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Briefing Note
Organizational Question

Focus Area: Mental Health

Question: What role does social support play in the onset of postpartum depression?

Background Information

Approximately 13% of mothers are at risk of developing postpartum depression (PPD) after giving birth. In 2007, Northern Lights Regional Health Centre (NLRHC) delivered 940 babies. Fort McMurray, AB is the major centre within the Northern Lights Health Region. Located approximately 440 kms north of Edmonton, Fort McMurray, home of the oilsands, has become one of Alberta's largest boomtowns. Given a 13% incidence, it is expected that over 120 mothers each year are at risk of developing PPD within Fort McMurray alone (Dennis & Ross, 2006). 

Within NLRHC, more mothers are being referred to Mental Health Services by Family Health during their infants’ 2-month immunization. During initial assessments with therapists, mothers are noting a lack of adequate social support as one factor contributing to their inability to cope.  As such, it would useful for professionals to determine whether social support is related to the onset of PPD. This question is important to answer since identification of a link between PPD and social support may lead to practice changes within NLRHC, particularly related to prevention and treatment. 
Findings

To determine the relationship between social support and onset of, PPD a systematic review of primary studies from 1997 to 2008 was conducted. Eighteen studies were retrieved for the review, with only 2 articles being classified as providing high quality evidence. The review indicated that social support was not the only factor influencing the development of PPD and was often embedded within a multi-factorial framework (income, age, ethnicity, etc.). Despite this finding that a number of factors are related to the onset of PPD, in the general population, social support single-handedly accounted for approximately 13% of the variability in PPD .  Furthermore, it was found that mothers perceived importance and satisfaction with social support received as the strongest determinants of PPD. 

Implications & Applications

Given that this review has addressed an area of need for expectant and new mothers, NLRHC is currently investigating services that could possibly prevent or mitigate the risk of developing PPD.  It is this author’s hope that a PPD prevention program will be developed which assesses expectant mothers’ risk for developing PPD. At risk mothers would be provided with early interventions which have a fundamental focus on PPD with the added component of developing an adequate social support system prior to baby’s arrival. Many prenatal courses are focused on pregnancy and delivery and fail to address postpartum issues.  Through the program expectant mothers could develop an awareness of PPD and develop a plan to minimize their risk; a plan that may be as simple as seeking the support that they organized during the preventative program. This would allow NLRHC to provide services which are acceptable, appropriate and subsequently mitigate risk to mothers and their babies.

Strength is Not in the Numbers:
The Influence of Social Support on Postpartum Depression


Childbirth is noted as a significant life changing event that comes with varying degrees of thoughts and emotions for mothers.  For some, it is a time of jubilation where expectations and dreams during pregnancy become reality.  For others, it may be time when their expectations and dreams during pregnancy do not become reality and as a result, these mothers may become at risk for a postpartum mood disturbance.
On the whole, postpartum mood disturbances can be classified into three categories: postpartum blues, postpartum depression (PPD) and postpartum psychosis.  Postpartum blues, experienced by 50 to 80 percent of postpartum mothers, is described as a fluctuating mood which peaks approximately the 4th day post delivery and ends approximately 2 weeks later. This disturbance does not impair functioning and rarely requires treatment. However, 10 to 15% of mothers will experience a more disabling postpartum mood disturbance which requires treatment.  According to the Diagnostic and Statistical Manual of Mental Disorders (American Psychiatric Association [DSM-IV-TR], 2000), PPD is defined as the onset of a major depressive episode within 4 weeks after childbirth.  It is estimated that 13% of mothers are a risk of developing PPD (Dennis & Ross, 2006).  At the end of the spectrum is postpartum psychosis which is characterized by a dramatic onset usually within the first 2 postpartum weeks.  During this time, mothers may experience a manic or mixed episode with symptoms that include restlessness, insomnia, irritability and disorganized behavior. In addition, mothers may experience delusions and/or hallucinations. Postpartum psychosis is very rare and will affect less than 1% of the population (Ray, 1999). 
Mothers who experience PPD experience a number of disabling symptoms which have both negative consequences for mothers and infants.  During this time, mothers report feeling a number of symptoms specifically related to depression and include disinterest in activities, fatigue, sleep disturbances, decrease/increase in appetite and possible suicidal ideations. Relating more specifically to motherhood, mothers report preoccupation with the infant’s well-being, experiencing disinterest in the infant, grief over loss of independence, fearfulness of being alone with the infant and over-intrusiveness which may interfere with the amount of rest that the infant receives (American Psychiatric Association, 2000).   For infants, PPD has been linked to attachment disorders, impaired cognitive development, emotional developmental delays and behavioral difficulties (Beck, 2001; Dennis, 2004).


The etiology of PPD is controversial.  Researchers in the area of PPD have suggested that a number of factors are related to the onset of depression and include biological changes, past psychiatric history, age, obstetrical difficulties and complications, anxiety during pregnancy, social economic status, personality traits, attitudes, marital status and relationship quality, stress, infant temperament and support (Ray, 1999; Beck 2001).   Since PPD affects both mother and infant, and the entire family, prevention, detection and treatment are paramount.
Context
Fort McMurray, Alberta is the major centre within the Northern Lights Health Region (NLHR). Located approximately 440 kilometers north of Edmonton, Fort McMurray has become one of Alberta's largest boomtowns. As many are aware, the oilsands have brought numerous employment opportunities and a growing number of individuals from around the world are leaving family and friends to relocate to Fort McMurray. With a growing population comes the need for increased housing and adequate services.  As a result of this direct need, housing prices have sky rocketed; more individuals are finding the cost of living too high and many are forced to work excessive hours to compensate.  Consequently, Fort McMurray has become a 'work town' and more individuals are finding difficulty balancing work and personal life. 
Not only is Fort McMurray a growing population but a much younger population than that found in the rest of Canada.  In 2006, Statistics Canada noted Alberta as having the youngest population and with this recognition comes the probability, or expectation, of higher birthrates. Increased birthrates bring the need for increased support services (i.e., healthcare, childcare, family, friends, finances, etc.). Being a boomtown also brings increased difficulty with accessing support services due to staff shortages (many individuals prefer to work in higher paying oilsands positions), lack of appropriate services for new or expectant mothers, being separated from family and friends and the difficulty of making new friends and gaining extra support in a community noted as being a 'work town'.
In 2007, Northern Lights Regional Health Centre (NLRHC) delivered 940 babies and given that approximately 13% of mothers are at risk of developing PPD it is expected that over 125 mothers per year are at risk of developing PPD within Fort McMurray alone (Dennis & Ross, 2006). 

