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ABSTRACT

Researchers have demonstrated that childbirth and the early postpartum

period can be highly stressful for the new mother. Most studies exploring

disruptions in postpartum adaptation have a narrow focus on symptoms that

includes depression. Little is known about the significance of other symptoms

resulting in distress for mothers, particularly in relation to precipitating factors

such as marital adjustment and difficult infant temperament. A broader

perspective to understanding the distress associated with psychological symptoms

during the postpartum needs to be addressed. The purpose of the study was to

examine the extent of global symptom distress occurring during pregnancy and

postpartum in relation to contributing factors of mother's and father's perception

of the marriage and infant temperament.

A convenience sample of primarily white, high school educated, married

couples (N=106) were recruited from Northern California childbirth classes and

prenatal care settings. The final sample consisted of 95 couples. Perception of

the marriage during pregnancy and postpartum was measured by Spanier's Dyadic

Adjustment Scale. Infant temperament was measured by Bate's Infant



Characteristic Questionnaire. Global symptom distress was measured by

Derogatis’ SCL-90-R Global Severity Index.

Analysis using paired t-tests to compare levels of symptom distress at 34-36

weeks of pregnancy, and at 6-8 weeks postpartum showed a significant (p<.001)

difference with higher levels experienced by mothers during the pregnancy

assessment. A significant (p=.01) difference was also found between fathers'

perceptions of the marriage at the two assessment points, but the hypothesis of a

more negative marital appraisal by mother's during postpartum was not supported.

In separate multiple regression analyses, both mothers' perception of the marriage

and infant temperament during postpartum each contributed a significant (p<.05)

percentage of explained variance in postpartum symptom distress after controlling

for pregnancy symptom distress.
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Professor
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Chapter One

The Study Problem

Introduction

Pregnancy and postpartum have been viewed as the period of transition to

parenthood involving multiple physiological and psychological changes and

adaptations (Anthony & Benedeck, 1970; Curry, 1983; Lederman, 1984). A

successful transition requires a balance between individual needs, the new parent

child relationship, and maintenance of the marital relationship. With respect to

the marital relationship during this transition, the two partners, of necessity,

"negotiate shifts in roles, patterns, and intensities of needs" (Grossman, Eichler, &

Winichoff, 1980, p. 5). Grossman and colleagues (1980) found the marital

dimension to be one of the strongest predictors of a woman's psychological

adaptation during pregnancy. In addition, higher marital satisfaction was

associated with fewer symptoms during pregnancy and signs of better adaptation

following childbirth and at one year postpartum (Grossman, et al., 1980).

Changes in the marital relationship have been attributed to several

variables that include: time schedule disruptions, conflict over relationship rules,

and functioning of couples prior to the onset of transition (Worthington &

Buston, 1978). The overlapping of such factors as the infant's temperament,

supportiveness of the family's social network, traditionalism of household division

of labor, and even occupational stresses are also thought to have a role in these

changes (Belsky, 1985). Researchers have begun to explore beyond descriptions
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of the marital relationship changes during the transition to parenthood. Findings

from research have indicate that the marital relationship (O'Hara, 1985; Graetch,

1988) and perceived differences in infant temperament (Hopkins, et al., 1987;

Whiffen, 1988) contributed to postpartum depression.

Researchers have demonstrated that childbirth and the early postpartum

period is stressful for the new mother (Grossman, Eichler and Winickoff, 1980).

According to Cutrona (1982), "The arrival of an infant adds to pre-existing strain,

exceeds the individual's coping threshold and leads to depression" (p. 493). The

depression may be "a function of how much old behavior patterns are disrupted by

the new demands of childcare" (Atkinson and Rickel, 1984, p. 115). Research

findings have shown that mothers who perceive their infants as difficult to care for

may experience later mother-child conflicts (Lee & Bates, 1985) and negative

perceptions of infant behavior by mothers influence their "quality of care-taking"

(Campbell, 1979, p. 67). Mothers who experienced postpartum depression are at

an increased risk for the development of subsequent depression episodes that are

associated with behavioral problems with their children (Phillips & O'Hara, 1991).

Majority of studies involving disruptions in postpartum adaptation focus

predominantly on one symptom: depression. Little is known as to the

significance of other symptoms resulting in discomfort or distress for mothers,

particularly in relation to precipitating factors such as marital adjustment and

difficult infant temperament. In a recent prospective longitudinal study with 202

childbearing women, four psychosocial variables of stress, cognitive influences,



social support and dyadic adjustment were found to account for a significant

percentage of the explained variance in maternal global symptom distress during

the three postpartum assessments (1-2 weeks, Rº-26, p<.001; 8 weeks, Rº-28,

p3.001; and 14 weeks, Rº-36, p<.001) (Affonso, et al., 1991). The purpose of

this study was to examine the relationship between mothers' and fathers'

perception of the marriage and infant temperament to symptom distress during

postpartum.

Aims:

Three specific aims of this study are:

1. Determine if differences occur in maternal psychological symptom

distress from late pregnancy to postpartum.

2. Determine if perceptions of the marriage for both mothers and

fathers is different from late pregnancy to postpartum.

3. Test the theoretical-predicted inter-relationships among mothers'

and fathers’ perceptions of their marriage, and perceptions of infant

temperament, to maternal symptom distress during postpartum.

Hypotheses:

1. Mothers will experience significantly more psychological symptom distress

at 6-8 weeks postpartum than at 34-36 weeks pregnancy.

2. Mother's perception of the marriage will be more negative at 6-8 weeks

postpartum than at 34-36 weeks pregnancy.



Fathers' perception of the marriage will be more negative at 6-8 weeks

postpartum than at 34-36 weeks of pregnancy.

There will be no significant relationship between age, years of education,

or type of delivery and mother's psychological symptom distress at 6-8

weeks postpartum.

Father's perception of infant temperament will account for a significant

percentage of the variance in his perception of the marriage at 6-8 weeks

postpartum after controlling for his perception of the marriage at 34-36

weeks of pregnancy.

Mother's perception of infant temperament and father's perception of the

marriage at 6-8 weeks postpartum will account for a significant percentage

of the variance in mother's perception of the marriage at 6-8 weeks

postpartum after controlling for their perceptions of the marriage at 34-36

weeks of pregnancy.

Mother's perception of the marriage at 6-8 weeks postpartum will account

for a significant percentage of the variance in her psychological symptom

distress at 6-8 weeks postpartum after controlling for her perception of the

marriage and psychological symptom distress at 34-36 weeks of pregnancy.

Mother's perceptions of the marriage, mother's perception of infant

temperament, father's perception of the marriage and father's perception

of infant temperament at 6-8 weeks postpartum will account for a

significant percentage of the variance in her psychological symptom distress



at 6-8 weeks postpartum after controlling for her psychological symptom

distress at 34-36 weeks of pregnancy.

igni f Problem

While there is little research targeting pregnancy or postpartum global

symptom distress, there are considerable findings on postpartum depression

(PPD). Several of these findings suggest that the scope of PPD could be

broadened in terms of the incorporation of other symptoms that are distressful in

the postpartum. Therefore, research involving predictor variables related to more

global symptom distress is indicated.

Compared to men, women have a greater lifetime risk for depression,

particularly during the reproductive years (Parry, 1989). The lack of agreement

on the definition of PPD has resulted in wide variations in reported prevalence

rates. For example, Atkinson and Rickel (1984) found an incidence rate of 33%

with the use of self-reported measurement while others (O'Hara, et al., 1984;

Watson, et al., 1984) found much lower rates with standardized diagnostic criteria.

The overlap of the inclusion of women depressed prenatally with new cases

of postpartum depression may account for some of the variation in incidence

rates. For example, while some investigators found little continuity in mood from

pre- to postpartum (Kumar & Robson, 1984; O'Hara, et al., 1984; Watson, et al.,

1984), Atkinson and Rickel (1984) found depressed moods in women prior to the

period of PPD. Also, several of these researchers used different measures during

the pre- and postpartum depression periods, with psychiatric interviews conducted



only in the postpartum. Unfortunately, most studies do not distinguish between

cases of postpartum depression that were a continuation of depression occurring

prior to childbirth and those whose onset began in postpartum.

The existence of differing symptom levels which may be representative of

PPD has also contributed to the difficulty in clarifying criteria for diagnosis.

Consideration to improved detection of minor depression or "perinatal dysphoria"

(Fleming, et al., 1988) has gained increased attention due to its association with

"reduced maternal feelings and affectionate behavior" (p. 77) toward the newborn

infant. In addition, a recent study (Affonso, et al., 1992) supported the occurrence

of this potential subtype or milder form of depression that had distinctive features

suggestive of "dysphoric distress" (p. 10). These included evidence of other

symptoms contributing to dysphoria such as anger, anxiety, worrying and fatigue.

The question remains as to whether identification of these reactions will help to

determine if this group of women is vulnerable to subsequent moderate or severe

depression. It is also possible that dysphoric distress serves as an adaptive

mechanism to "ward off" (Affonso, et al., 1992, p. 12) clinical depression or that it

stands alone as a common mood disturbance (like postpartum blues) that is

transient in nature, but self-limited. These questions and the existence of

multiple symptoms occurring in postpartum provides the impetus for exploration

beyond depression symptomatology alone.

The use of different measures of depression has also complicated the

interpretation of findings related to the appearance and prevalence of PPD.



Specifically, do standardized measures adequately detect the seemingly unique

form of symptomatology occurring in the postpartum? The most frequently used

measure is the Beck Depression Inventory (BDI). This instrument has been

criticized for its reliability in detecting postpartum depression because it includes

the assessment of symptoms which are considered normal concommitants of

pregnancy and childbirth such as fatigue and sleep disturbances (Arizmendi &

Affonso, 1984). Also, it has been suggested that a certain percentage of depressed

women will be missed with the BDI due to the limited sensitivity in detecting

minor depression and that diagnosable episodes of depression may be present

among women who report subclinical levels of depressed mood (O'Hara, et al.,.

1984; Whiffen, 1988).

Gotlib, Whiffen, Mount, Milne and Cordy (1989) reported that 8.8% of

postpartum women with low BDI scores (scores less than 10) met Research

Diagnostic (RDC; Endicott & Spitzer, 1978) criteria, predominantly for minor

depressive disorder. If these cases had been included in the depression group,

obviously the prevalence rate would be affected. This finding provides support for

the development and testing of measurements which are more precise in the

detection of pregnancy/postpartum symptoms including the milder forms of

depression suggested previously.

The problem of inconsistent time frames in relation to varying prevalence

rates across postpartum depression studies must also be considered in evaluating

PPD research. Diagnostic assessments have been conducted from two weeks



(Cutrona, 1983) to 20 weeks postpartum (Cox, et al., 1982), with the time frame

covered by the interview ranging from one week (Cox, et al., 1982) to 9 weeks

(O'Hara, et al., 1984). Prevalence rates tended to be higher with assessments

conducted later in postpartum than those closer to delivery and when

encompassing a longer period of time, primarily due to the detection of

postpartum-onset depression (Gotlib, et al., 1989). Gotlib, et al. (1989) found that

women diagnosed as depressed shortly after delivery are likely to continue to be

diagnosed as depressed later in postpartum.

