was particularly current for the
mother of the wee twins who had needed significant levels of support in the early postpartum

period.

"Having you know, to rely on other people, I never have had to I've always been
very independent”. (Kathy)

For Kathy and for Sasha who had a sick infant, as well as Janet who required a blood
transfusion in the days following birth, the extra support they required was readily available,
but sometime difficult to ask for. These women had a strong self identity as independent and
capable; an identity which came under threat after giving birth. The increased vulnerability
these women experienced at this time made them feel less independent which they

experienced strongly as a loss.

Ease of operation

Since the birth of their babies, the women'’s lives had taken on a new complexity they
had not counted on. Running errands, completing housework, even visiting friends became an
operation in logistical planning requiring immense amounts of supplies and reinforcements.
Bottles, nappies, changes of clothes, warmers, coolers, wipes, tissues, mats, car seats, strollers,
the women reported feeling bemused by the array of gadgets and gizmos they were expected
to be expertly able to construct, deconstruct, load and unload, usually one-handed while
juggling the aforementioned baby. For this group of women previously easy tasks had taken on
a new complexity and they missed the convenience and ease of being a non-mother. Collette

mused:
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"Just being able to jump into the car go down together and get the fish n chips,
really miss just being able to (laughs) quickly easily with my husband get in the car
and go somewhere, it'’s so stupid”.

Relationship balance

As was mentioned in the previous section, the women in this study reported a growing
awareness of a change in their relationship balance. Silent, unspoken, negotiated roles and
rights had been challenged once the women gave birth. From an equal contribution to meeting
expenditure the women now relied on their partners pay check. They found themselves having
to ask for money to pay bills or to have a coffee with friends, and without exception, they did
not like it. The women stated their partners had not made an issue of the finances, nor had
they had asked them to explain or justify any expenditure they made. By all reports the men
seemed unfazed by being the sole income earner and were extremely willing to share.
However, for the women this ate at their fundamental sense of being an autonomous and

independent person.

"He has gone out of his way to try, at times to try and you know never there’s
never an issue about money don't worry about money or don’t worry about this”
(Sasha)

Despite justifications for expenditure not being asked for the women felt they needed
to provide it. This left them feeling vulnerable and, at least initially, disempowered within the
relationship. This seemed to occur regardless of the actual level of contribution prior to the
arrival of the child. What was relevant is that previously they had made some contribution and

now they were not.

Loss of control

Women spoke about feeling out of control, especially in the initial stages of being at
home with the infant. This loss of control underscored how unprepared the women felt once
they became mothers. Although most of the pregnancies were planned, for some women the
pregnancies were unexpected although not unwanted. However, the unexpected nature of the
pregnancy did tend to highlight a sense of a loss of control which may well have carried on

thorough to the postnatal period:

"He wasn't unwanted even then when I found out, it was the shock of it, it was
Jjust like holy shit.” (Janet)

INFLUENCE OF OTHERS

A final theme which seemed to re-occur throughout the transcripts was the influence of
others and the impact others had on the women's parenting efficacy. For the majority of the
women the influence of professionals involved in their maternity care had a lasting impact. The

women tended to report ambivalent or negative relationships, particularly with medical staff.
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They stated they felt they were not listened to by some staff and, at times, reported feeling de-

individualised by their involvement in the maternity system.

"This woman was quite opinionated... I think that you can have opinions but I
think that you have to read people’s interpretation of how you're coming across to
them, and she didnt, she was very much a talker not a listener, and you'd talk and
she wouldn't hear you.” (Colleen)
The women reported they felt they were treated at times like they ‘should have known
better’. As if there was information they should have had and did not, or aspects of child

rearing they should have known about but again, did not.

"I'm always slightly cynical because people, medical professionals believe in
absolute truths and yet they're deal with humans who are, who are different.”
(Sarah)

And another

"I had a midwife asking me if I resented the child, and I said 'no I resent the
system’. I resent you asking me about it because I'm having a, you know, a
moment where I'm just absolutely saturated by the whole system”. (Kathy)

Again maybe some of this could be linked back to the women'’s earlier concerns about
not feeling prepared. Whatever their intent, it appears the medical fraternity involved in these
women’s care gave a clear message to the women they should have been better prepared. The
strength of the impact of the medical professionals on the women was not expected. One
participant went so far as to state she would put a warning in her mothering book for new

mothers

"I would definitely have in the book something about that, the battle of the
professional verses the mother instinct”. (Sasha)

Family also had a major impact on the women’s transition to motherhood. Most
reported depending heavily upon their own mothers for reassurance and support. For this

group their mothers were seen as safe and supportive, likely to lend an ear but not an opinion.

"I think my mum more than anything and I think [T think the reason I go to my
mum more than anybody else is because my mum because I know my mum won'’t
give me an earful.” (Janet)
However, some of the women reported extended family environments which were not
experienced as supportive. Grandparents in particular fitted in to this group, and, perhaps not
surprisingly, so did mother-in-laws. For instance in discussing her decision to go back to work

with a young infant Helen says of her mother-in-law:

"It just didn't work for her, like in her head like mothers stay home”
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Generational differences featured strongly in discourse around grandparent

involvement, with women feeling they needed to justify some of their parenting decisions.

"I've had to make decisions that go against my family culture at times, certainly
with sleep, and ...that'’s been very hard for me to do, to stand up and go no no no
no we're doing it this way”. (Sasha).

Discussion

This study investigated the transition to motherhood for five Pakeha New Zealand
women. The women were all married, well educated and gave written consent to be part of
the study. The five women all reported a number of shared experiences and common concerns
they encountered as they evolved into their new parenting role. Firstly there were the
emotional experiences including feelings of powerlessness, frustration, and what was variously
described by the women as fear, worry, or anxiety, as well as the nature of the emotion which
was unexpected in its intensity. By and large the women in this study reported feeling
unprepared for many of the emotional aspects of motherhood and they indicated they believed
it would have been helpful to have had more information about this prior to giving birth.

The five women in this cohort had, in fact, actively sought information about
pregnancy, childbirth, and infant care from a variety of sources during their pregnancy. Given
so much of psychological theory is built on the assumption individuals seek information, and a
basic tenet of psycho-education is that providing individuals with information is important, their
active information seeking this would seem a helpful and adaptive behaviour. Given this, the
guestion remains why was the information then not helpful?

There are several possible answers to this question. It is possible the information was
not helpful because the women did not seek helpful information with potentially negative
content. There is ample psychological literature on the tendency of individuals to avoid
information that has the potential to be distressing, or likely to cause dissonance. Maslow once
said “we can seek knowledge in order to reduce anxiety and we can also avoid knowing in order
to reduce anxiety” (1963, p. 114). So from that perspective it is possible the reason the women
did not experience the information they received as helpful is because they censored the type
of information they learned. Maybe there is some truth to the saying ignorance is bliss. But
given the women had a good insight into disrupted sleep and expected childhood illness, not to
mention the detailed particulars of a natural birth, it seems somewhat unreasonable to argue
they avoided information that was potentially uncomfortable.

A second possible explanation is that the information was not helpful because it did not
accurately represent the situations the women then found themselves in. This is consistent

with the theory behind the proposed model which argues women are exposed to an overly
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positive and realistic portrayal of motherhood prior to having children. Thus, it is possible the
information the women were able to access was not helpful because it was not relevant.

Throughout the interview process the women highlighted a number of strong and
concrete expectations and beliefs they held prior to giving birth. This is consistent with
research cited in the earlier chapter on expectations (Belsky, 1985; Delmore-Ko et al., 2000;
Kach & McGhee, 1982; Pearce & Ayers, 2005), and gives support to the model of postnatal
distress under investigation. Given the model argues that a disparity between expectations and
reality can be problematic, had the women not indicated holding prenatal expectations further
analysis would have been redundant. As it was the finding that the women did indeed have
strong expectations was predictable.

While some of these expectations were upheld a number of them were not.
Expectations about the infants were met or exceeded according to the women. Generally the
women were delighted with their young babies and expressed wonderment at the impact the
infants had had on their lives. Without exception the women stated they would never be
without their child and the positive aspects of being with their child and sharing in their child’s
development far outweighed any negative aspects of having their child as part of their lives.
The women'’s contentment with their infant is consistent with other research which found
women tended to report satisfaction with their infant; whereby their experiences were
significantly higher than their expectations (Harwood, 2004; Harwood et al., 2007; Pearce &
Ayers, 2005).

Consistent with research on possible selves, during pregnancy the women could
envision both a feared self (overly child-focused, low cognitive functioning, narrow interest) and
a desired self (balanced, interesting, and engaged). Interestingly, while women were
reportedly content with their mothering selves, their current selves tended to be a blend of both
feared and desired self. Meaning of course, what was feared during pregnancy became desired
following childbirth. So, while there was a disparity between their prenatal expectations of self
and their postnatal experiences of self there was no subjective experience of loss. The women
in this cohort were happy with their current selves. So, as predicted by the model of distress,
because there was no experience of loss, the women did not experience the disparity as
distressing.

Many of the expectations which remained unfulfilled related to the fathers of the babies
and the division of labour around childrearing and household tasks. The women were, in
general, disappointed at the level of support they received from their partners in these areas.
While most of the men made a promising beginning, these gains were not maintained, and for
the women in this study, there was a clear and unexpected discrepancy in workload. What was
important was not the uneven workload, but that it was perceived to be inequitable. The
women expected to do more given they spent more time with the infant. However, on an
hours of work basis the women felt short-changed. For instance they commented they worked

all day too and yet night time parenting was seldom shared. This lack of perceived support
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from the partners has important ramifications for the transition to parenthood given other
research which suggests perceived support is significantly related to a positive transition.

It is interesting not all unmet expectations caused distress or disappointment, as this is
consistent with the model of postnatal distress being posited in this thesis. The model argues
disappointed expectations result in distress if they are experienced as a loss. In this instance
though there may well be a difference between those aspects which are unexpected and
present and those which are expected but absent. For instance, the women had neither
expectation around the intensity of emotional attachment, nor about the physical responses to
the emotional needs of their off-spring. These events were unexpected but unremarkable in
their emotional impact. Events such as not bonding immediately with the baby however caused
considerable distress. Put another way, the women expected an instant bond which was
absent and did not expect intense physical responses to the infant which were present. Thus
the emotional intensity couldn’t be experienced as a loss because it wasn't anticipated, whereas
the bonding was. In all, the women appeared to feel ill-prepared to deal with the challenges of
mothering when such challenges arose. Their lack of prior experience and exposure to infants
compounded the sense of being unprepared as did the intensity of their emotion response and
attachment with their new off-spring.

The women stated if they were to write a book for new mothers they would include
reassurances of the new mother’s *fitness’ to mother. Every participant made some reference
to writing a book which was non-judgemental and affirming, something which validated
individual women’s expertise in parenting their own child. However, this trend to offer non-
specific reassurance was interesting in as much as it was not what the women reported they
would have liked from the books themselves. As previously mention many stated more
information on the emotional experiences of motherhood would have been beneficial, while
others reported practical skill-based knowledge was what they were after.

The lack of practical skills could be linked back to earlier discussions of the evolution (or
de-evolution, depending on your perspective) of the mothering role. None of these women had
experience in dealing with infants prior to becoming mothers. For two of them their own infant
was in fact the first baby they had held. Small wonder then, that they felt grossly
underprepared on some occasions. It seems that the thing that would have been most helpful
for the women is something the books can't provide — experience. In all this provided
important information on women the women experienced as ‘missing’ from their own
experience of mothering. While they were open to the idea nobody could be fully prepared for
the transition to parenthood they nevertheless wanted to provide reassurance of women’s
attempts to cope with unpreparedness.

The physical health and well-being of the infants played an integral role in the women’s
conceptualisations of self as a good mother. Infants who were not well or, perhaps more
accurately, infants who were perceived to be physically impaired in some way be it through

health or developmental delays, resulted in the mothers experiencing considerable discomfort in
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the daily interactions with others. This discomfort manifested in a number of different ways.
The women felt vulnerable and unable to negotiate or make demands on behalf of their child.
The ‘just a mother’ syndrome was apparent in a number of interactions these women had,
particular those with medical professionals. An interesting theme with the women was the
resentment they experienced towards those who treated them as ‘just a mother’. They were
quite shocked at, and unprepared for, the lack of credibility they had in day to day interactions
with others which left them feeling disempowered and belittled on a number of occasions.
According to the women, disagreement with an expert was reconstructed by the expert as a
sign of being overly emotional and irrational. After all what sensible, balanced mother would
disagree with them?

Midwives fulfil a crucial role in New Zealand’s maternity system, and they provided
many women with much valued continuity of care which was not always available under
previous models of care. Given the pivotal role of midwives this finding has a humber of
ramifications which could be used to assist them further meet the needs of their clients.
Importantly while doctors, midwives, or clinicians may interact with many mothers, mothers
themselves only interact with one doctor, one midwife, or one clinician, and it is recognition of
mothers as individuals, as unique and autonomous beings, which the women in this cohort
group reported was missing.

It was interesting to note that while the women wanted to become mothers and have
children, they were not eager to be mothers. Mothers per se were not valued by this group,
nor seen as valuable contributors to society. The participants were generally scathing of
mothers, tending to characterise them as being of limited intelligence, as being overly involved
in the lives of their children to the exclusion of their own needs, and incapable of putting
boundaries around their roles as mothers to focus on other aspects of their environment. When
this is considered, it is interesting how unprepared the women were when they encountered the
same viewpoint from others once they themselves became a mothers. Again, the ‘just a
mother’ syndrome was a huge surprise to the women who encountered it.

Sasha’s comment about not wanting to be treated as a mother made it clear that that
was because to be treated like a mother was to receive less than to be treated as a non-
mother. Effectively, what she was saying was she believed she was not able to access the help
she wanted for her daughter while she was viewed by the medical fraternity as ‘the mother’.
Kathy related a similar experience. Her outburst at staff which she believes resulted from
exhaustion from carrying twins, having surgery and then having five weeks of interrupted sleep
as her and the twins were woken and moved around to meet the needs of the hospital and
staff was not understood as something quite normal. Instead the staff asked if she resented
her children, questioned her bond with the twins and then, Kathy believes, dismissed her
challenges of them and the systems they were operating under as her being an overemotional

mother.
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George Herbert Mead coined the phrase ‘generalised other’ to describe a process
whereby widespread cultural norms and values are used as references in evaluating our own
behaviour. The idea suggests we invest energy in behaving as we believe others do. Perhaps
the argument can be made that these women held the concept of a generalised mother, one
who was socially isolated, child-driven, and poorly educated. But, interestingly, also one who
was the model of patience, who could settle their child, embrace interrupted sleep and
meaningless monotony, and was selflessly dedicated to all things child. If this is the case, and
the women do indeed hold an expectation of a ‘generalised mother’ which they do not value,
this would provide some support of the loss component of the research model. For although
there was clearly a disparity between expectations and experiences, the disparity was not
experienced as a loss and thus was not distressing to the women involved.

In all this study provides support for the model. There were a number of unmet
expectations which did not appear to cause concern for the women. Those expectations could
be characterised as low investment and low impact. The women neither held the expectations
strongly nor were particularly impacted when the expectations did not come to fruition.
However, when the disparity was experienced as a loss, such as a loss in status and the loss of
independence following losing personal income, the women reported experiencing distress.

There are a number of limitations associated with this study. Most obvious was the
small and homogenous sample. All the women could be described as upper middle class; all
had some level of post secondary training and all identified as Pakeha (New Zealanders of
European descent). Although there is other research available on postnatal distress in a New
Zealand population (Goss, 1998), further investigation of the experiences of other populations
would add to our understanding of the difficulties encountered for women in the transition to
motherhood.

None of the women in this study showed high distress of postnatal distress or
depression, thus the link between distress and loss could not be fully investigated. However,
there was anecdotal support in that the women reported disparities they personally experienced
as a loss to be more distressing than those disparities which did not have a subjective loss
component. Further study needs to be undertaken with women who have experienced or are
experiencing postnatal distress as measured by an objective tool such as the PDSS or the DASS.

This would allow a more direct investigation of the link between distress and loss.

CONCLUSIONS

This study aimed to investigate components of the model of postnatal distress being
proposed in this thesis. Specifically, it aimed to determine whether women do report subjective
experiences of loss following the transition to motherhood. There was support for the model
found with the women in this study confirming experiences of a loss of the non-mothering self,

including a loss of occupational identity as well as a loss of independence, control, relationship
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balance and status. In addition the study confirmed women do indeed hold a number of
expectations prior to giving birth, including expectations of themselves, expectations of their

partners and expectations of their infants.
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Chapter Seven: Study Three - Evaluating the Myths

Introduction

One of the core components of my developing model of postnatal distress is the
argument that there is a disparity between expectations held by women who do not have
children and their subsequent experiences after having had children. In a previous chapter
(Chapter Four) I confirmed that, at least for the women interviewed, there was indeed a
disparity, and furthermore that this disparity could be experienced as a loss. So the question
becomes why then does this disparity exist? In other words, why are expectations unmet? Is it
perhaps because mothers hold unrealistic expectations? Or maybe because there are
unrealistic expectations placed on them? The answer is possibly components of both.

In earlier chapters, the environment in which women mother was discussed. Without
repeating much of that discussion here, it suffices to say the position of this research is to
argue the current environment in which women mother can, at times, seem unreceptive and
unsupportive, with women experiencing a number of losses and adverse outcomes when they
choose to mother. For instance, while the mothers interviewed in the previous study
acknowledged at times experiencing an unexpected joy in mothering, there was a clear sense
of conflict with partners, professionals, and others while in a mother role.

But additionally this research maintains the disparity is caused, in part, by expectations
held by the women regarding motherhood which are unrealistic. There is support in the
literature for such a stance (Harwood, 2004; Harwood et al., 2007; Kalmuss et al., 1992),
although little which offers insights as to what factors might lead to the development of
unrealistic expectations in new mothers.

Some researchers point to the number of myths perpetuated regarding motherhood,
and argue women are socialised into these myths to such a degree they are unable to form
appropriately balanced views of motherhood (Hall, 1998; Nicholson, 1999; Oakley, 1980, 1986;
Phoenix, Woollett, & Lloyd, 1991). Certainly some of the information garnered off the Internet
and highlighted in Chapter Three was almost saccharin sweet, with the pendulum pointing way
over to the overly positive side. Could this mean women simply do not have information with
which to challenge existing motherhood schemata? If this is the case, is this then compounded
by the increased isolation and changes to supports for mothers that result in limited
opportunities for women who are not mothers to observe or gather conflicting information with
which to modify their motherhood image? For three of the five women in Study Two, such was
their isolation from infants and mothers that their own baby was the first baby they had
touched. Women with children, to a degree, are somewhat invisible to women without.

Could that mean, then, that unrealistic expectations are related to life experience and
therefore age? Certainly age has been investigated many times as a possible contributor to

postnatal depression and postnatal anxiety, as have other demographic variables linked to life
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experience such as marital status and educational attainment (Austin & Priest, 2005; Beck &
Indman, 2005; Bernstein et al., 2008; Edwards, Galletly, Semmler-Booth, & Dekker, 2008; Lee
et al., 2007; Miller et al., 2006; Robertson et al., 2004). However results have been
inconclusive with findings reported in both directions. Despite this, the impact of these
demographic variables on prenatal expectations has not been examined and one can only
speculate on the relationship at this stage.

It has been said that only a powerful myth could encompass as many conflicting ideals
as the myth of motherhood does (Hare-Mustin & Broderick, 1979). These myths portray
motherhood as idyllic and effortless — completely unproblematic. They suggest mother/infant
bonding is instantaneous, and physical recovery from the rigours of childbirth happens naturally
and rapidly. Mothers don't raise their voices, have unlimited time and patience, don't get sick,
and do not require respite. They unwaveringly relish their mothering role and never resent,
regret, or rue having children.

However, even if women have no exposure to infants and limited exposure to mothers,
all women have been mothered to some degree. How, then does that impact on her
expectations of mothering? Do, for instance, women who subscribe to mythical images of
motherhood report having highly positive mothering experiences? In other words, is a
tendency to romanticise motherhood related to the perception of having an /dea/ mother? And
conversely, could this then be used as a predictor variable? Thus, women who report highly
positive mothering experiences have a higher likelihood of endorsing overly positive myth
statements, which of course is of interest if myth endorsement and postnatal distress are
linked, as my model of postnatal distress proposes.

So considered holistically, what does the research mean and how does that fit with the
model? In a nutshell it means women hold unrealistic expectations of mothering and
motherhood because society portrays mothering and motherhood in an unrealistic way,
exposing young women of child-bearing age who do not have children to a variety of mothering
myths which leave them ill-prepared when they actually make the transition to parenthood. It
means younger women have limited opportunity to garner information with which to challenge
their mother prototype and develop it into a more refined version.

So what of the impact of life experience variables such as age and education, and also
the experience of being mothered? How do these variables impact on myth belief and realistic
images of mothering? And importantly what defines a mothering myth? Or, for that matter, a
realistic image of mothering? Finally, if societal portrayals of mothers are responsible for
creating mythical mothering images, what is the relevance to New Zealand women given the

research highlighting mothering myths comes predominately from America and England?
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The Oxford Dictionary Online (Oxford University Press, 2011) defines a myth as a
widely held but false belief or idea:
e A fictitious or imaginary person or thing
e An idealized conception of a person or thing
It is, of course, the idealized concept of a person or thing that is what is of interest in
this context. Drawing on that I developed an operational definition of a mothering myth for this
research which is:
A widely held belief or assumption about motherhood within a culture, which lacks clear
empirical evidence and in which holding such a belief impacts on behaviour, cognitions, or
emotions.

RESEARCH QUESTIONS

In order to address the questions posed above, that is, to determine whether, there is
support for the claim New Zealand young women of child-bearing age who do not have children
subscribe to myths of motherhood, a study was developed. The aim of this study was firstly to
determine whether women who were not mothers agreed with these mothering myths, and
secondly, to ascertain their level of belief in them. Furthermore, given the developing status of
research on mothering myths some initial exploratory research questions around the impact of
parenting and life experience were developed. Specifically, the research questions this study
aimed to address included:

e Do young women of child-bearing age who do not have children hold
unrealistic expectations of mothering and motherhood?

e How do women think others perceive mothers?

e Do women with mothering experience of a non-biological child endorse items
differently than women without such experience?

e Does the perception of one’s own experience of being mothered impact on the
nature of one’s expectations of mothers?

e Is there a link between life experience as measured by marital status, age, and
level of education, and overly positive expectations and beliefs as measured by
the Mothering Myths Questionnaire?

From these questions a number of hypotheses were formed, namely:

e That young women of child-bearing age who do not have children will endorse
myth statements.

e That participants will rate themselves as more realistic as others.

e That women who have acted in the parenting capacity with a non-biological
child will have lower myth ratings than women who have not.

e That women who rate highly their experience of being parented will endorse

mythical statements of motherhood more strongly.
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As the links between other life experience and myth endorsements were exploratory no

specific hypotheses were formed with regards to these variables.

Method

A survey questionnaire was developed which inquired into the thoughts of young
women of childbearing age who did not have children regarding mothers and mothering. The
survey was distributed to eligible participants after receiving low risk ethics approval from the

Massey University Ethics Committee (Appendix F: 1).

PARTICIPANTS

Participants were recruited in a number of different ways. A particular focus was given
to areas which offered a high concentration of young women. Brief presentations were made
to university classes on different campuses with a high proportion of female students (nursing,
social sciences, and education), outlining the research and inviting women to collect a
questionnaire at the end of class if they chose. In addition I did personal approaches to groups
of young women in local malls and sporting events. Local sporting clubs with a high
concentration of female competitors (netball, equestrian) were approached and asked if
questionnaires could be distributed through their membership.

Women were asked to complete the questionnaire if they were between the ages of 18-
36 years old, did not have a child, and were capable of giving informed consent. All
participants were offered reply paid envelopes but most choose to complete the questionnaire
at the time. Participants in the sample covered the full range of eligible ages with the mean age
being 22 years. Most were single (n = 102, 58%) and 15 (9%) were married. For the women
who stated they were in some form of relationship (41%), the average length of relationship
was 1.6 years (5D = 2.72), ranging from four months to 16 years.

The participants were asked to complete the survey questionnaire, and all participants
who chose to do so went into a draw to receive one of five iTune vouchers to the value of
NZ$20.00.

MEASURES

Demographic Questionnaire - The participants were asked complete a number of
questions relating to demographic information and life experience, including relationship status,
length in current relationship, age and parenting experience. In addition participants were
asked whether they thought they might have children and, if so, an approximate timeframe

when that might occur.
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Mothering Myths Questionnaire (MMQ) (Appendix G)

The Mothering Myths Questionnaire was specifically developed to address the research
questions posed in this study. The MMQ contained 20 items gathered from variety of sources
including existing research and research conducted as part of this thesis. The items consisted
of statements relating to an expectation of what an individuals’ situation would be like if they
were to become pregnant or have a child.

Initial questionnaire items were generate by searching through literature on the myths
of motherhood using the keywords mothering, motherhood, myth, mythical. Both academic
databases such as PsychInfo, PsycARTICLES, Psychological and Behavioural Sciences Collection,
and Web of Knowledge, as well as public assess Google were searched. In addition a number
of possible items for the myth scale were generated by examining discourse in women'’s
magazines, blogs aimed at mothers and mothering, as well as other media including television
and newspaper. Finally statements which reoccurred in both the expert panel focus group in
Study One and the interviews with new mothers in Study Two were included. For instance, the
item when you are pregnant even complete strangers smile at you and ask you questions was
included based in the fact it was a recurring statement in both studies.

Once an initial item list was generated, the list was given to a reference group of
women who were mothers and who were experienced in professional work with women and
women’s issues, in order to conduct a face validity analysis of the items. The expert reference
group was then asked to rate whether they believed each statement represented a realistic or
mythical portrayal of motherhood. Items which the expert group rated as mythical were then
collected and examined for an evidence base. Inter-rater reliability for each item was
calculated. Those items which had an inter-rater reliability score over 90% for myth content
and which lacked an evidence base in research literature (i.e., having a baby cements a
relationship), were selected for the myth scale. Items which mothers had originally rated as
realistic were then reviewed and included in the realistic scale if they were endorsed by the
majority of mothers as realistic (i.e., when you are pregnant even complete strangers smile as
you and ask you questions), and if there was support for the statement in research (i.e.,
towards the end of one’s pregnancy, back pain, difficulty sleeping and feeling tired are perfectly
normal but unpleasant experiences). At the end of this process the questionnaire contained 20
items, 11 myth and 9 realistic. The items were designated a number from 1 to 20 and a
random number generator was utilised to order their presentation on the questionnaire. In the
final phase of test construction, the questionnaire was piloted to a group of women fitting the

profile of the target audience in order to check face validity and understanding of the items.

Scoring

Each item is scored from 0 — 5 with 0 indicating strong disagreement and 5 the highest

endorsement of myth statements. A score of 2 equates to somewhat disagree while a score of
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3 equates to somewhat agree meaning a neutral position is not possible. Thus individuals who
scored 27.5 or higher for the myth items (an average of > 2.5 per item), were deemed to
endorse myth statements of motherhood. Items included in the questionnaire which were
rated as realistic by mothers in the pilot (i.e. when you are pregnant even complete strangers
smile at you and ask you questions) were reverse scored so that disagreeing with a realistic
item scored the same as agreeing with a myth one as both indicated an unrealistic expectation.
The item scores were totalled with a higher score representing greater endorsement of

mothering myths.