Within NLRHC, therapists are finding that more mothers are being referred to Mental Health Services by Family Health during their infants’ 2-month immunizations. At this time, mothers are screened for postpartum depressive symptoms using the Edinburgh Postpartum Depression Scale (EPDS). During initial assessments with therapists, mothers are noting that lack of adequate social support is one factor contributing to their inability to cope effectively with being a new mother.  As such, it would be useful for professionals to determine whether social support is related to the onset of PPD and if so, whether NLRHC should focus on identifying and providing appropriate prevention and treatments to help mitigate PPD given the potential negative outcomes for mother and baby (i.e., impaired mother-infant interactions, cognitive and emotional developmental delays for baby and recurrent depression for mother; Dennis & Ross, 2006). 

The current review is designed to provide evidence to assist health professionals to address this important health issue. 
Guiding or Research Question
What role does social support play in the onset of postpartum depression?

Purpose

Researchers have suggested that interventions utilizing social support are effective in reducing postpartum depressive symptoms (e.g., Chen, Tseng, Chou & Wang, 2000).  Given this finding, it would be important to determine whether lack of social support is related to the onset of PPD.  This information would help Northern Lights Health Region in identifying at-risk expectant mothers and possibly provide them with preventative programs which may eliminate or reduce the risk of developing PPD.  In addition, this would mitigate the associated negative outcomes for mother and infant.

Literature Identification and Selection
Literature Identification

The author identified relevant literature from September 2007 to February 2008.  Major databases reviewed included EBSCO, PubMed, PsychInfo, and the Cochrane Library.  Grey literature was also reviewed which included Google Scholar and Theses Canada. Clinical practice guidelines including NICE and National Guideline Clearinghouse were reviewed however did not yield any results.


Search terms included during the literature identification phase were: ‘postpartum depression’ and ‘social support’ and included MeSH equivalents ‘postnatal depression’, ‘maternal depression’, ‘support’,  ‘peer support’, and ‘partner support’. 
Selection
Titles and abstracts were reviewed on all identified articles.  Only English articles which made references to both PPD and social support (or MeSH equivalents) in the title and/or abstract were selected.  A total of 83 articles investigating the relationship between PPD and social support were retrieved.

A set of inclusion/exclusion criteria was determined prior to the search to help select articles which would draw a conclusion which would be representative of mothers in the Northern Lights Health Region.  To reduce subjective intrepretation by other reviewers, only primary articiles were selected for the review.   In 1996, two meta-analyses of factors related to PPD were conducted (see Beck, 1996 and O’ Hara & Swain, 1996) .  To provide a current state of the evidence review, only articles which were published between 1997 to 2008 were selected. Only articles which investigated the North American population were also included.  This included English-speaking mothers who immigrated from other countries. Because the question for this review specifically investigated the relationship with social support and the onset of PPD, only articles which investigated this relationship were included.  Consequently, articles which investigated social support as a treatment or intervention for PPD were excluded. 

To avoid confusion with other mood disturbances such as postpartum blues, postpartum psychosis or major depression only articles which met the diagnostic criteria of PPD onset according to the DSM-IV-TR (American Psychiatric Association, 2000) were selected for the review.  As such, participants in the articles were mothers who experienced depressive episodes within 4 weeks of childbirth and whose PPD was measured or diagnosed between 2 weeks and 1 year postpartum.  

Of the 83 articles reviewed, 18 met the criteria for inclusion. 
The following section will discuss how the data was extracted and summarized.

Data Extraction and Summary
Study Characteristics

All studies included in the review were dated from 1997 to 2007.  A detailed summary of each article reviewed is provided in Appendix A.  The majority of the studies were descriptive studies and participants were recruited from medical clinics or new mother programs within Canada or the United States. Participants were self-selected for participation in the study and as such were from non-random samples.  Due to the associative nature of the question, no randomized controlled trials were thought to exist for this review and none were identified which met inclusion/exclusion criteria.
Out of the 18 articles reviewed, a number of differences with respect to the population examined or compared were noted.  Sample populations included adolescent mothers, first-time mothers, mothers of preterm infants, mothers from low-income and middle-income homes, married and unmarried mothers, as well as mothers from differing ethnicities (Caucasian, African-American or Mexican backgrounds). 


PPD was measured in new mothers between 2 weeks and 1 year postpartum with the majority of diagnosis being conducted between 4 and 8 weeks postpartum.  A number of validated tools were used to measure depressive symptoms and included the commonly used EDPS, the Beck Depression Inventory (BDI), the Center for Epidemiologic Studies-Depressed Mood Scale (CES-D) and the Primary Care Evaluation of Mental Disorders (PRIME-MD). Two studies used modified versions of either the BDI (excluding the question on suicidal ideations) or the PRIME-MD. Two studies used self-reported and/or health-care provider reported diagnosis of PPD.  The majority of mothers who reported depressive symptoms in this review experienced mild to moderate PPD. 