Researchers who have examined risk factors for PPD have failed to

produce consistent findings in relation to such demographic variables as age,

parity and marital status (Hopkins, et al., 1984; Murray Gallahue, 1987; &

Cutrona, 1982). A recent study (Gotlib, 1989) involving a heterogenous (mixed

parity and socioeconomic status) sample of 295 women showed no relationship

between depression and demographic variables (i.e., age, parity, years of

education, occupation, number of children residing in

household). However, women listing their occupation as housewife were

overrepresented among the cases of PPD (43.3%; n=30) versus the non-depressed

group (18.8%; n=265).

These results were different for the group of women in the study who were

diagnosed as depressed during pregnancy rather than postpartum (Gotlib, 1989)

Pregnancy depression was significantly associated with younger age (mean - 26.3

years), less education, and greater number of children in the household. In



addition, women described as housewives were disproprortionately represented

among cases of depression identified during pregnancy. The findings indicating

differences between pregnancy and postpartum onset depression in terms of

sociodemographic variables may suggest the possibility that other psychological or

etiological factors may exist between the two groups. Also, it is important to

consider the need for pregnancy assessments of symptom levels in research

examining postpartum symptoms.

An examination of research on PPD suggests that this diagnosis and the

mediating factors are not clearly understood. To date, most research has defined

a narrow focus of symptoms that includes depression. Problems with timing of

assessments, severity, and occurrence of other symptoms relative to the

postpartum have not been addressed.

It is proposed that a broader perspective to understanding psychological

symptomatology is needed at this time. Rather than the limited emphasis on one

symptom, the extent of symptom distress of a more generalized nature in relation

to predictor variables which are known to be strongly associated with PPD will be

explored.

Conceptual Orientation of the Study

Symptom Distress

The selection of symptom distress as the outcome variable of this study is

based on several reasons. First, symptoms experienced by women in postpartum
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are not confined to depressive mood changes (Affonso, 1991). Gennaro (1988)

found that mothers of term infants experienced the same degree of depression

and heightened anxiety as mothers of preterm infants, particularly at 4-5 weeks

postpartum. These symptoms were attributed to cumulative sleepless nights and

the stress of parental role adjustments. Field and colleagues (1985) analyzed data

from a group of postpartum mothers and found the occurrence of depression

ratings but in conjunction with both high state and trait anxiety ratings. These

studies suggest the need to examine more than only the symptom of depression

associated with postpartum.

Another reason for the consideration of global symptom distress rather

than only depression in the postpartum begins with a major measurement issue.

An analysis of 17 self-report measures (i.e., Beck Depression Inventory and the

Derogatis Symptom Check List) for symptom profiling yielded results indicating

significant correlations (r=.47) with other measures of psychopathology, including

anxiety (Gotlib, 1984). In addition, a factor analysis of these 17 scales yielded

only two factors. The first factor (accounting for 50% of the total variance)

included all the scales used in the study except for the Multiple Affect Adjective

Check List subscales of Depression, Anxiety, and Hostility. Gotlib (1984) stated

that this primary factor appeared to represent "nonspecific or general distress"

(p. 25) and that these self-report measures of different types of maladaptive

functioning essentially assess only one construct. Cyr and colleagues (1985)

critiqued literature on the factor structure of the Derogatis Symptom
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Checklist-90-R, and reported that this instrument measured general distress or

discomfort rather than multiple independent symptoms.

Rather than refining instruments to differentiate various symptoms, it is

important to focus on identification of postpartum women who are experiencing

general psychological distress. Weinberger and Schwartz (1990) described distress

as one of two dimensions of social-emotional adjustment. Within this view,

distress is a subjective experience within the affective domain that provides an

indicator of the tendency to feel dissatisfied with oneself and with one's ability to

achieve the desired outcome. This distress may be exhibited by proneness to

anxiety, depression, low self-esteem, and low well-being. This view of distress

provides a broader perspective framework for assessment during postpartum than

the usual attention on determining specific, discrete symptoms. However,

particularly in relation to the development of nursing interventions, the

understanding of predictive factors for global symptom distress may be more

utilitarian and realistic for researchers and practitioners. Nursing care tends to be

dictated more by patient responses to illness than to diagnosis. In addition, the

limitation of instruments previously described is eliminated as an issue of

relevance when the goal is to use these measurements to determine the

experience of symptom distress rather than specific symptom diagnosis.

Stress Framework

Based on the accumulation of research findings, the independent variables

of perceptions of the marriage and infant temperament were selected as



significant predictor variables of symptom distress during postpartum. The

proposed relationship between the independent variables and symptom distress

during postpartum is conceptualized within the framework of stress. A theoretical

model of stress on the psychological level proposed by Lazarus (1966) and

Lazarus and Folkman (1984) involves the view that mediational processes of

evaluation and judgement are crucial to stress reactions. Psychological stress

requires a judgement by an individual that environmental and/or internal

demands "tax or exceed the individual's resources for managing them" (Holroyd &

Lazarus, 1982, p. 22). This judgement and the individual's efforts to manage the

experience of stress are conceptualized in terms of appraisal and coping, two

interdependent processes.

Appraisal is the cognitive evaluation process that provides meaning to a

situational encounter and, therefore, "serves as a final common pathway which

diverse personal and environmental variables influence the outcomes of stressful

encounters" (Holyrod & Lazarus, 1982, p. 23). Primary appraisal involves

evaluation of the implications and significance for well-being, i.e., an event is

irrelevant, benign/positive, or harmful/threatening (Lazarus & Folkman, 1984).

Secondary appraisal is evaluation of resources and options for managing potential

or actual harm (appraisal of coping) (Lazarus & Folkman, 1984). This cognitive

evaluation process is considered to be related to emotions such that emotions will

reflect the cognitive appraisal of an event (Lazarus & Folkman, 1984). Appraisal

is influenced by the dynamic interaction of intrapersonal factors such as
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vulnerabilities, beliefs, and commitments; and situational factors such as

predictability, novelty, ambiguity, duration, or imminence (Lazarus & Folkman,

1984). Therefore, consequences of appraisal will be dependent on the context

within which the appraisal occurs (Holroyd & Lazarus, 1982).

Application of the Lazarus stress model to childbearing can be examined in

relation to the cognitive appraisal process. The degree to which pregnancy and

postpartum is perceived as stressful may be determined by a multitude of factors:

causal antecedents, including the mother's coping style, beliefs, and values;

consequences, such as the nature of the birth and infant temperament; and the

various accompanying physiological and psychosocial demands experienced

(Graetch, 1988). In the prediction of postpartum depression, primary negative

cognitive appraisal of the various situational stressors may impact the extent of

perceived stress such that a mother is at risk for a depressed mood state perhaps

associated with the secondary appraisal of coping resources (Graetch, 1988). It is

possible that this process may also involve risks for resulting psychological distress

which encompasses more than depression symptoms.

Studies using stress as the framework have primarily been limited to

appraisal of the occurrence of discrete or life events rather than the presence of

relatively continuous problems within an individual's experience (Pearlin, et al.,

1981). Clearly, this has been the case in research involving perceptions of stress

in relation to the development of PPD. The complexity of PPD research stems

from the consideration of life events, such as childbirth, as stressful in the
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presence of other relationship or situational variables such as marital adjustment,

social support and infant temperament; each potentially contributing to the

exacerbation or mediation of perceptions of stress.

Pearlin, Lieberman, Menaghar and Mullen (1981) described the linkage

between life events and stress as based on the contention that events do not

impact directly on individuals, but exert effects through a wider context of life

strains (or situational stressors). Thus, the two sources of stress converge in the

production of perceived stress through one of two ways. Antecedent life events

can lead to stress by adversely altering the meaning of persistent life strains, or by

creating new or intensified preexisting strains that eventuate in stress (Pearlin, et

al., 1981). This convergence theory is provocative particularly for studying

postpartum symptom distress where childbirth can be considered one of the life

events accompanied by the multiple life strains (i.e., concerns surrounding infant

care, becoming unemployed, marital adjustments) often associated with this period

of time. A major issue in the earlier PPD research was the tendency to focus

primarily on indices of stress from the perspective of global life events occurring

in conjunction with pregnancy and postpartum. Hyman and Woog (1982) pointed

out the need for also including specific events that pertain to the time span which

is being studied. According to Miller (1989), timing and clustering of events

affect stress levels such that events can be particularly difficult to deal with when

occurring close together. In this study the specific events during pregnancy and

postpartum will be parental perceptions of marital adjustment occurring during
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postpartum and the extent of difficult infant temperament in relation to symptom

distress.

Predi lationships Amon

The development of hypotheses about relationships among the study

variables are based on empirical findings that have supported possible linkages

among the perceptions of the marital relationship and infant temperament to

psychological/emotional adjustments in postpartum. However, since the outcome

variable of symptom distress has not been studied, a theoretical model depicting

the direct relationships of marital adjustment and infant temperament to symptom

distress is not yet possible. Instead, findings relating the independent variables to

depression, as a potential component of symptom distress during postpartum, will

provide the basis for the hypotheses.

The first hypothesis proposes more psychological symptom distress at 6-8

postpartum than at 34-36 weeks of pregnancy, and will provide data similar to the

research findings available on postpartum depression. There are abundant data

indicating that depression symptoms are prevalent in the postpartum as compared

to pre-childbirth (Kumar & Robson, 1984; Affonso & Arizmendi, 1986).

Depression symptoms occur during pregnancy as well but not to the same extent

as postpartum (Atkinson & Rickel, et al., 1984). Given the reports that described

the early postpartum period as highly stressful for mothers (Grossman, et al.,

1980), data on the level of symptom distress to be elicited in this study will further
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the understanding of the postpartum experience as differentiated from the

antepartum period.

Prediction of a negative change in perceptions of the marriage from late

pregnancy (34-36 weeks) to postpartum (6-8 weeks postpartum) for both mothers

and fathers (Hypotheses 2 and 3) is based on the findings of several investigators

(Belsky, Lang, & Rovine, 1985; Waldron & Routh, 1981; and Tomlinson, 1987)

who reported a decline in marital satisfaction or adjustment following childbirth.

Corroborative data that couples’ perception of the marriage changes following

childbirth is necessary to understand whether the influence of the marital

relationship on symptom distress is linked to changes occurring prior to or

following childbirth. Hypotheses 4 examines salient demographic variables (age,

years of education, and type of delivery) implicated in some literature as potential

confounding variables to control by testing these relationships to postpartum

symptom distress.

Although there are limited data on fathers' perception of infant

temperament during the early postpartum period, one study (Wilkie & Ames,

1986) reported that infant crying was associated with more negative attributions

by fathers in regard to themselves and their wives. Also, earlier research

indicated that pregnancy is marked by increased insecurity by men, perceptions of

unmet emotional needs, and concerns for impending responsibilities (Antle, 1975;

Cath, Geurwitt & Ross, 1982). The prediction that father's perception of infant

temperament will help to explain perceptions of the marriage in postpartum
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(Hypothesis 5) is supported in part by these data. Since most of the information

on fathers is during pregnancy, it will be important to gain insight into how fathers

view the degree of difficulty with their infants and how influential these

assessments are in shaping husbands' perception of the marriage.

Research findings on mothers' perception of the marital relationship during

pregnancy and postpartum suggest that several factors are involved. In particular,

there were references to perceived lack of affection from the spouse (Belsky, et

al., 1985), more arguments since childbirth (Waldron & Routh, 1981), and

dissatisfaction with role distributions including infant care taking, and coping with

difficult infant temperament (Tomlinson, 1987; Ruble, et al., 1981). In

conjunction with these factors, there is some evidence that fathers’ view of the

marriage is similarly affected during postpartum (Cowan, et al., 1985; Lenz, et al.,

1985). These data provide the basis for examining the range of potential

stressors, including mothers' perception of infant temperament along with fathers'

perception of infant temperament and the marriage, that influence mothers'

appraisal of the marital relationship (Hypothesis 6).