LEAP — Lum Emotional Availability of Parents

One of the research questions posed was Does the perception of one’s own experience
of being mothered impact on the nature of one’s expectations of mothers? To investigate
whether there was, in fact, a link between expectations of motherhood and the experience of
being mothered, the LEAP — Lum Emotional Availability of Parents (Lum & Phares, 2005) was
included in the survey. The LEAP is a measure of the perception of parental engagement which
has been validated for use in a child and adolescent population and is available in the public
domain. For the purpose to this study the form was altered from asking questions about both
parents to a focus on mothers (instead of the statement he/she supported me the statement
became my mother supported me). Items are scored on a six-point Likert scale from 1 = never
to 6 = always, with possible scores ranging from 15 to 90 (Lum & Phares, 2005). The item is

available in the public domain and is free to download off the Internet.

PROCEDURE

Once women had agreed to complete the survey following a brief verbal explanation by
me, they were then given a full information sheet to read (Appendix F: 2). This gave
information on voluntary participation, the right to withdraw, and confirmation of the ethical
approval. If the participants were happy to continue after reading the information sheet they
indicated their consent by proceeding to complete the questionnaire.

After completing the questionnaire the participants were directed to go back and re-
rate the initial 20 belief statements according to how they thought the ‘average’ person would
respond. Thus, there were two myth ratings generated by the survey: ratings of self-beliefs
and ratings of expectations of others. Finally, participants who wished to be included in the
iTune voucher draw were asked to put their email address at the end of the questionnaire so
they could be contacted once the draw was completed. For the purposes of the draw,
completed questionnaires were assigned a number based on the order in which they were
received by the primary researcher. The spread of questionnaire numbers was then entered

into a random number generator freely available to the public on the internet.
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Results

A total of 280 surveys were handed out and 202 were collected back, a return rate of
72%. Of the returned questionnaires, 27 were subsequently dropped from analysis as they had
not been filled out correctly and were missing the second myth ratings, the ratings of others
and hence were deemed to have too much missing data. This resulted in 175 completed, fully

usable questionnaires in the final data set.

DEMOGRAPHIC INFORMATION

The demographic information for the sample is shown in Table 7.1. The majority of the
participants had completed 13 years of education (54%) whilst 26 (14.9%) indicated a degree
was their highest level of education and 21 participants (12%) had a postgraduate qualification.
Participants indicating their highest level of education was the National Certificate of
Educational Achievement (NCEA) Level Two or below was small (7 = 5; 2.9%).

Nine participants (5%) indicated they did not intend having children. For those who
indicated they planned on having children at some stage in their lives, nearly two thirds of the

sample (65%, n = 114) thought children were at least 5 years away.

MOTHERING MYTHS QUESTIONNAIRE.

The mean, standard deviation and number of responses for each MMQ item are
presented in Table 7.2, while full information on each item including level of endorsement is

included in Appendix I.

Myth Items — Self Ratings

A key question for this study was Do women of child-bearing age who do not have
children endorse myth statements of motherhood? 1n all, seven of the eleven myth items were
endorsed in the self ratings. The item with the highest endorsement was the item relating to
holding the newborn (mean myth score = 4.17) (Table 7.2). This was closely followed by the
belief giving birth in a hospital is safer (M = 3.6, SD = 1.02). Table 7.3 shows the item that
was most often endorsed at a strongly agree level was Holding your newborn baby for the first

time is a precious moment for women (n = 87, 50%). This followed by 38 (22%) of women.
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who strongly agreed Giving birth in a hospital is safer. Thirty five (20%) women indicated
they strongly agreed with the item Mothers have an instant bond with their baby while a
further 58 (33%) agreed. One hundred and nine participants (62%) agreed a mothers
instinct came with the birth of the baby while 82% believed the mother infant bond was
instantaneous (7 = 145).

However, not all the myth items were endorsed. Table 7.4 shows two thirds (n =
117) of the women in this sample disagreed having a baby cements a relationship, while just
under 90% (n = 157), disagreed with the item a women’s life can only be fulfilled if she has
a baby. In addition, 119 participants (68%) did not agree with the myth statement Aaving a
baby changes a girl into a woman. 1In all, as expected, the myth items scored higher on the
myth scale than the realistic items.

The scores of all the items combined indicated young women of child-bearing age
who do not have children did endorse the myth statements as shown in Figure 7.1. Overall,
less than 20% of the raters did not endorse the myth items, while nearly half (47.4%)

somewhat endorsed the items.

level of myth belief

B myths not endorsed

[ myths somewhat endorsed
O myths endorsed

B myths strongly endorsed

Figure 7.1. Overall Endorsements of Myth Items

Realistic Items — Self Ratings

Of the realistic items the item rated most realistic was Being a mother is a major
commitment like no other; M = 0.49, SD = 0.77 (Table 7.2). Investigating the level of
agreement, Table 7.5 shows just over 62% (n = 109) of the sample strongly agreed with
this item and a further 31% (7 = 54) agreed. In all only 2% (n = 4) of participants
disagreed with this item. All realistic items were endorsed with agreement ranging from
59.4% giving birth is one of the most natural things in the world and we should stop

medicalising itto 98.9% during pregnancy it is common to feel a little emotionally sensitive.
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Table 7.5. Level of Endorsement of Realistic Items — Ratings of Self.

Deep down, pregnant women have real fears that the baby will not
be normal
It is entirely natural for a mother to sometimes regret having a baby

Being a motheris a major commitment like no other

When you are pregnant even complete strangers smile at you and
ask you questions
During pregnancy it is common to feel a little emotionally sensitive

One of the best feelings with a newborn is knowing your baby is
peaceful and happy

Giving birth is one of the most natural things in the world and we
should stop medicalising it

Newbo rn babies require around the clock care, making it hard on
some women

Towards the end of ones pregnancy, back pain, difficulty sleeping
and feeling tired are perfectly normal but unpleasant experiences

Strongly Somewhat Somewhat Strongly
Disagree Disagree Disagree Agree Agree Agree
n % n % n % n % n % n %
1 1 5 3 15 9 57 33 71 41 26 15
2 1 17 10 37 21 64 37 49 28 6 3
1 1 1 1 2 1 8 5 54 31 109 62
2 1 4 2 6 3 73 42 75 42 14 8
0 (6] 0] 0 2 1 20 11 99 57 54 31
1 1 1 1 1 1 25 14 90 51 57 33
9 5 21 12 41 23 45 26 49 28 10 6
2 1 2 1 2 29 17 86 49 52 30
2 1 2 1 4 2 29 17 86 49 52 30

Interpretation of Self Ratings

There were several ways to interpret the MMQ. A full scale cut-off score of 250

indicating an average item endorsement of over 2.5 was considered. However, this would

have been confounded by those who did not endorse realistic statements as these were

reverse-scored, and thus failure to endorse these items would have create artificially high

scores. To address this, a separate scale score, the myth-band score was calculated using
only the 11 myth items. The range of possible scores on this scale was 0 — 55 with scores
greater than 22 (11 items endorsed above 2) indicating a tendency to endorse myths.

A myth score--the total for the 11 myth items--was calculated for each participant,

which was then used to assigned then into one of four groups: (a) myths not endorsed

(score less than 22); (b) myths somewhat endorsed (score 23-32); (c) myths endorsed

(score 33-43); and (d) myths strongly endorsed (scores over 43). Approximately one fifth of

the sample did not endorse myth items (7 = 35, 19%) as indicated by the ratings of self in
Table 7.6. Almost half (47%) somewhat agreed with the myth statements while 53 (31%)

agreed with the statements.

Table 7.6. Overall Endorsement of Myth Items on the MMQ — Self and Others

Ratings of self Ratings of others

n % n %

Valid 1 myths not endorsed 35 19 3 2

2 myths somewhat 82 47 28 16

3 myths endorsed 53 31 108 62

4 myths strongly endorsed 2 1 33 19

Total 173 99 172 98

Missing 99 2 1 3 2
Total 175 100 175 100
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Another way to confirm endorsement of the myths was to look at data bands. The
original data set was reanalysed and myth bands were created by averaging the 11 myth
items and coding into one of ten bands. Participants in the first five bands did not endorse
myth statements while participants in the last five bands did. Table 7.6 shows 68 (39%) of
the sample did not endorse the myth statements while 2 (1%) strongly agreed. The rest of
the sample (n = 103) endorsed the myth statements with some level of agreement (either

agree or somewhat agree).

Myth Items — Ratings for Others

Participants rated ‘others’ as more likely to agree with the myth statements
compared with their self-ratings. For the ratings of others the mean myth score was 37.8
(SD = 6.6). Only 3 (1.7%) of the sample rated others as not endorsing the myth items
while 33 (18.9%) scored others as strongly endorsing myth items (Table 7.6).

Table 7.7 shows participants rated 5% of others as not likely to endorse myth
statements. A higher proportion were believed to be more likely to strongly endorse myth
items (myth range between 4.00 — 5.00). Participants rated 32 (18%) of others as giving
endorsements at the strongly agreed level as opposed to just 2 (1%) of self ratings). This
difference between ratings of self and ratings of others was significant (£ = -12.076, 2-tailed
p < 0.001 df= 170, x = -1.427 (1.55) 95% confidence interval -1.660 - -1.194).

Table 7.7. Endorsement of Myth Items for Self and Others arranged into Rating Bands

Ratings of self Ratings of others
Cumulative Cumulative
Range Frequency %  Valid % % Frequency %  Valid % %
Valid 1 0.0- 0.49 0 0 0 0 0 0 0.00 0
2 0.50 - 0.99 0 0 0 0 0 0.00 0
3 1.00 - 1.49 4 2 2.3 2 1 1 0.58 1
4 1.50 - 1.99 22 13 12.7 15 0 0 0.60 1
5 2.00 - 2.49 42 24 24.3 39 7 4 4.07 5
6 2.50 - 2.99 46 26 26.6 66 24 14 13.95 19
7 3.00 - 3.49 42 24 24.3 90 71 41 41.28 60
8 3.50 - 3.99 15 9 8.7 99 37 21 21.51 81
9 4.00 - 4.49 2 1 1.2 100 26 15 15.12 97
10 4.50-5.00 0 0 .0 100 6 3 3.49 100
Total 173 99 100.0 100 172 98 100.0
Missing 99 2 1 3 2
Total 175 100 175 100

Participants indicated they believed ‘others’ were most likely to strongly agree with
the item Holding your newborn baby for the first time is a precious moment for women
(Table 7.8). It was believed two other items Giving birth in a hospital is safer and Mothers
have an instant bond with their baby would attract high levels of strongly agree

endorsement. Participants indicated 50 (29%) of others would endorse these items at a
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strongly agree level while a further 51% and 42% respectively would agree. Only one of

the myth items A woman’s life can only be fulfilled if she has a baby was not endorsed by

the participants in the ratings of others, having marginally higher level of disagreement than

agreement (50.4% vs 49.1%) (Table 7.9).

Table 7.8. Endorsement of Myth items — 'Other’ Ratings

Strongly Somewhat Somewhat Strongly
Disagree Disagree Disagree Agree Agree Agree
n % n % n % n % n % n %
Mothers have an instant bond with their baby 1 1 1 1 4 2 45 26 73 42 50 29
Giving birth in a hospital is safer 1 1 1 1 4 2 29 17 89 51 50 29
Pregnant women have a glow about them 1 1 5 3 8 5 49 28 76 43 35 20
Having a baby cements a relationship 12 7 15 9 23 13 57 33 57 33 10 6
Not bonding quickly can have long term consequences 1 1 6 3 18 10 59 34 70 40 20 11
A woman's life can only be fulfilled if she has a baby 19 11 40 23 29 17 51 29 24 14 11 6
Holding your newborn baby for the first time is a precious moment
forwomen 7 4 2 1 3 2 12 7 48 27 102 58
Feeling your baby kick for the first time during pregnancy is a good
feeling because it means your baby is growing bigger and stronger 4 2 1 1 3 2 33 19 85 49 46 26
A mothers instinct comes with the birth of your baby 1 1 4 2 11 6 52 30 63 36 41 24
Having a baby changes a girl into a woman 14 8 16 9 19 11 68 39 42 24 13 7
A good woman will feel nothing but joy during pregnancy, thinking of
the new life she will bring into the world 13 7 29 17 44 25 42 24 33 19 1 6
Table 7.9. Level of Agreement and Disagreement for MMQ Myth Items — Ratings of Others
Agree Disagree
] n % n %
Mothers have an instant bond with their baby 168 96.0 6 3.5
Giving birth in a hospital is safer 168 96.1 6 3.5
Pregnant women have a glow about them 160 91.4 14 8.1
Having a baby cements a relationship 124 70.9 50 28.6
Not bonding quickly can have long term consequences 149 85.1 25 14.3
A woman's life can only be fulfilled if she has a baby 86 49.1 88 50.4
Holding your newborn baby for the first time is a precious moment for 162 92.6 12 6.8
Feeling your baby kick for the first time during pregnancy is a good feeling
because it means your baby is growing bigger and stronger 164 93.8 8 4.6
A mothers instinct comes with the birth of your baby 156 90.1 16 9.2
Having a baby changes a girl into a woman 123 70.3 49 28.0
A good woman will feel nothing but joy during pregnancy, thinking of the
new life she will bring into the world 86 49.2 86 49.1

In all, participants rated other women in their cohort group as more likely to

endorse myth items, allowing rejection of the null hypothesis. While four myth items were

not supported in the self ratings (A good woman will feel nothing but joy during pregnancy,

thinking of the new life she will bring into the world; Having a baby changes a girl into a

woman; A woman's life can only be fulfilled if she has a baby, Babies cement relationships),

only two items (A good woman will feel nothing but joy during pregnancy, thinking of the

new life she will bring into the world and A woman's life can only be fulfilled if she has a
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baby) were marginally unsupported in the ‘others’ ratings with agreement rates of 49.2%
and 49.1% respectively.

Between the two rating scales there was a similar profile for the items most likely to
be strongly endorsed, with the same items featuring in the top four for both myth subsets.
Similarly the realistic items shared a common profile between ratings of self and ratings of
others. The item during pregnancy it is common to feel a little emotionally sensitive
received the highest level of endorsement in both self ratings and ratings of others (99%
and 93.5% respectively). However while all realistic items were endorsed in the self ratings
this was not the case for the others’ ratings. Two items when you are pregnant even
complete strangers smile at you and ask you questions and giving birth is one of the most
natural things in the world and we should stop medicalising it were not endorsed in the

rating of others.

Ratings of Realistic Items

The model under investigation argues the disparity between expectations and
experiences can be experienced as distressing. However the disparity could be caused by
either believing untrue myth items or not believing true realistic items. So if there is a link
between this it is important to ascertain whether participants endorsed realistic items in the
expected way. That is, did the women in this sample rate realistic items as realistic?

Table 7.10 shows all the realistic items were endorsed as realistic, that is, all items
had a higher rate of agreement than disagreement. The item g/ving birth is one of the most
natural things in the world and we should stop medicalising it proved the most polarising.
Almost equal numbers of participants strongly agreed and strongly disagreed with this item.
In all just under 60% (1 = 104) agreed with the item. The item it is entirely natural for a
mother to sometimes regret having a baby also attracted high rates of non endorsement

with 32% (7 =56) of participants disagreeing with this item.

Table 7.10. Level of Endorsement of Realistic Items— Ratings of Self.

Strongly Somewhat Somewhat Strongly
Disagree Disagree Disagree Agree Agree Agree
n 2% n % n 2% 7 % 7 2% Vel 2

Deep down, pregnant women have real fears that 15 8.6 57 32.6 71 40.6 26 14.9
the baby will not be normal 1 0.6 5 2.9
It is entirely natural for a mother to sometimes
regret having a baby 2 1.1 17 9.7 37 21.1 64 36.6 49 28.0 6 3.4
g;:lggamotherlsamajorcommltment like no 1 0.6 1 0.6 > 1.1 8 4.6 54 30.9 109 62.3
When you are pregnant even complete strangers
smile at you and ask you questions 2 1.1 4 2.3 6 3.4 73 41.7 75 41.7 14 8.0
During pregnancy it is common to feel a little
emotionally sensitive (o] 0.0 (o] 0.0 2 1.1 20 11.4 99 56.6 54 30.9
One of the best feelings with a newborn is knowing
your baby is peaceful and happy 1 0.6 1 0.6 1 0.6 25 14.3 90 51.4 57 32.6
Giving birth is one of the most natural things in the
wo rld and we should sto p medicalising it 9 5.1 21 12.0 41 23.4 45 25.7 49 28.0 10 5.7
Newborn babies require around the clock care,
making it hard on some women 2 1.1 2 1.1 4 2.3 29 16.6 86 49.1 52 29.7
Towards the end of ones pregnancy, back pain,
difficulty sleeping and feeling tired are perfectly > 1.1 > 1.1 4 2.3 29 16.6 86 49.1 52 29.7

normal but unpleasant experiences
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Table 7.11 shows the level of endorsement for each of the realistic items according
to the ratings for others. Again the most highly endorsed realistic item was during
pregnancy it is common to feel a little emotionally sensitive. Participants indicated they
thought the majority of others (94%) would agree with the item, with most of others (42%)
endorsing it at a strongly agree level. This was closely followed in levels of endorsement by
the item being a mother is a major commitment like no other. Women in this sample
indicated they thought almost all (93%) other women without children would agree with this

item, with just under half (44%) endorsing it at a strongly agree level.

Table 7.11. Level of Endorsement of Realistic Items— Ratings of Others.

Strongly Somewhat Somewhat Strongly
Disagree  Disagree Disagree Agree Agree Agree
n % n % n % n % n % n %

Deep down, pregnant women have real fears
that the baby will not be normal

It is entirely natural for a mother to sometimes
regret having a baby

Being a mother is a major commitment like no
other

When you are pregnant even complete strangers
smile at you and ask you questions

During pregnancy it is common to feel a little
emotionally sensitive (o] 0.0 4 2.5 3 1.9 23 14.6 58 36.9 66 42.0

3 1.7 6 3.4 17 9.7 29 16.6 75 4.7 44 25.1
6 3.4 33 18.9 44 25.0 50 28.6 33 18.9 8 4.6
0 0.0 5 2.9 6 3.4 24 13.7 62 35.4 77 44.0

1 0.6 5 2.9 11 6.3 52 29.7 71 40.6 32 18.3

One of the best feelings with a newborn is
knowing your baby is peaceful and happy
Giving birth is one of the most natural things in
the world and we should stop medicalising it
Newborn babies require around the clock care,
making it hard on some women

Towards the end of ones pregnancy, back pain,
difficulty sleeping and feeling tired are perfectly 0 0.0 5 3.2 5 3.2 20 12.7 79 50.3 45 28.7
normal but unpleasant experiences

2 1.3 4 2.5 3 1.9 23 14.6 57 36.3 65 41.4

8 5.1 28 17.8 44 28.0 46 29.3 20 12.7 8 5.1

1 0.6 3 1.9 4 2.5 22 14.0 74 47.1 50 31.8

Ratings of Self versus Ratings of Others

A sign test was used to explore the difference between ratings of self and ratings of
others. Ratings for self were subtracted from rating for others to give a mean difference
score. Positive scores indicated the rater endorsed others as rating the myth items more
believable than they rated them themselves, whereas a negative score indicated participants
rated themselves as more likely to endorse a myth item than others. Overall there were six
missing cases leaving 169 valid scores. Of these, six showed a zero difference and there
were 22 negative cases where raters endorsed myth items at a higher rate for themselves.
However, in the majority of cases, 141 out of the possible 169, individuals rated the MMQ
scores for others as higher, and therefore more myth endorsing, than they rated

themselves.

MMQ Rating and Demographic Variables

The relationship between myth ratings on the MMQ and age was investigated using
Pearson product-moment correlation coefficient. There was a weak, negative correlation

between the two variables (r = -0.25, n =173 p = 0.01. 2-tailed) with increased age being

Page | 104



associated with higher myth ratings (Table 7.12). Myth ratings were also correlated with
marital status (r=-0.215 p < 0.01, 2-tailed), showing older or married women were less
likely to endorse myth statements than younger single women. Finally, myth ratings were
also significantly correlated with educational attainment (r= .268 p < 0.01, 2-tailed) with

less educated women endorsing myth statements at a higher level than women.

Table 7.12: Correlation between MMQ myth belief and age

level of myth
belief age

level of myth belief ~ Pearson Correlation 1 -252"

Sig. (2-tailed) .001

N 173 173
age Pearson Correlation -252" 1

Sig. (2-tailed) .001

N 173 175

**_ Correlation is significant at the 0.01 level (2-tailed).

Given the relationship between age and endorsement of myth items a significant
correlation between educational attainment and endorsement levels was expected.
Although the younger members of the sample were all still in educational facilities, they had
lower levels of educational attainment purely as a mechanism of their ages. Partial
correlation was used to explore the relationship between myth scores and educational
attainment while controlling for age. There was a weak, negative partial correlation
between myth scores and educational attainment, controlling for age, r = -0.187, n = 166, p
< .05, 2-tailed, with higher levels of educational attainment being associated with lower
levels of endorsement of myth items. Inspection of the zero order correlation (r = -0.304)

suggested that controlling for age did impact on the relationship between the two variables.

Factor Analysis

Once individual analysis of the items was completed the 20 items of the Mothering
Myths Questionnaire (MMQ) were subjected to principle component analysis (PCA) using
SPSS version 18. Prior to performing PCA, the suitability of data for factor analysis was
assessed. Inspection of the correlation matrix revealed the presence of many coefficients of
.3 and above. The Kaiser-Meyer-Olkin value was 0.73, exceeding the recommended value of
0.6 (Kaiser 1970, 1974) and Bartlett’s Test of Sphericity (Bartlett, 1954) value was
significant p = 000.

Principle components analysis revealed the presence of seven components with
eigenvalues exceeding 1, explaining 19.2%, 11.13%, 7.17&, 6.43%, 5.71%, 5.30%, and

5.10% of the variance respectively. An inspection of the screeplot revealed a clear break
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after the third component. Using Catell’s (1966) scree test, it was decided to retain three
components for further investigation.

The three-component solution explained 37.5% of the variance, with Component 1
contributing 19.2%, Component 2 contributing 11.1% and Component 3 contributing 7.1%.
To aid in the interpretation of these three components, oblimin rotation was performed. The
rotated solution revealed all three components showed a number of strong loading and all
variables loading substantially on only one component. Items representing myth statements
loaded strongly onto Component 1 and items reflecting realistic statements loaded strongly
onto Component 2. Component 3 was comprised primarily of items reflecting the physical

event of pregnancy and childbirth.

LEAP

It was hypothesised the experience of being mothered would impact on the
expectations of mothers and mothering. That is, women who report a highly positive
experience of being mothered would be more likely to endorse items indicating a highly
positive expectation of motherhood. To test this, the relationship between endorsement of
myth items and the experience of being mothered (as measured by the LEAP) was examined
using Pearson product-moment correlation coefficient. There was a significant positive
relationship between the two variables (r = .189, n =173, p = 0.05 2 tailed), with
participants who rated their experiences of being mothered as more positive more likely to

endorse the myth items than those with less positive experiences.

Discussion

This study investigated whether a cohort group of women who did not have children
but were likely to in the future, endorsed a number of common myths about mothers and
mothering. The initial part of the analysis provided some support for hypothesis one, ‘that
young women of child-bearing age who do not have children will endorse myth statements’.
This finding supports other research suggesting women in this cohort group subscribe to, or
believe in, commonly held attitudes about mothers and mothering.

However, not all myth statements were endorsed. The reason for this is not clear
although it is possible these items weren't endorsed due to experience of the items.
Thinking about the items from a different perspective, if we take a highly endorsed items
such as ‘mothers have instant bond with their baby, we can understand that women who
are not yet mothers would have had no experience with a mother/infant bond. Thus they
have no information with which to evaluate the accuracy of the statement. But if we
consider an item which aroused less agreement such as ‘a women'’s life can only be fulfilled
if she has a baby’, one can argue each participant has had some experience of ‘a women’s

life’. Therefore having had experience of ‘a women'’s life’ participants are in a much better
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position to evaluate the accuracy of the statement and to have a schema or an experience
which will allow for exceptions to the rule. Also, and perhaps more importantly, there may
be a cost for the women to agree with the item, because in endorsing it they are

acknowledging some level of an unfulfilling life by reason of the fact they are not a mother.

This applies too, to the other items which were not endorsed. For these items
endorsement may indicate something less than ideal about the very core of person.
Endorsing having a baby changes a girl into a women , for instance, could imply they
themselves are not women, something could be construed and an offensive way and could
be seen as targeting a fundamental aspect of their identity. Even the item Aaving a baby
cements a relationship could be construed as ‘your relationship needs cementing’. Hence it
is difficult to ascertain whether these items were not endorsed because they were not
believed or held to be true, whether they were not endorsed because there was an ego cost
in endorsing them, or whether they were not endorsed because there was a social
desirability type responding happening, whereby the participants wanted to project an image
of a women, in a ‘cemented’ relationship, with a fulfilling life.

Earlier in the discussion on expectations, research on attribution bias was
highlighted. According to this research, attribution bias is increased when individuals are
interacting with the person they are observing. In this situation attribution bias acts as a
self defence mechanism because it allows the individual to attribute the unfulfilled
expectation on the other person rather than to the individual doing the evaluating. In other
words attribution bias may explain the tendency for women in this cohort group to disagree
with items which, if endorsed, indicate they have an unfulfilling life.

The participants in this study were more likely to endorse myth items at a lower rate
in the self-ratings and tended to indicate they believed other women similar to them were
more likely to believe in mothering myths than they were. In addition, they indicated they
believed other women like themselves would endorse the myth statements at a higher level.
The participants showed an overall endorsement rate of 69%, with 11% strongly agreeing
with the myth items. Conversely their endorsement ratings for others was 80% with 20% in
the strongly agree category.

Investigations with the postnatal women in both Study One and Study Two revealed
there is some support for the argument there is a commonly held image of the generalised
mother. Results from this survey seem to be suggesting not only do non mothers hold clear
images of a generalised mother, but they believe generalized mothers hold strong images of
other generalised mothers which are more stereotypically and mythical than their own.
Again, it may come down to experience of the items or it may come down to an unspoken
knowledge women are exposed to certain stereotype and images regarding mothers and

mothering.
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The link between a woman's experience of her mother as supportive and engaged
and her subsequent endorsement of myth items was also explored. It was hypothesised
‘that women who rate their experience of being parented highly will endorse mythical
statements of motherhood at a higher rate.” There was support for this hypothesis with
scores on the adapted LEAP questionnaire positively related to the level of myth ratings.

It may be that this is a result of an optimistic personality type and what is actually
being measured is optimistic responding. This would mean the scores on the MMQ and the
LEAP showed a positive co-relation because high scores on each indicate a relatively
optimistic perception of the unit of measurement (mothering engagement and mothering
behaviour). It may also mean women who have positive experiences of their mother tend to
hold positive images of other mothers as a result of the availability heuristic. And therefore
conversely, women who rated their own mothers as less engaged may have endorsed myth
items at a lower rate because they had experience of exceptions to their initial mother
schema, and therefore their schemata is, for lack of a bad better word, more balanced, with
both positive and negative aspects.

This finding is important as it identifies a new potential risk factor for postnatal
distress. The model argues the disparity between expectations and experience for first-time
mothers is due, in part, to women holding unrealistic and mythical images of motherhood.
This research finding suggests a woman'’s perception of her mother as an engaged parent
could be an important area of investigation when accessing risk of postnatal distress.