Diversity in the type of social support measured was also noted through the review.  Social support was measured as the both the quantity and quality of support.  Also, support could be related to partner, family, peer and/or medical support.  A number of questionnaires were used to measure social support with the most commonly utilized questionnaire being the Postpartum Support Questionnaire (PSQ). In addition the Social Support Questionnaire (SSQ), Postpartum Support Inventory, Parenting Social Support Scale and Social Provisions Checklist were also questionnaires utilized to measure social support.  To measure social support in one study, a question relating to how many people were available to the mother was asked.
Analysis and Findings

Strength of the Evidence
Strength of evidence for both qualitative and quantitative studies was assessed using an approach that evaluated the validity and replicabiltiy of the quantitative studies and the trustworthiness of the qualitative studies (see Appendix B for a summary of the questions asked during the evaluation). To determine quality, the author appraised the representativeness of the sample which included consideration of demographics, sample size, sampling procedure and the rates of PPD reported in the sample as compared to overall rates which were suggested in the literatue. Of the studies reviewed, the majroity consisted of relatively small sample sizes with only 8 studies sampling over 100 participants. Overall, estimates of PPD  in the selected sample were comparable to rates for the general population. 
It was also determined whether the diagnosis of PPD and measure of social support were credible.  This was done by reviewing the validity and reliability of instruments used but also reviewing whether instruments were altered, pilot tested and/or suitable for the population being investigated. When available, instruments chosen to measure PPD and social support were reviewed to determine whether they were appropriate to use on the identified population.  For instance, one study measured PPD in an adolescent population of mothers using the EPDS which was normed for adult mothers and may therefore lead to different intrepretation.

In addition, the results in terms of testing and significance levels were also reviewed to determine whether appropriate analyses were completed. Given that a number of factors has been found to relate to the onset of PPD, it was also  important to determine whether other confounding variables were accounted for during analysis. 
Articles which were included as High Quality articles were those that answered all questions with respect to validity and replicability.  For Moderate Quality articles, most questions (2 questions or less not answered) were answered with respect to validity and the article was thought to be replicable.  For low quality articles, it was felt that most questions with respect to validity were not answered or did not meet a specified standard  and the study was not replicable.  As you see from the below diagram most studies were appraised as being low quality for this review.

Findings


As previously mentioned, a number of differences were noted in relation to the population being examined and measurements used.  As such, the findings will be discussed with particular reference to identified populations and type of social support examined.
Overall, the investigators suggested that social support was not the only factor related to PPD and was often embedded within a multi-factorial framework (e.g., income, age, ethnicity, marital satisfaction, past history of depression and self-esteem). Despite this finding, social support demonstrated a moderate effect size by single-handedly accounting for approximately 13% of the variability in postpartum depressive symptoms (e.g., Dennis & Ross, 2006). This relationship suggested that social support is related to a decrease in postpartum depressive symptoms for adult mothers in the general population.
Given that social support is a relatively broad term which could encompass many different modes, it was evident that different articles investigated different aspects of support. Consequently, to make the general statement that social support reduces the likelihood of PPD may be too extensive and dismiss the particular aspects of social support which are important for mothers. Most noteworthy was the finding directly relating to the title of this review, that strength is not in the numbers. Two studies reported on the effects of social support network size (meaning the number of individuals mothers identified as offering support) on PPD.  One study indicated that social support network size did not significantly relate to the onset of PPD (Reich, Silbert-Mazzarella, Spence & Siegel, 2005) while another indicated that mothers who reported 2 or more supportive individuals reported less postpartum depressive symptoms than mothers who indicated none or 1 supportive individual ( Surken, Peterson, Hughes & Gottlieb, 2006).  However, in the later study only these two identified groups were compared and the authors did not further investigate whether a relationship existed such that increases in social support network sizes directly related to decreases in postpartum depressive symptoms. As such, this study would suggest that two supportive individuals is no more effective in reducing postpartum depressive symptoms than 10 supportive individuals.
Logsdon and Usui (2001) reported that mothers who received more support reported fewer depressive symptoms, however more significant was the finding that mothers who placed less emphasis on the importance of social support reported less depressive symptoms postpartum.  Support from partner also appears to reduce postpartum depressive symptoms.  Dennis and Ross (2006) reported that partner support in the form of agreement in childcare practices, lack of criticism and availability to help were important to mothers and lessened the likelihood of experiencing PPD. Two additional studies investigated social support and reported that this finding can extend to additional family members as well (Page & Wilhelm, 2007; Howell, Mora & Leventhal, 2006). In addition, it appears that mothers’ satisfaction with the amount of support received is important such that those who are more satisfied with the amount of support received postpartum are also less likely to report depressive symptoms (Martinez-Schallmoser, Telleen & MacMullen, 2003).
The amount of social integration for mothers is an important determinant in the onset of PPD. In two qualitative studies, mothers reported that loss of friendships, feelings of loneliness and being withdrawn were important determinants of their depressive symptoms (Ugarriza, 2002; Amankwaa, 2003). 
The relationship between social support and PPD is also dependent on the population examined (i.e., mothers of pre-term infants, adolescent mothers, low-income mothers and mothers from different ethnic backgrounds). For instance, the literature suggests that adolescent mothers, mothers of pre-term infants, low-income mothers and non-Caucasian mothers are more likely to report postpartum depressive symptoms (Logsdon & Usui, 2001; Birkeland, Thompson & Phares, 2005). Research suggests that these identified populations not only experience more life stressors relating to lack of education, language barriers, access to services, financial stress, etc. but also are less likely to receive social support despite their increased need.  
 In the adolescent population, estimates of PPD are between 28% to 67% (Birkeland et al., 2005).  Through the review, it was evident that social support may relate to the onset of PPD in this population of mothers in a comparable manner (i.e., less support more depressive symptoms; Hudson, Elek & Campbell-Grossman, 2000).  However, it appears as if social isolation may be the critical aspect in the relationship between social support and PPD such that adolescents who are socially isolated are less likely to receive social support and therefore more likely to be at risk for PPD (Birkeland et al., 2005).  One study suggested that receiving too much social support may be damaging to adolescent mothers by increasing the likelihood of postpartum depressive symptoms (Logsdon, Birkimer, Simpson & Looney, 2005). The investigators suggested receiving unwanted or unneeded support may send messages to adolescent mothers that they are “incapable, incompetent, or inadequate” and that these messages may foster postpartum depressive symptoms relating to feelings of sadness, depression and worthlessness (pg. 52).  
Recommendations
The review has suggested that the lack of adequate social support (support which matches mothers’ expectations) may place expectant and new mothers at an increased susceptibility to PPD. Despite recognizing this, few prenatal programs currently address issues relating to the risk of developing PPD and the importance of social support for new mothers. For many new mothers, PPD is only discussed following the presentation of symptoms; albeit this is more so for new mothers who can acknowledge and seek help for their symptoms. For new mothers who are struggling with the guilt and shame of feeling depressed during this momentous time, many are left to deal with these symptoms in isolation.  This review can help healthcare facilities provide evidence-based services which are relevant to the needs of expectant mothers in order to avoid unintended or harmful results to them and their babies. 
In August 2008, Alberta Health and Wellness presented the Children’s Mental Health Plan for Alberta. This three-year action plan was developed to provide direction and funding over this period for “strategies to improve access to mental health services for infants, children, youth and their families” (pg. 1).  The plan suggested that “mentally well parents are a protective factor in their children’s lives” (pg. 1).  Strategy 2.3 suggested that programs “enhance and build upon infant and preschool developmental screening and mental health intervention programs to provide early intervention to families and young children at risk for developing mental health problems” (pg. 9) and made  specific reference to mothers with prenatal and PPD.  This review has suggested that social support may be an important factor relating to PPD and may need to be included in screening and intervention programs for both prenatal and postnatal mothers.
Social support has been an area of need identified by new mothers and it is recommended that NLRHC investigate whether the region could develop and implement a PPD Prevention Program. While completing this review, two qualitative studies made direct reference to the importance of social support in the treatment of PPD. When mothers were questioned on treatment preferences for their PPD, the theme of social support was evident (Ugarriza, 2002). Mothers indicated that having more education or knowledge of PPD and receiving more support would have reduced the likelihood or severity of PPD.   Furthermore, mothers who reported seeking social support reported that their depressive symptoms had subsided (Amankwa, 2003).  As such, social support may be important in the prevention of PPD.  
It is this author’s hope that a PPD prevention program will be developed in NLRHC.  Optimally, this program would consist of two components.  The first component would screen all expectant mothers’ to identify those at risk of developing PPD.  For those identified at risk, the second component of the program would provide early interventions which have a fundamental focus on PPD with the added component of developing an adequate social support system prior to baby’s arrival. Through the program, expectant mothers could develop an awareness of PPD and develop a plan to minimize their risk; a plan that may be as simple as seeking the support that they organized during the preventative program. This would allow NLRHC to provide services which are acceptable, appropriate and subsequently mitigate risk to mothers and their babies. 
In summary, it is recommended that NLRHC:

1. Continue research in the area of PPD to identify or develop a screening tool which can be administered to expectant mothers to determine risk of PPD.  This tool would address all associated factors of PPD, especially social support.
2. Review literature to identify appropriate prevention strategies for PPD.

3. Develop a PPD prevention program which would include screening for all expectant mothers and the implementation of the identified prevention strategies.
4. Determine the actual incidence of PPD within Fort McMurray.
5. Pilot test the program and evaluate the program to determine if the outcome, a decrease in the incidence of PPD, was achieved.
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Appendix A – Article Summaries
1. Date of Study: 2001

Study Name: Psychosocial predictors of postpartum depression in diverse groups of women.

Authors: Logsdon, M. C., & Usui, W. 
Journal: Western Journal of Nursing Research, 23(6), 563-574.

Key Methodology: Cross-sectional, descriptive, quantitative design.
Key Results: The purpose of this article was to test a casual model developed from a theoretical formulation of PPD.  The model suggested that social support and closeness to partner would have both direct and indirect, through self-esteem, effects on PPD.  To test this model and to further determine whether this model was compatible with different populations of mothers, mothers between 6 and 8 weeks postpartum were recruited at selected clinics providing services to middle-class, Caucasian mothers of term infants (N = 105), middle-class, Caucasian mothers of preterm infants (N = 37) and African American mothers of term infants (N = 57) who met inclusion criteria for each sub-sample.  Instruments used to assess predictive factors were the Postpartum Support Questionnaire (PSQ), the Rosenberg Self-Esteem Tool, the CES-D and a question which assessed closeness to partner by having mothers rate on an 8-point Likert scale the question “At this point in time, how close do you feel to your partner/husband?”  Results indicated that depression was more evident in mothers of preterm infants and low-income, African American mothers (F = 6.81, p = .001).  No differences in closeness to partner or importance of support was noted, however mothers of preterm infants were less likely to receive support than the other groups (F = 11.17, p = .0005) while mothers of term infants reported lower levels of self-esteem (F = 114.84, p = .0005).  Path analysis on all groups combined determined that closeness to partner, social support, and self-esteem were important predictors of PPD by accounting for 39% of the variance (R²= .39, p = .001); social support and closeness to partner had both direct effects on depression and indirect effects through their relationship with self-esteem.  In direct relation to social support, it was noted that mothers who received more support reported less depressive symptoms (r = -.064, p <.01).  In addition, mothers who placed more emphasis on the importance of social support reported more depressive symptoms (r = .096, p < .001).
Quality: High

2. Date of Study: 2006

Study Name: Women’s perceptions of partner support and conflict in the development of postpartum depressive symptoms.
Authors: Dennis, C., & Ross, L. 

Journal: Journal of Advanced Nursing, 56(6), 588-599.

Key Methodology: Cross-sectional, descriptive, quantitative design. 

Key Results: This study examined how maternal perceptions of conflict, relationship support and postpartum specific support influence the development of PPD.  Three hundred and ninety-six, married mothers who were not reporting depressive symptoms 1 week postpartum were given the EPDS, Social Provisions Checklist and Postpartum Support Scale and a shortened version of the Quality of Relationships Inventory (QRI).  The EPDS and QRI were given to mothers at 1 week postpartum, the EPDS, Social Provisions Checklist and Postpartum Support Scale were given at 4 weeks postpartum, and the EPDS was again given at 8 weeks postpartum.  Results indicated that at 8 weeks postpartum, 14.1% of mothers were reporting depressive symptoms.  In relation to support, women reporting depressive symptoms at 8 weeks postpartum were more likely to have lower perceptions of relationship-specific support than non-depressed mothers (t = -3.61, p < .001). A regression analysis indicated that mothers perception of social integration accounted for 9% of the variance in EPDS scores (F = 44.46, p< .001).  Additionally, these mothers were also more likely to have lower levels of postpartum-specific support than non-depressed mothers (t = -3.33, p = .001) and a further regression analysis indicated that 10 % of the variance in EPDS scores could be accounted for partner’s encouragement to obtain help when needed and partner’s agreement with how mothers were caring for their child (F = 26.03, p < .001).  When all variables were entered into the regression analysis, 13% of the variance in EPDS scores could be accounted for by maternal perceptions of social integration, partner encouragement to obtain help when needed and partner agreement with infant care (p < 005). 
Quality: High

3. Date of Study: 1997

Study Name: Predictors of depression in mothers of preterm infants.