Two final hypotheses were specified to test the direct relationships between

the independent variables at 6-8 weeks postpartum and psychological symptom

distress at 6-8 weeks postpartum. Recent studies have revealed findings that

demonstrate a relationship between women's appraisal of marital difficulties and

postpartum depression (Kumar & Robson, 1984; Whiffen, 1988) and fathers'

appraisal of the marriage to maternal depression symptoms (Gratch, 1988). In
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addition, infant temperamental difficulty was related to mothers' depressive

symptoms levels during postpartum in several studies (Cutrona & Troutman, 1986;

Hopkins, Campbell & Marcus, 1987; Whiffen, 1988).

Data from this study will provide information in two areas. First, the

extent of the direct influence of the woman and her partners' perception of the

marriage (assessed both during pregnancy and postpartum) on maternal symptom

distress during postpartum will be obtained (Hypothesis 7). Since the difference

between pregnancy and postpartum maternal appraisals of the marriage will be

revealed from Hypothesis 2, information on whether postchildbirth marital

adjustment contributes to symptom distress will be elucidated. There is no

information on symptom distress and therefore, the significance of marital

adjustment as a predictor variable associated with this dependent variable is

necessary. Second, in view of the potential overlap among the stress factors of

mothers' and fathers' perception of the marriage and of infant temperament, it is

predicted that these variables as a set will explain a significant amount of the

variance in maternal symptom distress during 6-8 weeks postpartum

(Hypothesis 8).
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Chapter Two

Review of the Literature

The review of literature pertains to research studies on the marital

relationship during pregnancy and postpartum and to maternal infant

temperament assessment. Reported research on the relationship of these two

variables to psychological symptoms during postpartum has focused on postpartum

depression. For this reason, studies linking the marital relationship and infant

temperment to the prediction of maternal postpartum depression symptoms are

also reviewed.

Marital Relati id During Pr II]

In a study designed to identify women's perceptions of psychosocial

stressors during pregnancy (first and third trimester) and postpartum (6-8 weeks),

it was found that "mate/spouse issues" were consistently viewed as areas of high

intensity stress during each of the three time periods (Affonso & Mayberry, 1989).

The specific areas of reactivity in the relationship that led to distress included:

1) the male's negative reaction to the woman's changing body and her emotional

behaviors; 2) the increased frequency of arguments stemming from a lack of time

together and a lack of adequate emotional support; and 3) disruptions in sexual

activities due to physical discomforts and fears of being less attractive to the

baby's father (Affonso & Mayberry, 1989). Perhaps the experience of stress in

relation to these perceptions of changes can be attributed to conflict in meeting
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the dependency needs of women, as postulated by Colman & Colman (1971).

Whether or not this period of increased stress on the marital relationship should

be considered an aspect of the normal maturational process, the study highlighted

the potential impact of pregnancy changes on the relationship and seemingly

disruptive nature of these changes from the pregnant woman's perspective.

Research on the father's experience during pregnancy has focused on the

couvade syndrome (Trethowan & Colon, 1965), or the variety of common physical

symptoms such as nausea, alterations in appetite, weight gain, fatigue and

backaches which women experience during pregnancy. Possible explanations for

why this phenomenon occurs have varied from identification with their pregnant

spouse (Fawcett, 1989) to the expectant father's emotional state, as reflected in

varying levels of anxiety, hostility and even depression (Strickland, 1987).

The expectant father's adjustment to pregnancy has also been examined in

relation to perceptions of self and the changes occurring within his pregnant

spouse. Antle (1975) described expectant father's feelings of widening emotional

distance from their partners as the pregnancy progressed leading to jealousy,

increased insecurity as to sense of "maleness" and anxiety regarding unmet needs

including sexual acknowledgement. Overt fears manifested by evaluations of the

relationship and feelings of increased protectiveness toward the spouse (Cath,

Geurwitt & Ross, 1982) have been reported along with concerns for increased

responsibilities and even uncertain paternity and potential loss of the spouse

and/or the child.
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In a study examining father's adjustment to parenthood following childbirth

(3,6, and 9 months), the results indicated that his sense of general well being and

parental sense of competence affected perception of the marital relationship

(Wandersman, 1980). In attempting to account for the influence of Lamaze

classes on postpartum adjustment, it was found that a combination of class

participation and marital adjustment was predictive of positive overall adjustment

of fathers to their new infants (Wandersman, 1980).

By focusing on changes in the psychological or emotional domains of

expectant couples, particularly relationship variables such as dependency,

sexuality, and unmet emotional needs of expectant mothers and fathers,

researchers provide the empirical basis for a more specific exploration of the

marital relationship throughout the periods of pregnancy and postpartum.

Research on the marital relationship during this time are primarily divided

between descriptions chronicling the extent of changes in perceptions of marital

satisfaction and/or quality during assessments at various points in pregnancy and

postpartum and analyses of the possible determinants of the variations that tend

to occur. Salient findings elicited from a review of this research include: 1) the

instability in the assessments of marital relationship, particularly during the late

pregnancy and postpartum; 2) expectant women and their spouses differing

perceptions of marital changes; and 3) the potential influences of gender role

identification and unmet expectations on changes in the marital relationship.



Research studies on the marital relationship during pregnancy and

postpartum have yielded generally consistent findings indicating that some degree

of change does occur. This change is typically reported to be a perceived decline

in marital satisfaction or quality, and particularly for women at the end of

pregnancy and during the early postpartum period.

Belsky, Lang and Rovine (1985) reported that, particularly for women,

indices of marital quality declined significantly from the last trimester to the third

postpartum month. In an analysis of subscale scores from three self-report

measures on dimensions of the marriage, several patterns of change in 67

primiparous couples experiencing their first pregnancy were noted during this time

period. Specifically, significant linear declines were revealed on the subscales

assessing positive behavior, maintenance behavior, overall satisfaction, and

feelings of love, with linear increases on the subscale which assessed feelings of

ambivalence. The extent to which spouses characterized their marriage as a

friendship and as a romance decreased over time, while the extent to which they

viewed their relationship as a partnership increased.

In interpreting these findings. the investigators suggested that the patterns

of change reflected the fact that "following childbirth, the marital relationship

becomes focused more on instrumental functions and less on emotional

expression" (Belsky, et al., 1985, p. 863). This explanation is certainly plausible

given the drastic changes in lifestyle associated with the early postpartum period.

However, it is also possible that the shifts in focus within the marital dimensions



23

evaluated would have been revealed earlier in pregnancy in relation to the

anticipation and preparations for childbirth and care of the newborn.

In a similar study involving 46 couples, Waldron and Routh (1981) also

found that womens’ ratings of their marital adjustment decreased significantly

(p<.001) after the birth of their first child as compared to ratings during the third

trimester of pregnancy. Women's pretest marital adjustment scores were

significantly higher than their husbands', which may account for the finding that

the overall change scores from pretest to posttest were significantly greater

(p<.05) for the women than for husbands. The husbands' change from pretest to

posttest was not significant. The investigators proposed that the postpartum

change (specifically the items related to degree of happiness and increased

disagreements) may be related to the occurrence of postpartum depression such

that "the new mothers might have had more negative feelings toward the marriage

as a result of it" and "wives may become apathetic toward the solution of

problems and simply give in" or "have had a shift in mood due to feeling tied to

the house, having fewer social interactions, or receiving less of other types of

reinforcement than before the birth of the baby" (Waldron & Routh. 1981, p.

787). In relation to disagreements, "the range of topics the couples now discuss is

such that disagreements arise more frequently" (Waldron & Routh, 1981, p.787).

Unlike the Waldron and Routh (1981) study, Tomlinson (1987) found that

both parents reported a significant (p<.001) decline in marital satisfaction from

three months prebirth to three months postpartum. Mothers' evaluations of their
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postbirth marital relationships were positively influenced by more nontraditional

sex role attitudes and greater involvement in infant care; and negatively by marital

inequity and a more temperamentally active infant. Fathers' postbirth marital

satisfaction was more negatively influenced by marital equity than mothers'. The

decline in marital satisfaction was exhibited on the Affection Expression Scale of

the Dyadic Adjustment Scale (DAS) and were most marked during the first 3

months postbirth. Although different instruments were used for assessments, this

finding is similar to that reported by Belsky and colleagues (1985) in which, again,

the impact of the birth of a baby highly influenced the affective/emotional

domain of the marital relationship.

The majority of studies evaluating the marital relationship incorporated

samples of couples experiencing a "normal" pregnancy. DeJoseph and May (1990)

examined satisfaction within the marital dyad with both low and high-risk

(hospitalized with a complication) pregnancies at 24-34 weeks and postpartum (1

week; 1,4 and 8 months). Although there were no significant difference in marital

satisfaction between the two groups during pregnancy, partners of women with

healthy pregnancies were the most satisfied with the relationship. During

postpartum, women did not differ in their scores by risk status. However, the

partners of women with healthy pregnancies reported significantly (p=.05) more

positive relationships than did partners of high-risk women. In terms of change

across the length of the study, except for a slight rise in assessment of marital
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quality at 1 week postpartum, there was a steady decline throughout the

remainder of the postpartum period (DeJoseph & May, 1990).

Rather than interpret the decline in marital quality during postpartum as a

negative finding, DeJoseph and May (1990) suggested that it may be a necessary

change that reflects a developmental phase in the relationship which "provides

space to accommodate the additional dyad of parent-child" (p.22). While this

developmental phase may be considered the norm, perceptions of a less positive

marital relationship could still be distressing, particularly when occurring to a

greater degree for some couples (individuals may vary in their threshold for

adapting to change) or when it was unexpected. Therefore, it may be the degree

of distress created by changes in the marital relationship which may have

implications for postpartal adaptation.

Although the research emphasis on the marital relationship has been on

the process of change from late pregnancy to postpartum, a few studies have

evaluations before the third trimester. The results generally indicate less negative

changes earlier in pregnancy. For example, Moore (1983) reported high

satisfaction among couples in the second trimester and Rankin and Campbell

(1983) found that couples perceived a high degree of positive change in the

marital relationship when asked to rate how their relationship had changed from

the sixth to the eighth month of pregnancy.

In a comparison between 26 couples in the first trimester and 26 couples in

the third trimester of pregnancy (Saunders & Robins, 1989), no difference was
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found in marital satisfaction between the two groups. Women in late pregnancy

(X=20.87, SD=9.00) reported more interrelationship conflict than those in early

pregnancy (X=18.02, SD=7.63), but there was no significant differences between

the two groups. It is difficult to draw conclusions from these few studies as to the

assessment of the marital relationship during pregnancy. Only the Rankin and

Campbell (1983) study reported findings related to the assessment of change for

the same sample of couples over time. Conversely, Saunders and Robins (1989)

incorporated two different groups (n=52) in a cross-sectional design to compare

changes in marital satisfaction.

In addition to research focused on the perceived changes in the marital

relationship, several investigators have addressed the potential influence of

expectations on these changes. These studies are primarily limited to the woman's

perspective. In one such study involving a small sample of women assessed at

monthly intervals throughout pregnancy; the concept of expectations was apparent,

particularly in relation to periods of conflict arising during pregnancy (Richardson,

1983).