Demographic variables were explored in this study as there was limited available
information from which to draw on to make specific inferences. In this study both younger
and unmarried women endorsed motherhood myths at a higher rate than older or married
women. It was speculated that age and marital status, may impact on level of myth belief
as a function of life experience and this may indeed be the case. It might be for instance,
that due to life experience, or lack of it, women simply haven't experienced mothers. If that
is the case one possible explanation maybe the isolation mothering is argued to occur in.
Younger women are less likely to have casual exposure to mothers and therefore have no
information with which to contradict the myths to which they have been exposed to as they
have grown up. Whereas women who are slightly older may begin to have friends who
become mothers or usually have older partners who may have friends/ family members who
have children, and thus begin to see another image of motherhood modelled.

It was argued, in this research and in other research cited throughout the literature
review, that young women of child-bearing age who do not have children hold unrealistic
expectations, both over estimating the positive aspects of mothering (bonding, changes in
relationships, personal growth), and underestimating some more negative aspects (physical
demands, intrusiveness of others, medicalisation of childbirth). In this study both types of

expectations were evaluated. In all, the non-myth items were endorsed as realistic,
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suggesting the women in this sample had accurately perceived some of the more negative
aspects of parenting as highlighted by our expert group. For instance there was almost
unanimous agreement with the item regarding some emotional sensitivity during pregnancy.

There are several limitations for this study including an over-representation of young
female university students. While recruiting was done on separate campuses which created
some demographic diversity between urban main centres and small provincial cities, most of
the sample was either nursing or psychology undergraduates. Tapping into the mother
schemas of other populations may afford a different perspective.

Despite being carefully trialled before being distributed it became clear there were
some issues with interpretation around some of the questions. For instance one of the
questions asked whether the participant had had experience in a parenting role. The intent
of this question was to tap into women who had some mothering experience having taken
day to day responsibility for the wellbeing of a child, made decisions on medical treatment,
dealt with professionals involved in the care of the child such as teachers or otherwise acted
in a mother role. As part of the theory behind the model is women are not well-prepared for
motherhood due to lack of experience, it was consider important to be able to control for it,
if indeed, women did have prior mothering type experience. This is because it is believed
the day-to-day ongoing responsibility for a child, even if it is not your biological child, will
alter perceptions and expectations for women who have yet to have children of their own.

It became clear throughout the data collection process that despite the intent of the
question, the mothering role was interpreted as ‘have you ever babysat’by a large number
of participants. The data collected from this question suggested approximately 70% of 17
year olds in this sample had acted in a mothering role. While one can make an argument
babysitting is taking responsibility for a child, it is fundamentally different from on-going day
to day care of a child where you have a burden of responsibility and knowledge that
decisions will have long term consequences. For instance, in broad terms, in the event of an
accident (beyond the usual childhood spills) a babysitter would commonly contact the parent
or caregiver as soon as practical and hand over responsibility for treatment decisions to
them. The parent or caregiver cannot off-load that responsibility and it is this burden; this
level of commitment that, once experienced, is argued to change perceptions. Hence a
decision was made to try and identify control for this type of experience. As it stands, given
the skew in the data it was difficult to make meaningful comparison given the question had

not been well understood.

Conclusions

The study aimed to test whether young women of child-bearing age who do not
have children held unrealistic expectations about mothers and mothering, either through

endorsement of myth items or non-endorsement of realistic items. To investigate this, a
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new survey questionnaire containing key myth statements was developed and distributed to
women between the ages of 18 to 36, who were not mothers at the time of the
investigation. Seven of the eleven myth statements were endorsed, with an overall
agreement rate of 69% suggesting women in the cohort group under investigation generally
hold unrealistic expectations about parenthood. Women were most likely to endorse the
myth items if they were younger, unmarried and relatively less educated.

Further exploration revealed this group of young women of child-bearing age who
do not have children tended to think other women in a similar life stage were less realistic
than themselves, indicating they believed other women in their cohort group would endorse
nine out of the eleven myth statements with an agreement rate of 80%. The results confirm
that an image of a generalised (and idealised) mother is held by the majority of well-
educated young women in New Zealand, and that this image appears to be a product of
culture myths and societal portrayals of mothers, and which is overly romanticised and

inaccurate.
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Chapter Eight: Development of an Intervention

This thesis has so far identified a number of issues which may affect women making
the transition from non-mother to mother. The evolving (or de-evolving depending on your
perspective), role of mothers was highlighted at the outset of the thesis. Until relatively
recently, mothering was a recognised role which was viewed as a viable option for women in
terms of work. In New Zealand before approximately the 1920’s most postpartum women
could expect an influx of practical help (meals cooked, housework done, and partners and
other children tended), as well as community support for the mothering role. Women
shared in a verbal history of mothering and generally grew up in an extended family or
community environment where mothering could be learned vicariously and in a safe and
supportive way.

Since then, knowledge about mothering has become the domain of experts and
books have become a valued source of knowledge acquisition. Entering ‘mothering’ into
Amazon.com with the limiters of ‘English’ and ‘printed book’ returned over a thousand
results. In a recent visit to a well-known bookstore I counted 79 titles on display which
professed to offer insights into parenting. Everything from taming your toddler to surviving
your teen, fathers raising daughters and mothers raising sons. This is interesting as the
mothers interviewed in Chapter Six were adamant the books they read hindered more than
they helped.

In all there is a sense mothering has become an invisible occupation, conducted
covertly in the safety of the private sphere. Sadly, it would seem as a result, opportunities
for girls to learn mothering skills vicariously from women aside from their own mothers are
increasingly limited.

It is not hard to draw a link between the changes to the expectations and education
of mothers and the high levels of postnatal distress experienced by women mothering in the
current climate. Postnatal distress was explored in Chapter Two through an examination of
postnatal depression, anxiety, and stress. It was concluded the previous focus on clinical
levels of postnatal depression whilst laudable, did not serve the majority of mothers well. It
was acknowledged anxiety was an under-reported issue with many new mothers and the
levels of subclinical anxiety were estimated to be in excess of one in two. Stress in the
postpartum period was also highlighted as having a significant impact on day-to-day
functioning. In all, it was concluded the experience of postnatal distress had a negative
impact across many areas of daily living for mothers, infants, and their families.

The women interviewed thorough this process, both those who had recently become
mothers (Chapter Six) and those who were more experienced in the mothering role (Chapter
Four), highlighted a humber of instances where their expectations were not meet. The

women reported this had a negative impact on the transition to parenthood for them. As a
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whole the women indicated they enjoyed mothering but not being mothers. That was, they
loved their children but did not enjoy the isolation, loss of status, independence, and
financial security, among other things, which came with being a parent. This is consistent
with other research which has concluded it is the trappings of office which are often
undesirable (Beck, 1993; Belsky et al., 1985; Coleman et al., 1999; Cutrona, 1984; Rogan et
al., 1997). Thus it was the expectations which the women held of their partners and of
others, rather than the expectations of their infants which were most often unmet.

What was often discussed in various guises by the women who participated in this
research could be grouped together under the common theme of loss. Women, whilst
embracing and loving their child, undeniably sacrifice a tremendous amount of themselves in
order to parent. The women in these studies, and in studies reviewed in earlier chapters,
highlighted numerous losses including the loss of status, independence, and financial
security as already mentioned. But perhaps most poignant were the discussions around the
loss of the mythical image of motherhood. The picture the women had created in their own
minds of what motherhood was going to be for them, a picture based heavily on how these
women had been socialised into the role by their school, media portrayals, by the movies
they had seen, magazines they had read and indeed by their own friends and families.
Nicholson (1996) talks about a conspiracy of silence around motherhood, a whitewashing or
sanitising of the experience to make it fit for public consumption. Certainly the women in
this research have shared similar stories.

So what does all this mean? It means mothers and the way women mother has
changed. It means women are struggling in significant numbers with the transition to
parenthood. They report feeling underprepared and overwhelmed. They report feeling
duped. So what to do? The final part of this thesis sets out to answer this question by
introducing the development of a brief protocol for use with first time mothers in their

transition to motherhood with the aim of lowering rates of postnatal distress.

Initial considerations

At the outset of the development phase there were a number of decisions which
needed to be made including at what stage should the intervention be targeted, who should
be targeted for the intervention and why - that is at what level does the intervention need to
be pitched - and not least, what should be included in the intervention. In addition there
were a number of practical considerations which needed to be resolved as well as ideological
decisions to be made. For the intervention to best meet the needs of women, it needed to
complement rather than contradict knowledge women may receive in traditional antenatal
classes. It needed to be accessible and do-able. It needed to be meaningful and helpful to
the women taking part. Finally it needed to be grounded in sound psychological principles

using an accepted theoretic framework.
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THEORETICAL FOUNDATIONS

Any intervention that seeks to work with individuals needs to be grounded in sound
psychological principles which have a coherent overarching theoretical framework. Several
theoretical perspectives were considered but in the end the theory selected to inform the
development of the intervention was Acceptance and Commitment Therapy (ACT), (Fletcher
& Hayes, 2005; Hayes, 2004, 2005; Hayes et al., 2006; Hayes, Strosahl, & Wilson, 1999).

There were a number of considerations which lead to the selection of an ACT-base
approach ACT incorporates a variety of cognitive and behavioural strategies in an endeavour
to increase psychological flexibility. Given the research contained within this body of work,
as well as research cited in the earlier literature review, has demonstrated women with rigid
ideas and ideals of motherhood have greater difficulty adjusting to mothering, introducing
the idea of psychological flexibility was an important consideration.

Another fundamental component of ACT is the idea of acceptance;

"A moment by moment process of actively embracing the private events evoked
in the moment without unnecessary attempts to change their frequency or
form” (Fletcher & Hayes, 2005, p.319)

When working clinically with an individual the basic idea of acceptance is to give the
client skills which allow them to tolerate or ‘accept’ psychological distress more fully in the
belief that avoidance of such distress causes psychological harm. The exploratory model
discussed in chapter four suggests the disparity between expectations and reality is
distressing for some women. Addressing this could be approached in two ways. One could
attempt to align expectations and reality so there was no disparity. This would seem almost
impossible to achieve and certainly is unlikely to be done in a timely way. Alternatively, one
could attempt to address the psychological distress experienced when such a disparity
occurs. That is not to say that the distress would be removed, rather that skills to manage
the impact of the distress could be introduced to women in a meaningful way. Thus, again
ACT seemed to be a good fit with the aims of the intervention

There is ample research supporting the use of ACT in addressing a number of
different psychological issues, including depression, stress and anxiety based disorders
(Eifert & Forsyth, 2005; Hayes et al., 1999; Hofmann, Sawyer, Witt, & Oh, 2010; Ost, 2008;
Zettle, 2007), the three negative mood states of interest in this research. In a meta-analytic
review ACT was shown to have better results than wait list, placebos, or general treatment
as usual (Powers, Zum Vorde Sive Vording, & Emmelkamp, 2009). It has proven efficacious
in a group setting, and has outperformed CBT when used in a group to treat depression
(Zettle & Rains, 1989). Further support was found in a recent review of the empirical
evidence for ACT-based therapies which concluded ACT demonstrated efficacy in a wide

range of psychological problems (Ruiz, 2010).
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One of the core ideas which underpins ACT therapy is the argument the problem is
not the problem, the solution is the problem. For instance, when working with a client who
has difficulties with anxiety, a therapist might highlight experiences the client reported
where their solution (avoidance) to the problem (anxiety) actually became the problem.
That is instances where, because of their avoidance, the client missed out on living a
meaningful life. In the context of this intervention the solution (obtaining the unrealistic
image of mothering) in an attempt to solve the problem (distress following the transition to
motherhood) becomes the problem. ACT theorists would argue this is because women view
their feelings of distress and despair as aberrations. As a result the women avoid the
feelings, in ACT speak they are ‘unwilling to have the feelings’ (Eifert & Forsyth, 2005;
Harris, 2009) and so they try, and continue to try, to achieve the mythical mothering state.
They buy in to the assumption of healthy normality, the mythical unrealistic image of
mothering as sunshine and happiness, and the state of motherhood as natural and normal,
rather than sit with the assumption of destructive normality which assumes certain levels of

negative mood states in daily life are to be expected.

PREVENTION VS TREATMENT

There is no research examining preventive interventions or treatment protocols for
postnatal distress, and indeed it is difficult to find any research which investigates
interventions with women who have co-morbid disorders alongside the depression (Boyd,
Pearson, & Blehar, 2002). However, there is ample literature covering both preventative
and treatment interventions for postnatal depression. This literature became a valuable
source of information and was influential in some of the decision making processes related
to the development of this intervention programme. As such it will be briefly covered here.

Existing research points overwhelmingly to treatment for postnatal depression
delivered in the early postnatal period (Altshuler et al., 2001; Beck, 2002c; Chabrol et al.,
2002; Clark, Tluczek, & Wenzel, 2003; Cooper & Murray, 1997; Cuijpers, Brannmark, & van
Straten, 2007; Highet & Drummond, 2004; Honey, Bennett, & Morgan, 2002; O'Hara et al.,
2000; Zlotnick, Johnson, Miller, Pearlstein, & Howard, 2001). Intuitively, there would be a
certain amount of sense if one accepts the premise that postnatal depression is just that,
depression in the postnatal period, and only the postnatal period. However, Chapter Two
highlighted several pieces of research pointing to the onset of depression occurring in the
antenatal phase. Some of that research suggested the rate of antenatal onset might be as
high as half of all cases of what was being classified as postnatal depression (Yonkers et al.,
2001). The implications of this antenatal onset is that traditional methods of measuring
postpartum depression, which focus on the 4-6 weeks postpartum period, may leave some
women undiagnosed for several months. This same research reported findings which

suggested doctors or other professionals involved in maternal care may fail to recognise and
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diagnose up to half of the incidences of postnatal depression they see. So when considered
together, what the research seems to be suggesting is up to 50% of cases remain
undiagnosed and of those that are picked up, another 50% have antenatal onset. If this is
the case, the implication is that up to 75% of women who suffer from postpartum
depression are either receiving delayed treatment or no treatment at all! Fortunately
prevention research for mental health difficulties is gathering momentum as current best
practice guidelines highlight the need to channel more resources into this area. This applies
to the area of maternal mental health and there have been a number of studies published
with a view to meeting those best practice guidelines (Austin et al., 2008; Boyd et al., 2002;
Dennis, 2004a; Dennis, 2004b; Matthey et al., 2004).

Postpartum depression, and indeed all forms of postnatal distress, is in some ways
unique, as due to the very nature of the disorders they are marked by a definitive trigger —
birth. In addition, there is a relatively well defined period of risk (4-12 weeks after delivery).
These factors suggest that there may be a window of opportunity for the implementation of
prevention measures, and given what we know about the difficulties with identification
following onset of PND, a shift in focus to prevention seems to be well justified. Indeed, in
2001, a United States Institute of mental health expert panel concluded “preventing
postpartum depression is an important public health approach”(Boyd et al., 2002, p. 81).

So it would seem distress following the transition to motherhood is uniquely suited
to preventative measures. Added to this, pregnancy is an ideal time to implement
interventions because a large percentage of pregnant women have some kind of contact
with health professionals. Thus it is somewhat ironic that despite the elevated occurrence of
mental health issues in pregnancy, routine mental health checks are not carried out.

Another supporting factor for the preventative approach argument is a shift coming
from America which increasingly points towards the wisdom of directing scarce health care
dollars into prevention as a way of managing spiralling health care costs (Ogrodniczuk &
Piper, 2003). Prevention strategies can be rolled out to greater numbers at a lower cost
when highly specialised intervention, implemented by highly trained individuals is not
needed. Thus the focus on prevention rather than cure is not only humane, but possibly
cost-effective too.

Perhaps one of the strongest arguments for a preventive approach was a number of
studies which highlighted the participants’ desire for such an intervention. For instance
Ugarriza (2002) interviewed women who self-diagnosed as having postpartum depression.
The participants in this study reported they thought public education and support for new
mothers was missing from current maternal health programmes. Dennis and Chung-Lee
(2006) reviewed published qualitative studies investigating postnatal depression help

seeking barriers. In all they concluded women preferred to have talking therapies with a
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non-judgemental professional rather than receive pharmacological intervention. Thus a lack
of alternatives to medical intervention is a barrier to accessing help.

A final point for the prevention approach is the known difficulties in working with a
depressed population. A systematic review into treatment barriers found women generally
do not pro-actively seek help when experiencing low mood (Dennis & Chung-Lee, 2006).
Often there is low motivation to attend due to increased isolation and withdrawal (Boyd,
Diamond, & Bourjolly, 2006) although addressing logistical barriers such as transportation
and childcare is believed to mitigate some of the psychological barriers such as poor
motivation, hopelessness and helplessness (Boyd et al., 2006).

A lack of knowledge regarding maternal mental health has also been identified as a
barrier to treatment. Women often don't recognise the onset of problems before
motivational and other difficulties have begun to impact on functioning. Interestingly, the
acceptance of mothering myths is a significant help seeking barrier (Dennis & Chung-Lee,
2006). This may be because women find disclosing some of their realistic mothering
experiences more threatening. What this means is that belief in mothering myths not only
makes one vulnerable to disappointed expectations and postnatal distress, but also
decreases the likelihood the women will seek assistance once distressed. In all, given the
number of potential barriers for women in accessing help once they begin to experience
postnatal difficulties, targeting support, information giving and non-judgemental listening

prenatally takes on even greater importance.

LEVEL OF INTERVENTION

This programme was developed as a primary intervention, seeking to decrease the
number of new cases of postnatal distress. Prevention research outlines a number of
different levels in which to target any intervention (Dennis, 2004b; Matthey et al., 2004;
Munoz et al., 1996). The intervention can be targeted at a universal, indicative, or selective
level (Mufioz et al., 1996). Universal prevention strategies target an entire population
group, or the general public; a group which has not been identified o the basis of elevated
risks. Such a level of intervention is generally low cost and has low risk of negative
outcomes. At the opposite end of the continuum, are indicated preventive interventions
which target individuals who do not currently meet diagnostic criteria for a disorder, but who
are judged to be at increased risk. In between those two approaches are selective
preventive interventions, the level of intervention being utilized in this research. Selective
preventive interventions are interventions which are directed at a relatively large group of
individuals, in this case pregnant women, whose risk of becoming ill is higher than normal as
evidenced by biological, psychological, or social risk factors (Mufioz et al., 1996).

There were several points which led to the decision to target the programme at this

more general level, rather than more specifically at women whose characteristics make them
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especially vulnerable to developing PND or postnatal distress. Firstly, the contradictions
highlighted in the initial parts of this thesis suggest not enough is known about the
characteristics of ‘*high risk’ women to allow for meaningful study into the efficacy of a
particular intervention (Ogrodniczuk & Piper, 2003). That is, our understanding of what
makes women ‘high risk’ is not at a level that enables targeting these specific traits.

Many traits and characteristics have been posited as possible contributors to the
onset of postpartum depression — including psychosocial factors such as recent life adversity
(Beck, 1996b), perceived social support (Bernazzani et al., 2005), marital dissatisfaction, a
past history of psychiatric illness (Boyce & Hickey, 2005), cognitive factors such as defence
styles (McMahon et al., 2005), maternal attitudes (Whitton & Appleby, 1996), negative
autobiographical memory (Hipwell, Reynolds, & Pitts Crick, 2004), and perceptions of self
efficacy (Porter & Hsu, 2003), as well as obstetric factors such as ante-partum haemorrhage,
multiple births and forceps or caesarean deliveries (Johnstone et al., 2001).

In addition to maternal factors there are a number of infant characteristics argued
to play a role in the development of postpartum depression symptomology such as low
soothability, difficult temperament, poor sleepers, colic/reflux or poor physical health, and
the baby being of an undesired gender (Austin & Leader, 2000; Beck, 1996c, 2001; Britton,
2011; Logsdon & Usui, 2001). This is not an exhaustive list, but highlights the lack of
consensus amongst practitioners and researchers in this area. Thus, the lack of empirical
base does not justify, at this stage, attempts to target specific risk factors amongst specific
groups of women.

The problem of course is, while research focuses on risks factors and causes nothing
changes for women. While there are those who argue postnatal distress results from
women doing too much of something; worrying, bonding, or socialising, and those that
argue postnatal distress results from women not doing enough of something; worrying,
bonding, or socialising, in the mean time, other investigations stagnate. This maybe
because research into other factors can be seen as unnecessary and unproductive, thus
structures seldom get challenged and even more rarely get changed. What is categorically
known is that postpartum depression is linked to pregnancy and childbirth and thus all
pregnant women are at a heightened risk making a selective prevention approach most

appropriate.

THE PSYCHOLOGICAL IMPERATIVE

Currently the prevention and treatment of PND falls under the umbrella of two main
approaches, biological and psychological. The rationale for biological-based intervention
stems logically from those who argue PND has a biological underpinning. Research in this
area is more developed than that examining PND from psychological perspective. Indeed,

when examining the literature one could be forgiven for thinking that PND was far more the
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domain of medical staff as opposed to that of mental health personnel. Yet there are a
number of reasons psychological interventions have an important place in the prevention
and treatment of postnatal distress, not the least are the shortcomings with a solely
biological approach which will be briefly discussed.

While there is evidence suggesting biology and the bodily experience of pregnancy
and birth may play a role in postnatal distress this is not, and cannot be, the whole story as
illustrated by the finding fathers and adoptive mothers can experience postnatal distress too
(Gair, 1999; Mott, Schiller, Richards, O'Hara, & Stuart, 2011). Unfortunately, utilising a
medical slant tends to attach a sick label to women. Yet the women interviewed throughout
this research process strongly rejected any suggestion they were sick, pathological, or
otherwise in a vulnerable states due to pregnancy and childbirth. Admittedly,
conceptualising PND as a medical disorder has a number of advantages. For instance, it
does provide a coherent way of discussion which crosses multiple disciplines, creating a
universal understanding of description, identification, and treatment. However, despite
creating this convenient framework for maternal distress, locating the distress solely within
the physical individual ignores the interplay of mind, body, and culture. More worryingly the
application of a sick label can ignore and invalidate the realities of motherhood including a
loss of uninterrupted sleep, the difficult workload, and the overwhelming responsibility,
combined with the loss and isolation that can accompany motherhood.

Investigations into biological treatments for postpartum depression have included
the use of antidepressants as well as hormonal based treatments such as estrogen and
progesterone therapy. Hormonal treatment has produced little in the way of conclusive
data, although the effects of rapid alteration in hormonal levels on the neuroendocrine
system is an area of interest, with a focus on possible genetic susceptibility to postpartum
hormonal fluctuations within the monoamine and peptide pathways (Horowitz & Goodman,
2005). However, claims that estrogen therapy would be useful to prevent PND has been
undermined by a lack of empirical evidence, and the rather inconvenient fact that no
association has been demonstrated between PND and breastfeeding (Dennis, 2004a). As
previously discussed the progesterone depletion theory, which initially showed promise, has
produced inconsistent findings when applied to treatment, particularly beyond the initial
phases of the postpartum period.

Research into pharmacological treatment of postnatal depression has produced
mixed results. As highlighted in the earlier section on barriers to help-seeking it appears
there are real difficulties in doing research with a population which is reluctant to take
medication due to the risk, real or perceived, to their infant. Treatment guidelines suggest
breastfeeding women with mild to moderate depression should be offered psychotherapy as
the first line treatment option. However, for severely depressed women or women

experiencing depression with psychotic features expert guidelines recommend the use of
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antidepressants, either as a mono-treatment or, preferably, in conjunction with psychosocial
interventions, regardless of the lactation status of the mother (Altshuler et al., 2001).

Prophylactic intervention for the treatment of depression in pregnancy or as a
preventive strategy against the development of symptomology is more problematic. There
is currently no drug available that has an FDA category A rating (controlled studies show no
risks). Medications diffuse readily across the placenta with potentially devastating effects -
risks to the foetus from exposure to medication include neonatal toxicity, organ
malformation (during the first 12 weeks’ gestation) and postnatal behavioural problems. So
while we know infants are exposed to antidepressants prenatally and through breastfeeding
if the mother takes them, what is less clear is the effect of this exposure on child outcomes
(Boyd et al., 2002). Hence the inability of maternal carers to utilize pharmacological
interventions during pregnancy and the reluctance of women to take medication whilst
breastfeeding means the need for efficacious psychological interventions is pressing.

However, there have been some difficulties with psychological interventions too.
Most psychological interventions have been characterized by high attrition rates and low
numbers of participants. Conversely, one study that did report success at improving mood
scores after their intervention attributed the success to very good attendance rates (Zlotnick
et al., 2001). The poor attendance rates by the prospective mothers and, where applicable,
their partners, are likely to be a significant variable in the outcome of the studies so far
reported — interventions can only be successful for those who receive them. According to
Matthey et al (2004) “"multiple sessions decrease the likelihood of complete attendance”
(p.114). This suggests the non-significant results reported by the more intensive
programmes could be reflecting the low attendance and high attrition rates of the
participants rather than inherent problems with the intervention.

Equally, the treatment has to be comprehensive enough to have some beneficial
effect. If the treatment is too brief, the chances of evoking measurable change are remote.
Thus any psychological intervention on offer needs to be precise and targeted with as
shorter contact time as therapeutically possible.

However, the strongest argument for a psychological approach is the belief that
postnatal distress stems from human cognitions, human behaviours, and human
interactions, and it is in these areas psychology can contribute a unique insight. The issues
raised in the research; of disappointed expectations, of loss, of partner support and of
isolation, issues of cognitive fusion and avoidance, these are issues far better addressed by

psychological approaches than medical interventions.

The Intervention Model

The model of intervention proposed is a three session group programme (see

Appendix A). Working from the assumption postnatal distress is tied to the experiences of
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loss and the discrepancy between reality and expectations the logical goal would be to more
realistically prepare women for motherhood and thus, presumably, lower their experiences
of loss.

No intervention can change the fact that there will be a discrepancy between reality
and experience nor can an intervention stop loss. However, consistent with an ACT
approach, this intervention aims to introduce some cognitive flexibility in the way the women
think about mothering. That is the intervention simply aims to give women skills that allow
them to think about the discrepancy and loss in a different way, which may lead to a change
their perceptions of them. In addition, knowing motivation is an issue if women do
experience low mood in the future, the intervention aims to make accessing assistance as
easy as possible by pre-empting some of the decision-making around help-seeking.

This intervention does not aim to remove distress; although it is possible women
may experience less distress after partaking in the intervention. From an ACT perspective
the goal is not no distress; the goal is acceptance of times of distress - being willing to have
the distress and still remain focused on value goals. So how does that fit with the
intervention?

The societal discourse of motherhood does not allow for the voicing or experience of
negative emotions and cognitions. Images of mothers and mothering are realistically
positive, and women report firstly, being unprepared for the negative aspects of parenting,
and secondly, being unable to discuss them in the belief there is something wrong with
themselves as mothers owing to the fact they are not having the unrealistically positive
experience. I am proposing than by normalising negative aspects of mothering, by viewing
them in terms of the assumption of destructive normality, negative experiences can stop
being bad experiences. And if negative experiences stop being bad things to have, if
women begin to think it's okay to experience them, and become willing to have the negative
thoughts freely and without judgement, the tension or cognitive dissonance between how
women feel and how they think they should feeling will be lessened or removed.