Authors: Logsdon, M. C., Winders Davis, D., Birkimer, J. C., & Wilkerson, S. A.

Journal: Journal of Social Behavior and Personality, 12(1), 73-88.

Key Methodology: Descriptive, quantitative design.
Key Results: The aim of this study was to determine the amount of variance in maternal depression which could be accounted for by self-esteem, social support and relationship with partner in women with preterm infants.  Thirty-seven mothers completed questionnaires during two time periods (during recruitment and four weeks following infants’ discharge) which measured depressive symptoms (CES-D), self-support (Rosenberg Self-esteem Tool), social support (PSQ) and relationship satisfaction (Relationship Assessment Scale). Results indicated that maternal depression significantly reduced after infants’ discharge (t = 2.68, p = .006) while the importance of support increased (t = -1.91, p= .032) and the amount of support received did not significantly change (t = .59, p = .560).  Overall, 57% of the variance in depression after discharge was accounted for by previous depression, relationship satisfaction, self-esteem and social support.  With direct respect to the relationship between maternal depression and social support, the authors reported that depression was inversely reported to the level of support received (r = -.41, p<.05).  In addition, level of support was related to esteem (r = .37, p<.05) which was also related to depression (r = -.55, p<.01).
Quality: Moderate
4. Date of Study: 2000
Study Name: The link of social support and postpartum depressive symptoms in African-American women with low incomes.

Authors: Logsdon, M. C., Birkimer, J. C., & Usui, W. M.
Journal: The American Journal of Maternal/Child Nursing, 25(5), 262-266.
Key Methodology: Cross-sectional, descriptive, mixed-method (quantitative and qualitative) design.
Key Results: This article examined the relationship between postpartum support and depressive symptoms in a small sample of low-income African-American women (N = 55) recruited at a clinic during their infants’ examinations. Mothers were interviewed about the quantity and quality of social support received, as well as completed the PSQ and the CES-D.  Results indicated that new mothers rated facilitating time for oneself, reassurance in asking for help, rest, financial security, emotional support, lack of isolation and being seen as responsible as important when receiving support.  In terms of actual support, mothers reported having support with meals, cleaning, grocery shopping, being provided information, giving time to herself, communication, not feeling alone, and having worries taken seriously.  As such, most mothers reported that the support received was congruent with what they thought were important forms of support.   In relation to PPD, results indicated that importance of support was positively related to depressive symptoms (r = 0.32, p < .05) while support received was not related to depressive symptoms (r = -0.05, NS). 
Quality: Moderate
5. Date of Study: 2000
Study Name: Stress, psychosocial resources, and depressive symptomatology during pregnancy in low-income, inner-city women.
Authors: Ritter, C., Hobfoll, S. E., Lavin, J., Cameron, R. P., & Hulsizer, M. R.

Journal: Health Psychology, 19(6), 576-585.

Key Methodology: Descriptive, quantitative design.

Key Results: To examine how stress, self-esteem and social support influence depressive symptomatology, 191 expectant low-income mothers (137 European Americans and 52 African Americans) recruited from three inner-city clinics participated in the study.  Mothers were interviewed during three time points where they were assessed for depressive symptoms at Time 1 and Time 3 (using the BDI, a modified version of the Research Diagnostic Criteria Interview and a single item measuring dysphoria) and given the SSQ, a questionnaire developed by the authors that assessed stressful life events and the Rosenberg Self-Esteem Scale at Time 1 (during intake) and Time 2 (7 to 9 weeks before expected due date). Results indicated that 23% of the mothers reported mild to severe PPD with no difference in the rate of occurrence based on ethnicity.  Education and family income were found to significantly relate to PPD (r = -.203 and -.143 respectively, p < .05).  Mothers reporting more PPD symptoms were more likely to report more stressful life events (r = .49, p< .001) and lower self-esteem (r = -.29, p < .01).  With respect to social support, it was found that mothers reporting more postpartum depressive symptoms were less likely to report receiving social support (r = -.19, p < .05). 
Quality: Moderate
6. Date of Study: 2003

Study Name: The effect of social support and acculturation on postpartum depression in Mexican-American women.

Authors: Martinez-Schallmoser, L., Telleen, S., & Macmullen, N.

Journal: Journal of Transcultural Nursing, 14(4), 329-338.

Key Methodology: Longitudinal, descriptive, quantitative design.  

Key Results: The purpose of this article was to examine PPD in Mexican American women between 34 to 36 weeks and 4 to 6 weeks postpartum to determine whether acculturation, social support, and quality of life where predictive of PPD.  Sixty-six mothers were recruited from two urban clinics during their third trimester of pregnancy who met eligibility criteria.  A previous pilot study assessed the validity and reliability of all measures which included the CES-D, Parenting Social Support Scale and the Quality of Life Index.  All measures where completed by mothers at the two time points.  Results indicated that 16 % of the mothers reported depressive symptoms prenatally while 53% of the mothers reported depressive symptoms at 6 weeks postpartum.  Despite mothers reporting significantly more postpartum support (t = 3.64, p < .01), women also reported more conflict postnatally (t = 2.76, p <.01).   Correlation analyses indicated that prenatal support satisfaction and postnatal support need, as well as support satisfaction were all related to PPD (r = -0.49, 0.35, and -0.48, p< .05 respectively).  A regression analysis indicated that 52% of the variance in PPD was accounted for by prenatal depression, low use of the Spanish language, and lower support satisfaction.   Additionally, when postpartum variables of low postpartum family quality of life, high postpartum social support need, large postpartum support network size and a postpartum social support satisfaction by need interaction where added to the analysis,  the amount of variance accounted for increased to 64%.  However, postpartum social support satisfaction alone was no longer related to PPD but was interrelated with the need for social support.
Quality: Moderate
7. Date of Study: 2007
Study Name: Postpartum daily stress, relationship quality, and depressive symptoms.