Although most of the women in the study evaluated the changing

relationships with their husbands as more satisfactory than unsatisfactory, over

one-third felt the relationship was problematic at some point during the

pregnancy. A problematic relationship was associated with less attention on

preparations for childbirth and when continued for a prolonged period "the

woman became increasingly uncertain and depressed, and she expressed no
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pleasure in the anticipation of motherhood" (Richardson, 1983, p.18). Specific

identified changes in the relationship most frequently centered on aspects of the

husbands' behavior including less overt indications of affection, interest or

concern. Perceptions of womens' own behaviors as sources of change were not

identified. If the husband's affective behaviors were not aligned with a woman's

expectations, there was a tendency to lower expectations with an accompanying

increase in a sense of detachment. Women did identify changes concerned with

role task performance (i.e., household tasks), but the affective dimension of the

relationship was clearly the more dominant issue.

The significance of "violated expectations" (Ruble, Fleming & Stangor,

1988, p.78) has also been demonstrated during the postpartum period (3 months)

when the predicted decline in a primiparous woman's satisfaction with the marital

relationship was found to be at least partially related to her perceived lack of

equity in the division of household labor and childcare. Perhaps the issue of role

functions becomes more significant during the postpartum period when actual and

more pronounced shifts in household tasks would be expected to occur. At least

in relation to changes in role functions, women's expectations held during

pregnancy have not yet been addressed and may account for the more positive

ratings of the relationship during this time period.

Additional support for this contention was provided from a study indicating

that the degree of marital change related to violated expectations is most

pronounced from the last trimester through the third postpartum month for
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couples having their first child (Belsky, 1985). This was exhibited by experiences

of increased conflict between partners as perceived by the women. These

outcomes were similar, although not as pronounced for men. The men also

experienced a decline in marital satisfaction, and a decrease in efforts to work at

the relationship in association with violated expectations. Belsky (1985)

concluded that these findings may be explained by the failure to anticipate

accurately the degree of lifestyle change that typically follows childbirth (i.e.,

physical exhaustion, increased childcare and household responsibilities) coupled

with the tendency to overestimate the positive effects of the childbirth event.

Household division of labor tends to become more traditional following the

transition to parenthood (Cowan, et al., 1978; Lamb, 1978) and perhaps women

have unrealistic expectations in this regard. More than only an issue of unmet

expectations for women, the findings indicated the significance of the differences

between how women and their partners perceive the impact of pregnancy and

childbirth on their lives.

Findings of decreased marital satisfaction among couples studied

longitudinally from late pregnancy to 18 months postpartum were also explained

by an increase in conflict and disagreement (Cowan, Cowan, Heming, Garret,

Coyne, Curtis, Boles & Boles, 1985). Similar to the Belsky (1985) study, Cowan,

and colleagues (1985) attributed this conflict to a progressive increase in changes

between the partners in domains such as self-esteem, role arrangements, parenting

attitudes and perceptions of stress.
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It has been suggested that the changes in perceptions of marital satisfaction

and quality of the relationship that have emerged in the transition to parenthood

literature are influenced by gender differences and sex-role attributes (Lenz,

Soeken, Rankin & Fischman, 1985). The concept of gender refers to gender

based differences in responsibilities associated with the parent role and

accompanying amount of role strain and conflict experienced. For example,

Saunders and Robins (1989) found that when couples were classified according to

gender-role attitudes, "traditional" couples experienced more negative interactions.

In contrast, Waldron and Routh (1981) found no relationship of gender-role

attitudes to postpartal marital adjustment.

It is clear from reviewing the research related to the marital relationship

changes occurring during pregnancy and postpartum that drawing conclusions

from the findings is a complex task. This complexity stems from both

conceptual/measurement issues and method problems inherent to the studies as a

whole and individually.

The primary conceptual/measurement issue is related to the wide

variability in the depiction of what constitutes the construct of marital adjustment

and of the choice instruments used to represent this construct. With the overall

purpose of evaluating the marital relationship, most of the studies focused on

either marital quality (Cowan, et al., 1985; Waldron & Routh, 1981; Wandersman,

1980), marital satisfaction (Moore, 1983; Tomlinson, 1987; Saunders & Robins,
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(Belsky, et al., 1985; Lenz. et al., 1985).

According to Sabitelli (1988), marital adjustment has historically referred

"to those processes that are presumed to be necessary to achieve a harmonious

and functional marital relationship" (p.894) and measurement focuses on an

individual's account of aspects of the dyadic relationship for the purpose of

providing insight into marital functioning. Marital satisfaction has been described

as an individual's attitudes toward the partner and subjective impressions of the

relationship rather than the presumably more objective accounts associated with

marital adjustment (Sabitelli, 1988; Anderson, Russell & Schumm, 1983).

Sabitelli (1988) suggested that the conceptualization and operationalization of

marital adjustment is confounded because satisfaction has been conceived as a

component of marital adjustment. Therefore; analysis of marital adjustment

would involve both the individual and dyad along with objective aspects of the

dyad and subjective impressions of the relationship. It is this blending within a

measure that has raised concerns regarding the combination of both subjective

and objective accounts psychometrically into a single scale score and the

possibility that satisfaction with the relationship actually confounds reports of the

characteristics of the relationship (Huston & Robins. 1982).

Marital quality has also been viewed as representing the objective

characteristics of a relationship (i.e., companionship, communication, amount of

conflict) combined with the degree of satisfaction with the relationship (Sabitelli,
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1988). This combination would then blend adjustment and satisfaction into a

broader construct, and both objective and subjective aspects of the relationship

would be assessed in the same way as marital adjustment.

According to Fincham and Bradbury (1987) this view creates ambiguity and

makes the interpretation of findings on marital quality more difficult in terms of

theory construction, generalizability and credibility. For this reason, they

recommended the use of "global evaluative judgments" or evaluative inferences

regarding the marriage as a whole rather than "self-reports of any behavior or

cluster of behaviors" (Fincham & Bradbury, 1987, p.800) as a criterion for marital

quality. In addition to the elimination of assessments involving a range of content

domains (objective characteristics) such as communication or amount of conflict;

this approach has the advantage that "systematic variance in response can be

described by a single theoretic term" and "is reflective of a single, underlying

dimension" (Fincham & Bradbury, 1987, p.802).

The research studies presented here, although varying in stated intent as to

which aspects (adjustment, quality, or satisfaction) to be evaluated; primarily used

measures of marital quality or "adjustment quality" (Sabitelli, 1988, p.895) such as

the Marital Adjustment Test (Locke & Wallace, 1959) and the Dyadic Adjustment

Scale (Spanier, 1976). The description of the marriage in these measures is

frequently confounded with its evaluation since they are heavily weighted with

evaluative items such as "happiness" (Fincham & Bradbury, 1987, p. 79).
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Only one study (Saunders & Robin. 1982) measured "satisfaction quality"

Sabitelli, 1988. p.895) using the Kansas Marital Satisfaction Scale (Schumm, Paff,

Bergen, Hatch, Obiorah, Copeland, Meens & Bugaighis, 1986) which is

significantly correlated with the Dyadic Adjustment Scale (DAS), but is limited to

the subjective global evaluation of the marriage referred to by Fincham and

Bradbury (1987). Other studies such as Moore's (1983) represented marital

satisfaction within a specific content domain (i.e., conflict); or used multiple

measures (Lenz, et al., 1985) presumably in an attempt to "cover all the bases" in

evaluating the marital relationship.

If examining one aspect of the marital relationship is the intent of the

research, the use of multiple measures which assess a single domain may be more

appropriate than an integrated instrument. It has been suggested that instruments

like the DAS and Locke-Wallace scale assess the construct of marital adjustment

at such a high level of generality that it insufficiently distinguishes distinct

dimensions of the marriage (Huston & Robins, 1982). On the other hand, the use

of a single domain instrument focused on conflict, for example, may not be

adequate for evaluating a broad construct such as marital quality.

Anderson, Russell, and Schumm (1983) stated that this subjective approach

"is especially vulnerable to the bias of a socially desirable response set" (p. 127).

Unlike some types of research, it would seem difficult to avoid at least some

degree of respondent reactivity when subjects are very aware that their marriage

is being evaluated. There is a potential threat that responses on an instrument
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may not be based on the actual occurrence of behaviors as much as on either

current feelings about the marriage and/or partner or conceptions of what should

be occurring (Huston & Robins, 1982). Pregnancy may be a particularly

vulnerable time for this to occur, given the pervading idealized and desirable

notion of marital happiness associated with this event. Subjects are expected to

report the frequency of behaviors and feelings accurately, but may also be biased

toward remembering relatively rare or vivid events (Huston & Robins, 1982).

However, this type of bias should not necessarily be discounted if, in fact, it is the

rare and vivid events that do impact perceptions of overall marital satisfaction or

quality either positively or negatively.

The other major limitation in interpreting marital research data is the

prevailing mix of cross-sectional comparative group and varying longitudinal

design methods in assessing change in the process of transition to parenthood.

Most of the studies targeted the third trimester for the pregnancy assessment and

then one or more postpartal assessments ranging from 1 week to 3-8 months

postpartum. Grossman and colleagues (1980) and Cowan, et al. (1985) studied

beyond the 9th postpartum month, but also used one pregnancy assessment in the

third trimester.

Tomlinson (1987) stated that preexisting prenatal marital satisfaction was

the best predictor of marital satisfaction postbirth. Long-term marital satisfaction

may be predictive of, or at least influenced by, the extent of change in marital

satisfaction during pregnancy. Lenz, et al. (1985) supported this possibility with
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the statement that "Although variable over time in response to change-producing

events, it is likely that perceptions of marital quality at a given point in time are

based on evidence accumulated over the course of the relationship" (p. 58). In

addition, if it is the overall quality of the marital relationship that is being

measured; "new parents, for example, may perceive postpartal marital difficulties

(or improvements) as temporary and assign them little importance in reaching

judgments" (Lenz, et al., 1985, p. 58).

Given the fact that this marital research targets the process of transition to

parenthood, longitudinal methods are preferable to cross-sectional. Methodologic

issues arise regarding the most appropriate assessment points, time intervals and

lengths of study. In terms of possible critical periods for change, studies that

delay initial postpartum assessments until 3 months (Tomlinson, 1987); 4 months

(Lenz, et al., 1985); and even 6 months (Cowan, et al., 1985) may be remiss.

Findings may also be affected when the assessment point incorporates a broad

range of time such as in the study which Moore (1983) assessed couples between

3 and 21 days postpartum.

As with any repeated measures design, longitudinal studies may be

problematic in relation to the possibility of altered responses due to the

stimulation on introspection by an individual and/or discussion among couples.

Evaluation of this type by subjects did occur in one study (DeJoseph & May,

1989). However, as in this situation, the positive benefits perceived by subjects

can not be totally discounted.
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Generalizability of the accumulated research findings on the marital

relationship during pregnancy is limited to primarily Caucasian, middle-class,

"stable" marriages (Broom, 1984, p. 22). An exception was the DeJoseph & May

(1989) study, in which couples experiencing high-risk pregnancies were compared

to low-risk subjects who were healthy and had healthy infants. Couples having

their first child were selected as subjects, except for the Lenz, et al., (1985) study

where there was mixed parity among the couples.