Each session is designed with a number of session goals. Session One initially
focuses on building the group dynamic, establishing group rules, introducing the course
rational and general housekeeping. There are some icebreaker exercises with which to
start. The goals for the first session:

(1) For group members to develop increased awareness of personal assumptions in

regards to mothers and mothering

(2) Identify participants’ values and expectations around mothering and parenthood

(3) Assist women to gain an understanding of some of their own individual

parenting goals

These goals are achieved through a blend of psycho-education and specifically

designed activities which aim to address the psychological principles at play.
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In the second session some ACT principles which underpin the research are
introduced with a view to establish further opportunities for the participants to gain cognitive
diffusion from any rigid beliefs around the assumption of healthy normality as it pertains to
motherhood. Participants begin to examine the idea of mothering myths and implicit beliefs.
This gives women some insight into some of the myths they themselves might have been
exposed to and allows them the opportunity to decide if holding a particular belief is helpful
of them. The participants need to decide whether the beliefs are helping or hindering them
in moving towards the parenting goals they identified for themselves in the first session.
Towards the end of the session the intervention shifts focus and begins to examine links
between cognitions and mood. Participants learn they have some control over their mood
and how their thoughts of past experiences can impact on current functioning. Session Two
goals are:

(1) Develop an understanding of the core principles informing the development of

the intervention

(2) Gain insight into their socialisation regarding mothering and motherhood

(3) Learn to critically evaluate mothering ‘myths’

(4) Develop an understanding of how cognitions impact on mood

Again these goals are achieved through both psycho-education and facilitator
directed group exercises and psycho-education.

Session Three goals are:

(1) To assist participants in indentifying their expectations of their partners

(2) Provide psycho-education on postnatal distress

(3) Sharing of resources for assistance

(4) Collection of questionnaires

The session begins with an examination of partner expectations. The participants
are encouraged to identify what expectations they hold for their partners and how things will
be different with the arrival of an infant. Findings regarding partner participation from the
earlier studies are incorporated with other research and are shared with the group. This is
an important component as the disparity between the expectations women held of partner
support and input, and the perception of the support and input offered to women from
partners was strongly linked to experiences of distress.

From there the focus shifts. Information on postnatal distress is introduced and
women are encouraged to identify their own signs and symptoms of psychological struggle.
The women are asked to consider questions such as If I was following you around with a
camera how would I know you were struggling? What would I see? What would you be

doing? Or not doing? At the completion of the exercise the women are encouraged to share
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this information with significant others in their lives as a potential avenue of future support.
The rationale for this sharing of information is if partners, family members or friends are
aware of how this individual women react to stress, how they hold themselves, what their
coping styles are or how their mood tends to be affected for instance, they are more readily
able to notice when the women are struggling and assist in ways that have been pre-
negotiated.

During this session we also examine expectations women hold of their partners and
what women think about potential changes to their roles. The main theme is to help women
prepare for changes in relationships that may have been carefully crafted pre-baby and
assist them in identifying and renegotiating role changes. Finally women are given
information on potential help agencies which are available for them following the birth of
their baby. There are questionnaires to be completed and a debriefing for group members
with post measures of mood and parenting expectations.

A final individual contact occurs approximately six weeks postnatally. There is some
flexibility in this timeframe as the follow-up needs to be schedule at the convenience of the
participant. Participants are given a number of measures to complete including the
Postpartum Depression Screening Scale, and the Depression Anxiety and Stress Scale as
outcome measures (both covered in Chapter Six). As pre-negotiated if the measures
indicate signs of distress, or if the participant reports distress an intervention plan is
negotiated.

This intervention is specifically designed to meet the needs of women making the
transition to motherhood. The model of postnatal distress I have developed asserts the
distress was linked to the disparity between expectations and reality women experienced.
Seeking to understand why only some women experienced postnatal distress despite all
women experiencing a disparity between prenatal expectations and postnatal experiences,
the subjective experience of loss became a pivotal element in the model.

Options to lower rates of postnatal distress logically had to address this disparity,
with the ultimate aim of decreasing women’s experiences of loss. The intervention does this
by introducing new ways of thinking about mothering and motherhood. It begins to build
the blocks for cognitive diffusion and gives women some tools for cognitive flexibility.

The final chapter in this thesis is a case study where the intervention was piloted.
Although designed as a group intervention a case study format was selected to allow careful

monitoring of the participant in this initial phase.
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Chapter Nine: Piloting an Intervention

Introduction

In the previous chapters I have linked together changes to the environment in which
women with what appears to be an optimistic and overly positive portrayal of mothering in
the media and from other information sources. I argue these factors combine to create an
artificial and unrealistic expectation of motherhood which may prevent women becoming
adequately prepared for the mothering role. In addition I have highlighted new research
with New Zealand mothers who shared their stories of their transition to motherhood.

An expert panel focus group concluded motherhood was not what they expected it
to be, highlighting they believed a lack of social support and conflict with others negatively
impacted on their transition to motherhood. In addition, this group of women reported a
loss of status and a loss of the idealised image of mothering as sources of distress following
childbirth. Leading from that study, and informed by existing literature, a model of postnatal
distress was proposed and discussed in Chapter Five. The model states the disparity
between expectations and experience can lead to distress if it is accompanied by a
subjective experience of loss.

In subsequent chapters I outlined studies undertaken to test the model. 1
concluded there was support for the model. In particular, I highlighted evidence that:

¢ New Zealand women hold clear expectations relating to motherhood before
becoming mothers. These include expectations of self, of their partners, of
their infants, and of others.

e New Zealand women feel unprepared once they become mothers.

e New Zealand women experience a disparity between prenatal expectations
and postnatal.

e New Zealand women experience a loss of the non-mothering self, a loss of
occupational identity, as well as losses of control, relationship balance and
status.

e Those subjectively experienced losses can lead to feelings of distress.

e Young New Zealand women of childbearing age who do not have children
endorse idealised myth statements related to motherhood.

e Young New Zealand women of childbearing age who do not have children
believe others in their cohort group endorse idealised myth statements

related to motherhood at a higher rate than they do.

Chapter Eight introduced a new intervention protocol I developed to meet the needs
of new mothers as highlighted throughout this thesis. The intervention aimed to assist so-

to-be mothers in critically evaluating their mothering beliefs and identifying their parenting
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values. Based on principles from Acceptance and Commitment Therapy theory, the
overarching aim of the intervention was to decrease the disparity between prenatal
expectations and postnatal experience and, as such, lower the risk of postnatal distress.
This chapter describes the application of the protocol in an &/ =1 case study design.
While the intervention is designed to be implemented in a group, there was a clear rationale

for running an initial pilot with a single participant:

e It enables monitoring at a more intensive level which is desirable when
starting with an entirely new intervention.

e It allows greater flexibility. Researchers can respond immediately difficulties
or problems which arise.

e The flexibility of a single participant facilitates refinement of the protocol as
the case progresses.

e Single-case designs are a useful starting point for establishing efficacy as
they can demonstrate evidence a particular technique affects a specific

behaviour in a way which is clear and replicable.

In addition there were difficulties recruiting a group of women who were in a similar
antenatal phase within the timeframe of the research. There were a number of reasons for
this. Women who indicated they would be interested in participating tended to still be
working. This impacted on their availability to attend group sessions. Secondly, the ‘where
from’ of the recruiting posed some logistical difficulties as well. A number of midwifery
services were approached and they were all graciously willing to allow flyers and posters to
be placed at their place of work. However, the midwives reported a number of initial
enquiries were directed at them, and they, quite rightly, were unable to provide information
to women. I do not know what impacted that had on whether women made further
enquiries but consideration needs to be given to this if attempting to create a group.

However it is acknowledged that the fundamental dynamic of the invention is
changed without the input of a group. Exercises, such as the icebreaker exercise, were
specifically designed to be implemented within a group setting and rely on participation of
multiple parties. This is a shortcoming of the N = 1 case study design as utilised here.

The chapter concludes with a discussion of the research and makes
recommendations for the future. The advantages and disadvantages of individual verses

group invention is also briefly discussed.
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Method

An informational flyer inviting first-time pregnant women to participate in the
research was distributed to a local centre which offered pregnancy support and antenatal
classes. The flyer asked for women who were pregnant for the first time, had
conversational English skills, able to give informed consent and willing to have the session
notes written up as a case-study. Three women responded. One expressed interest but her
due date meant we would not have time to complete the protocol. A second woman
attended the first session before going into earlier labour and being unable to attend

subsequent sessions. The case described in this chapter is of the third respondent.

PARTICIPANT

Jenny?® was a 23-year-old female who arrived punctually for our first session and
was casually dressed wearing sweatshirt and capris. Rapport was easily established and
Jenny commented she was looking forward to taking part in the research. She presented as
somewhat tentative at the beginning of the session but appeared to relax as the session
progressed. Throughout the other sessions she maintained her punctuality and was
engaged as evidenced by her willingness to participate in the exercises and her continued

involvement with the research.
Current Situation

Personal Situation

Jenny was 35 weeks pregnant with her first child when she attended the first
session. She reported feeling well in her pregnancy but experiencing some discomfort with
her baby’s increasing size. While her pregnancy had been fine, Jenny reported that foetal
scans indicated the baby would be born with club foot. This had necessitated Jenny moving
from her home in Hawkes Bay--which she shared with John, her partner and the baby’s
father--down to Palmerston North, where the specialist care the baby required both in vitro
and following birth was available. Fortunately Jenny had family in Palmerston North and
was currently living with her mother and step-father.

As a further consequence of her long stay in Palmerston North, Jenny and her
partner had decided to give up the home they had been renting in the Hawkes Bay. Her
partner had stayed in the Hawkes Bay because of his job, and although they spoke
frequently, Jenny stated the cost of petrol meant they did not see each other that often.
John had moved in with his sister and her partner and that meant there would be no home

for Jenny and her baby to return to in the Hawkes Bay, at the present time.

2 The names in this study have been changed to protect the confidentiality of those involved.
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Pregnancy Information

As previously mentioned, foetal scans had identified the baby’s left foot was a club
foot, a relatively common condition where the foot is rotated internally at the ankle. As a
result of this diagnosis, Jenny had had multiple scans for ongoing monitoring of the situation
with a view to treatment once the baby was born. The scans had also identified the baby
was female and Jenny and John had picked out a name for their little girl. Jenny stated she
had been forced to take early maternity leave because she had low blood pressure which
was accompanied by frequent fainting spells. Jenny reported she had had no further
complications or difficulties with her pregnancy.

Jenny had attended antenatal classes. She reported she found them helpful but
‘negatively focused’. She explained this meant she felt they focused on all the bad things
about birth and none of the potential good things. Jenny also stated she did not feel
antenatal classes had prepared her for what would follow. She said while it was good to get
lots of information about the birth, she felt the classes provided no information on parenting
and she was hopeful she would get some useful information from attending these sessions.

Although Jenny was under the care of a paediatric specialist due to her baby’s
medical condition, her lead maternity carer (LMC) was a midwife. Jenny reported liking her
midwife and having worked with her to develop a clear birth plan. Although her pregnancy
was unplanned Jenny stated she was excited about the upcoming arrival of her baby and

looking forward to being a mother.

Relevant Background Information

Jenny had attended high school in Palmerston North while living with her mother
and then Napier after she moved in with her father. She described herself as an average
student and apparently had a good group of friends whom she felt well supported by: “7
pretty much just stayed at school to hang out with my friends, but I wasn't much of a
brain”. Jenny stated enjoyed art at school and carried on with this passion in her adult life
“Art was the best thing about school for me, apart from my friends’. She sold art on Trade
Me to supplement her income working for a wine bottler and wholesaler. Jenny reported
her job was okay but not well paying (minimum wage) and stated she hoped to re-train into
another occupation once the baby was born “ /4 really like to do kindy or something like
that, but I just want to get out of factory work’".

Jenny described herself as a bit of a worrier, but had no previous history of mental
health issues "7 think I'm pretty normal!” She stated her main form of relaxation was her
art, and she found she could get very caught up in things she was doing "7 can do my art

happily for hours and hours and forget to do other stuff”.
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MEASURES

The Depression Anxiety Stress Scales (DASS) — (Lovibond & Lovibond, 1995b). The
DASS is a 42-item self-report measure used to assess the affective states of anxiety,
depression, and stress. A full description of the scale including psychometric properties and
rationale for its use with this population is included in Chapter Six.

Maternal Adjustment and Maternal Attitudes Questionnaire (MAMA) (Kumar,

Robson, & Smith, 1984). The MAMA is a self-report questionnaire specifically developed to
measure a mother’s perceptions and attitudes throughout pregnancy and the early
postpartum. It consists of five subscales: perceptions of body, perception of intimate
relationship, perception of somatic symptoms, and attitudes to sex as well as to the
pregnancy and the baby (see Appendix B). The MAMA contains sixty items which women
are directed to reply to in terms of how they have been feeling in the last week. Each item
uses one of two Likert scales, either never, rarely, often or very often, and not at all, a little,
a lot or very much. There are no cut-off scores reported by the developers, as the aim of
the measure is to monitor within subject changes in attitudes and adjustment. Each sub-
scale contains twelve items and has a maximum score of 36. A higher score indicates more
positive attitude on the scale of interest.

The scale was developed and evaluated using two cohorts of women: typical women
in their third trimester (7 = 99), and primipara women in their first or second trimester who
were part of a longitudinal mental health study (7 = 119). Participants underwent a series
of group interviews. From these interviews, and from a literature survey, preliminary
questionnaire items were generated. Ninety-nine women were involved in the initial pilot of
the questionnaire. Test-retest reliability across the five sub-scales was adequate with
Cronbach’s alpha between 0.8 marital relationshijp and 0.95 attitudes to sex. Criterion
validity was demonstrated by comparing subscale scores and findings from clinical
interviews.

Postpartum Depression Screening Scale (PDSS) (Beck & Gable, 2000). The PDSS is
a 35-item self-report measure designed to identify women at risk for developing postnatal
depression. It can usually be completed by respondents in 5-10 minutes, and is appropriate
for use from 14 days postpartum (Beck & Gable, 2002). The PDSS measures symptoms
across seven dimensions of PND; sleep/eating disturbances, anxiety/insecurity, mental
confusion, guilt/shame, loss of self, emotional lability, and suicidal thoughts. Full details of
the PDSS are given in Chapter Six.

Session Evaluation Scale. As the primary purpose of this study was to evaluate the
acceptability of the intervention, its exercises, and its themes, a measure was devised
specifically for this study to meet this need. The Session Evaluation Scale is a four-item, pen
and paper visual analogue scale (Appendix J). It was based on the Outcome Rating Scale
(ORS) (Miller, Duncan, & Johnson, 2002) and the Session Rating Scale (SRS) (Duncan et al.,
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2003). Both of these instruments were specifically designed for brevity and ease of
administration in a clinical setting. Although ultra brief, visual analogue scales of this kind
have been shown to demonstrate reliability and validity, and show high levels of clinical
utility (Duncan et al., 2003; Miller et al., 2002). Authors of both the SRS and the ORS report
good validity in their respective instruments. The ORS demonstrated good concurrent
validity with longer instruments designed to measure therapeutic change and lower levels of
test-retest reliability, giving an overall psychometric profile consistent with the stated aims of
the instrument. Similarly, the SRS demonstrated good internal consistency, with lower test-
retest reliability. Both measures are freely available for download off the Internet.
Participants are given the visual analogue scale and asked to put a mark on the line
which best fits their experience of the session they have just had. For each item the left-
hand side indicates a more negative experience ( 7oday’s session did not meet my
expectations; I did not enjoy the topics in today’s session), while the right-hand side
indicates a more positive experience (7oday’s session met my expectations,; I enjoyed the
topics in today’s sessfon). Each analogue scale is 10cm long, and the score is derived simply
by measuring from the left point on the scale to the mark made by the participant, thus a
mark of 6.7cm along the scale indicates a score of 6.7/10, and an experience that was more

positive than negative.

Jenny’s Baseline Psychometrics

DASS
Depression full scale score 14 Zscore 1.10  moderate
Anxiety full scale score 14 Zscore 1.89  moderate
Stress full scale score 17 Z score 0.87  mild
MAMA
e Somatic subscale 29/36
e Body image subscale 29/36
e Marital relationship subscale 35/36
o Attitudes to sex subscale 34/36
e Attitudes to pregnancy and the baby subscale 26/36
Interpretation

The MAMA measures change overtime and cut-off scores or high or low scores are
not reported. In addition, because it is a measure of within subject change, norms are not
given by the developers. Jenny’s scores at baseline indicate she feels relatively more
positive about her relationship over other areas evaluated by the scale. This may in part
explain her positive attitude to sex subscale scores (or potentially her relatively high
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endorsement on the attitudes to sex subscale may, in part, explain her positive attitude
towards her relationship). Overall she indicated she felt less positive about the pregnancy
and baby, which might be explained by the concerns Jenny had over the baby’s health
related to its physical condition and also her reports she gave up work early because of

problems with blood pressure during the pregnancy.

Session 1

The initial goal of Session One was to establish a working alliance between the
participant and myself. To do this I attempted to create connections through a discussion of
shared interests (horses) and mutual experiences. There is substantial evidence on the
importance of the working alliance in the outcome of psychotherapy, with a positive
relationship between the quality of the working alliance and therapy outcome. Although this
protocol does not #reat individuals (as the individuals involved are not in need of freatment)
as psychotherapy does, the intervention does work with them in a similar way. The working
alliance, defined as the extent to which a client and a therapist work collaboratively and
purposefully and connect emotionally, is therefore an essential component of the protocol
(Horvath & Luborsky, 1993).

As the session progressed Jenny completed a series of questionnaires which were
used to establish baselines. An overview of the session as per Text Box 1.1 (Appendix A)
was provided, and an opportunity created for Jenny to discuss any questions or concerns
she had about participating. Jenny reported she did not have any concerns and was looking
forward to the research. She reported feeling a little bit unsure about what to expect, but
hoped she could get some "good ideas about parenting”and was interested to know
whether "7 think the right things".

The model on which the protocol is based argues women are exposed to mythical
images of mothering, which leave them ill-prepared for becoming mothers. There was
support for this from the outcomes of the Mothering Myths questionnaire highlighted in
Chapter Seven. Other research has found these mothering images are generally optimistic
and unrealistic. Given the centrality of this concept to the model, the intervention was
designed to assess at the outset what beliefs and expectations are held (see exercise 5,
appendix A). The focus of this exercise is hot on changing the beliefs and expectations as
that would be inconsistent with an ACT approach. The focus is on bringing into awareness
for the individual women what their thoughts, beliefs and expectations are, so that they
may, as they are willing, evaluated the usefulness of those beliefs and expectations for
themselves.

In keeping with this, the focus of the session shifted to identifying what information
and beliefs Jenny held about mothers and mothering, as well as where that information had

come from. Some of Jenny’s beliefs identified in Exercise Five included:
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e Mothers have their children as their biggest focus.

e Mothers have an instant bond with the baby.

e Mothers are naturally nurturing.

e Recovery from pregnancy and childbirth takes around six weeks.

e Mothers sharing equally in childcare responsibilities with Fathers.

e Mothers are supportive of their children and enjoy spending time with them.

e Good mothers are always available to their children.

The final component of Session One was values identification. A focus on values is
consistent with ACT therapy which argues values are essential for meaningful and
purposeful living. Furthermore, when women are working with their own values there
simply cannot be a disparity between the values they expected and the values they
experience, and it is the disparity between prenatal expectations and postnatal experiences
which is a fundamental cornerstone of postnatal distress according to the research model.

Value goals are identified through therapeutic techniques such as Socratic
questioning, reflection, and paraphrasing. For instance, Jenny was asked to consider what
she would like her children (and others) to say about her as a parent, and how would she
know she was doing a good job of parenting — what would her children be doing or not
doing for example? At one stage Jenny replied her children would be happy so we delved
further, using the aforementioned techniques to understand what being happy looked like to
Jenny, and what it might mean for her children. Were they always happy or was it okay to
be sad sometimes? How would she know they were happy? Could the children be unhappy
and Jenny still be a good parent, say if the children were sick?

Throughout the exercise Jenny professed several times she did not know what her
values were. She stated she had never really thought about parenting in that way, and
found it challenging to think about these things. However, by the end of the exercise Jenny
had identified several values including:

e Having a child who was confident
e Having a child who was respectful
e Being a warm and loving parent

e Establishing secure attachment patterns

Once Jenny identified her goals we discussed whether her beliefs and assumptions
aided her in keeping her feet moving in her valued direction, a concept directly tied to values
work in ACT theory. Working on the whiteboard we listed Jenny’s values on the right and
her beliefs and assumptions on the left. Then we tried to match them together to assess
the fit. For instance which of Jenny’s values were supported by holding the belief that a

mother is always available to her children? In other words, were the beliefs and
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assumptions she held likely to help or hinder her in working towards her values. At the end

of the session Jenny completed the Session Evaluation scale before leaving

SES SCORES
e Expectations scale 7.6/10
e Enjoyment scale 9.7/10
e Relevance scale 9.1/10
e Overall scale 9.3/10
36.7/10
Interpretation

Jenny’s SES scores for this session indicated the session was somewhat as she
expected. Jenny indicated she felt the session was highly relevant for her and that she
found it very enjoyable. Overall Jenny’s endorsement for the session indicated high

agreement with the anchor today’s session was just right for me.

Session Two

Session Two began with a welcome and a recap of the previous session. Jenny
acknowledged feeling some confusion over the disparity between her beliefs and
assumptions and her values. This experience of cognitive dissonance was to be expected as
Jenny was now holding conflicting ideas simultaneously. The theory of cognitive dissonance
states an individual will seek to change their beliefs, behaviour, or actions in an effort to
reduce this dissonance (Cooper, 2007; Festinger, 1957; Harmon-Jones & Harmon-Jones,
2007). Alternatively, dissonance can be reduced by denying, blaming or justifying, the
primary argument for why smokers continue to smoke cigarettes even with the knowledge
such behaviour has potential lethal consequences. In relation to this situation, Jenny’s
beliefs about motherhood were discordant with her values and the inconsistency between
expectations and experiences created a negative affective state. Consistent with ACT
therapy there was no attempt to fix this for Jenny. We did however, spent time on the idea
of acceptance of negative feelings as Jenny contemplated the potential ramifications of this
discrepancy.

As part of that we were able to move onto the next stage of the session as outlined
in the session plan and introduce some ACT theory (Textbox 2.1; Appendix A). In particular
the idea of /iving in our minds and not our experiences along with the assumptions of
destructive normality were discussed. From this, Jenny was given a new way of thinking
about negative emotions, as normal, as healthy and, at times, as adaptive, but always as
something to experience as it is and not as we think it is. Jenny initially appeared to find the

idea of anxiety as helpful difficult to understand, however towards the end of the discussion
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she exclaimed "7 really like that idea, I had never thought anxiety could be good for you, it
feels almost like a relief”.

We proceeded to Exercise Three, You are what you think. Prior to the exercise
Jenny’s rating on the Happiness Scale was 9.5. Following the completion of the exercise her
Happiness rating was 11.6. Jenny reported she found the exercise enjoyable and relaxing.
We spent some time discussing why the scores were different, and the implication of being
able to moderate mood through thoughts. As well as that, the link between experiences and
language was made. This is the ACT idea that as long as we can describe something, as
long as we can communicate through language, we can experience and re-experience
events long after the initial threat has passed. More than that, because we use language to
communicate we can experience things cognitively and emotionally that we have never
actually experienced ourselves.

We then moved on to Exercise Four where we examined the link between thinking
our feelings and thoughts related to motherhood. Jenny initially seemed to struggle with the
ideas behind the exercise, and found it difficult to make the link between remembering a
happy event and holding opinions of events she had not yet experienced. We discussed
how Jenny had clear expectations and beliefs around herself as a mother and her baby
despite never having been a mother. Thus those were thoughts, not experiences, and we
discussed the previous exercise where Jenny was shown she could alter her mood through
her thoughts.

Towards the end of the session I introduced the Learning to let go exercise which
draws on the Tug-of-War metaphor from ACT. Jenny laughingly reported thoroughly

enjoying the exercise. At the end of the session Jenny completed a SES before leaving.

SES SCORES
e Expectations scale 8.7/10
e Enjoyment scale 9.1/10
e Relevance scale 8.9/10
e Overall scale 9.2/10
35.9/40
Interpretation

Jenny rated this session as slightly less enjoyable than the first session (9.7 v. 9.1),
but even so, still rated it as highly enjoyable. It is possible the early theoretical focus was
more difficult for Jenny, which might explain the drop in ratings. This session was highly
endorsed on the overall scale, although again, slightly below the previous session (35.9 v.
36.7).
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Session Three

The initial focus of the third session was on helping Jenny overtly identify some of
her core beliefs and assumptions about her partner. This included what support she thought
he would offer, what his involvement with the baby would be, what would change for him,
as well as how Jenny expected her partner to know about her expectations.

Jenny reported holding a number of expectations especially around his participation
in infant care. She stated she had not explicitly discussed with her partner who would do
what, and she decided she was going to go home and discuss her expectations with her
partner that night. She also said she did not really know what he expected of her and she
thought it would be useful to talk about that too. Initially Jenny had reported she expected
a reasonably even contribution to the parenting responsibilities (Session One) and described
the partner work as "a bit of a wakeup”. Even though the intent of the intervention is not
primarily on changing Jenny’s thought and expectations, Jenny’s thinking showed a clear
shift as she began to really consider the evidence base for her beliefs. She acknowledged
thinking things would be that way "because I thought that's what everybody did, I hadn't
really thought we would be different, or that John might think something different to me”.

It was clear from Jenny’s report that the couple had thought a baby would
strengthen their relationship. However, Jenny stated she had not given much thought to the
impact of the baby on her relationship with John, and she expressed a keenness to remedy
that: “I think this is something we need to get sorted so everyone is clear, 'cos I've never
really thought about it before”.

Following work on partner expectations, the focused shifted to psycho-education
around postnatal distress. Jenny reported they had covered postnatal depression in her
antenatal class, and she would not get it because she “had not had depression before”. We
spent some time discussing the link between postnatal depression and other forms of
depression unrelated to childbirth. Jenny was given information on the signs and symptoms
of depression as well as the other negative mood states of interest: anxiety and stress.

A fundamental premise of the theory which informed the development of this
intervention protocol is that woman are unprepared for some of the experiences they have
following the transition to motherhood, and this may led to feelings of distress including
depression, anxiety, and stress. Chapter Eight included research on barriers to help seeking
for women who feel distressed, and it was reported a significant barrier was their lack of
knowledge around symptoms of distress and their inability to identify distress within
themselves when in the middle of it. Thus an intervention directed at working with this
population needed to include resources specifically designed to assist women with some
strategies in overcoming some of those help seeking barriers. The Okay Exercise

encourages individuals to think about the thoughts, behaviours, and strategies they tend to
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fall back on when struggling and to gain insight into what they /ook /ike when things are

getting hard for them. Jenny was asked to think about a series of questions including:

How will you know if you are doing okay after the baby is born?
What sort of things will you be doing?
What will things look like?

How will your partner know if you are doing okay?

Then Jenny was encouraged to think about those some questions in relation to not
being okay. We discussed whether Jenny was comfortable to go home and share the
information with her partner. She stated she was but did not want to do a contract as is
suggested in the intervention protocol.

At the end of the session we discussed some stress management strategies. Jenny
was given details of resources available to her, either in the area or on the net.
Arrangements were made for contact for the postpartum follow-up and Jenny completed a

SES before leaving.

SES SCORES
e Expectations scale 9.0
e Enjoyment scale 9.6
e Relevance scale 9.4
e Overall scale 9.2
37.2/40
Interpretation

According to the endorsement ratings this was the best session overall for Jenny.
She indicated it was both highly enjoyable and highly relevant. This may reflect Jenny’s
positive endorsement of the Okay exercise which she rated as the most useful exercise of

the sessions.