Authors: Page, M., & Wilhelm, M. S.
Journal: Contemporary family therapy, 29, 237-251.
Key Methodology: Descriptive, quantitative design.

Key Results: The goal of this article was to investigate the relationship between postpartum daily stress and depressive symptoms and to further determine whether characteristics of spousal relationships (support and depth) may influence the relationship between daily stress and depressive symptoms in postpartum mothers.  To do so, mothers were recruited from three obstetrical clinics in an urban city during their third trimester of pregnancy.  A total of 51 mothers completed the study with the majority of mothers being white, middle-class, college-educated women.  Mothers were given the CES-D during intake and 6 weeks postpartum was reassessed and given the Daily Stresses Questionnaire and the QRI to complete.  A total of 15 mothers were reported as experiencing PPD, however, of these a total of 9 had indicated that they had also experienced depressive symptoms during pregnancy.  Correlation analyses indicated that mothers reporting more postpartum depressive symptoms were also more likely to report receiving less relationship support and relationship depth as compared to mothers reporting less depressive symptoms (r = -.46 and -.35 respectively, p < .01). Additionally, mothers experiencing more postpartum depressive symptoms were also more likely to report having more arguments with family members (r = .42, p <.01). A regression analysis further indicated that depression during pregnancy, arguments with family and relationship depth accounted for significant variance (56%) in postpartum depressive symptoms (ß = .575, .300, and -.207 respectively, p <.05).  Relationship support was omitted from this analyses due to its high intercorrelation with relationship depth (r = .65, p < .01). Post Hoc comparisons also indicated that significant differences in the severity of postpartum depressive symptoms reported by mothers were also related to relationship support.
Quality: Moderate
8. Date of Study: 2000
Study Name: Depression, self-esteem, loneliness, and social support among adolescent mothers participating in the New Parents Project.
Authors: Hudson, D., Elek, S. M., & Campbell-Grossman, C.
Journal: Adolescence, 35(139), 445-453.

Key Methodology: Descriptive, quantitative design.

Key Results:  This study examined levels of depression, self-esteem, loneliness, and social support in 21 adolescent mothers participating in the New Parents Project.  The New Parents Project was designed to provide new parents with information, social support, and access to professional via internet.  Adolescent mothers were recruited during their third trimester and given a demographic questionnaire.  Three months postpartum, mothers were again contacted and given the CES-D for Children, the Rosenberg Self-Esteem Scale, the Revised UCLA Loneliness Scale, and the SSQ-Short Form to complete. Results indicated that a negative relationship between social support and depression (r = -.61, p≤.05) and social support and loneliness (r = -.50, p ≤ .05) existed. In addition, mothers reporting being more lonely were also reporting more depressive symptoms (r = .53, p≤ .05). No further analyses were conducted.
Quality: Low
9. Date of Study: 2002
Study Name: Postpartum depressed women’s explanation of depression.
Author: Ugarriza, D. N.
Journal: Journal of Nursing Scholarship, 34(3), 227-233.

Key Methodology: Descriptive, qualitative design.

Key Results:  Thirty mothers self-identified as having PPD participated in a study to examine mothers perceptions of PPD and to compare their perceptions with the biomedical view of PPD.  Mothers were included in the study if they have given birth from 1 month to 1 year of the time of the study.  Eligible mothers were interviewed by telephone or in person using initially structured interview that was modified during data collection. Interviews were analyzed in its entirety and further using content analysis to determine themes.  Mothers provided a number of reasons for their depressive symptoms including hormonal changes, role changes, breastfeeding, birthing experience, lack of sleep and illness.  Mothers reported that the loss of friendships, lack of support and help from family and partners and feelings of loneliness as contributors of their depressive symptomatology. When questioned on treatment preferences, the theme of social support was again evident.  Mothers indicated that having more education or knowledge of PPD and receiving more support would have reduced the likelihood or severity of PPD.  In relation to comparing mothers’ perceptions of PPD with the biomedical diagnostic criteria, the authors reported that PPD appears milder in form and consists of sleep deprivation as opposed to sleep disorders.
Quality: Low
10. Date of Study: 2003
Study Name: Postpartum depression among African-American women.

Author: Amankwaa, L. C.  

Journal: Issues in Mental Health Nursing, 24, 297-316.

Key Methodology: Qualitative design.

Key Results:  The purpose of this article was to examine the nature of PPD in African-American women.  Mothers (N = 12) were recruited through professional and personal colleagues if they had been diagnosed as having PPD by a health-care provider or through a self-report after childbirth.  Mothers were interviewed during two time periods where they were asked, “Tell me about your PPD and what you went through”.  Six themes were identified in the mothers’ interviews and included Stressing Out, Feeling Down, Losing It, Seeking Help, Feeling Better and Dealing with It. Within all themes, some mention of social support was evident.  Mothers indicated that the lack of social support, the inability to seek support and to discuss concerns with others and the withdrawal from family and friends as significant contributors to their depressive symptoms.  Within the theme of Seeking Help, three sub-themes emerged which centered on trying to help self, the ability to get professional care and the ability to count of family and friends.  Mothers who reported seeking support indicated that their depressive symptoms subsided. Overall, it was determined that having the right kind of support and the support expected were important determinants of depressive symptoms.
Quality: Low
11. Date of Study: 2004
Study Name: Factors related to postpartum depressive symptoms in low-income women.
Authors: Boury, J. M., Larkin, K. T., & Krummel, D. A. 
Journal: Women and Health, 39(3), 19-34.
Key Methodology: Descriptive quantitative design.