Mari lati id and Depressi

Braverman & Roux (1978) conducted one of the earlier studies that found

a relationship between marital dysfunction and PPD. A self-report screening

instrument was developed for detecting postpartum emotional disorder and tested

with a sample of 120 women who were depressed at six weeks postpartum

(ranging from psychotic depression to mild and moderate emotional reactions).

Significantly endorsed items related to marital dysfunction at the fifth or sixth

month of pregnancy and predictive of PPD included: "Do you often feel that your

husband (boyfriend) does not love you?" (p< .001) and "Do you have marital

problems?" (p< .05). The authors concluded that persistent feelings of being

unloved by the partner, either as a cause or effect of marital discord, appeared to

be an important indicator of potential PPD. The primary limitation of this study

was use of an unvalidated questionnaire for evaluating depression which was

administered by "experienced" obstetrical nurses responsible for classifying

subjects into depression categories. Interrater reliability was not established.
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Watson, Elliott, Rugg & Brough (1984) conducted a similar prospective

study of the incidence of PPD with 128 randomly selected women of mixed parity.

Assessments of depression, using the same semi-structured psychiatric interview as

Kumar & Robson (1978) were conducted at 16 weeks gestation and six weeks

postpartum. Marital dissatisfaction assessed during early pregnancy was

significantly associated (p<.01) with postpartum affective disorder.

Both of these studies (Kumar & Robson, 1978; Watson, et al., 1984)

indicated the significance of the marital relationship in predicting PPD. These

studies were an improvement on the Braverman and Roux (1978) study because a

standardized instrument was used to evaluate level of depression, and,

furthermore, additional comprehensive assessments of the marital relationship

were used.

Two other studies have contributed data on the relationship of marital

variables to postpartum depression. Paykel, Emms, Fletcher and Rassaby (1980)

evaluated 120 women for depression with semi-structure interviews conducted

between five and eight weeks postbirth. In addition to assessment of recent life

events, personal history and background information were collected that included

ratings of marital adjustment factors. Three factors reflecting marital relationship

were significantly related to depression: a rating of overall poor marital

relationship, poor communication with the husband, and absence of husband's

help with household tasks and childcare following childbirth. The marital factors

were significant only in the presence of one or more undesirable life events.
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However, it should be noted that absence of help from the spouse was a factor

that contributed to the decreased marital satisfaction on the part of the women in

the marital studies reviewed in the previous paper.

Kumar and Robson (1984) followed their earlier study (Kumar & Robson,

1978), with a sample of 199 primipara who were interviewed during pregnancy

and up to 4 years postpartum. Positive associations between marital difficulties

("the presence of chronic tension, causing periods of hostility in one or both

partners" (Kumar & Robson, 1984, p., 41) in early pregnancy with depression

occurring during early pregnancy and at three months postpartum was evident.

An additional finding was that a "history of emotional instability in the spouse was

also related to post-natal depression, perhaps reflecting some lack of ‘support'

once the baby was born" (Kumar and Robson, 1984, p. 41).

Both studies raise the issue of the potential significance of not only the

status of the marital relationship during pregnancy, but the influence of

prepregnancy marital adjustment. It was not determined in either study if the

marital assessments were based on changes accompanying pregnancy or reflected

the long-term relationship. The finding of spousal emotional instability in relation

to depression is open to criticism due to evaluations provided solely from the

pregnant women. In addition, Kumar & Robson (1984) questioned women's

evaluation of the relationship when perceptions may be altered in the presence of

depressed mood. Comparisons on assessments of the marital relationship

between depressed and non-depressed women may solve this question. In
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addition, corroborative data obtained from the spouse on his perception of the

marriage is relevant in this regard.

A research study conducted by O'Hara (1985) provided the first results

addressing the possibility of the interrelationships between the couples' mood

alterations in relation to subsequent postpartal depression. This study was shaped

by an earlier study (O'Hara, Rehm, and Campbell, 1983) in which an association

between the level of spousal social support and PPD was found.

In the replication study (O'Hara, 1986) with 99 women, measurements of

marital satisfaction (Dyadic Adjustment Scale - DAS) were made during the

second trimester and at nine weeks postpartum. Women diagnosed as depressed

postpartum rated both instrumental and emotional support from their spouses as

less adequate than did non-depressed women. Depressed women also felt less

free to talk about anything they wished with their spouses and felt their spouses

were less available when needed, particularly for childcare help. Women with

PPD reported significantly less marital satisfaction, both before and after

childbirth, than did the nondepressed women. Again, the findings pertaining to

the areas of marital distress are consistent with the marital relationship studies

previously described.

O'Hara (1985) also evaluated depressive symptomatology and marital

Satisfaction during pregnancy and postpartum in a study involving 51 men and

their pregnant wives. It is this study which provides the foundation for
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consideration of the interplay between mothers' and fathers' perception of the

marriage in predicting postpartum symptom distress.

Women in the study completed the Beck Depression Inventory (BDI) and

the Dyadic Adjustment Scale (DAS) in the second and third trimesters of

pregnancy and at 3, 6 and 9 weeks postpartum. The women also returned for a

clinical follow-up assessment of depression symptom severity at 9 weeks

postpartum. Men completed a BDI and DAS in the second and third trimesters

of their wives' pregnancy and at 6 weeks postpartum.

The results of O'Hara's study (1985) indicated that depression symptom

severity decreased over pregnancy and the postpartum period for both men and

women (based on Beck Depression Inventory). Despite the decrease in women's

report of symptoms during the postpartum period compared to pregnancy, the

interviewers' judgments of their depression symptom level changed very little.

O'Hara (1985) suggested that the lower self-report measure of depression may

have been due to an artifactual lowering of scores related to over-familiarity with

the instrument since it was completed on a frequent basis during the study. The

findings may also be indicative of the problem of relying on self-reports to

evaluate depressive symptoms or to regression toward the mean. Women may be

inclined to discount the occurrence of symptoms (similar to the difficulty in

acknowledging negative marital satisfaction) or have difficulty in assessing their

magnitude.



Significant correlations were obtained between husbands' and wives'

depressive symptomatology and between husbands' and wives' marital satisfaction

at each of the three shared assessment points. Women showed significantly

higher levels of marital satisfaction than their spouses during the second and third

trimesters, although not at 6 weeks postpartum.

The investigators were not surprised by the highly correlated DAS ratings

among couples during pregnancy and postpartum because "each spouse was

focusing on the same relationships" (O'Hara, 1985. p. 53). Evaluation of the

marital relationship studies indicates that this view has no basis in fact since it is

common for diverse assessments of the marriage among couples to occur. The

finding of reciprocal mood states in relation to depressive symptoms is also

noteworthy. O'Hara (1985) suggested that the husband and wife "could be

influenced by the same factors in or outside of the family" (P. 53). In keeping

with the stress appraisal framework, this suggestion would be aligned with the

idea that couples react similarly to the occurrence of various stressful events.

Since the impact of stressful events is highly individualized, another plausible

explanation is that a woman's mood is directly related to her husband's mood or

vice-versa. Particularly in relation to the second explanation, the findings would

support the necessity of including assessments of the father in future research.

Generalizability of this study is limited due to the inclusion of a small sample.

Problems with the use of Becks Depression Inventory were discussed previously.
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Whiffen (1988) reported results from a prospective study with a sample of

115 primiparous women that involved testing predictors of PPD. The five

variables included marital satisfaction, delivery complications, life stresses,

cognitive vulnerability (attributional style) blues, and infant crying. Assessments

were conducted in the third trimester (average 35 weeks gestation) and at 6-8

weeks postpartum. Marital satisfaction was assessed by the Marital Adjustment

Test-MAT (Locke & Wallace, 1959) which addresses the amount of agreement on

issues such as sex and finances, mutual activity and decision making, current

feelings about the decision to marry, and global satisfaction.

A principal-components analysis (PCA) of the five variables was first

conducted on the prenatal delivery and postpartum assessments for reduction of a

large number of correlated variables. To determine the predictive utility of the

variables derived from the PCA, postpartum symptom levels measured with the

BDI and Hamilton Depression Scale (Whiffen, 1988) were regressed onto both

the prenatal/delivery and postpartum variables. An additional analysis using

postpartum diagnostic status (SADS-RDC) as the criterion was also conducted to

compare measurements of the PPD construct.

For both the depression symptom and diagnostic status criteria, only the

prepartum marital adjustment/low depressed mood variable was a significant

predictor (p<.001). This procedure did not allow differentiation of the marital

variable in the regression so that the association between the marital

adjustment/low depressed mood variable and PPD may have been attributable
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solely to the depression symptoms. However, these findings do reinforce the

importance of pregnancy mood status in relation to PPD. The contribution of the

husbands' perceptions of marital adjustment in an expanded model might have

provided additional information on PPD prediction.

Although the significance of marital adjustment as predictive of PPD was

not established, two aspects of this study are worth noting. The first aspect relates

to the use of contrasting depression evaluations for testing and the second was the

attention to the differentiation of minor and major depressive symptoms in the

subjects sampled.

Together, the prepartum variables of marital adjustment, depression

symptoms, life stress, and expectations about the infant accounted for 22% of the

variance in postpartum symptom levels; but only 10% of the variance in

postpartum depression diagnosis. The use of symptom versus diagnostic measures

of PPD may account for this discrepancy, suggesting the necessity for caution

when interpreting findings from studies which represent the construct of PPD

differently.

Whiffen (1988), in her sample of 115 primiparae reported a prevalence of

16.5% for diagnosed depression at 6-8 weeks postpartum (6.1% for major and

10.4% for minor depression). In contrast, O'Hara (1984) reported a prevalence of

4% for minor depression. Since evidence of mild depression early in the

postpartum may be a precursor to increased symptoms, attention to women with

more mild symptoms is important.
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Another study which has contributed to the understanding of the role of

the marital relationship in predicting PPD included estimates of couples (Graetch,

1988). This research was unique with respect to the goal of examining the

interrelationships among assessments of marital adjustment and mood for both

women and men. Using a sample of 109 primiparous women and their husbands,

a model was tested at two assessment points (35-37 weeks gestation and 6-8 weeks

postpartum) using path analysis.

The marital relationship was estimated by the Dyadic Adjustment Scale

(DAS) for both the mother and father at the two assessment points. A total

mood disturbance score, derived from the six affective dimensions in the Profile of

Mood States (POMS) was used to represent postpartum mood state for each

mother and for each father. The Symptom Checklist 90-Revised (SCL-90-R), was

also used as a measure of postpartum emotional adjustment. The SCL-90-R

includes a depression scale score that was used as a general indicator of women's

pre- and postpartum depressive symptomatology.

This study yielded additional data to that of O'Hara's (1985) on fathers'

assessment of the marital relationship and mood during pregnancy and

postpartum. Findings in relation to significant correlations between DAS ratings

and mood interactions among couples across assessment points were consistent

with O'Hara's. The unique contribution was the association found between the

fathers' mood to mother's postpartum depressive symptoms.



A major difference between these studies was the measurements of the

mood variable. O'Hara specified depressed mood symptoms using the BDI, while

Graetch (1988) used the POMS as a more global mood index that incorporates a

depression-dejection dimension. Therefore, the findings indicate that general

mood disturbance, including depression symptoms on the part of the mother and

the father, is predictive of maternal postpartum mood disturbance and depression.

This conclusion is of interest in relation to the previous statements suggesting that

a woman's mood is influenced by her husband's.