Postnatal Follow —up

The arranged postnatal follow did not occur as Jenny ended up moving back to the
Hawkes Bay before our scheduled meeting. She agreed to fill out the final measures though
and these were sent thorough to her in the mail. Jenny completed the Depression Anxiety
and Stress Scale (DASS) and the Postpartum Depression Screening Scale (PDSS). Jenny's
PDSS score was in the normal range (full scale score = 57), as were the scores on the sub-
scales of the DASS (Stress: z = -0.39; Anxiety: z = -0.75; Depression: z = 0.62).

In addition she completed the Maternal Attitudes and Maternal Adjustment Scale

which showed an elevation of scores on the attitudes to infant and pregnancy and body
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image subscale and a decrease on the marital relationship and attitudes to sex indicating
positive attitudes to the infant and her changing body but more negative attitudes to the
martial relationship and to sex. This is consistent with research suggesting initial drop in
marital satisfaction is normal, and supports the usefulness of the intervention in preparing
women for this eventually. The finding that Jenny did experienced what, following Session
Three, became an expected decrease in relationship satisfaction which she did not
experience as distressing provides evidence for the utility of the approach. Given the
attitudes to sex subscale inquires about sexual intercourse at a time when women are still
experiencing lochia and may not have fully recovered from birth injuries a decrease in
positive attitudes towards sex is to be expected. Finally, Jenny’s scores on the somatic scale

had also decreased, which was arguably a functioning of giving birth.

Discussion

This case study provides support for the acceptability and workability of an
intervention protocol to lower the risk of postnatal distress research. There were a number
of indicators which suggested Jenny might be at elevated risk for postnatal distress. She
was separated from her partner during the pregnancy which left her with limited support. In
addition there was a concern around the baby which was shown to have a club foot on
foetal scans. Because of her low blood pressure Jenny had had to give up working and this,
combined with the shift down to Palmerston North, had left her further isolated.

Jenny base-line assessment scores were in the normal range for stress and in the
moderate range for depression and anxiety as measured by the Depression Anxiety and
Stress score. She reported feeling mostly positive about her pregnancy and indicated
positive adjustment to the infant as measured by the Maternal Attitudes and Maternal
Adjustment Scale. The marital relationship scale indicated she felt close to her partner
despite their temporary separation. Despite her elevated risk, at the postnatal follow-up
Jenny’s scores were in the normal range for depression, anxiety, and stress. This provides
some positive evidence for the usefulness of the intervention, and is a promising start
although caution needs to be exercised around the limited nature of the evidence.

Jenny experienced a decrease in relationship satisfaction following the birth of her
daughter. She indicated although she felt close to her partner, he had not provided the
level of support she would have liked. This is consistent with research findings which report
on the experiences of other mothers and the potential decrease in relationship satisfaction is
explicitly covered in Session Three of the intervention protocol. While there is no evidence
to suggest Jenny may have experienced high levels of distress resulting from this had she
not been expecting it, the fact that she did not experience distress when she did expect the

decrease is promising.
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Over the course of the sessions Jenny reported she enjoyed the exercises and found
them relevant as measured by the Session Evaluation Scale. Most exercises went smoothly
and operated as intended. Of all the exercises the Okay exercise was rated as being most
helpful by Jenny, as it provided her with insight into her own ways of being in the world and
she was able to then share that information with her partner. Overall, the feedback from
the sessions was positive and the exercises were able to be applied in a meaningful way.

The intervention protocol is designed to be implemented in a group format, and the
effectiveness of that delivery mode is yet to be evaluated. From here, there needs to be
further testing of the intervention. Logically, the next step is to evaluate its effectiveness in
a group. However, as highlighted at the beginning of the chapter there were issues with
recruiting a group. This may in part be a product of the timeframe postgraduate research
works within. Having time to build professional relationships, and having the time to give
further information to professionals who may be willing to assist in the recruiting process
may impact positively on the ability to form groups.

There were a number of advantages associated with running this invention with an
individual. The needs of the individual could better be met and sessions were run at her
convenience. Logistically this made the running of the protocol easier in that there were
less people to accommodate. Whether that suggests it would be more practical, or
achievable to continue to run the protocol in an individual format is an interesting
proposition. If one was to consider running this purely as an individual intervention
however, the group exercises would need to be adjusted appropriately and in a structured
way.

However, the group format offers a number of advantages over the individual
format. Groups of individuals with shared experiences can provide reassurance and a sense
of validation to other group members as the shared nature of their experiences can provide
a sense of ‘normality’. In New Zealand some women chose to continue on with their
antenatal group following the birth of their child, and thus the group becomes a source of
peer support. The running of the protocol in a group format might provide women with
further opportunities for peer support in the postnatal stage. More practically, there is less
demand for clinical time, and less demand on resources and thus the group format is more
cost effective.

The strength of the intervention is the simplicity of the concepts and the detail of
the exercises. This allows professionals with diverse training background to understand and

draw on the ideas contained without the intervention protocol itself.
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Conclusions

This case study highlighted the introduction and initial validation of a brief
intervention protocol designed to lower the risk for the development of postnatal distress.
The intervention used a values based approach based on the principles of Acceptance and
Commitment Therapy. Jenny reported finding the intervention useful and engaging, and
despite having a number of identifiable risk factors for postnatal distress, appears to have
made the transition to motherhood successfully. This provides some preliminary support for
the intervention protocol as a cost-effective and efficient method of lowering postnatal

distress risk.
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Chapter Ten: Concluding Thoughts

This thesis documents a research journey which has included a number of
components. It has involved: (A) a comprehensive literature review, (B) formulation of a
model of distress, (C) testing of the model, (D) development of a manual based intervention
to address postnatal distress, and (E) evaluating the acceptability of the manual. So how
does it all fit together and what has been achieved?

I have discussed how motherhood is portrayed as natural and normal. And itis. It
is hard to imagine a process which is more natural or normal. However, that does not
equate to non-problematic and, as has been highlighted throughout this research, and in
other research cited, women can struggle. Those experiences tend to be constructed as
difficulties and shortcomings within the individual, which ignores the broader issues of
prejudice, of the lack of support, of social isolation, loss of status, the financial penalties and
the loss of previously negotiated partnership roles. None of that matters. Women who
struggle with motherhood, or who do not want to mother, are constructed within this
framework as unnatural — pathological.

Within the thesis I discuss how the role of mothering and the support for mothers
has changed and eroded over the years, but the burden of mothering, the expectations of
non-mothers and on mothers has not. Control of mothering has been taken away from
women. In the ultimate paradox mothering, pregnancy and childbirth is perceived as so
abnormal it needs medical intervention. Mothering is so difficult, so challenging, women
need to consult books. Women, while embarking on the most natural of journeys are told
time and time again, they do not have what it naturally takes to make the journey. They
receive messages that they are unarmed and ill-prepared without expert guidance. That
they should read and practice what the experts tell them because women who struggle are
unnatural - pathological.

Little wonder then postnatal distress in some form seems to be experienced large
numbers of women. This thesis has highlighted research giving conservative estimates of a
prevalence of one in five women for postnatal depression, and rates of anxiety at levels high
enough to cause disruptions to daily functioning are argued to be as great as 1 in 2. The
roles of hormones and biology in postnatal distress have been investigated over the years
but they have provided limited insight into mothering distress. And how can they? Very
little about being a mother is about biology. Psychological theories of crisis, of helplessness,
and hopelessness certainly seem more fitting. One can easily construct early motherhood as
a time of crisis as mothers negotiate a new self and a new way of being in the world.
Cognitive theorists argue women are hypervigilant to risk: they overestimate the threat of
the outside world to their infant and develop anxiety disorders (usually giving a matching

disorder to their off-spring in a two-for-one deal). At the same time women are routinely
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bombarded with emotive messages of risk to their children: &ills 99.9 percent of germs,
bacteria laden, disinfects, hypoallergenic, low fat, low sugar, low gluten, eco-friendly,
stranger danger, safety approved. On one level it would seem good mothers carry pocket
size hand sanitizers in case they need to touch a shopping trolley, yet women who struggle
are unnatural - pathological.

I have discussed research highlighting findings that women are given implicit
messages of motherhood almost from birth. One only has to visit the girls’ aisle at
department stores like The Warehouse to know what they are. It is nauseatingly pink, filled
with nurture promoting toys — dolls, kitchen appliances, gift ware, and offers a decided lack
of vigorous play items such as bats, balls, or guns. Girls quickly learn it means they are
quiet, passive, and nurturant. Unsurprisingly, girls then develop expectations around that
role. Firstly they expect to be rewarded for conforming to it. Thus there is an expectation
fulfilling the mothering role will bring status, value, and recognition. Secondly, it appears
they have an expectation if they conform and become mothers they will be supported in
doing so. Thirdly, there is some evidence to suggest that they have an expectation of an
idealised experience of motherhood because they are told mothering is wonderful, it's
magical, and it is what defines them as true women. Finally they have an expectation it will
just happen, they will bond instantly with their infant, breastfeeding effortlessly, recover
their pre-pregnancy shape, and most importantly they will wake-up with an in-built maternal
instinct which makes them all knowing in matters of their infant. So when that doesn't
happen, well, women who struggle are probably perfectly normal mothers.

Women-centred research principles demands if one is seeking to understand a
phenomenon which affects women, if one wants to do research about women, it needs to
be for women and of women. This thesis highlights a number of studies which aimed to
honour that demand. When seeking to understand how women experienced the transition
to motherhood, I asked them. Study One outlined discussions with a group of older mothers
who negotiated the traps of motherhood some years before. This group highlighted their
experiences of loss and conflict as they sought to establish their new mothering identities.
They spoke of beliefs and expectations, they spoke of their victories and battles, and most
of all how, when they struggled, they were made to feel unnatural — pathological.

Combining the sum of the literature and the findings of the first study I developed a
new model of postnatal distress. The model stated women exposed to gender stereotyping
and bombarded with imagines of contented mothers, immersed in a culture which espoused
overly positive mothering myths, developed optimistic, and often unrealistic, prenatal
expectations of the mothering role. When those expectations were violated, when there
was a disparity between prenatal expectations and postnatal experiences the potential for
the development of postnatal distress arose if that disparity was subjectively experienced as

a loss.
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Following on from that I began to test aspects of the model. I confirmed that, at
least for the cohort interviewed, New Zealand women do enter into motherhood with clear
expectations of themselves, of their partners, of their infants, and of the mothering role.
The women reported the expert advice contained within the pregnancy and parenting books
they read did little to assist them in their transition to motherhood; in fact they reported the
reverse, the books created anxiety and pressure. They felt they had to ‘live up to’ the
books’ ways of doing mothering, and when they struggled, when it did not /i for them or
their infant, they reported lacking confidence in their own evaluations, and their ability to
cope with the situation. This group also reported conflict with professionals whose role it
was to help them care for the infant. They spoke of being bullied, of feeling de-
individualised, being infantised.

I demonstrated young women of child-bearing age who do not have children do
endorse myth statements of motherhood. They believed mothers have an instant bond with
their baby, they believed not bonding quickly with your baby will have long-term
consequences and they believed mother’s instinct comes with the birth of your child. This
group of young women were more likely to endorse the myth statements if they were
young, single, and less educated.

An important finding from this study was the significant relationship between an
individual’s subjectively rated experience of their own mother and their endorsement of
mothering myths. Young women in this cohort group were more likely to endorse the myths
if they reported a highly positive, and presumably idealised, image of their mother. This
opens the way for an initial non-threatening path of investigation into risk of postnatal
distress.

Traditional approaches to maternal mental health have focused on the treatment of
postnatal depression in the months following the birth of the baby. However, this has not
addressed the issues of anxiety and stress; what is collectively referred to in this thesis as
postnatal distress. In contrast I have outlined a model which addresses this proposed
broader understanding of women'’s experiences.

Postnatal distress has a definitive trigger and a reasonably well defined period of
risk. That being the case, it is ideally suited for prevention approaches. Working with the
findings from the previous studies, taking the assumption the pregnant women hold
optimistic expectations of the event of mothering, believing that they will have been exposed
to any number of mothering myths I developed an intervention protocol. The intervention
did not seek to impart expert advice. Women had already said that was not helpful. It did
not seek to medicalise; I have no training in that area. It did not seek to pathologise, to
give the answers, to espouse a particular belief or way of being a mother. The intervention
protocol aimed to work with women to help them identify Zheir beliefs and values. It sought

to encourage them to bring into conscious awareness myths of mothering they may have
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been exposed to and to evaluate for themselves the usefulness of holding those beliefs was
for them. It sought to empower them with knowledge of their own mastery of their
thoughts and emotions, and importantly it sought to impart research that demonstrates
women who struggle are natural — non-pathological.

The final step of this research journey was a piloting of the intervention to test the
workability and acceptability of the manual. I demonstrated the manual could be
successfully implemented within the indicated timeframes, the exercises were enjoyable and
achieved what they were designed to do. While it is a long way from evidence it is
encouraging.

As I said in the prologue, the intervention is not a guide to motherhood, but maybe
a guide to how to begin to think about being the mother you would like to be. It was
developed because there is a need. Women in New Zealand struggle with the transition to
mothering. They struggle because they are unsupported. They struggle because they are
exposed to mythical images of motherhood which set them up to feel failure. They struggle
because successive governments have systematically removed support for families and
devalued the mothering role.

This thesis offers a new way of conceptualising postnatal distress which
acknowledges the context in which women mother as central to their experience of
mothering. It has also highlighted the importance of prenatal expectations on the
subsequent experiences of women following the transition to motherhood. Perhaps more
importantly, it offers an opportunity to be proactive in the care of first-time mothers-to-be
with an intervention protocol designed to assist women before they experience distress.

There are a number of professions involved in the care of women during the
perinatal phase, each with valuable and unique skills as well as their own understanding of
mothering. This thesis offers a framework which could be used to develop a shared
understanding between these professionals, promoting continuity of care and a coherent
discourse of postnatal distress. The findings from the various studies suggest professionals
who do work with this cohort of women may wish to consider what expectations the women
hold, as well as what experiences the women had of being mothered. Probing in these
areas should provide some insight into which women may be at risk of experiencing
difficulties at later stages. Furthermore all professionals working with this group could ask
themselves how to address the concerns the women in this research raised about their
experiences of being infantised and de-individualised. Becoming a mother is both a time of
great reward and great stress. Professionals who work with this population have chosen to
do so: clearly they have an interest or an empathy for this group, yet unfortunately that
does not always seem to translate to the women they are trying to help, which further adds
to the stress the women are under. The overall message from the participants was

acknowledge the woman in front of you as the expert of her own experiences. Despite
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operating under tremendous constraints with public health care policies which minimise
contact between professionals and mothers, clinicians, doctors, midwives, nurses - indeed
anyone involved in supporting this group of women need to remember their humanity and
interact with the individual.

New Zealand is a great rugby nation. While the dramatic showing of the haka is
invigorating at the onset it does not define the game any more than the dramatic event of
birth defines a mother. Rugby is won by a team who works together to achieve a common
goal, and is more about doing the hard grind than the occasional flashes of brilliance. So
too is mothering about doing the hard grind, but what seems to be missing for some is the
team support and the common direction. Maybe at the end of the day the best thing we as

professionals working with pregnant women can do is ‘touch, pause, engage'.
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Epilogue

As I first highlighted at the start of this thesis when I started researching postnatal
depression it was not so much to understand it per se but to attempt to undo the damage I
had been assured I had done to my son by having the audacity to experience it. In my
mind I had broken him before he'd even had a chance to get started and it was up to me to
repair what I could.

I didn't think about being a young women in a new town without friends and with
no family except for the hostile presence of the mother-in-law “Well, Anita, if you didn‘t
want to look after these children you should never have had them in the first place’ (like
sure, I did that all by myself!). I didn't think about the fact that while it was a new town for
me and four hours drive from my family, my husband was moving back to his old stomping
ground and so while I stayed home with two kids under three, he naturally relished the
opportunity to go out and catch up with old friends.

I know the very moment I sunk into depression. It was when I rung my husband to
tell him I was pregnant. I was in a bit of turmoil as it was unplanned; I loved being a
mother to an 18-month-old and I had a dreadful premonition everything was about to
change. I was thinking about having to cancel this and change that, juggle this and the
next. I was contemplating a hundred different things including pulling out of studying, and
rueing not listening to friends who told me the surest way of getting pregnant with number
two was to give away all your stuff from number one. With all this in my head I rang my
husband to tell him the news. He said “Well that’s great news honey, but I can't talk now
I'm busy at work”. Whatever he meant, or whatever he thought he said, what I heard was
I'm too busy for you right now and while your life is going to hell in a handbag my life
carries on.

I couldn’t work it out. The books told me all about what was wrong with me and
what I was doing wrong as an explanation as to why I would struggle in the postnatal
period. But it didn't fit. I had no history of depression, had a perfectly normal transition to
motherhood, this wasn't my first child. I wasn't that young, wasn't single, wasn't poorly
educated, wasn't poor. The attachment bond my first child was secure — she was bold and
curious, developmentally doing well, she was pretty short (still is!) but otherwise she was
great. My father speculated the reason I had difficulty with my second child, not my first,
was that my second child was a boy. I'm pretty sure the reason I had problems with my
second child and not my first is because he was born with a small hole in his heart which
required frequent medical check-ups, he didn't sleep, he didn't settle, he didn't gain weight

(a failure to thrive they call it, but the strong underlying message is a failure to mother). And
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he didn't stop crying, for months, and months and months, while doctor after doctor after
doctor told me everything I was doing wrong and not one, not one said Are you okay?

It took me ages to work out under that scenario I wasn't the one with the deficit. I
was having a perfectly normal response to an incredibly abnormal and unsupportive
situation. So I started looking for something that made sense of my experience, in my
head, for me. Well for myself and my son because this was his story too. By the time he
had turned three or four, we had healed. We had a good bond, we had worked out what
worked for us and the emotional turmoil of his initial years had abated. But my interest in
women’s experiences of postnatal distress had taken on an intellectual life of its own. With
a safe distance from the emotion of my own experiences established I began to investigate
others’. The stories of the women in this thesis are not my story. Nor are they anyone
else’s story. It is their story of their victories and battles in their transition to motherhood.
But there are striking similarities that highlight the difficult and tempestuous journey
motherhood is for women. For perfectly normal, fully functioning, and non-pathological
women. All the women interviewed in this research reported being unprepared. All the
women reported disparities between prenatal expectations and postnatal experiences. All
the women reported losses. All the women reported hostile interactions with medical staff
and other professionals charge with supporting them in their mothering role.

One of the more interesting aspects of this project has been the parallel process
between what the women in the studies have described and my experience of doing
research with and for this population. For instance, there has been an ongoing battle to
stop others pathologising pregnant women throughout and because of my research.
Supervisors and colleagues who referred to my developing protocol as ‘treatment’ were
corrected with intervention “7 can't treat them they are not sick’. There was the subtle
track-change of ‘facilitator’ to clinician before it was changed back to facilitator: “ 7Aey don’t
need a clinician they are not struggling, they are not pathological’, the debate with ethics
about whether pregnant participants were a vulnerable population. All these things
confirmed time and again what the women in the research were saying about the infantising
and medicalising of pregnant women and mothers. If these adult women were deemed
capable of giving informed consent before getting pregnant by what process are they now
deemed to be incapable of giving informed consent to participate without special protection?
(AND as one ethics committee attempted to stipulate — without informing their General
Practitioner).

I don't know how much of my experience informed the development of the model.
If anything, I think it may be the other way around. I think in talking with women and
listening to them, in working with the model on an intellectual level; in moments of me-time

reflecting on the stories of others has given me some aha moments. I think the clinician
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side of me could do what the mother side of me never could: rationalise, understand,
tolerate, forgive.

As I write this my son is humorously (and hopefully) making outrageous requests for
his 13" birthday. The hole in his heart is still there, and we tried to instil in him early on
knowledge of, and respect for, his heart condition in the belief that information will help him
make good choices about protecting it. He answers back too much, he knows everything,
he doesn’t change his socks often enough, and he is way too influenced by his many friends
but he's mine. Maybe our rocky start affected our relationship — I don’t know. I don't know
what it would have been like without postnatal depression, but I do know what we have
right now, in this moment, suits us. I don’t know half the questions let alone the answers.
But I do know he is fine.

He is my son-shine.
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Session One — Building the group

The initial focus of session one is on building supportive relationships
amongst the group whilst creating a safe and therapeutic environment to enable
sharing. By the end of the session, participants will feel comfortable attending

further sessions and confident such attendance would be beneficial from them.

This will be achieved through:
@ Group exercises focused on ice breaking.
@ Facilitator direction.
@ Creation of a group setting which aids participants in developing a

sense of belonging in the group.

GOALS OF SESSION ONE

The emphasis of this session is on increasing individual awareness of
personal assumptions and values. This will be achieved through a number of group
exercises. In addition to a greater understanding of assumptions and values, group
members will begin to identify what expectations they hold with regards to both the
role of mothering and themselves as mothers. By the end of the session the
participants will have attained:

@ Increased awareness of personal assumptions.
@ Insight into the values and expectations of the group and
themselves.

@ Understanding of some of their own individual parenting goals.
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FACILITATOR TASKS FOR SESSION ONE

CHECKLIST

v

To welcome group members individually upon arrival and direct them
to the appropriate area. The facilitator needs to be mindful
individuals maybe nervous entering a novel situation.

Aid in the development of group rules for the safety and comfort of
group members.

Monitor and facilitate participation of group members. This may
involve both encouragement of reticent members and gentle
direction of more verbal members. The facilitator needs to
emphasise participation is an individual choice.

Maintain group focus through the use of group exercises, prompts
and appropriate therapeutic questioning.

Monitor time and adjust session to accommodate the needs of the
group.

Emphasis should be given to highlighting this is not a therapy or
treatment group. Group members are not expected to disclose very
sensitive personal information and should only share the amount of

information about themselves which they feel comfortable with.

OVERVIEW OF SESSION ONE

la)

R R B R @

WELCOME AND HOUSEKEEPING

GROUP INTRODUCTIONS

COURSE OVERVIEW

ADMINISTRATION AND COLLECTION OF QUESTIONNAIRES
GROUP DISCUSSION AROUND ATTENDING

GROUP RULES

GROUP EXERCISE — EXPECTING MUMS?

GROUP EXERCISE ~ IDENTIFYING THE VALUES

WRAP UP AND BRIEFING FOR NEXT SESSION
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EXERCISE ONE - WELCOME —

FACILITATOR INTRODUCTION AND WELCOME OF WOMEN TO THE GROUP
The facilitator provides a welcome to the group which creates an opportunity

to give a clear outline of the purpose and aims of the sessions. Information on
parking and start/finish times should be provided for group members prior to the
first session, but a brief reminder is appropriate. In addition other housekeeping
matters should be covered in the initial welcome.

e Parking

e Toilets

e Refreshments

e Contact details

EXERCISE TWO - GROUP INTRODUCTIONS

The function of the group introductions is to begin to build rapport within
the group. This is a group exercise designed to ease apprehension of the individual
group members in a relaxed and relevant manner. By aiding in the development of
group cohesion, dropout rates can be lessened and personal disclosure facilitated.
The baby names game is developed to act as a fun icebreaker exercise.

EXERCISE TWO

BABY NAMES
EQUIPMENT
1 Piece of baby paraphernalia (potty or bath work well)
Paper

Pens or Pencils

RULES

Give each participant a piece of paper and ask them to write down the currently favoured
name of their baby. If they are undecided or unsure of whether they are having a girl or a
boy, assure them this is just for fun and ask them to just pick one for this game. Get the
women to put the piece of paper with the baby’s name on it into the potty or whatever
piece of baby equipment is being used. Randomly draw pieces of paper out of the hat and
have the group try and guess which name is preferred by which group member. When the
discovery has been made, encourage the owner of the name to introduce themselves to the
group and tell a little about themselves.
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FACILITATOR LEAD DISCUSSION ~ STRUCTURE AND AIMS OF GROUP

The purpose of the group is to provide information and education to first
time mothers in their transition to parenting. There are two main aims of this
group. One is to explore the expectations of the group members and examine how
these expectations may affect their future role as mothers. Secondly, the group
aims to assist women develop skills for dealing with difficulties such as low mood or
anxious worries following childbirth. By participating in the group, women also have
the opportunity to meet others sharing similar experiences. The facilitator is
responsible for disseminating information to the group about the group and how the
sessions will be run. It is important to outline the structure of the course so
participants have a realistic idea of the process of the group. This is seen as an
important part of the ongoing process of informed consent. A possible example of

an introduction to the course is provided in textbox 1.1.

TEXT Box1.1

During this first session we will be doing a number of group exercises. We will be
establishing some rules for the group, before moving on to starting to think about what
being a mother means for each of you. There will be some questionnaires handed out
and time allocated for you to fill them in. Towards the end of the session there will be a
group discussion around what values are important to you as mothers. We will keep a
record of the values you identify and refer back to them throughout the remainder of the
sessions.

The second session will introduce some of the ideas which have led to the development
of this course. We will be doing a number of exercises together, and we will also start to
examine some of the ideas about mothers that we have learnt about or been exposed to
throughout our lives. We will look at how those ideas or assumptions fit with the values
you identified holding.

In the third session we will look at possible changes in your relationship with your
partner. I will also be giving you a number of handouts with information about supports
and services that can accessed by you or your partner. There will be some extra forms
to fill out during this final session.

ADMINISTRATION/COLLECTION OF BASE-LINE QUESTIONNAIRES

It is important to establish some base line levels in order to track shifts in
maternal cognitions and mood. This research hinges on the belief women enter
motherhood with firm expectations which are often disappointed. As such it is
important to establish what those expectations are. To do this participants are

administered the Maternal Adjustment and Maternal Attitudes Questionnaire

Page | 173



(MAMA) (Kumar et al., 1984). This questionnaire is specifically developed to
measure a mother’s perceptions of her body, her intimate relationship, and of
somatic symptoms as well as her attitudes to the pregnancy and the baby. Itis a
60 item self report measure which is available in the public domain (see Appendix
B).

There is also a need to track mood throughout the intervention. To do this
the Depression Anxiety and Stress Scale (DASS) is administered in the first and last
sessions (Appendix C). The DASS is a 42-item self-report measure designed to
assess the three negative emotional states of depression, anxiety, and stress
(Lovibond & Lovibond, 1995b) While conceptually independent, depression and
anxiety have been shown to have considerable clinical overlap, and thus the authors
aimed to design an instrument that could simultaneously detect the full range of
core anxious and depressive symptoms, whilst differentiating these common
affective states. The DASS is particularly appealing as it has been tested with this

population and found to be a reliable and valid instrument.

FACILITATOR TASKS
v" Explain the need for measures and why they are used
v Carefully explain each questionnaire with full instructions on correct
completion.
v" Reaffirm confidentiality
v" Provide clarification of areas of uncertainty

v" Collect questionnaires in a way that honours the need for confidentiality.

Pause for Break

EXERCISE THREE -GROUP DISCUSSION

This exercise creates opportunity for group members to voice concerns or
questions they may have around group participation. Membership into a new group
may create feelings of nervousness or perversely alienation. In the formative stage
of group development group members have a desire for acceptance and a need to
know the group is safe. Group members will tend to rely heavily on the facilitator
for direction and will be focused on gathering impressions regarding the differences
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and similarities between themselves and other group members (Tuckman, 1965).
The primary task of the group at this stage is forming.

At this point the group members are given the opportunity to discuss how
they are feeling about being part of the group. The idea is to give group members
the chance to ask questions or air concerns before continuing. This is designed as a
preamble to the exercise which follows regarding the creation of group rules.