Key Results:  The purpose of this study was to examine risk factors for PPD in women outside the healthcare system.  As such, 151 postpartum mothers with at least one child under the age of 2 years who were participating in a randomized clinical trial, Mothers’ Overweight Management Study (MOMS), were recruited. The BDI, the Perceived Stress Scale, the SSQ, demographic and general health factors were assessed for all mothers. The majority of mothers were Caucasian, overweight and from low-income homes. It was reported that 51% of mothers reported depressive symptoms.  In relation to social support, mothers who reported lower social support numbers and less satisfaction with social support also reported higher levels of depressive symptoms (r = -.29 and -.33, p < .001 respectively).  When placed into a stepwise regression equation with other variables including stress, smoking status, body weight, physical activity and primipara age, social support number and satisfaction (as well as body weight, physical activity and primipara age) did not account for significant variation in depression scores.
Quality: Low
12. Date of Study: 2005
Study Name: Adolescent motherhood and postpartum depression.
Authors: Birkeland, R., Thompson, J. K., & Phares, V.
Journal: Journal of Clinical Child and Adolescent Psychology, 34(2), 292-300.
Key Methodology: Cross-sectional, descriptive quantitative design.

Key Results:  One hundred and forty-nine adolescent mothers between 15 and 19 years of age attending school-based teen parents’ programs were recruited in order to investigate how adolescent mothers’ personal and social challenges contribute to PPD.  Mothers were given the EPDS, the Parenting Stress Index and two subscales of the Eating Disorder Inventory that assessed body dissatisfaction and drive for thinness between 2 and 12 months postpartum.  In relation to EPDS scores, 29% of mothers reported symptoms which met criteria for depression.  Results indicated that social isolation shared 32.5% of the variance with depression and in a hierarchical regression analysis 38 % of the variance in depressive symptoms were account for by social isolation (ß = .44, p < .001), weight/shape disturbance (ß = .20, p = .004) and maternal self-efficacy (ß = .168, p = .168, p = .047).
Quality: Low
13. Date of Study: 2005
Study Name: Postpartum depression and social support in adolescents.
Authors: Logsdon, M.C., Birkimer, J. C., Simpson, T., & Looney, S.
Journal: Journal of Obstetric, Gynecologic and Neonatal Nursing, 34(1), 46-54.
Key Methodology: Repeated measures, experimental Design.
Key Results: To determine the effectiveness of social support interventions during pregnancy in preventing postpartum depressive symptoms, 128 adolescents attending an alternative school for pregnant and parenting adolescents participated in the study.  Expectant mothers were given the CES-D, the PSQ and the Rosenberg’s Self-Esteem instrument at 32 to 36 weeks of pregnancy and again at 6 to 8 weeks postpartum.  Mothers were randomly assigned to one of three social support interventions (video, pamphlet or video/pamphlet) or to the control group.  Results indicated that a significant decline in depressive symptoms from 32 to 26 weeks of pregnancy (56 %) to 6 to 8weeks postpartum (28%) was reported by mothers (mean = 12.0; SD = 3.8; versus mean = 18.0; SD = 4.47; p< .001). In relation to social support, there were no differences in outcome variables among treatment groups at 6 weeks postpartum, even when controlling for outcome variables during pregnancy ( p = .437). However, a path analysis indicated that social support had statistically significant direct effects on PPD (r = .347, p <.001) such that PPD was predicted by receiving more support at 6 weeks postpartum.
Quality: Low
14. Date of Study: 2005

Study Name: Self-structure and postpartum dejection in first-time mothers.

Authors: Reich, W.A., Silbert-Mazzarella, B. A., Spence, J. A., & Siegel, H. I. 

Journal: The Journal of Psychology, 139(5), 426-438.
Key Methodology: Descriptive, mixed-methods (qualitative and quantitative) design.
Key Results: This article examined the moderating role of self-structure on the relationship of PPD with mother role stress and social network size. Thirty-three, first-time expectant mothers (majority Caucasian, married, middle-class) responded to invitations to participate in the study.  Twenty-nine mothers were interviewed during two time points (third trimester and 3 to 6 months postpartum).  At Time 1, mothers were given a self-description task to determine whether they were agentically traited (e.g., powerful, accomplished) and social-emotionally traited (e.g., nurturing, loving) and social support size.  Social support size was measure by the number of people named in response to the question “How many people can you count on for help with children?”  At Time 2, mothers completed a measure of mother role stress, an interview on postpartum difficulties and the BDI.  Results indicated that 55.17% of mothers at Time 1 and 31.03% of mothers at Time 2 reported mild depressive symptoms with no mothers reporting moderate or severe depressive symptoms.  In relation to social support network size, at both Time 1 and Time 2, no relationship between the number of people available to mother and the likelihood of depressive symptoms was found ( r = .29 and r = .15 respectively, p >.05).  However, for social-emotionally traited women larger networks were associated with a marginally significant decrease in depressive symptoms (ß = -.38, p <.07) whereas for agentically traited women larger networks were associated with an increase in depressive symptoms, albeit not significant (ß = .50, p >.10).
Quality: Low
15. Date of Study: 2006
Study Name: Correlates of early postpartum depressive symptoms.
Authors: Howell, E. A., Mora, P., & Leventhal, H. 

Journal: Maternal and Child Health Journal, 10(2), 149-157.
Key Methodology: Cross-sectional, descriptive, quantitative design.

Key Results: This article explored the relationship with depressive symptoms of maternal characteristics and situation factors in the early postpartum setting which were potentially modifiable such as experiential and environmental factors, social factors and mothers’ perceptions of their ability to manage these situational factors.  Seven hundred and twenty mothers from diverse backgrounds participated in the study and were interviewed using a series of questions about their experience during the first 2 weeks following the delivery of their infants, assessed for depression using two questions from the Primary Care Evaluation of Mental Disorders (PRIME-MD) and completed questionnaires developed by the authors on demographics, contextual factors, physical symptoms, role demands, self-efficacy and social support (emotional support, instrumental support, household support, partner support and baby support).  Results indicated that mothers with depressive symptoms were more likely to come from lower-income households, be nonwhite, less educated and to report a past history of depression. With specific reference to social support, mothers reporting depressive symptoms were less likely to receive social support than non-depressed mothers (mean = 19.0 versus mean = 21.0 respectively, p < .01). Mothers experiencing postpartum depressive symptoms were also more likely to receive criticism on how to take care of their infant or household (mean = 1.31 versus mean = 1.19 respectively, p < .01). In a final hierarchical model for postpartum depressive symptoms, social factors (criticism and social support), personal factors (self-efficacy), demographics (nonwhite/white), history of depression, physical symptom burden, infant colic and physical functional limitations were added to the regression analysis.  Odds ratios ranged from 1.96 (nonwhite/white) to 0.90 (social support and self-efficacy).
Quality: Low
16. Date of Study: 2006
Study Name: The role of social networks and support in postpartum women’s depression: A multiethnic urban sample.