The possible linkage between perceptions of the marital relationship to the

mood of the mother both during pregnancy and postpartum was not tested in the

O'Hara (1985) study but was established in the Graetch (1988) study. The Dyadic

Consensus and Dyadic Satisfaction subscales of the DAS were correlated with the

POMS (r-.55), while the Dyadic Affection Scale was significantly related to the

SCL-90-R Depressive Scale (r=.70). In the marital relationship studies, the

affective dimension was often described as the area of most negative change

during pregnancy, so it is not surprising that perceived lack of affection is highly

related to depressed mood.

Infant Temperament and Maternal Depression

Several research studies related to the infant and postpartum depression

have centered on the impact on mother-infant interaction rather than the opposite

direction of infant-related stress as a precipitant to maternal depression.

Maternal-infant interaction in these studies refers to the reciprocal behaviors
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exhibited by mothers and their infants during a designated period of time as

measured by an observer. Observer ratings typically include the infant state

(i.e., vocalization, facial expression, contingent fussiness) and mother state (

i.e., physical activity, contingent responsivity, facial expressions) (Field, et al.,

1985).

Investigators have employed a variety of similar methods (in a laboratory

setting) to assess maternal-infant interactions, and have generally found that the

more negative the interaction, the higher the scores for maternal depression. For

example, Field, et al. (1985) studied 12 women who met criteria for depression at

3-5 months postpartum in the laboratory and compared their infant interaction

behaviors with a group of 12 pregnant non-depressed women. Depressed mothers

exhibited a "less optimal state" (Field, et al., 1985, p. 1154) with less activity, fewer

contingent responses, and a lower summary score for face-to-face interaction

behavior than non-depressed mothers. Infants of depressed mothers also had

lower summary scores based on more fussiness, less relaxed activity, and fewer

contented expressions. A similar study conducted by Cohn and Tronick (1983)

using controlled conditions involving simulation of depressive affect by mothers,

yielded similar results and Fleming et al. (1988) reported less optimal patterns of

mother-infant interactions (i.e., less affectionate contact behavior) at one and

three months postpartum among depressed mothers. The problems of analyzing

these findings in consideration of the variations in specific measurements,

sampling intervals, and simulated laboratory conditions are readily apparent.



However, the results do indicate that maternal mood states may relate to

differences in maternal-infant interactions.

Although the accumulation of research studies relating infant variables to

postpartum depression is relatively small, the findings have generally indicated a

positive relationship. For example, Atkinson and Rickel (1984), in a study of 78

primiparous couples, found that postpartum depression was significantly related to

variables assessing the disruptions experienced by parents due infants' care-taking

demands.

Maternal perceptions of infant temperamental difficulty as measured by the

Revised Infant Temperament Questionnaire (R-ITQ; Carey and McDevitt, 1978),

infant crying records, and observer assessments were also strongly related to

mothers’ level of postpartum depression (Cutrona & Troutman, 1986). With a

sample of 55 women, a path analysis model was tested yielding a direct

temperament-depression path that explained 30% of the variance in postpartum

depression symptom scores. In addition, the indirect influence of infant

temperament on depression was found through the mediating effect of parenting

self-efficacy. The investigators explained the mediating effect of self-efficacy in

accordance with Bandura's theory (1982) whereby lower confidence in parenting

ability may lead to lower rates of reinforcement from infants’ positive responses.

These responses include quieting to cries and infant laughter. Also, self-blaming

attributions from low self-efficacy can occur when a parent is unable to quiet a

crying infant. The direct relationship of infant temperament difficulty to
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depression may be based on multiple reasons such as the aversive stimulus of

infant crying, ambivalence toward the infant resulting in guilt and self-dislike,

unmet expectations as to the infant's nature, and lifestyle strains due to the care

of a difficult infant.

Hopkins, Campbell, and Marcus (1987) studied 49 primiparous women

during postpartum, 25 of whom met depression criteria and 24 who did not, to

determine the influence of both infant complications (medical status) and

maternal perceptions of infant temperament on depression symptoms. Infants of

depressed mothers differed significantly on the complications and infant

temperament variable from non-depressed mothers. The infants of depressed

mothers had a significantly greater incidence of neonatal complications than did

those of non-depressed mothers (32% versus 4%, p<05). Also, the depressed

mothers rated their infants as more difficult, more unadaptable, and more

unpredictable than non-depressed mothers (p<.05). Multiple regression analysis

results indicated a significant (p<.01) contribution of both infant variables to the

prediction of postpartum depression severity. The infant complications variable

accounted for 12% of the variance in depression scores and infant temperament

explained an additional 5%.

Using parental assessments (both mother and father) of infant crying as an

indirect measure of infant temperament and the Care and Change Concerns scale

(Bradley, 1981) measuring amount of concern about baby care and lifestyle

changes, Wilkie and Ames (1986) found that depression was significantly
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correlated to the amount of infant crying for both mothers (r-.40, p<.05) and

fathers (r-.52, p<.01). For mothers, increased infant crying was also correlated

with more negative evaluations of the baby (r-.56, p<.01) and more negative

categories in their descriptions of parenthood (r=.40, p<.05). For fathers,

increased infant crying was correlated with anxiety (r-.57, p<.01) and concerns

regarding the changes the baby had brought to their lifestyle rather than to

negative judgements of the infant.

Whiffen (1988) also used infant crying and its contribution to the

prediction of depression postpartum symptoms in a sample of 115 primiparas. In

this study there was the added dimension of examining maternal expectations of

crying behavior during pregnancy as well as perceptions during the postpartum.

The results indicated that both expectations and perceptions of infant crying

(more frequent and longer crying episodes) were significant predictors of

depression symptoms. The finding that optimistic prenatal expectations was

predictive of infant behavior suggests that symptoms are precipitated by

"unrealistic standards" (Whiffen, 1988, p. 473) for infant behavior.

There are several issues pertinent to the interpretation and critique of the

research linking infant temperament to the prediction of postpartum depression.

The first involves the measurement of infant temperament. In contrast to the

studies of mother-infant interaction in which external observers rated infant

behaviors, the infant temperament/depression prediction studies all utilized

maternal reports of their own infants. Except for the Wilkie and Ames (1986)
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and Whiffen (1988) studies which specifically targeted crying patterns, the

remainder used standardized instruments which incorporate a range of behavioral

dimensions such as "fussiness," difficulty in care-taking, predictability, and moods.

It is important to note that the instruments also incorporate a maternal dimension

related to the degree that infant behaviors are perceived as "bothersome" to the

mother. Cutrona and Troutman (1986) conducted the only study which used a

multimethod approach involving both observer and maternal perceptions of infant

temperament.

There is no definitive answer to the question of whether observer or

maternal self-report is preferable in this type of research. Hubert (1982)

expressed concern as to the use of "global parental perceptions" (p. 581) which are

not as stable or accurate as observer behavioral ratings. However, it has been

argued that the contributions of parental perceptions should not be negated

because "how one perceives another seems likely to play a role in how the other

actually behaves" (Bates, 1980, p. 315). According to Rothbart and Goldsmith

(1985), the method is best determined by the broader purposes of the assessment,

knowledge of the empirical relationships among the methods, and evaluation of

the seriousness of the potential biases (for which there are several for each

method).

Hopkins, et al. (1987) addressed the problem of "predictive validity to the

depression outcome variable in relation to the difficulty in determining if the
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ratings of infant temperament by depressed subjects were distorted by a negative

response set or were an accurate reflection of their infant's temperament"

(p. 241). Cutrona and Troutman (1986) dismissed this potential problem based

on their results which demonstrated the relationship of both objective and

maternal perception ratings to postpartum depression. However, parental reports

of infant behavior are also biased by such influences as their interpretation of

these behaviors based on their own characteristics (Rothbart & Goldsmith, 1985).

While the majority of experts examined only the postpartum reports of

infant temperament, two studies were found in which researchers incorporated the

assessment of expectations as a dimension to be correlated with maternal

depression. Atkinson and Rickel (1984) asked mothers during the third trimester

to assess their expectations for the amount of time to be spent in caregiving

activities, how their baby would compare to the average baby, and the extent their

baby's behavior would be perceived as bothersome. Whiffen (1988) also asked

mothers during the third trimester to evaluate expectations for infant behaviors.

Although Whiffen (1988) found expected infant difficulty to be predictive of

depression symptoms, Atkinson and Rickel (1984) did not.

Only two investigators examined the direct relationship between pregnancy

mood and infant temperament indices. The results of Cutrona and Troutman

(1986) showed no significant relationship in this regard. However, in a more

recent large scale study (Zuckerman, Bauchner, Parker & Cabral, 1990) with 1123

subjects a significant relationship between depression scores (as measured by
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CES-D, Center for Epidemiologic Studies - Depression Scale) during pregnancy

and infant behaviors of unconsolibility (p<.001) and excessive crying (p<.01)

based on objective measurement (Neurological and Adaptive Capacity Scale -

NACS) at 8-72 hours postdelivery. This finding contributes to the dilemma of a

seemingly reciprocal relationship between maternal moods and infant

temperament. However, the impact of confounding variables such as the use of

only a single neurobehavioral assessment to evaluate infant behavior patterns so

close to the immediate childbirth period should be examined further.

Given the range of explanations for the relationship between infant

temperament and maternal depression put forth by investigators, it is clear that

there is room for further study of influencing factors. For example, Atkinson and

Rickel (1984) reported that one-half of their sample of mothers was employed at

8 weeks postpartum. Employment could serve as an additional stressor affecting

perceptions of the infant due to less concentrated time spent with the infant to

acclimate to individual patterns. Employment could also serve as a positive

factor; a daily "release" from the perceived burden of infant care.

Another factor referred to in the research studies is the impact of the

marital relationship as the primary source of social support following childbirth.

Although Hopkins et al. (1987) found no significant differences between

depressed and non-depressed mothers in level of social support, Cutrona and

Troutman (1986) found that women with high levels of social support during
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pregnancy report higher levels of self-confidence in the parenting role and less

depression 3 months after delivery.

Wilkie and Ames (1986) examined differences between mothers and

fathers in relation to birth of the infant. Mothers mentioned significantly more

negative categories than fathers regarding changes in the marital relationship

following childbirth. In addition, with increased infant crying, fathers rated

themselves as less powerful husbands, but rated their wives less powerful as wives

and mothers. This type of attribution, according to Wilkie and Ames (1986), may

be a contributing factor to the relationship between infant crying and marital

tension. Further research on the linkages between perception of the marital

relationship and infant temperament may contribute to the understanding of the

predictive indicators of postpartum symptom distress in mothers.
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Chapter Three

Methodology

The following describes the study design, setting, sample, and data

collection procedures. The selection of instruments used in the study and data

analysis procedures are also articulated.

Study Design: This prospective longitudinal study involving married couples

at two time points (Time 1 = 34-36 weeks pregnant; Time 2 = 6-8 weeks

postpartum) incorporated a descriptive correlational design to test relationships

between the dependent variable (postpartum symptom distress) and four

independent variables: mother's perception of the marriage, father's perception

of the marriage, mother's perception of infant temperament, and father's

perception of infant temperament. T-tests were performed to examine differences

between these variables at Time 1 and Time 2.

Setting: The study sample was recruited from three private medical practices

and three hospital sites providing childbirth education classes in the San Francisco

Bay Area. The selection of these sites was based on the availability of potential

subjects with low-risk pregnancies and diversity in age and socioeconomic status.