EXERCISE THREE

FEELINGS

How do you feel about coming to the group?

Do you have any concerns about the group?

Can you share with the group what they are?

What could be done to help you feel more comfortable in the group?
What could be done to help you feel safer in the group?

Has anything changed for you since you arrived?

(ONONONONONO]

EXERCISE FOUR - DEVELOPING GROUP RULES

The next stage of group development usually involves some form of conflict
and polarisation as the group navigates interpersonal issues; what Tuckman
referred to as the ‘storming’ stage of his four stage forming, storming, norming and
performing model of group development (Tuckman, 1965). In an effort to navigate
potential pitfalls or moderate fallout from this stage the negotiation and introduction
of group rules is an important next step.

The role of the facilitator at this stage includes:
e Explaining the need for group rules and boundaries.
o To develop a sense of safety in the group with a view to facilitating
honest and open discussion.
o Creating clear expectations both for the group and of the group.
e Creating opportunity for balanced participation for all group members
e Writing down ideas without censorship.
e Modelling acceptance and tolerance of ideas.

e Seeking clarification of potential misunderstandings.
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Ideas for potential group rules are given in Textbox 1.2.

TEXTBOX 1.2
DEVELOPING GROUP RULES
HINTS AND SUGGESTIONS
One person talking Respecting view of others Honesty
Staying focused Attending all sessions Sharing the time
Supporting one another Being non-judgemental Confidentiality
Not interrupting others Notifying for non attendance Being on time

EXERCISE FIVE — EXPECTING MUMS

This exercise is designed to enable the women to begin to think about what
information and beliefs they hold with regards to mothering and mothers, and how
that information was garnered. Once this information is highlighted it is hoped the
women will begin to critically evaluate the reliability of the information. The
facilitator task at this stage is to foster safe and open dialogue between the
participants. An example introductory dialogue which could be used is given in text
box 1.3.

TEXTBOX 1.3

WHAT DOES BEING A MOTHER MEAN?

As adults interacting with the world you are constantly making decisions and performing
behaviours and roles almost automatically. We seldom give serious thought to how to be
a good daughter, or a loyal person, or a productive employee. We just do it. Most
psychologists would argue that we are, in part, a product of our environment. Whilst we
might be ‘biologically wired’ to do certain things; the beliefs we hold, the decisions we
arrive at, and the interpretations we make are influenced by our learning; from parents,
from school systems, and from communities. And these beliefs or assumptions form a
fundamental part of who we are.

In the next exercise I want to spend some time identifying some of those assumptions
about being a mother that you might hold; in other words what does being a ‘mother’
mean for you? Before we do though, it is important I mention that when talking about
assumptions, I'm not talking about assumptions as something that are ‘bad’ or ‘wrong’.
There is nothing inherently wrong about having assumptions; everybody has them.
Sometimes, though, what can be problematic about assumptions is that we don't always
realise that we hold them (maybe give example here). Of course, not realising we have
certain assumptions usually means that other people; such as our partners, might not be
aware that we hold them either. This can be where things get a tad unstuck.
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When doing this exercise, there are number of areas it is suggested are
covered. It is important to encourage the women to think broadly about their
beliefs/expectations of both mothers and mothering. Suggested areas include:

v" Mothers in work (i.e. do you think it is good for mothers to work outside
the home and what do you think about stay at home mums)?

v" Changes in intimate and other relationships (i.e. what changes if any do
you anticipate between you and your partner?, do you think your friends
will see or treat you differently once the baby is born)?

v’ Participation in childhood events (i.e. do you think you will be involved
with your child’s playgroup/kindergarten/school? At what level? How does
that blend with your expectations around work and relationships)?

v" The status of mothering? (i.e. How do you think mothers are thought of in
society? Do you think they are respected or valued)? Do

v' Levels of support for mothers (i.e. Who do you think will be your greatest
support as a mum? Do you think businesses where you live are child or
family friendly? Do you think local and central government is supportive of

mothers and families)?

EXERCISE FIVE

THE MEANING OF MuUM

EQUIPMENT
@ Paper for participants
@ Whiteboard or similar
@ Whiteboard markers or similar

DIRECTIONS

In the first part of the exercise the focus is on uncovering beliefs in relation to mothers.
First ask the group to select a piece of paper and jot down on it the things they think a
‘good’ mother does which makes her a ‘good’ mother. Then ask them to note the things
they think a ‘bad” mother does which makes her a ‘bad” mother. When finished ask group
members to share what they have written and work together to identify themes or key
assumptions.

The second part of the exercise focuses on beliefs and assumptions related to
motherhood. Hand out more paper if necessary and ask the women to note down there
beliefs about the status of mothers, support mothers receive and other areas outlined in
the facilitator checklist above. Again once participants have completed this task
individually, discuss as a group and note on the whiteboard themes or key assumptions of
the group.
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After the group has worked together to create their own collection of beliefs
and assumptions the facilitator can hand out the Assumptions about Mums sheet
(provided at the end of this session plan), explaining these are some of the
assumptions/beliefs other mothers have identified holding or being exposed. The
rationale for using the handout is that it normalises some of the beliefs women hold
assuming an overlap between the list created by group and what appears on the
sheet. Research points to a number of consistent values/beliefs held by women and
it is anticipated the women in the group will conform to these expectations. The
hand out can also be used as a prompt if the group is having difficulty identifying
their beliefs and expectations with the facilitator. This is not ideal as the aim of the
exercise is to encourage the group members to identify their own assumptions and

values, and thus the handout should only be used in this way as a last resort.

FACILITATOR SUMMARY OF EXERCISE.

It is important the facilitator provides a exercise summary. This exercise is a
key building block for the exercises which follow, and it is strongly advised time is
spent discussing the outcome of the exercise and locating the outcome within the
current literature. Textbox 1.4. provides a sample text.

TexTBOX 1.4

So we all hold some assumptions about what mums should and should not do. Those
assumptions help inform our expectations about being a mother ourselves. You know,
research tells us that expectant mothers generally have some fairly positive beliefs or
expectations about becoming a parent. When asked about things such as the division of
labour, enjoyment of childcare role, and impact on the parental relationship, women
tend to think things will go well. Also the closer a women comes to having a child; such
as being pregnant or planning a pregnancy, the more positive her expectations will be.
So, all in all, research would suggest that you are a pretty happy and optimistic lot right
about now.

Optimism is good for you and positive expectations about parenthood are linked with
good adjustment when you become a parent. But, and this is a big but, positive
expectations are good for us when they are accompanied by positive experiences. That
is, optimism is great, as long as it's realistic. However, parenting isn't all rosy, and as
new parents you will be faced with an array of novel, and sometimes noxious challenges
~ you'll be tired, possibly sore, and required to master a whole lot of new tasks (and let
me tell you there is a definite knack to changing nappies ~ particularly full ones!).
Unrealistic expectations are more likely to be unmet or disconfirmed, and unmet or
unfulfilled expectations have been associated with a more difficult adjustment to
parenting. So what all this research is saying is if you are optimistic and hopeful about
baby but there are things you are not looking forward to, or don't like the sound of you
are probably on the right track!

Handout 7he transition to motherhood
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EXERCISE SIX - IDENTIFYING THE GOALS AND VALUES.

The aim of this exercise is to get group members thinking about what goals
and values are important to them as mothers and parents, and the primary
objective for the facilitator is to guide individuals in the group to formulate their own
parenting values These values themes will be utilised throughout the remaining
sessions as ‘checkpoints’ when addressing expectations and preconceptions
identified by further exercises. This exercise starts to examine core beliefs and
values of group members and, as such, it is vital the exercise is done sensitively and
safely. Again the facilitator has a number of key tasks associated with this exercise.
These tasks included:

Ensuring safety of all group members
Creating opportunity for balanced participation for all group members
Writing down ideas without censorship.

Modelling acceptance and tolerance of ideas.

AN N NN

Seeking clarification of potential misunderstandings.

Consistent with the ACT-based approach values are defined as “verbally
constructed global desired life consequences” which are subjective, individual and
persist across timeframes and situations (Hayes et al., 1999, p. 206). They cannot
be judged by others, nor, it is argued, can they be fully achieved, or held like an
object. Thus the value of being a loving parent for example, must continually be
sought on a daily basis. The facilitator assists in the clarification of goals by using
therapeutic skills such as socratic questioning, reflection, and paraphrasing.

Exercise Six

VALUES IDENTIFICATION

EQUIPMENT
@ Whiteboard or similar
@ Markers
@ Whiteboard cleaner

DIRECTIONS
Facilitator introduces the idea of
@ What do they want for their children?
@ What would they like their children (and others) to say about them as
parents?
@ How will they know if they have been successful parents — what will their
children ‘look’ like; what kind of people will they be?
@ What would tell them they needed to change things?




At the conclusion of the exercise the facilitator needs to draw links between
the previous two exercises. The group has identified a number of beliefs and
assumptions they hold about mothers and mothering, and also they have begun to
identify values they hold for themselves and their children. What is important is
how compatible those two belief systems are. The facilitator needs to ask the
group a number of questions such as hAow do your beliefs about mothers and
mothering help or hinder you in achieving your parenting goals or of those things
you mentioned you would like people to say about you, how many are reflected in
the expectations of yourselves you identified earlier.

For instance, women who do not have children might hold the belief that
‘good mothers bake’. Home baking is considered to be an important ritual around
childhood, and warm images of baking with children (particularly female children)
often arise. If this was a belief identified by the group earlier on the question for
the group could then become “does your belief good mothers’ bake help you
achieve your parenting goal of having a child who feels safe”? (or whatever their
identified goal is). The exercise does not aim to challenge any of the beliefs or
values. More simply, the focus of this exercise is to bring into awareness some of
the tensions that may exist between expectations or beliefs women may hold and
the value goals they have identified.

At the end of the exercise and the end of the session the stage should be set
for the introduction of some value work in the next session, and the participants

should leave the session with some insight into their own values and expectation.

WRAP UP AND BRIEFING FOR NEXT SESSION

The facilitator needs to provide a recap of the items covered in the session.
Group members should be acknowledged for what they have achieved through-out
the session with specific comments where relevant. As between session work
participants should be encouraged to muse over their value goals and expectations
without judgement. The facilitator may wish to reaffirm the group commitment to
confidentiality before closing the session.
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ASSUMPTIONS ABOUT MUMS

2@ REING A MOTHER IS JUST INSTINCT

'\/®E A WOMEN LS NOT FULFILLED/COMPLETE UMLESS
SHE IS A MOTHER

‘
€D BREASTFEEDING IS A NATURAL AND EASY

PROCESS

@ BABIES JUST EAT AND SLEEP
TP 1T CETS LASIER AT £ AND 42 WEEKS
I A MOTHER IS A SELFLESS PERSON

‘@ POSTNATAL ONLY HAPPENS TO WOMEN WITH
UNDERLYING PROBLEMS

a0
& MOTHERLY LOVE IS INSTANT

) BONDING IS AUTOMATIC

ﬁf A BABY WILL STRENGTHEN A RELATIONSHIP
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THE TRIONSITION TO
MO THERHO: D

The transition to motherhood involves adapting to physical, emotional and social
changes and there is little support in society for this.

HHEREFORE!

Most mother experience difficulties adjusting to their new role and may feel over-
whelmed by the demands.

Myths about motherhood can create unrealistic expectations.

BHEREFORE:

Linrealistic expectations lead to feelings of failure when coping problems occur.

Frosm Milgrom et &, (2003} Treating Postnatal Deprassion; A Psychologics Approach for Health Care Practitioners.  Chechster;
Wiley.,
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Session Two

The primary focus of the second session is to introduce some of the
theoretical concepts underpinning the research. Group exercises designed to
demonstrate some of the theoretical principles are included in the first part of the
session. In addition there is some discussion around the changing roles of mothers,
as well as changes to the way society perceives and values both mothers and
families. Finally the idea of ‘mothering myths’ are examined with some fun
exercises designed to continue to building group cohesion while working to

introduce key tasks of the session.

GOALS OF SESSION Two

The emphasis of this session is on building an understanding of the core
principles informing the development of the intervention and learning to critically
evaluate mothering ‘myths’. This will be achieved through facilitator directed group
exercises and psycho-education. Participants will gain understanding of how
cognitions impact on mood and insight into some of the socialisation they may have
experienced regarding mothering and motherhood. By the end of the session the

participants will have:

@ Gained insight into the interplay of mood and cognitions.
@ Attained an understanding of their exposure to mothering myths
@ Explored the impact of socialisation on their own parenting

expectations
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FACILITATOR TASKS FOR SESSION TWO

Checklist

v' To welcome group members individually upon arrival.

v" Monitor and facilitate participation of all group members. Again, this
may involve both gentle encouragement of reticent members and
gentle direction of more direct members. The facilitator needs to
emphasise participation is an individual choice and informed consent
is an ongoing process.

v" Maintain group focus through the use of group exercises, prompts,
and appropriate therapeutic techniques.

v" Monitor time and adjust session to accommodate the needs of the
group.

v" Be mindful of the physical needs of individual group members.

OVERVIEW OF SESSION TwWO

GREETINGS AND RECAP FROM LAST WEEK
INTRODUCTION OF ACT THEORY

GROUP EXERCISE

INTRODUCTION TO IDEA OF MOTHERING MYTHS
GROUP QUIZ

D @ R @ @A @

GROUP EXERCISE — TUG-OF- WAR

WELCOME AND RECAP

The facilitator provides a welcome to all group members. Any agreed upon
processes which had been identified in the first session as helpful to settling the
group, such as a karakia, should be utilised when appropriate. A reminder about
the facilities at this stage is helpful and the facilitator should also offer a brief
reminder regarding group confidentiality. The facilitator provides a brief overview of
the material covered in the first session. This provides memory prompts for group

members and also sets the scene for the introduction of Exercise One.
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EXERCISE ONE: - MATCHING THE VALUES AND THE EXPECTATIONS

In the last session group members were encouraged to consider their
parenting values and examine some of the beliefs and expectations they held with
regards to mothers and motherhood. If there was some disparity between the
expectations and values, group members may experience some tension. Any
feelings of discomfort which may have resulted from a sense of cognitive
dissonance should be acknowledged and room created for this to be processed
before moving on. This can be achieved in a nhumber of different ways but above all
the facilitator should model unconditional positive regard when group members are
discussing their values. It cannot be emphasised enough that the overarching goal
is to bring into awareness for individuals, their own values/judgements and
expectations so they can work with them throughout the course, and not to

change/challenge or critique individual values.

Facilitator tasks
For this exercise the key facilitator tasks include:
v Creating opportunities for individual group members to speak.
v" Maintaining supportive group environment.

v Ensuring safety of individual members in the group.

EXERCISE TWO - INTRODUCTION OF ACT THEORY

In this task the facilitator introduces some basic principles underpinning ACT
therapy. Providing a rationale both for the exercises and for the basis of the
research is vital for ensuring a collaborative relationship with group members. Also,
if the clients understand the philosophy of the course it is likely they will extract
further benefit from their participation. The ultimate goal of the protocol is to
provide participants with new ‘cards to play’ instead of them having to rely on the
same old cards — the same old coping. An understanding of the ‘why’ of the
exercises as well as the *how’ of the exercises is considered to be another ‘card’.
More importantly perhaps disclosing information about the theoretical underpinning
of the intervention is crucial to maintain the ongoing process of informed consent.
Finally, by introducing some of the ACT principles, participants are alerted to some
of the beliefs and assumptions which informed the research and the position of the
facilitator is overly declared. While the facilitator may chose how they introduce
ACT to the group a template script is provided in textbox 2.1. The core aspect of
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ACT theory to communicate to the group at this time is the idea of ‘the assumption
of healthy normality’ and its counter position — ‘destructive normality’.

TEXTBOX 2.1

I'd like to spend a bit of time chatting about some of the ideas which served as a basis
for this intervention. Some of the group exercises and some of the thinking behind
these sessions are based on ACT theory. ACT stands for Acceptance and Commitment
therapy, and aims to encourage people to commit to valued actions; being willing, or
accepting that such action may invite the presence of negative thoughts, emotions, and
bodily sensations. It is a relatively new approach psychologists are utilising to think
about and talk about psychological health. ACT theorists argue a certain amount of
suffering and angst is perfectly normal and actually kind of good for us. This in a way is
similar to some religious ideas such as those espoused in Buddhism. Really what the
ACT theorists are saying is historically it paid for humans to be sensitive to threats to
emotional or physical integrity such as standing at the edge of a rather big drop. The
bottom line was that people who noticed these threats tended to live longer than those
who didn’t. The thinking is happiness served no evolutionary purpose; anxiety, arousal,
and a healthy dose of paranoia did. While fear of heights, snakes and spiders seem to
be relatively common, its not often you meet someone who is scared of butterflies!

That does suggest there are reason we are scared of some things are not others. So, in
a nutshell ACT argues the current focus on self-esteem, and on happiness and
contentment is just setting everybody up to fail. It's what ACT theorists refer to as ‘the
assumption of healthy normality”, the idea that psychological health is what’s ‘normal’.
But actually if you look at the evidence, its clear psychological health is not normal.
Consider the rates of youth suicide in this country and the high levels of depression and
anxiety; and we have to at least acknowledge the idea that these “disorders” may be
more normal than not. This is what ACT theory refers to as an assumption of
destructive normality; human suffering is to be expected. So what we have is ACT
theorists saying if you are waiting to be happy you could be waiting for a wee while, and
if there are times you are sad or anxious or a little bit depressed you are pretty normal.

EXERCISE THREE — YOU ARE WHAT YOU THINK

The purpose of this exercise is to demonstrate to group members there is a
link between mood and cognitions. In this exercise it is hoped participants will think
themselves happy. Before starting the exercise the facilitator hands out to the
group the *happiness rating scale’ (see Appendix A). The facilitator then asks the
group to rate how happy they are in the present moment. An example of a possible
introduction to the exercise is given in textbox 2.2.
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TEXTBOX 2.2

Before we start this exercise I'm going to hand you each a piece of paper which has a little
smiley scale on it. On the scale I want you to rate how happy you are right now, right at this
moment. The left end of the scale has a neutral face which stands for not-at-all-happy. On
the right end of the scale there is a big smiley face. This face represents the-happiest-you-
have-ever-been. Put a mark on the scale from not-at-all-happy to the-happiest-you-have-
ever-been showing how happy you are feeling right now. Once you have placed a mark on
the scale turn your paper over and place it upside underneath your chair or somewhere out of
the way.

After the participants have placed their rating scales out of the way the

facilitator reads the script for Exercise 3.

EXERCISE 3.3

Now I would like you to go ahead and get comfortable in your chair. Sit upright with both
feet flat on the floor, your arms uncrossed and your hands just resting on your lap or maybe
your baby bump if that is more comfortable. When you are ready let your eyes gently close
and let your body relax into your chair (pause for 10 seconds). Take some gentle breaths:
in... and out... in... and out... Notice the feel and sound of your breathing as you breathe in...
and out (pause 10 seconds).

Turn your attention to being inside this room. Notice any sounds happening inside the room
(pause) and outside (pause 10 seconds). Notice the way your body sits in your chair (pause
10 seconds). Focus on the place where your body touches the chair. Notice the sensations
you feel. How does it feel to sit where you sit? (pause 10 seconds). Next, notice the places
where your body touches itself (10). Notice the spot where your hands touch your body.
Notice how your feet feel in the position that they are in (10). What sensations can you
notice in the rest of your body? Is bubbie moving about or resting quietly? Say hello to
bubbie and move on to noticing other sensations in your body. If you feel any sensations in
your body, just notice them and acknowledge their presence (pause 10 seconds). Also notice
how they may, by themselves, change or shift from moment to moment. Do not try to
change them (pause 10 seconds).

Let your mind wondered from the room. Think of a time when you have felt really happy,
maybe it was the event represented by the big smiley face on the happiness rating scale — the
happiest time of your life (pause 10 seconds). What happened to make you so happy? Was
there anyone else involved in the happy thing? (pause) Who were they? (pause) What did
you do? (pause 10 seconds). How would other people have known you were so happy — what
would they have seen that was different about you? Where in your body was your happiness?
Were there other feelings as well - excitement maybe or pride? (pause). Just focus on that
happy thing for a few moments (pause 10 seconds).

Then, when you are ready, let go of those thoughts and gradually widen your attention to
take in the sounds around you (pause) and slowly open your eyes with the intention to bring
this happy feeling to the present moment and the rest of the day.

3 This exercise is adapted from the ‘Centering Exercise’ published in Eifert, G. H., & Forsyth, J.
P. (2005) Acceptance and Commitment Therapy for Anxiety Disorders: A Practitioner's Treatment
Guide to Using Mindfuiness, Acceptance, and Values-Based Behavior Change Strategies . Oakland, CA:
New Harbinger Publications.
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At the completion of the exercise the facilitator hands out another smile
scale, and instructs the participants to re-rate their mood and put a mark on the
scale which represents how happy they are feeling right now; in this moment. The
facilitator should provide a prompt reminding group members the left neutral face
represents ‘not-at-all-happy’ and the right side smiley face represents ‘the happiest
they've ever been’. The ideal outcome is for participants to have two different
ratings with the second rating indicating they are happier than they were with the
first rating.

IDENTIFYING HAPPY MOMENTS

FACILITATOR TASKS
Once participants have completed both rating scales the facilitator gives the

instruction to pick up the first piece of paper and compare the ratings.

The facilitator asks:
e Who has marked different spots on the scale?
e Who had a higher happiness score in the first scale?
e Who had a higher happiness score in the 2™ scale?
e Given that nothing particularly *happy making” happened between the first
and second rating times, why do you think your ratings changed?

The facilitator then provides an explanation of the exercise. The key
component for the participants to grasp at this stage is their ability to alter their
mood via cognitive processes. That is that they can have some control over the
emotions they experience and they can chose to have A recommended text is
provided in textbox 2.3. Over all we are expressing ACT is based on the idea that,
generally, trying to rid ourselves of pain and distress only increases it, and turns it
into something traumatic. The alternative is to accept it - but that doesn't mean
being defeated or tolerating suffering. We learn to make room for painful feelings,
thoughts, and sensations - allowing them to be there, coming and going without us
struggling against them.
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TEXTBOX 2.3

ACT theorists believe human suffering is a common occurrence and therefore its normal.
There is some evidence depression and anxiety can serve as useful and helpful responses
to specific events and stressors. The trouble is we can remain depressed or anxious long
after the event or stressor has passed. The way we do that is through language, and
when we talk about language it is not just talking we are referring to, it is any activity
used to communicate meaning such as gestures, pictures, written text, and sounds. So,
we have evolved with a great ability to communicate our needs and experiences, desires,
anxieties, fantasies, and feelings to others. This is great because we can potentially get
those needs, desires, or fantasies met by others when we talk about them. We can seek
reassurance for our anxieties and receive help when threatened. The potential downside
is we are able to relive/re-experience these events again and again, long after the initial
threat or event is over because we can describe it and relate it, we can close our eyes
and see it. So you felt happier in the second rating because you had the ability to recall
and remember the happiest moment of your life and to re-experience it again.

Funnily enough through language we don't have to experience something to experience
it! We can imagine it, talk about it, manipulate it, grieve for it, and be frightening by it
without ever experiencing it directly. Think September 11, think Boxing Day tsunami,
think the Kahui twins. We can do this because we live in our minds, not our experiences.
When we experience something as aversive, we have thoughts which accompany those
emotions. Thoughts like bad, scary and judgements which accompany those thoughts — 7
can't cope; I am hopeless, the world is hostile. However, soon we link the thoughts to
the emotions, the two become fused together, and then we only have to think to feel.

EXERCISE FOUR — MAKING THE LINKS

At this stage the facilitator can make the link with the participants own
expectations and beliefs around motherhood and mothering. The link to be made is
the fact that despite having no experience of mothering the participants were able
to articulate clear ideas and ideals and the reason they could do this is through
language. Discourses, images, symbols, and text all directing and informing how
they understand mothering and motherhood to be. The facilitator needs to allow
time for group discussion as this is a somewhat abstract concept with which

participants may struggle.

PAUSE FOR BREAK
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FACILITATOR TASK

After the break the facilitator welcomes back everyone into the group and
waits for group members to settle before introducing the next topic which covers
modern mothering. Mothering is not new. We haven't just ‘discovered’ it, women
have been doing it successfully without help from doctors, midwives, and a
psychologists for a lot longer than they have been doing it with them. The purpose
of the next stage is to get women to think about how mothering may have changed
over the time and what those changes may mean for them in terms of support and
expectations from others as well as how that may impact on their own expectations.
This is done thorough psycho-education, but the facilitator is encouraged to make
this as interactive as possible.

A brief history of mothering in New Zealand for reference is provided in text
box 2.4. After providing some insight into mothering it is good to leave some
space for the group to discuss how that might affect them. What is it likely to mean
in terms of support and understanding from older family members for instance?

At the end of the exercise the facilitator can chose to finish with a few

thought provoking ideas such as introducing the guick quiz.

A QUICK QUIz

@ How many of you have held a newborn baby?

@ How many of you have practice at waking 3 hourly? — note that’s not
waking after 3 hours sleep that’s waking 3 hours after the last time
you woke

@ What about the birth experience is going to suddenly made this a
natural occurrence for you?

@ What will happen so this is suddenly normal?
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TEXTBOX 2.4

Women are mothering in a different world from which their grandmothers and even
mothers were operating in. Certainly the role of mothering is almost unrecognisable from
even older times. Historically, mothering was a community activity share amongst women
with familial or tribal ties. Thus women raised children in environments that were
characterised by (1) the constant presence of others, (2) extensive previous exposure to
babies and infants, (3) support of older or more experience women, and (4) an
acceptance of the legitimacy of the mothering role. In many cultures, the first 40
postpartum days are hugely importantly. Some cultures believe the mother/ infant bond
depends on a community of women; particularly older, more experienced women,
mothering the mother so she in turn can focus on mothering her baby.

Interestingly, early European New Zealand was quite similar. In the late 1800's childbirth
was accepted as exhausting, and it was not uncommon for women to have help during
late pregnancy and for several weeks following birth (Boswell, 1955). Midwives became
part of the household, often acting as cooks, maids, and nurses for the entire family. A
period of lying in lasting around 10 days was normal practice which helped both physical
rejuvenation and the establishment of breastfeeding. In addition to providing for physical
needs the period of lying in served an important social function. This was a time when
female friends and relatives besieged the residence providing practical support, and more
importantly, sharing their own expertise and wisdom of childbirth and mothering.

Yet within a generation mothering completely changed and arguably no-one was
singularly more instrumental in the change than Dr. Truby King, central to the foundation
of the Plunket movement (King, 1948). Dr. King, a medical superintendent of a mental
hospital had a laudable aim to lower infant mortality and believed breastfeeding was
pivotal in achieving that goal (Ironically, this opinion was informed by his research on
malnourished cows which is not that flattering to breastfeeding women!). As admirable
as his goal was, he argued fulfiiment of it relied on the implementation of and adherence
to his childcare routine, a inhumanely rigid regime which was, in all practicality,
unobtainable. For example Dr. King recommended commencing toilet training at six
weeks, ensuring infant bowel movements by 10am. There was to be no playing, rocking,
or unnecessary handling of babies, and good mothers of course, repressed all signs of
mental precocity (i.e. intelligence) in their infant. The role of a infant was to learn
obedience because obedience in infancy was the foundation of all later powers of self
control (Kedgley, 1996). There is no indication Dr. King interview a single mother or
observed a single infant, yet he developed a regime which was to become a national
obsession; an unreachable benchmark for mothering. While his belief in breast is best
was revolutionary for the time; his insistence women fed for only two minutes on each
breast every four hours meant feeding was difficult to establish and all but impossible to
maintain — and no doubt also meant that there were a lot of incredibly hungry babies
around despite his training in malnourishment.