Authors: Surkan, P. J., Peterson, K. E., Hughes, M. D., & Gottlieb, B. R.
Journal: Maternal and Child Health Journal, 10 (4), 375- 383.

Key Methodology: Cross-sectional, descriptive quantitative design.

Key Results:   A diverse group of mothers (N = 415) of 24-month-old or younger infants were recruited from health centers serving low and moderate income in a urban area to participate in a study which examined the relationship between social support and social networks in the development of PPD.  Mothers were given a composite questionnaire that examined general health and mental health status, specific postpartum measures and demographic information. Mothers’ levels of depression were accessed using the CES-D and mothers’ levels of social support were measured using the Medical Outcomes Study Social Support Survey.  Social network size was assessed by counting the number of people mentioned in the social network items.  Results demonstrated that mothers with lower scores on the social support survey, who was not residing with partner and had no family or friends available reports significantly higher CES-D scores (ps < .05).  Further analyses determined that both social support and social network size independently related to depressive symptomatology.  Overall, a 10-point increase on the social support survey was related to a 2.1-unit lower CES-D score (95 % CI -2.4, -1.7) and that having two or more supportive individuals directly led to a 13.6-point lower score on the CES-D (95% CI-17.5, -9.6). 
Quality: Low
17. Date of Study:  2007
Study Name: Social factors linked to postpartum depression: A mixed-methods longitudinal study.

Authors: Benoit, C., Westfall, R., Treloar, A. E., Phillips, R., & Jansson, S. M.  

Journal: Journal of Mental Health, 16(6), 719-730.
Key Methodology: Longitudinal, mixed-methods (qualitative and quantitative) design.
Key Results: The purpose of this article was to explore the relationship between social factors, the organization of maternity care services and the prevalence of depression among a diverse sample of mothers. Eighty-three mothers were self-recruited and participated in the study at three time points: third trimester of pregnancy, 4-6 weeks postpartum, and 4-6 months postpartum. Mothers were assessed for depression using a modified version (exclusion of the question assessing suicidal ideation) of the BDI and given questionnaires in order to determine demographical information including health status.  Mothers were also interviewed using both open and closed questions about their pregnancy, subsequent delivery and postpartum period.  Results indicated that mothers of lower-income were more likely to report depressive symptoms at both 4-6 weeks and 4-6 months postpartum (p = .014 and p = .004 respectively).  Furthermore, the results suggested a potential interaction between income, choice of care provider and depression; having a certified midwife during pregnancy and delivery was associated with lower PPD for low-income mothers and were in fact similar to mothers of the high-income groups with continuous physician care.  However, the sample size in this study was insufficient to properly explore this interaction further. In terms of the lived experience of mothers, mothers reported the “strong desire to have a supportive maternity provider to rely on and help them cope” (pg. 728). 
Quality: Low
18. Date of Study: 2007
Study Name: Factors affecting postpartum depressive symptoms of adolescent mothers.

Authors: Secco, M. L., Profit, S., Kennedy, E., Walsh, A., Letourneau, N., & Stewart, M. 

Journal: Journal of Obstetric, Gynecologic and Neonatal Nursing, 36, 47-64.
Key Methodology: Descriptive, quantitative design.
Key Results: This article examined whether postpartum depressive symptoms at 4 weeks postpartum could be explained by anticipated maternal emotions, social and socioeconomic status in adolescent mothers.  Seventy-eight adolescent mothers who had agreed to participate in a longitudinal study until their infants were 12 to 18 months old was sampled.  Originally, adolescent mothers were recruited from adolescent obstetric clinics of teaching hospitals in an urban setting and variables collected at intake (during their third trimester of pregnancy) and at the fourth week postpartum were examined.  Measures included the Infant Care Questionnaire, the Perceived Social Support From Family and Perceived Social Support From Friends, the Inventory of Socially Supportive Behaviors and the revised BDI. Over 40% of adolescent mothers reported mild PPD as measured by the BDI.  Results suggested that adolescent mothers who perceived social support from family reported experiencing less depressive symptoms (r = -.31, p = .01).  However, postpartum depressive symptoms were not associated with the frequency of mothers’ receipt of various forms of social support.  In a stepwise regression analysis which included all variables which correlated significantly with postpartum depressive symptoms (social support from family, infant care emotionality and socioeconomic status), only infant care emotionality and socioeconomic were retained in the final model and accounted for 26% of the variance in PPD.
Quality: Low
Appendix B – Strength of Evidence Appraisal
To determine strength of evidence the following questions were asked: 
1. Document Information

· Author(s)?
· Publication Type?
· Date?
2. Research Question or Purpose of Study

· Was the purpose of the study identified and/or justified?

3. Design of Study
· Was the study Qualitative or Quantitative?
· Was the design of the study relevant/appropriate to the research question or purpose of the study?
4. Methodology

· Who was the Sample/Target Population?
· Was demographical information provided?
· What was the sampling procedure?
· Was the attrition rate reported and if so, high?

· What factors were investigated and how were they measured?

· Were the measures used reliable and/or valid or trustworthy?

· Were the measures altered by the investigators?
· What were the rates of PPD of the sample as compared to the Target Population?
5. Findings
· Was the analysis appropriate for the type of study?
· What were the findings?

· Did the findings answer the research question?
6. Limitations to Study
· Were limitations identified and addressed by the authors?
· Were there any limitations not noted by the investigators?
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