Sample: The sample size of 85 couples was determined through power

analysis calculations conducted prior to the study. The analysis was based on

effect size of 5%-40% explained variance according to the findings of Affonso

(1991) and Hopkins, et al. (1991) and indicated that a sample of 85 would permit

testing with moderate effect sizes (13% explained variance), an alpha level of .05
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and power at .80 (Cohen, 1983). Given a 20% estimated attrition, the proposed

total sample was 102 couples. Each member of the couple was at least 20 years

old, able to read and speak English, had no significant health problems, and was

nulliparous. Couples were required to have shared the same household for at

least one year prior to the onset of the study either by marriage or cohabitation;

(4) nulliparous; and (5) be able to read and speak English. Couples were

excluded if there was a history of depression episodes during the 12 month period

to pregnancy diagnosis, and if high-risk pregnancy status was determined at

anytime during pregnancy.

Recruitment: Subject recruitment occurred between January and

September, 1991. Women who met inclusion criteria in the clinics received

information letters and refusal postcards for mailing if they were not interested in

study participation. If postcards were not received within a one month period,

couples were contacted by phone (name and phone number list was provided by

clinic staff). Couples attending the childbirth classes received a 5-10 minute

presentation and information letter by the investigator or research assistant. If

interested in study participation, they were instructed to sign a list with name and

phone number following class. Follow-up phone calls to couples for the purpose

of reviewing study criteria and scheduling meetings for completion of

questionnaires were made by the investigator or research assistants. Completion

of questionnaires occurred at home (50%) and by mail (50%). Couples who

chose to mail completed questionnaires received instructions by a research
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assistant in the clinic or by phone prior to both the first and second assessment

period.

The potential problem of attrition due to the lengthy period of study

participation required was anticipated. One strategy to limit attrition was the

emphasis on early rapport-building with the couples to permit secondary gains in

the form of personal attention from the nurse-investigator. Another strategy was

home visits for data collection to accommodate the comfort and convenience of

subjects. This approach also eased the difficulties inherent in conducting

interviews in the busy and distracting clinic or classroom settings. Couples who

chose to mail questionnaires were afforded the privacy they preferred and were

provided with stamped return envelopes.

llection TCS: The first data collection in the study occurred

at 32-36 weeks of pregnancy. This assessment point was selected because it

typically represents a time during pregnancy in which a woman's risk status has

been established. Also, the risk for delivery would increase if the pregnancy

assessment point was scheduled beyond 36 weeks. The second data collection was

6-8 weeks postpartum. This assessment point was selected to include the early

postpartum, but avoid the initial post delivery period of adjustment considered to

be during the first two weeks following childbirth.

Prior to completion of the questionnaire packet at the pregnancy

assessment, the study was described verbally with the consent form reviewed by

the investigator or research assistant. Informed written consent (see Appendix A -
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Informed Consent) was obtained using guidelines approved by the Committee on

Human Research at the University of California, San Francisco (Human Subjects

approval is found in Appendix B). At the postpartum assessment, completion of

the second packet of questionnaires was followed by demographic information and

questions pertaining to pregnancy, postpartum, and infant health status asked by

the investigator or research assistant from subject interviews conducted during

home or clinic visits, or by telephone (dependent upon subject convenience).

Completion of questionnaire packets at both assessment points required 15-25

minutes.

Measurements: (see Appendix C - Measurements).

Independent Variables: 1) Perception of the marriage is defined as the

mother's or father's individual assessment of their relationship as a member of a

male-female dyad that exists within the context of a family structure and involves

cohabitation in a shared household. Perception of the marriage was measured by

the Dyadic Adjustment Scale (DAS) developed by Spanier (1976) in both mothers

and fathers at 32-36 weeks of pregnancy and at 6-8 weeks postpartum. The DAS

is a 6-point scale, 32-item self-report scale consisting of a total score and four

subscales: dyadic consensus, dyadic satisfaction, dyadic cohesion, and affectional

expression. Selection of the DAS total score was based on the following reasons:

(1) emphasis on the changing process of adjustment between woman and partner

(recommended for serial assessments) is consistent with the study's aims to detect

changes in the marital relationship; (2) non-marital dyads can also be assessed to
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accommodate varying family structures; and 3) the instrument covers a broad

range of marital dimensions. Reliability measurements using Cronbach's alpha

coefficient indicated a total scale reliability of .96 and subscale reliabilities ranging

from .73 to .94. Content validity was achieved via ratings from three judges,

criterion validity was demonstrated in significant differences (p<.001) among total

scores for married and divorced samples, and construct validity was demonstrated

by a .93 correlation with the Locke-Wallis Marital Adjustment Scale on a total

sample (N=312) of white, married (.86) and divorced (.88) subjects (Spanier,

1976) from Pennsylvania. The married sample had a mean of 35 years and mean

years of education of 13 years.

2) Perception of Infant Temperament is defined as the assessment made by

mother or father individually as to the relative level of difficulty of their infant in

relation to specific group of age-related behaviors. Infant temperament was

measured using the Infant Characteristic Questionnaire (ICO), a self-report scale

designed as a screening device for infant difficulties (Bates, Freeland, &

Loundsbury, 1979). It consists of 24 items rated on a 7-point scale from one to

seven and has four factor analytically derived subscales including Fussy-Difficult

(principal factor), unadaptable, dull, and unpredictable.

The primary subscale measuring the dimension of Fussy-Difficult is used in

this study and represents how mothers view their infant as fussy and hard to

soothe (difficult) versus contented and easily soothed (easy). This subscale has

adequate test-retest reliability (Pearson r=.70) and internal consistency (alpha
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coefficient=.79). The mean scores (X=17.77; SD=5.88) on the Fussy-Difficult

subscale for a sample of mothers provide the normed scores reported by Bates

(1979) during the instrument's development. This sample consisted of 345

mothers (both primarous and multiparous) from a rural midwestern town.

This instrument was selected for several reasons. It is brief compared to

other infant temperament measurements (5-15 minutes for completion). This is

an important consideration during the early postpartum, particularly when the

instrument was to be administered with other measures concurrently. It has been

recommended for studies where the major goal is correlation of outcomes with

difficult temperament as opposed to other questionnaires which involve purposes

such as the evaluation of long-term stability or relationship of temperament to

parent-child interaction (Hubert, et al., 1982). Finally, the ICO has been used in

previous research (Hopkins, et al., 1987) designed to assess the relationship of

infant temperament to postpartum depression. In this study, infants of the

depressed women were rated by their mothers as more difficult (t=2.67, p<.05)

than infants of nondepressed women (Hopkins, et al., 1987).

Dependent Variable: Symptom Distress is defined as a indicator of the

relative intensity of perceived distress or discomfort in relation to a self-reported

appraisal from an index of psychological symptoms at 6-8 weeks postpartum.

Symptom distress was measured using the Symptom Checklist-90-Revised

(Derogatis, 1983), a 90-item self-report inventory used as a general measure of

symptomatology in outpatient populations. Nine symptom constructs are
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identified: somatization, obsessive-compulsive, interpersonal sensitivity,

depression, anxiety, hostility, phobic-anxiety, paranoid ideation, and psychoticism.

There are nine subscale scores based on the constructs along with a total

symptom distress rating (Global Severity Index, GSI) which is used as the

measurement of symptom distress in this study. Respondents note the degree to

which they are distressed by the symptom on a scale from 0 (not at all) to 4

(extremely). The SCL-90-R has good test-retest reliabilities, ranging between .78

and .90 on the nine symptom dimensions over a one week time period and

internal consistency of subscales range between .77 and .90. The samples used to

establish reliability of the instrument included both male and female psychiatric

outpatients. The mean GSI scores for the normed cohort of "non-patient normal"

subjects was .31 (SD=.31) as reported by Derogatis (1983). This cohort consisted

of 493 males and 480 females represented a stratified random sample from an

eastern state county.

The SCL-90-R instrument was selected for several reasons. It is intended

for use with non-patient "normal" respondents, a classification applicable for this

sample. Also, it is designed either as a one-time assessment or can be used

repeatedly to document trends over time. It is considered relatively fast to

complete, taking most people approximately 15 minutes. Another argument for

its use is the evidence indicating that the SCL-90-R is most appropriate for

clinical interpretation as a measure of general
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McKenna, & Peabody, 1985). Finally, the SCL-90-R has been used previously on

a sample of childbearing women within a longitudinal design (Affonso, Lovett,

Paul, Arizmendi, Nussbaum, Newman, & Johnson, 1991). Reliabilities for this

sample were 95 at 1-2 weeks and 8 weeks postpartum as calculated with

Cronbach's alpha.

Data Analysis

Descriptive statistics (mean, standard deviation) were calculated for each of

the study variables. For both the pregnancy and postpartum assessment points,

these included the mother's Global Severity Index (GSI) score; the mother's and

father's Infant Characteristics Questionnaire (ICO) Fussy-Difficult subscale scores

in the postpartum; and mother's and father's Dyadic Adjustment (DAS) total

scores for both the pregnancy and postpartum assessment points. In addition,

independent t-tests were calculated on Time 1 and Time 2 GSI, DAS, and ICO

scores to compare differences between the groups who completed questionnaires

at home versus by mail.

Paired t-tests were used to test the hypothesis addressing differences

between 34 and 36 weeks of pregnancy in mother's symptom distress, mother's

perception of the marriage, and father's perception of the marriage. Correlations

were conducted on the variables of age, years of education, and type of delivery to

determine the relationship with mother's postpartum symptom distress.

Correlation analyses were conducted among each of the study variables. In the
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multiple regression equations, Time 1 outcome scores for the dependent variables

tested in each hypothesis were entered as the first step. The unique contribution

of each of the independent variables (sr) within the regression equations was also

determined. Significance was set at alpha <.05. Analyses of data were conducted

for each of the following research hypotheses:

1. Mothers will experience significantly more psychological symptom distress

at 6-8 weeks postpartum than at 34-36 weeks of pregnancy.

Test: Paired t-test between mothers' GSI at Time 1 (34-36 weeks

pregnancy) and Time 2 (6-8 weeks postpartum).

Mothers' perception of the marriage will be more negative at 6-8 weeks

postpartum than at 34-36 weeks of pregnancy.

Test: Paired t-test between mothers' DAS at Time 1 (34-36 weeks

pregnancy) and Time 2 (6-8 weeks postpartum).

Fathers’ perception of the marriage will be more negative at 6-8 weeks

postpartum than at 34-36 weeks pregnancy.

Test: Paired t-test between fathers' DAS at Time 1 (34-36 weeks

pregnancy) and Time 2 (6-8 weeks postpartum).

There will be no significant relationship between age, years of education or

type of delivery, and mother's psychological symptom distress at 6-8 weeks

postpartum.
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Test: Pearson's correlations between maternal age and years of education

with Time 2 GSI scores. Point biserial correlation between type of delivery

and Time 2 GSI scores.

Father's perception of infant temperament will account for a significant

percentage of the variance in his perception of the marriage at 6-8 weeks

postpartum after controlling for his perception of the marriage at 34-36

weeks of pregnancy.

Test: A hierarchical multiple regression procedure with father's DAS Time

1 entered at Step 1; father's ICO Fussy-Difficult subscale entered at Step 2;

and father's DAS Time 2 entered as the dependent variable.