By the 50’s and 60’s New Zealand mothers were a bit of a mess, bearing in mind that
these farcical child-rearing practices were to be carried out during a depression, and two
world wars; a time that the majority of women were solo parents with several young
children at home. Feminist critics have accused Dr. Kings regime of destroying the
natural mothering instinct of generations of New Zealand women. As harsh as that may
be it is easy to see how the practice of mothering as passed down historically from
mother to daughter got lost in the hype and genuine concern for infant welfare.

Roll forward and we now have mothers disappearing into socially isolated suburbs,
extended families atomised, and women and children removed from the public sphere.
Society appears to be operating under the misnomer women automatically know their
mothering role and, after the most physically debilitating event, they will naturally have
enough energy left to give their all without a pause for replenishment. Not so!
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Exercise Five - Learning to let go

Earlier Exercise Two established with group members that their thoughts can
override their experiences; that scary thoughts I'm bad, or the world is threatening,
become believable as people fuse with them. ACT theory argues individuals tend to
use avoidance and control as a way of coping with scary thoughts, and that
problems then stem from their attempts at control. In ACT speak the problem is
not the problem, the solution is the problem (Eifert & Forsyth, 2005).

Indisputably motherhood comes with an array of commitments and
responsibilities as well as expectations. How individuals deal with those
commitments and responsibilities though can vary widely. Applying the earlier idea
from ACT this suggests difficulties will arise if individuals are unduly focused on
control as a means for dealing with demands, or if, for instance, avoidance is
utilised to deal with disappointed expectations.

This is a fun, hands on exercise designed help participants come into contact
with acceptance; the idea of accepting what is, as it is and letting go of distractions.
Too often people get sidetracked from their goals and expend vast amounts of
energy managing anxiety or stress or other general life events which distract them
from keeping their feet pointed in their valued direction. This exercise encourages
the participants to come to the realisation that some battles are futile and
challenges their willingness to let go of useless battles and move forward.
Participants can see sometimes the cost of remaining invested in their control
strategies means they are no longer focused on pursuing their value goals. For this
exercise one volunteer symbolises Mum and the other volunteer symbolises the
commitments and responsibilities which accompany motherhood; commitments and
responsibilities such as career, childcare, marriage/ partnership, finances etc. The
exercise ends when a group member realises the best way for Mum to keep moving
towards her value goal is to drop the drop and stop fighting.

Facilitator tasks

Above all this exercise needs to be done carefully with due
acknowledgement the participants in the exercise are pregnant! The facilitator is
tasked with keeping the exercise on track and ensuring the participants remain safe.
This exercise demonstrates the idea of acceptance — the group members learn if

they accept that commitments and responsibilities will always be there tugging at
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them, demand of them, and sometimes the harder they pull the harder they are
pulled back Finally the facilitator can make the following observation:

Notice the commitments and responsibilities are still there — they haven't
gone anywhere. What is different is you are no longer involved in a
struggle with them and your hands and feet are now free to do other
things.

EXERCISE 5*

EQUIPMENT

A piece of rope
Volunteers x 2
Sheet of cardboard or paper to represent despair

@ R @

INSTRUCTIONS

Get the volunteers to stand facing each other and give them an end of the piece of rope
each. Place the sheet of paper on the floor. Explain the piece of paper represents the pit
of despair and the job of the volunteer being Mum is to avoid being pulled into the pit of
despair, while the job of the volunteer being commitments and responsibilities is to pull
Mum in. Keep the game going as long as is safe or until someone guesses the ‘moral of
the story” which is ~ no matter how hard you pull you keep getting drawn towards the pit
of despair. Your job is not to pull harder ~ your job is to learn to drop the rope.

WRAP UP AND BRIEFING FOR NEXT SESSION

4 Adapted from the tug—of-war metaphor IN Hayes, S. C., Strosahl, K.D., & Wilson, K. G.
(1999). Acceptance and Commitment Therapy: An experiential approach to behavior change. New
York, NY: Guilford Press.
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Session Three

Session Three begins with an examination of partner expectations. The
participants are encouraged to identify what expectations they hold for their
partners, and how things will be different with the arrival of an infant. Findings
regarding partner participation from the earlier studies are incorporated with other
research and are shared with the group. This is an important component as the
disparity between the expectations women held of partner support and input, and
the perception of the support and input offered to women from partners was
strongly linked to experiences of distress.

From there the focus shifts. Information on postnatal distress is introduced
and women are encouraged to identify their own signs and symptoms of
psychological struggle. The women are asked to consider questions such as 7F I
was following you around with a camera how would I know you were struggling?
What would I see? What would you be doing? Or not doing?. At the completion of
the exercise the women are encouraged to share this information with significant
others in their lives as a potential avenue of future support. The rationale for this
sharing of information is if partners, family members or friends are aware of how
this individual women react to stress, how they hold themselves, what their coping
styles are or how their mood tends to be affected for instance, they are more
readily able to notice when the women are struggling and assist in ways that have
been pre-negotiated.

During this session we also examine expectations women hold of their
partners and what women think about potential changes to their roles. The main
theme is to help women prepare for changes in relationships that may have been
carefully crafted pre-baby and assist them in identifying and renegotiating role
changes. Finally women are given information on potential help agencies which are
available for them following the birth of their baby. There are questionnaires to be
completed and a debriefing for group members with post measures of mood and
parenting expectations. This will be achieved through:

Psycho-education
Group Discussion
Problem Solving Exercises

@D R B ©

Resource Sharing
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GOALS OF SESSION THREE

The emphasis of this session is on developing understanding of personal

ways of being under stress, as well as encouraging the group to think about the

changing roles of their partners

@

To assist participants in identifying their expectations of their
partners

Provide psycho-education on postnatal distress

Sharing of resources for assistance

Collection of questionnaires

FACILITATOR TASKS FOR SESSION THREE

Before starting the structured part of the session the facilitator is

encouraged to take time to check in with the group about their feelings on the

group disbandment. They should also inquire as to whether there is any special

ceremonial the group wishes to undertake to mark the end of the group. This can

take the form of a general discussion, and is important as it enables to facilitator

time to accommodate any appropriate ways of disbanding the group to meet the

needs of the group.

Welcome of Group Members and recap of previous material
Monitoring and facilitation of group participation

Monitor time and adjust session to accommodation the needs of the
group

Provide opportunity for review and any processes related to the end
of the group which maybe appropriate as agreed on by the group.

OVERVIEW OF SESSION THREE

e

R R & @ ® @

RECAP FROM LAST WEEK

INTRODUCTION OF SESSION TOPIC ~ COUPLES STUFF

GROUP DISCUSSION ~ EXPECTATIONS OF PARTNER

PND

OK EXERCISE

ARRANGEMENTS FOR FOLLOW-UP

GROUP DISBANDMENT
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The first part of the final session examines partner expectations. At this
stage the group members are encouraged to begin to think about their partners in
their new parenting role, and to formulate in a clear and concrete way, expectations
which they may be holding. As research suggests one of the leading causes of
difficulties with the transition to parenthood is disappointed partner expectations,
the first exercise is designed to pre-empt this somewhat. An introduction to this
exercise is given in Textbox 3.1

TEXTBOX 3.1

Partner Expectations — Tell them about it.

Most fathers-to-be would genuinely believe they are equal opportunists. Now, perhaps
more than ever, financial decisions are shared, life choices negotiated, and goals jointly
agreed. Father’s certainly have a vested interest in making things equal, after all, it's
potentially their little girl who is going to be out there fighting in the big bad world one
day. I have yet to meet a husband or father who doesn’t care whether or not his wife or
partner is happy, or who doesn't like to describe himself as a hands-on-kinda-Dad. So
what'’s the problem?

Relationships are initially built on equal foundations, like building stones laid side by side,
level in the ground. Routines are established, roles demarcated and expectations
declared. But then the rules change. Imagine that one of the building stone has extra
weight put onto it. There is another little building stone to hold up and support. Now the
building stone with the extra weight begins to sink a bit, and in doing so, it twists away
from the other building stone, and suddenly, subtly, the stones are no longer even.

Yet an equitable, negotiated relationship is crucial to a healthy adjustment to
motherhood. A recent study in Australia examined first-time mother’s expectations across
the transition to parenthood, and concluded, for the women in the study, the support of
their partners was instrumental in a positive transition to motherhood and far more
important than the support of others, such as their friends and family®>. Yet even women
who reported high levels of support from their partners experienced a decline in
relationship adjustment scores. As new parents the couple relationship suffered.

There were a number of factors that contributed to poorer postnatal relationship
adjustment including the way couples divided up household labour, and the way the new
baby changed the nature of the time couples spent together.

Compounding all that was the problem that paradoxically, although negotiating for two,
women don't get twice the votes. In fact, power often shifts away from mothers’,
particularly stay at home mothers, who suddenly find themselves incredibly vulnerable,
and unwillingly to take risks that longer are only risks to them.

> Harwood, K., McLean, N., & Durkin, K. (2007). First-time mothers’ expectations of
parenthood: What happens when expectations are not matched by later experiences?
Developmental Psychology, 43, 1 — 12
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EXERCISE ONE - GROUP DISCUSSION PARTNER ROLES

For this exercise the facilitator directs a group discussion on partner roles.
The purpose of this exercise is to encourage the women to begin to think about
their expectations of their partners heading in to parenthood. While members of
the group may have clearly established relationships with their partners as partners,
however the rules are about to change. The partners are about to become fathers
so what are the expectations for group members of their partners in the fatherhood
role?

EXERCISE ONE

PARTNER EXPECTATIONS

We've spent a lot of time talking about what things you might want for the baby and
how you think things might be for you. Now I want to spend a little bit of time talking
about what changes you think might happen for your partner. What is it going to mean
to them when the baby is born? How will things be different and what sort of things do
you think they might do to cope with the changes? How will your expectations of them
change? How will they know what your expectations are?

FACILITATOR CHECKLIST

When directing this exercise the facilitator needs to ensure certain areas are
covered. Again it is important to encourage the women to think broadly about
beliefs and expectations of their partners.

Key questions to be discussed include:
v After the baby is born, have you and your partner talked about how things
might change?
v" How much time does your partner spend on housework and home chores
now?
Do you think he will do more around the house once the baby comes?
How much more?

Has this been agreed?

ANERNEENERN

What provisions are there for dispute resolution?
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At the conclusion of the discussion the facilitator can chose to share some research
findings with the participants.

@ Research shows fathers do on average 4 minutes a day of extra housework
than non-fathers, and that this 'boom’ is temporary. After the first couple of
months they do less than they used to do because they are working all day
and you're at home’

However,

@ Partners who do more housework get more sex (there’s studies to prove it).
Apparently women find housework sexy ~ but only when other people are
doing it

FACILITATOR- LED DISCUSSION - INTRODUCING POSTNATAL DEPRESSION

At this stage in the session the focus shifts to psycho-education. The final
tasks of the facilitator are to provide women with information regarding postnatal
distress to assist them in developing insight into their own ways of being when they
experience low mood or distress.

Textbox 3.2 contains a brief history for postnatal depression for reference.
The facilitator can choose whether to share this with group members. The key take
home message from the history is postnatal depression has been documented in
women for a long time and there is no definitive answer as to why some women
experience it and some do not. Despite this, we do know a lot about helping with
depression and distress so women are not alone.

That is followed by a list of symptoms which may indicate there is some
difficulty with low mood (Textbox 3.3). When covering this section it is important to
stress to the group members all these items are perfectly normal occasional
occurrences and what they need to consider is (A) frequency and (B) impact. As a
guiding principle ask the women to consider whether they or others are worried
about these things. If so they should implement the agreed on action plan from the
OK exercise (to follow).
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TEXTBOX 3.2

SOME INFORMATION ON POSTNATAL DEPRESSION

Postnatal depression is not a new phenomenon; it has been documented for centuries.
Hippocrates (460 BC — 370 BC) writings referred to miilk fever which consisted of a
number of physical and psychological symptoms that appeared in postpartum women
3-4 days after the onset of lactation. Whilst there is no conclusive evidence he was
documenting postnatal depression such insights are interesting. In 1858, Marcé, a
Parisian doctor argued previously emotionally stable women could experience episodes
of instability associated with the birth of their child. This was one of the first known
efforts to distinguish mental illness in pregnancy related cases.

Research into postnatal depression has identified numerous potential contributors all of
which are argued to be partially responsible for PND. The sum of the research suggests
women either have too much of something, isolation, pre-existing depression, anxiety,
estrogen, or too little of something, social support, appropriate coping mechanisms,
progesterone etc. Either way, traditionally, fault and responsibility for postnatal
depression has been located within the individual; the problem is something that the
mother is either doing too much of, or not doing enough of. The medicalisation of
postnatal depression, and indeed other forms of postnatal distress, provides a
widespread understanding of the definition, identification, and treatment. However,
despite the convenient framework for maternal distress, locating that distress solely
within the physical individual ignores the interplay of mind and body. In addition, the
application of a sick label ignores and invalidates the realities of a loss of uninterrupted
sleep, the impossible workload, and the overwhelming responsibility, combined with the
loss and isolation that can accompany motherhood for some women.

TEXTBOX 3.3

SOME SIGNS OF Low MoobD

Changes to eating habits — Either eating too much or not enough.

Changes to personal care routine - not getting dressed in the morning or even
not getting up in the morning.

Increased Isolations — Not going out or limiting contact with others.

Changes in coping - Not being able to take care of everyday chores.

Unusual levels of irritability.

Changes to sleeping unrelated to the baby - difficulty getting to sleep even
when baby is settled and it is your usual time to sleep, or frequent waking
unrelated to the baby’s sleep/wake cycle,

@ Others commenting they are concerned or worried about changes.

RRRPR ®B®
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FACILITATOR TASKS

In the coverage given to postnatal mood states is important for the
facilitator to give accurate information without being so specific women miss more
general signs of difficulties. Earlier studies with new mothers found although the
women knew they were struggling they did not consider postnatal depression
because the information they had was that PND occurred 4-6 weeks following birth.
The narrowness of the definition these women received was instrumental in
discouraging them from seeking help with their low mood state. Therefore the

facilitator should emphasise:

@ The diversity of symptoms — there is no one-size fits all diagnosis.

@ More days than not — Having good days interspersed with bad days does not
automatically rule out the existence of postnatal depression.

@ While most depression occurs in the early postpartum it is quite common to
have periods of low mood and depression at a later stage.

@ Irritability is common in postnatal depression. Being angry or having
externalising rather than internalising symptoms again does not preclude

postnatal depression.

One of the difficulties for women seeking assistance with postnatal
depression or distress is that the symptoms may be counterproductive to help
seeking. This is particularly the case with PND as it is often characterised by low
motivation, poor problem solving and in some cases, a lack of insight into the
situation. Women who experienced PND often report one of two things; either a
lack of knowledge they had PND or understanding they had PND (or at least were
struggling), or some insight into their difficulties but having no idea how to go about
accessing help.

The OK exercise was specifically designed to give the women in the group
insight into their thoughts and behaviours which will assist them to notice times
when they might be struggling. The facilitator encourages the women to write
down their thoughts. Although they do not need to share their answers with the
group, the facilitator should encourage the women to share the information on the
list with a safe person. This is designed to act as an early intervention tool if the

women should need assistance at a later date.
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EXERCISE TWO

(ONONONONONONONONO

@

@

THE OKAY EXERCISE

How will you know if you are doing OKAY after your baby is born?

What will you be doing?

What will things look like?

How will your partner know you’re doing OKAY?

How will you know if you are struggling after the birth of your baby?

What will you be doing?

What will things look like?

How will your partner know?

What does postnatal depression look like? What are some of the things you might do
or feel that would make you think you might have PND?

Have you and your partner discussed what might happen if you get postnatal
depression?

Where would you go for help?

GROUP RECAP AND CLOSURE

The final task is for the group facilitator to oversee a recap of the sessions.

On a whiteboard or similar write down take home messages from the group. This is

a final opportunity for the group members to seek clarification around any points

which have arisen. Check contact details are correct and confirm any follow-up

arrangements which have been made. Allow time for any closing processes which

the group may have indicated needing.
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HINTS FOR STRESS MANAGEMENT

Plan your time:
- Plan ahead and try not to leave things till the last minute where possible

Set Goals and Priorities:
- Decide what is important for you- What are your priorities? Are they
realistic?

Assertiveness:
- Know what you want to say, do, or ask for, believe you have rights, and
knowing what they are.

Talk things over:
- Getting things out of your system is important and it allows you to
communicate your wants, needs, and desires to others and elicit their
support. Friends and family can provide good support, but also support
groups and counselling services can be of value.

Hobbies:

- Try and have a hobby or interest that is just for you and gets toy
away from your everyday pressures.

Exercise and Relaxation:

- Exercise help with stress chemicals and at the same time releases
other chemicals which make us feel good. Relaxation is also helpful for
many people

Confronting the Problem:

-Try to identify the source of the problem and consider how you can
change things. While most of the ideas above will help you manage your
stress to some degree the stress will continue until issues are confronted.
Remember often the problem is not the problem the solution is the problem.
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Available Resources

Plunketline — 0800 933 922 7am-12am, 7 days
Depression helpline 0800 111 757 www.depression.org.nz
Lifeline 0800 543354 www.lifeline.org.nz

Postnatal Distress Support
Network Trust
www.postnataldistress.org.nz

Trauma and birth Stress (TABS) www.tabs.org.nz
Antenatal and postnatal mental health: WWWw.nice.org.uk
Postpartum Support International: www.postpartum.net

Mental Health Foundation
www.mentalhealth.org.nz

Marce Society www.marcesociety.com

AND FOR DADS:

New Zealand Mens’ and Fathers Support Groups http://menz.org.nz

Postpartum men
WWW.postpartummen.com

New Zealand Father and Child Society:
http://fatherandchild.org.nz

Essentially Men (09) 376-2386 www.essentiallymen.net
DIY Father http://diyfather.com/

Mental Health Foundation
www.mentalhealth.org.nz

Depression helpline 0800 111 757 www.depression.org.nz

Lifeline 0800 543354 www.lifeline.org.nz

FINALLY A DAD’S ADVICE TO OTHER DAD’S CONCERNED ABOUT THEIR

PARTNERS
v Contact help as soon as you recognise that there is a problem
v Keep a balance between your work and home commitments
v Follow your guts — If you think something is wrong don't be fobbed off
v Utilise the professional services available to men ~ there aren’t many of them,

and you may have to hunt around, but use them where you can.
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Appendix B: Maternal Attitudes and Maternal
Adjustment Questionnaire (MAMA).

Maternal Attitudes & Maternal Adjustment Questionnaire

(MAMA])
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Appendix C: Depression, Anxiety and Stress Scale (DASS)

DASS s
Please read each statement and cirche a number 0, 1, 2 or 3 which indicates how much the statement
appliad o you ower the past week. Thase are no right or wrong answers. Do not spand oo much tima
on any statament
The rating scale is as foliows
0 Did not apply to me at all
1 Applied to me to some degrea, or somae of the time
2 Applied to me 1o a considerable degres, or & good part of time
3 Applied to me very much, or most of the time
1 | found rmyself getling upsst by quite trivial things o4 E O3
2 | was aware of dryness of my mowth 6 1 2 3
3 | couldn't seem io experience any positive feeling at all b 1 2 A
4 | exparienced breathing difficulty {(eg, excessively rapid breathing. a1 & A
bresthlessness in the absence of physical exertion)
5 | just coubdn’t seem to gat going 1 2 3
6 | lendsd io over-react to situations a 1 2 3
7 | had afesling of shakiness (eg, legs golng to give way) a 1 2 3
8 | fownd & difficult to relax o 1 2: .38
S | found myzef in situations that made me so ansious | was most a 1 2 3
redieved whan they ended
10 | feh that | had nathing to look forward to D 1 2 :3
11 | found mysai geltting ups=st rather easdy g 1 2 3
12 | feli that | was using a kol of fnepous energy a 1 2 3
13 | felt ead and deprassed a 1 2 .3
14 | found myself getting impatient when | was delayed in any way a 1 2 3
[eg. Hts, traffic lights, being kept walting)
15 | had a fesling of faintness a 1 2 3
16 | felt that | hed et interast in just abowt evenything o 1 2. 3
17 | felt | wasn wordh much as a person a 1 2 3
18 | felt that | was rather touchy n: 1 2: :2
18 | perspired noticeably (2g, hands sweaty) in the absence of high 0 1 2 3
temperatures or physical exertion
20 | felt scared without any good reason o 41 2 A
21 | felt that Me waan't worthwhie a 1 2 A

Figase furm the page &
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FRemimder of rafing scals:

0 Cad not apply to ma at all

1 Applied to me to some degres, or some of the time

¢ Applied to me to a consideseble degree. or 3 good pan of time
3 Appliad to ma vary much, or mosl of the time

2
23
24
25

203
27
28
29
30

g B8R s

AT
3B
k|
40

41
42

I found it hard to wind down
| had difficufty in ewallowing
I couldn't seern 1o get any enjoyment out of the things | did

| was aware of the action af my heart in the absence of physical
exartion {2q, sense of heart rate incresss, heart migsing a beat)

I felt dowm-heared and blues

I found that | was wery irritable

I felt | 'was close fo panic

I found |t hard 1o cabm down after something upesat me

I feared that | would be “thrown® by some brvial but
unfamiliar task

I was unable io become enthusiastic about anyihing

1 found it difficwt to tolarate nterrupthons 1o what | was doing
| 'was in @ state of nersous tension

| feft | was pretty worthless

| was infolerant of anything that kept me from getiing on with
what | was doing

| el temified
| coudd see nolheng n the fulure 18 be hopeiul about
| falt that life was meaningless

| found mysel getling agitated

| wepes woarrsed about sfuations in which | might pansc and make
a foal of mysalf

| experiencad trembling (eg. i the hands)
| found @t difficult to work wp the initiative 1o do things

oo o o o o o o o
-y

o oo o o
ah =k A =B WA

o1
0 1
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o 1
0 1
o 1
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Lovibond, S. H., & Lovibond, P. F. (1995). Manual for the Depression Anxiety

Stress Scales (2nd ed.). Sydney, Australia: Psychology Foundation of Australia
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Appendix D
Study One

D: 1 INFORMATION SHEET

D: 2 CONSENT FORM
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D: 1 STUDY ONE INFORMATION SHEET

MSDERN M-S THERING:
THE: MYTHS, THEE MAYH® M,
AND THEE MAGIC &

Yo ane invied bo perbeipate in & research project desisrad Belp wrdeistand Fow weormen
think and feel sbout becomting mothers. Your assistance woulkd help in our search for Detter un-
dersbandng of wamens’ emobional experienoes (both good and bad) of being & mother. This e
search ts being conducted as partial fulfiment of requirements for the degrea of Dactar of Cinics
Peychology. The orinoipsl resasrcher for s reseanh i Anita Damah. The reseach will be cone
guchied ungder the supenision of Frofessar Tan Evars (Professer of Peychoiogy, Massay Univer-
siby): Mrs Cheryl Weslley (Turbea Clrecal Co-ardirater): and Cr. Joanne Taylor [Seniar Lackines
in Chrical Pawehology).

A [ efigibie te participate?
Tha parbcipants that [ am seeking are mathars with okder chifdren whe are comfort talk-
ing about thelr experences wikhin a group of mothers, and, in addition;
are comifortable conversing in Engls,
are oeed 16 years of age and atie to give Infomed consent to participate,
are wiling to allow the inkeramw being taped andor videosd,

What you will e asked to de

[ woukd ke pou 1o ke sart i 4 grous decisson in which you will be aihed questions
abcut being a mother, The mtervew shouid take bobweon 1.5 =2 hours. Tha mberview will be
wiehaoaed andior bape recanded and infarmaton you give will be used b gain 4 desps understand-
i o Pae swvcemieny Beel and think abaut the transiton bo motherhood, o will be scked o oon-
sider & numiber of things including how you fell sbaut betaming a mother, and what you ex-
pechad mothering to be ke,

The valus of the knowledoge obbained fram Lhis esearch & that it will help obher mothens
bke o I Ehe fubure, We kne some women find matherhood gifficult, and experienca high lee-
e of dstress which alfects them, heir babies, and other members of their famifes, From thig
shucly wie hope o gain & better understanding of what typecal wamen find helphat and positve
about baing & mother and also what women might find mast difficut, and from these insights b
wiork out effectise wass of helping them and thar babies,

W will prowide soma reimbursemant far any traved costs assocabod with attendance n
this profiect.
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What happens to the information you provide

The data collected will be ancnyomised (have your name removed and personal detalls age etc)
50 that you can not be identified. The tapes and data will be stored at Massey University, and
only the researcher Anita Darrah and the supervisors listed at the top of this form will have ac-
cess to any data that could identify you. The data will be archived after the project is completed
in & new data storage facility being constructed by the School of Psychology in our workshop
area. Storage will be for five years after which data will be identified for secure destruction,

Your rights as a participant

You are under no obligation to scoept this invitation. If you decide to participats, you
have the right to:

Decline to answer any particular guestion;

Withdraw from the study at any time;

Ask any questions about the study at any time during participation;

Provide information on the understanding that your name will not be used
unless you give permission to the researcher;

Be given access to a summary of the preject findings when it is concluded;

Ask for the audio/video tape to be turned off at any time during the inter-
view,

Preject Contacts

If you have any questions or comments about the project please contact the principal researcher
Anita Darrah (06) 356 Q099 » 2033, 027 7217982, email anitadarrab@®amail.com; or Professor
Ian Evans (04) 801 5799 x 62125, emall LM.Evans@massey.ac.nz.

" This praject has been evaluated by peer review and judged o be low risk. Consagquently, it has
not been reviewed By one of the Universily's Human Ethics Committess, The ressarchans)
named above are responsible for the ethical conduct of Bhis ressarch. IF pou have any concermns
about the conduct of fhis research Hhat pouw wish to raise with someome otfver than the ressarcher
{5). please contact Professor John ONeill Director, Ressarch Etfves, telephorne 05 350 5249,
emal humansthics@massay.ac.n.
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D: 2 STUDY ONE CONSENT FORM

MEDERN M THERING:
THES MYTHS, THEE MAYHO M,
AND THE MAGIC %

PARTICIPANT CONSENT FORM

This consent form will be held for a peried of five (5) years

+ I have read and understood the information sheet

« I have had the opportunity to use whanau support or a friend to help me ask ques-
tions and understand the study.

« | agree to participate in the group discussion under the conditions outlined in the
information sheet.

« [ agree not to discuss information related o others in the group outside of the
group

« I understand the discussion will be digitially recorded

« I understand my participation in this study is voluntary (my choice) and T may with-
draw from the study at any time.

Date:
Signature:

Full Name - Printed
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Appendix E Study Two

E:1 ETHICS APPROVAL

E:2 INFORMATION SHEET

E:3 CONSENT FORM

E:4 INTERVIEWER QUESTIONS

E:5 TRANSCRIPTION CONSENT LETTER

E:6 DEMOGRAPHIC QUESTIONNAIRE
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E:1 Stupy Two ETHICS

E T
-,

e
L

MASSEY UNIVERSITY

23 February 2004

Amics Darrsh

4 Kilkenny Place
PALMERSTON NORTH
Iar Anita

Rt Maodern Modbering

Thank yins for vour Lo Risk Motification which was received oa 22 February JHO.

Yaour project has been reconted on the Low Risk Diatshiase which i reportad in ibe Anmal Report of the Massey
Lrniversity Human Eihics Committess,

The: kow reakl nogifecanion for thie progect is vadid for o massmam of thres years,

Pleasa nolify me i énustions subsequently ooour which cause you o reconsider your migial ethical analysis tha b
18 sale b proceed witho approval by one of the University"s Human Ethics Commitbess,

Please. e that ravel onderiaken by students mist be apprnisved by the supervisor and the relevani Pro Vice-
Chancellor and be in accordnnce with the Policy and Procedarss. for Course-Relmed Stodent Travel Oversens. n
additiom. the supervisor must advise the University's Insurance Ciificer.

A reminder to inclode the Fllowing stalenenl o all pabli docimens:

“This progect fas been evalvared e peaer pevlew and jedged e be low rlst, Congeguenly, iF dug nod
teen reviewsd by owe of the University's Himan Exbles Comminees. The resenrchens) nemed
mhave are regpenisitele for die ethioal eondwer of thix redearch,

If yow dave any covecerns aboi tee canduer of s research Hhar vow wish o reise with someane
wiher thaw the resewrchen sl plenee conraer Professor fafe O°Nell, Dhrecror (Reseanch Enbics],
tedepivane (6 F300 3299, el burmanethice B mnasevacpr

Please note Rat i @ sponsenng oeganisutbon. funding aabaricy or o jourmal in which youa sish to publish requines
evidence of commitles approval (with an approval numbery, you will have w provide a Tull appbeation 1o mme of

the University™s Human Ethics Coomnittess.  You should also nole chal such an gppeoval can anly be proveded
prior to the commencenmend of (b research.

Yoars sincerely

wfetAA
Joe

John G XMl (Profasso)
Chair, Humun Ethics Chairs” Conumiftes and

[rectar { Research Efhics)

or Prof lun Evans Assoe Prof Mandy Morgan, Hos
Schinl af Paychobigy Sehnal of Fayohology
Wellmginn PANAZD

Massay Urivansty Human Efrice Commitog
Aporodiesd brg e Heakh Ressarch Gounc

Raasarok Exlilcs DHics, Masoyy Unserrg, Prpie fag 71570 Feirersiar Nari d6G by Teymnd

Te Buscnga T+ GO e300 0SS P Bk h R0 SET
ki Phirehsroa i homnenats cr@roicen ac i aleTebihi o rEvaGey b0 B QIrEvunaDy ) R
A IRARRE L EE Al

Page | 214



E12 STUDY TWo INFORMATION SHEET
MSDERN ME: THERING:
THES MYTHS, THES MAYHOM,
AND THE MAGIC <

You are invited to participate in a research project designed help understand
how women think and feel about becoming mothers. Your assistance would help in
our search for better understanding of women’s’ emotional experiences (both good
and bad) of new motherhood. This research is being conducted as partial fulfilment
of requirements for the degree of Doctor of Clinical Psychology. The principal
researcher for this research is Anita Darrah. The research will be conducted under
the supervision of Professor Ian Evans (Professor of Psychology, Massey University);
Mrs Cheryl Woolley (Turitea Clinical Co-ordinator); and Dr. Joanne Taylor (Senior
Lecturer in Clinical Psychology).

Am I eligible to participate?

The participants that I am seeking are women have had a child within the
last 6 months, and, in addition:

e are comfortable conversing in English.

e are over 18 years of age and able to give informed consent to
participate.

e are willing to allow the interview being taped and/or videoed.
What you will be asked to do

I would like you to take part in an interview in which you will be asked
questions bout being a mother. The interview should take between 1.5 — 2 hours.
The interview will be videoed and/or tape recorded and information you give will be
used to gain a deeper understanding of how women feel and think about the
transition to motherhood. You will be asked to consider a number of things
including how you felt about becoming a mother, and what you expected mothering
to be like.

You will also be asked to fill in a brief questionnaire about how you are
currently feeling. The value of the knowledge obtained from this research is that it
will help other mothers like you in the future. We know some women find
motherhood difficult, and experience high levels of distress which affects them, their
babies, and other members of their families. From this study we hope to gain a
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better understanding of what typical women find helpful and positive about being a
mother and also what women might find most difficult, and from these insights to
work out effective ways of helping them and their babies.

We will provide some reimbursement for any travel costs associated with
attendance in this project.

What happens to the information you provide

The interview data collected, including video tapes and completed
questionnaires, will be anonyomised (have your name removed and personal details
age etc) so that you can not be identified. Your name and contact details, which are
required to provide you with a summary of the results, will be kept separate from
your completed questionnaires. The questionnaires and data will be stored at
Massey University, and only the researcher Anita Darrah and the supervisors listed
at the top of this form will have access to any data that could identify you. The data
will be archived after the project is completed in a new data storage facility being
constructed by the School of Psychology in our workshop area. Storage will be for
five years after which data will be identified for secure destruction.

Your rights as a participant

You are under no obligation to accept this invitation. If you decide to participate,
you have the right to:

¢ Decline to answer any particular question;

e Withdraw from the study at any time;

e Ask any questions about the study at any time during
participation;

¢ Provide information on the understanding that your name
will not be used unless you give permission to the
researcher;

e Be given access to a summary of the project findings when it
is concluded;

e Ask for the audio/video tape to be turned off at any time
during the interview.

Project Contacts

If you have any questions or comments about the project please contact the
principal researcher Anita Darrah (06) 356 9099 x 2033, 027 7217982, email
anitadarrah@gmail.com; or Professor Ian Evans (04) 801 5799 x 62125, email
[.M.Evans@massey.ac.nz.

This project has been evaluated by peer review and judged to be low risk.
Consequently, it has not been reviewed by one of the University’s Human
Ethics Committees. The researcher(s) named above are responsible for the
ethical conduct of this research. If you have any concerns about the conduct
of this research that you wish to raise with someone other than the
researcher(s), please contact Professor John O'Neill, Director, Research
Ethics, telephone 06 350 5249, email humanethics@massey.ac.nz
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E:3. STUDY TWO CONSENT FORM

MOD PN MOT  RING
THEE MY S, TH AYH®"
AND T = MAGL

Consent for participation for Postpartum interview
This consent form will be held for & period of five (5) years

1 hawe read the Information Sheet and have had the details of the study explained to me. My
questions have been arswered B my satisfaction, and T understand that T may ask further
questions at amy e,

= [ agree/do not agree o the interview being audio taped.

+ [n agresing b taping the interview 1 undérstand that T can have the taping siopped at
any tme.

+ [ understand that T can chooss fob b0 answer any question/s,

= | wishfde not wish to have my tapes returned o me

+ [ understand I hawve the right to edit the transcript of my interview before it is used in
the study.

= [ understand that my participation in this study |5 volungary (my choboz) and that I have
the right; to withdrae from the shisdy ot any Hage.

= [ wishido not wish to have date placed In an official archive.

+ [ agres to participate 0 this study under the conditions set out in the Information Sheet.

Full Mame -
printed
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E: 4 STUDY TWO INTERVIEW SCHEDULE

Postpartum Interview with new mothers
Interview Questions

QUESTIONS REGARDING KNOWLEDGE SEEKING PRE BABY

Did you read books or magazines about parenting before you had your
baby?
What sort of books / magazines did you read?
Was that helpful for you?
Has it been like the books said it would be?
If you could write a book for new mums what are some of the things

you would put in it?

Did you talk to friends/family/work colleagues about parenting before you
had your baby?
What sort of things did you talk about?
Was that helpful for you?
Has it been like the friend/family member/ colleague said it would
be?
If you could have a talk with a new mum what are some of the

things you might say?

QUESTIONS REGARDING EXPECTATIONS

Have there been things which have happened since you became a mum that
have been a bit of a surprise or that you weren't expecting?
Can you tell me a bit about that?
How was that for you ? (thoughts/feelings/bodily sensations)
How have you coped with these unexpected things? (adaptive
functioning)
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QUESTIONS REGARDING PARENTING BELIEFS

If you had to make up a story about or describe what you thought a ‘typical
mum’ was like before you had your baby how would the story/description go? (what
would she do/think/say)?

What about now. Would the story change in anyway?

Are you like the mum in the story?

How are you similar/dis-similar?

Overall has motherhood been like you expected it to be (likert scale anchors

0 = not at all like I expected 10 = exactly like I expected

QUESTIONS REGARDING THE BEST/WORST

What has been the best thing about becoming a mum?

Becoming a mum means lots of changes and research suggests women
often miss certain things after becoming a mum — for example free-time or their old
figure — have there been times when you feel like you miss things you had/did
before baby was born?

Is it okay to talk about that for a bit?

What things did you miss?

How is that for you? (thoughts/feelings/bodily sensations)

Have you replaced those things with other things (adaptive functioning —

meeting needs in novel ways).
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E: 5 TRANSCRIPT CONSENT LETTER

MEDERN MO THERING:
THES MYTHS, THEE MAYHOM,
AND THE MAGIC %

Dear ...........

Enclosed is a coy of the transcript from our interview conducted on the ............ Please read
over the transcript. If you have queries or concerns regarding the transcript please highlight
them and return the transcript to me by the ........... so we can discuss them. If you think the

transcript accurately represents what we discussed, you do not have to return the
transcript to me, but please sign the enclosed consent form and return to me by the

Again thank you for your time and interest in my research. Your input is very much
appreciated.

Kind regards

Anita Darrah..
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E: 6. STUDY TWO: DEMOGRAPHIC QUESTIONNAIRE

M“,é:_DE M M:{I:.—Fr:'-rHF :
THES MYTHS, THER M Am_.iﬁl-fm‘ﬁ’_
THE: MAGIC ¥

Information about vou
AGE ETHNICITY
MARITAL STATUS

i Secondary School Gualification

= = C \ \ -
[GHEST QUALIFICATION Tertiary Diploma/Certificate
Bachelor Degree

Postgraduate GQualification

= $40,000
$40,000 — $55,000
555,000 — $70.,000
= §70,000

APPROEIMATE FAMILY [NCOME

Information about vour baby

BapY'S (GENDER M/AF BAEY'S DATE OF BIRTH Al

In general, how would vou describe your baby's health?

In general, how would vou describe vour baby's temperament?

Was vour pregnancy planned? Y/N
Were yvou working/training before vou became pregnant? Y/N

Are vou working/training now? Y/N
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Appendix F: Study Three

F: 1 ETHICS APPROVAL

F : 2 INFORMATION SHEET

MASSEY UNIVERSITY

R FTE T B

Aqiis Darmah

4 Fekenny Flaos

Fitzhertiem

FALMERSTON NOHRTH 4410

ket Anita
Rt Nioafrrn Nocherseg

Thank wrs (o g Loee Bk Mo alnn shich wes reesived on |7 Febeaary 2001

¥ ol propect hes been resonbesd on G Lire Wisk Tlalahase which is reponed ol Snrued Repond of e Messy
Linisiily Bariain Ethics Coieminges

The low nak salifocatios Fee Bie pEogect iy vnlisl Toda s imaim el three yesms

Pz sl e i1 silidlioes sibeagiienilly ocoss whaoh caise v 10 Tecon sk your mibal etioal afalssis (ke &
Is sale o proveed withoul appeovel by one of B Dereersity's Humes Esanes Commnizes.

Please Ao ihn mavel imadertakicn by dbdients musd be gjipsival by The siperviven and e ndoenl Po Yice-
Charel ks and Be b gocordenie with the Polbcy o Procedures for Course-Beluied Snides Trovel Overseas. In
aidiberen, the pupervieor meusl adviee e Univessiny™s Trsunosos OITREr

A reminder o inchade the fallowing stxiement on all pohlic documenes:

UTer prespect dow Bepn eroladed by pees eridere aid fucteed A b Lo ek Canesguenile o duos
Mrwse Fevievwal By oose of e Dadversine s Maowan Esvics Comwinees,  The reararciie s aoved
afippy gre remonse for S sinral cosaust oy s reneaer

I powr vive auy comeemy aioar e ool sy mie nonmanch i ke wiel e el wrih nemeane
ey Hiwen The hessancletifa), plane eamiast Pralesiee Jokit DOWall, EVrecser [Risenieh Elliea),
refembarye 65 350 10 peovnil dmsmne s 6 oy on g

Please none tha o 2 sponueng orpmostnn, fumling siihorisy or o jeumal in which sou wsh s pusdish g ures
eridess 0l cosimiges uH.'q‘U‘rI] Caith en epproval raimters pod wWill have 1o peovide e Tull spplcilios e o of
the Linversey™s Human Eibecs Commeliioers You showdd alee woip dhat smich @n approval can nnly Be provaded
prinr in thie i ol the

Yours sincerels

SR,

T O DMzl (Peodess
LUhair, Humas Exhics Chalrs’ Commikice and

irector | Riscanch Erhics )y
o Frood lan Evans dyaaas Prof bosdy Morpon. HoS
Semind ol Fiychodigy Schied ol Paschokgy
Wellinglon gt ll]
Wamsery Uy saes by rhpren Edes Cormfes
frrnddind =y e Mt Resascch Coered
Buasueai Elins D ius. M ooy Lissrory. Frsom Bag 17027 "erwrs s SUT Fiss Jeahied
Tv Henenga B oomzp M ot AR B o D D
il PArelmma [ bardRLidriisiiiey STy umn | [mErmepe
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F: 2. INFORMATION SHEET

-1

‘@ Massey

o™ CELEED [P SEHUEFEL UL §PTAA §PERIET
u e P e

THERUGH TS ABOUT

MIPDERN MO THERING

Please Help!

| am seeking young women between the ages of 18 years
and 36 years who have not had a child.

Hi, rey narme is Anita Darrah and T am conducting a research project on the attitudes of
young womean who are not yet mathers but might become a mum somstime in the fubure,

I'd be very grateful if you could fill out this brief questionnaire which asks you some
questions about yoursalf 35 well &5 some questions absut your thowghts on mothers and
bables, 1 also be asking you & bunch of questions about ather stuff e your own mum and
warres which you may hive, Tt should teke you sbout ten minutes to complete. Mote that
there ane 5 pages—please address the guestions on BACH page.

Ta thank you for your tme you will go in a draw o owin one of 5 30 Tunes volschers, You
will need to provide your emall contact so [ can let wou know if you winl Please write it
chaarly at the bottom of the aitached questionnene, WE WILL REMOVE THIS POTENTIALLY
IRENTIFYING INFORMATION FROM THE CQLIESTIONMWAIRE ITSELF BEFORE LOOKING AT DR
RECORDING YOLIR ANSWERS, 50 YOU CAN BE ASSLUIRED OF CONFIDENTLALITY, Yaur e
midil address will not be used for any other reason, nor will it be provided to any other

personis).
What happens to the information you provide

The information you ghve me is anonymised--your name s not collected and vour e-
rmidil address will be detached from the questionnaine prior to scoring. The data aee then
analysed using swatistical methods and reparted only & group averages, The guestionnaires
and data are stored securcly at Massey University For a while, after which they are
destroyed,

infosheet 32 18037101
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Your rights as a participant

You are under no obligation to accept this invitation. I you decids o participats, vou have
the right to:

Dedine to answer any particular guestion;

Withdraw from the study at any time;

Ask any questions about the study at any time during participation;
Provide information on the understanding that your name will not be
used;

« Be given access to a summary of the project findings when it is
concluded,

In order bo obtain this summary, you will need to log on to the Schood of Pspchoiogy
[Mazssy) website and go to the web page of my supervising professor, Tan Evans

(e massay. 5.0z and fllow the links), From these wou will be directed to & summary of
my findings. Remermber, of course, that this will take a few months to complate!

Froject Contacts

My research s being conducted as partial fulfilment of requiremants for the degres of Doctor
of CEnical Psychology. It (s betng conducted under the supervision of Professor Tan Evans
Profegsar of Peychology, (Massey University) and Mrs. Chend Woalkey (Turitea Cinical Co-
ardinatar],

[f you have any questions or commeants about the project please contact me, Anita Darrah
{06) 356 9099 ¥ 2033, 027 7217962, email anitadarrah@armail.com; or Professor Tan Evans
(0] B01 5799 w 62125, ermail LM,EvVensEmassn 3¢ n2.

This project has bean evahaleg by peer review and fudped to be low rsk
Consequantly, & has nof bean reviswed by one of the Lrniverslys Muman Eifvcs
Commitfees. The researcher sl named #bove are responsibile for the ethical conduat of
is research. I you have any cancems about e condlact of i research B row
wish fo rvise with sormeone offier thar the rescarches), please comaa Provbssor
Jdotn  OMal, Dirsdor, Ressarch  Effics, felgphone OF 350 5349 amad
mpRethoame s, A

Pleasa keep this information sheet for yourself. Tear It off the
questionnaire and return only the questionnaire. This will help you
remember all of the above information If you need it later for any
reason. Thanks!

Infosheet 32 15/03/11
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APPENDIX G: MOTHERING MYTHS QUESTIONNAIRE

THOUGHTS ABTIUT
MSDERN M3S THE RING

Please tell me a little bit about yourself (Please circle the appropriate
answer. If you do not wish to answer a particular question, please circle decline

to answer):

Age (inyears) ...

1/ What is your relationship status?

Flying solo In a relationship Bunking down together
Got a hubby Decline to answer
2/ Years in current relationship? ... ... . Decline to answer

3/ What is your Highest level of Education?

MCEA (level 1) MNCEA (level 2) MCEA (level 3) Bursary
Certificate Diploma Degree Post-Grad
Qualification Other Decline to answer

4/ Have you ever been involved with babies or young children in such a
way that you were acting in the role of parent/ guardian? YES MO

5/ Do you plan on having children at some stage in your life? YES MO

& If "wes" can you give some idea of the timeframe in which you think
this might happen?

Within the next year 1-2 years 2-5 years 5 years plus

Dechne to answer
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BELIEFS. The following statements are commonly held beliefs about mums and their
babies. I'd like you to indicate your level of agreement with the statements. Don't spend too
much time thinking about your answer; just circle the one which reflects your opinions best
— there are no incorrect responses.

Pease rate the statements on the following scale (circle one)
strongly disagree disagree  somewhat disagree somewhat agree agree strongly agree

Mothers have an instant bond with their baby

strongly disagree disagree  somewhat disagree somewhat agree agree strongly agree

Giving birth in a hospital is safer

strongly disagree disagree  somewhat disagree somewhat agree agree strongly agree

Pregnant women have a glow about them that makes them look and feel radiant

strongly disagree disagree  somewhat disagree somewhat agree agree strongly agree

Having a baby cements a relationship

strongly disagree disagree  somewhat disagree somewhat agree agree strongly agree

Not bonding quickly with your baby can have long-term consequences

strongly disagree disagree  somewhat disagree somewhat agree agree strongly agree

Deep down, pregnant women have real fears that the baby will not be normal

strongly disagree disagree  somewhat disagree somewhat agree agree strongly agree

It is entirely natural for a mother to sometimes regret having a baby

strongly disagree disagree  somewhat disagree somewhat agree agree strongly agree

A woman'’s life can really only be fulfilled if she has a baby

strongly disagree disagree  somewhat disagree somewhat agree agree strongly agree

Being a mother is a major commitment like no other

strongly disagree disagree  somewhat disagree somewhat agree agree strongly agree

Holding your newborn baby for the first time is a precious moment for women

strongly disagree disagree  somewhat disagree somewhat agree agree strongly agree

Page | 226



When you are pregnant even complete strangers smile at you and ask you
questions

strongly disagree disagree  somewhat disagree somewhat agree agree strongly agree

Feeling your baby kick for the first time during pregnancy is a good feeling
because it means the baby is getting bigger and stronger inside you

strongly disagree disagree  somewhat disagree somewhat agree agree strongly agree

A mother’s instinct comes with the birth of your baby

strongly disagree disagree  somewhat disagree somewhat agree agree strongly agree

Having a baby changes a girl into a woman

strongly disagree disagree  somewhat disagree somewhat agree agree strongly agree

During pregnancy it is common to feel a little emotionally sensitive

strongly disagree disagree  somewhat disagree somewhat agree agree strongly agree

One of the best feelings with a newborn is knowing that your baby is peaceful
and happy

strongly disagree disagree  somewhat disagree somewhat agree agree strongly agree

A good woman will feel nothing but joy during pregnancy, thinking of the new
life she will bring into the world

strongly disagree disagree  somewhat disagree somewhat agree agree strongly agree

Giving birth is one of the most natural things in the world and we should stop
medicalising it

strongly disagree disagree  somewhat disagree somewhat agree agree strongly agree

Newborn babies require around the clock care, making it hard on some women

strongly disagree disagree  somewhat disagree somewhat agree agree strongly agree

Towards the end of one’s pregnancy, back pain, difficulty sleeping, and feeling
tired are perfectly normal but unpleasant experiences

strongly disagree disagree  somewhat disagree somewhat agree agree strongly agree
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Now I would really like to get an idea of how you experienced being mothered
yourself. Please think about and then rate your mother’s behaviour towards you as

a child or young person.

Please answer on the following scale circie one

Never Rarely Sometimes Often Very Often

MY MOTHER...

Supported me
Never Rarely Sometimes Often Very Often

Consoled me when I was upset
Never Rarely Sometimes Often Very Often

Showed she cared about me
Never Rarely Sometimes Often Very Often

Showed a genuine interest in me
Never Rarely Sometimes Often Very Often

Remembered things that were important to me
Never Rarely Sometimes Often Very Often

Was available to talk at anytime
Never Rarely Sometimes Often Very Often

Spent extra time with me just because she wanted to
Never Rarely Sometimes Often Very Often

Was willing to talk about my troubles
Never Rarely Sometimes Often Very Often

Valued my input
Never Rarely Sometimes Often Very Often

Was emotionally available to me
Never Rarely Sometimes Often Very Often

Made me feel wanted
Never Rarely Sometimes Often Very Often

Praised me
Never Rarely Sometimes Often Very Often

Was understanding
Never Rarely Sometimes Often Very Often

Asked questions in a caring manner
Never Rarely Sometimes Often Very Often

Pursued talking with me about my interest
Never Rarely Sometimes Often Very Often

Always

Always

Always

Always

Always

Always

Always

Always

Always

Always

Always

Always

Always

Always

Always

Always

Page | 228



Thoughts about modern mothering questionnaire

OK, nearly done! Would you now please go back to the first 20
statements on the second page, and put a short line through the answer
that you think most young women of your age would have provided. In
other words, thinking about your friends, or things you read in
magazines, how do you think the average person would have responded
to the statement? PLEASE do not alter your answer, which might be the
same or completely different to what you think is the general opinion on
each item. When you are done, each of the answer options:

strongly disagree--disagree--somewhat disagree--somewhat agree--agree—strongly
agree

should have both a circle around one and a line through one. This will tell
us not only what your opinion is but what you think is the typical opinion
of other young women such as yourself.

THANK YOU FOR YOUR HELP!

Anita will cut here:

I'd like to be in the draw for the iTunes voucher. My e-mail address
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Eigenvalue

Appendix H

FACTOR ANALYSIS DATA

MOTHERING MYTHS QUESTIONNAIRE (MMQ)

Scree Plot

2

— 1 1T 1T T T T T T T 1
4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20

Component Number
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Pattern Matrix®

Component

2

A good woman will feel nothing but joy during 712
pregnancy, thinking of the new life she will bring

into the world

Having a baby changes a girl into a woman .700
A mothers instinct comes with the birth of your 677
baby

Mothers have an instant bond with their baby .652
a woman's life can only be fulfilled if she has a .547
baby

regret having a baby .506
Holding your newborn baby for the first time is a AT71
precious moment for women

Giving birth in a hospital is safer 421
One of the best feelings with a newborn is -.318
knowing your baby is peaceful and happy

not bonding quickly can have long term

consequences

Towards the end of ones pregnancy, back pain,

difficulty sleeping and feeling tired are perfectly

normal but unpleasant experiences

Newborn babies require around the clock care,

making it hard on some women

During pregnancy it is common to feel a little

emotionally sensitive

Being a mother is a major commitment like no

other

Feeling your baby kick for the first time during

pregnancy is a good feeling

Pregnant women have a glow about them

Babies cement relationships 442
When you are pregnant even complete

strangers smile at you and ask you questions

Giving birth is one of the most natural things in

the world and we should stop medicalising it

real fears the baby will not be normal

.668

.616

.5682

.552

.394

.342

.556

.542

527

-.489

445

.396

Extraction Method: Principal Component Analysis.
Rotation Method: Oblimin with Kaiser Normalization.

a. Rotation converged in 19 iterations.
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Structure Matrix

Component

2

Having a baby changes a girl into a woman .718
A good woman will feel nothing but joy during .695
pregnancy, thinking of the new life she will bring

into the world

A mothers instinct comes with the birth of your .687
baby

Mothers have an instant bond with their baby .673
a woman's life can only be fulfilled if she has a .548
baby

Holding your newborn baby for the first time is a 498
precious moment for women

regret having a baby 462
Giving birth in a hopsital is safer 407
One of the best feelings with a newborn is -.338
knowing your baby is peaceful and happy

not bonding quickly can have long term

consequences

Towards the end of ones pregnancy, back pain,

difficulty sleeping and feeling tired are perfectly

normal but unpleasant experiences

Newborn babies require around the clock care,

making it hard on some women

During pregnancy it is common to feel a little

emotionally sensitive

Being a mother is a major commitment like no

other

Feeling your baby kick for the first time during

pregnancy is a good feeling

Babies cement relationships .503
Pregnant women have a glow about them

When you are pregnant even complete

strangers smile at you and ask you questions

Giving birth is one of the most natural things in

the world and we should stop medicalising it

real fears the baby will not be normal

-.304

.316

.646

.627

.585

.557

.402

.341

.586

579

572

-.488

449

.355

Extraction Method: Principal Component Analysis.

Rotation Method: Oblimin with Kaiser Normalization.
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Appendix I: Individual Item Endorsements for MMQ

Myth Items — Ratings of Self & Others
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Realistic Items — Ratings for Self
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Realistic Items — Ratings for Others
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Appendix J Study Four

J: 1 ETHICS CONSENT
J: 2 CONSENT FORM J: 3

J: 3 SESSION EVALUATION SCALE

J:1 STUDY FOUR ETHICS CONSENT
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J:2 STUDY FOUR CONSENT FORMS

MODERN M THERING:
THE: MYTHS, THEE MAYTH® M,
AND THE: MAGIC %

FARTICIPANT CONSENT FORM
This consent form will be hald for @ peried of five (5) years

1 have read and understood the inlarmation sheet

« | have had the coporundy to wse whanau suppart or @ fMend o help ma ask ques-
tiors and understand the study,

« | agres o paicipate in the progeamme ender the condBions autined in the infar-

martion sheet
s Tunderstand my particigation in this stuchy & vosuntary (ry choace) and T may with-
drawy from the study at any ime.
DCate:
Sigratura:

Fuill Name - Printed
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J:3 SESSION EVALUATION SCALE

SESSION EVALUATION SCALE

Pleasa rate teday's sesshon by placing a mark on the Hne which best

fits o e e
ExprcTamiong

Teeday's sesaian did Todays s=sion
nOT et my & & mak my
GBI expectations

En.JoaEnT

L enjoyed the

|l it fn oy this ;
bopics in todays e Opics in today's
seszion session

RELEvascE
The topics in The topics in tocey's
Lisidays Sesaion " e dEnEion were keigful
were ot heloful for me

OWERALL

Troatey's serion
vares it rlght for o TOdAR'E SRERKN WAL
s just right fior me:
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