Mother's perception of infant temperament, father's perception of infant

temperament, and father's perception of the marriage at 6-8 weeks

postpartum will account for a significant percentage of the variance in her

perception of the marriage at 6-8 weeks postpartum after controlling for

their perceptions of the marriage at 34-36 weeks of pregnancy.

Test: A hierarchical multiple regression procedure with mother's and

father's DAS Time 1 entered at Step 1; father's DAS Time 2 and mother's

and father's ICO Fussy-Difficult subscales entered at Step 2; and mother's

DAS Time 2 entered as the dependent variable.

Mother's perception of the marriage at 6-8 weeks postpartum will account

for a significant percentage of the variance in psychological symptom
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distress at 6-8 weeks postpartum after controlling for her psychological

symptom distress at 34-36 weeks of pregnancy.

Test: A hierarchical multiple regression procedure with mothers’ DAS

Time 1 and GSI Time 1 entered at Step 1, mothers’ DAS Time 2 entered

at Step 2, and mothers' GSI Time 2 entered as the dependent variable.

8. Mother's perception of the marriage, mother's perception of infant

temperament, father's perception of the marriage, and father's perception

of infant temperament at 6-8 weeks postpartum will account for a

significant percentage of the variance in mothers' psychological symptom

distress at 6-8 weeks postpartum after controlling for her psychological

symptom distress at 34-36 weeks of pregnancy.

Test: A hierarchial multiple regression procedure with mothers' GSI Time

1 entered at Step 1; mothers' and fathers’ DAS Time 2 and mothers' and

fathers' ICO Fussy-Difficult subscales entered at Step 2 and GSI Time 2

entered as the dependent variable.

Testin motions for Multiple Re
-

Multiple regression assumes relationships to be linear. Following analysis

of the Time 1 and Time 2 GSI distribution of scores, square root transformations

were applied to reduce the positive skewness. This procedure conforms with

recommendations by Cohen and Cohen (1983) when a Poisson distribution occurs

and the assumptions of constancy of dependent variables are violated in the fixed

:



regression model. Transformed scores were entered in the statistical analysis

procedures involving GSI scores.

Data analysis and discussion of study findings are placed in perspective

with the limitations of the study. A randomized sample was not used and,

therefore, generalizability of the findings are limited by the convenience sample

recruited from private obstetrical practices and childbirth classes. Since two

assessment points were incorporated into the design, differences in symptom

distress can be compared between pregnancy and following childbirth. However,

a longitudinal design with assessment points across the entire pregnancy would be

needed to depict symptom distress as it occurs throughout pregnancy. Finally,

although no attempt was made to determine individual differences with this study,

the aim of exploring group differences between pregnancy and postpartum was

accomplished.
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Chapter Four

Results

Findings of the data analysis are presented in this chapter. Sample

characteristics are described; descriptive statistics for each measure of the two

independent variables and the dependent variable of symptom distress are

presented. Results from t-test, correlation, and multiple regression analyses for

testing of the eight hypotheses are described.

l risti

Sample Recruitment

A convenience sample of 106 couples for a total of 212 men and women

were recruited for this study. Although, 103 couples completed the pregnancy

(Time 1) assessment, 95 couples completed both Time 1 (pregnancy) and Time 2

(postpartum) assessments for a total of 190 men and women in the final sample.

These 95 couples met requirements for the sample size dictated by power analysis

for the desired power of .80 (see Table 1).
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Table 1

SAMPLE RECRUITMENT

106 Couples - Informed Consent

11 couples (10.3%) - Attrition

N = 1 N = 1 N = 3 N = 6
Delivered Mother Non-completion Non-completion
at 31 weeks receiving of pregnancy of postpartum
pregnancy depression aSSCSSment aSS■ SSment
(non-completion therapy prior questionnaires assessment
of pregnancy to 34 weeks by fathers by couples
assessment) pregnancy

N = 95 couples - Final sample

Sample Demographics

The final sample of 95 married couples (see Table 2), had a maternal

mean age of 28 years (range = 12-22 years) and 31.6 years for paternal age

(range = 20-46 years); couples were primarily Caucasian (mothers = 85.2%,

fathers = 91.4%) and had at least a high school education (fathers -X = 14.8

years, mothers -X = 14.6 years). The majority of fathers (97.7%) and mothers

(88.4%) were employed outside of the home; with 82% of mothers employed

fulltime during pregnancy (28.4% in professional and 47.3% in skilled
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occupations) and 95.7% of fathers worked fulltime in professional (52.1%) and

skilled (38.3%) occupations. The percentage of women returning to work

fulltime following maternity leave (average leave = 7 weeks) was 34% as

compared to 82% during pregnancy. This decline in fulltime employment was

divided between unemployment (40%) and part-time work status (26%).
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Table 2
Demographics of Total Sample

Variable Maternal Paternal

X Median SD X Median SD

Age 28.08 28 4.55 31.57 31 5.54
(range 20-40) (range 20-40)

(N=95) (N=93)

Years 14.81 14 2.46 14.62. 14 2.46

of Education (range 12-22) (range 9-22)
(N=95) (N=94)

Length of Employment Leave 6.95 6.00 7.38 .92 1.00 1,09
postpartum (weeks) (range 0-36) (range 0-6)

(N=95) (N=94)

Il % Il %

Ethnicity

Caucasian 81 85.26 85 91.40

Asian 7 737 2 2.15

Other 5 3.16 3 3.23

Black 3 3.16 3 3.23

Hispanic 1 1.05 0 0

(N=95) (N=93)



69

Table 2 (Continued)
D

Variable Maternal—Paternal—

f % f %

Occupation

Technical/Skilled 45 4737 36 38.30

Professional 27 28.42 49 52.13

Semi-Skilled 12 12.63 7 7.45

Unemployed 11 11.58 2 2.12

(N=95)* (N=94)*
Work Status
During Pregnancy

Unemployed 11 11.58 2 2.13

Fulltime 78 82.10 90 95.74

Part-time 6 6.32 2 2.13

(N=95)* (N=94)*

Work Status
During Postpartum

Unemployed 38 40.00 2 3.20

Fulltime 32 33.68 90 95.74

Part-time 25 26.32 1 1.06

(N=95)* (N=93)*

+ Sample size varies because of missing data.
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Data on intrapartum, postpartum, and infant health status were collected

during the Time 2 assessment (see Table 3). A majority of mothers had vaginal

deliveries (80%) versus Cesarian sections (20%). Length of labor ranged from 1

84 hours (X-15.7, median = 12). Most couples attended childbirth classes and

93% of fathers were present throughout the woman's labor and delivery. Forty

five percent of mothers reported labor and delivery complications that included

prolonged labors (23%), postterm pregnancy requiring induction (23%) or

augmentation (17%). Mothers reported postpartum complications that included

excessive uterine bleeding (13%), fever with infection (13%), and severe pain

associated with episiotomy (10%). Infant complications reported included a wide

range of conditions such as rash, colic, elevated bilirubin levels, and low glucose.

The four infants with major complications required prolonged stays (up to 10

days) in the intensive care nursery for infections (N=3), and one had surgery for

hernia repair. Most mothers breastfed (80%) their infants, and at the Time 2

assessment were also supplementing their infants with formula.



71

Table 3
P rview

Variable

X Median SD Range

Length of labor 15.66 12 13.14 1-84
(N=88)*

f %

Gravida

1 81 85.26

2 9 9.47

3 3 3.16

4 1 1.05

8 1 1.05

(N=95)

Mother attended 92 96.84

childbirth classes (N=95)

Father attended

Childbirth classes 89 95.70 (N=93)*

Labor and delivery 88 93.62 (N=94)*

+ Sample size varies because of missing data.
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Table 3 (Continued)
Postpartum Interview Data

Variable

f 9%
Type of Delivery

vaginal 76 80.00

emergency cesarean 13 13.68

elective cesarean 6 6.32

(N=95)

Breast feeding

Yes 76 80

No 19 20

Formula supplement 33 34.74

(N=95)

Labor and Delivery
Complications

Fetal distress 23 24.21

Prolonged labor 22 23.40

Induction 22 23.16

Forceps/vacuum 18 18.95

Augmentation 16 7.02
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Table 3 (Continued)
Postpartum Interview Data

Variable

Postpartum Complications

Bleeding

Fever/infection

Severe pain/episiotomy

Lacerations

Infant Complications

Minor

Major

Infant Sex

Boys 52

Girls 42

12

10

24

12.77

10.64

9.47

55.32

44.68

89.29

10.71
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Descriptive Statisti T M f the Study Variabl

Reliability of the three measures used in this study were determined by

Cronbach alpha coefficients. A mean, standard deviation and range of scores on

all three measures of symptom distress, dyadic adjustment, and infant

temperament are presented.

Symptom Distress

Symptom distress was measured by the SCL-90-R Global Severity Index

(GSI) for mothers at 34-36 weeks pregnancy (Time 1) and 6-8 weeks postpartum

(Time 2) (see Table 4). Instrument reliability with Cronbach's alpha was .96 for

Time 1 and 97 for Time 2. The range of possible scores on the GSI was 0–4.

The mean maternal GSI Score at Time 1 was .72. The Time 2 mean GSI was

lower than the Time 1 score at .55 (see Table 4).

Perceptions of the Marriage

Perception of the marriage was measured by the Dyadic Adjustment Scale

(DAS) using a total score for mothers and fathers obtained at 34-36 weeks

pregnancy (Time 1) and 6-8 weeks postpartum (Time 2) (see Table 4). The

instrument reliability for mothers was .88 at Time 1 and .90 at Time 2. For

fathers at Time 1 the coefficient was .89 and .87 at Time 2. The mean maternal

DAS total scores at Time 1 was 110.9, and at Time 2 was 111.3. Mean paternal

DAS score at Time 1 was 109.2 and 111.4 at Time 2.
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Infant Temperament

Infant Temperament was measured by the Fussy-Difficult subscale of the

Infant Characteristics Questionnaire (ICO) for both mothers (X = 18.01) and

fathers (X = 19.16) at 6-8 weeks postpartum (Time 2) (see Table 4). Instrument

reliability for the Fussy-Difficult subscale was .83 for mothers and .83 for fathers

as calculated with Cronbach's alpha.
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Table 4

istics of In Il

Measure Time 1 Time 2

X SD (Range) X SD (Range)

Mother DAS 110.97 11.66 (60-136) 11132 12.16 (70-136)
(N=95) (N=94)*

Father DAS 109.22 12.56 (63-137) 11139 11.62 (79-136)
(N=94)* (N=94)*

Mother ICO 18.01 5.49 (6-35)
(Fussy-Difficult scale) (N=93)*

Father ICO 19.16 5.44 (7-36)
(Fussy-Difficult scale) (N=95)

Mother GSI .72 .45 (04–230) .55 .48 (.02-2.60)
(N=95)

+ Sample size varies because of missing data.

Correlational Analyses

Correlational analyses were conducted among each of the study variables

and are presented in a matrix in Table 5. The following is a description of the

correlations:

(a) DAS scores between Ti and T, for mothers and fathers:

Correlations were computed among each of the study variables; the

correlation matrix is presented in Table 7. Moderate to high correlations were

found between mothers' Time 1 DAS scores and mothers' Time 2 score (r=.70,

p3.001); fathers' Time 1 DAS scores (r=.76, p<.001), and fathers' Time 2 DAS
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scores (r=.58, p<.001). A moderate correlation was also found between mothers'

Time 2 DAS and fathers' Time 1 DAS (r-.64, p<.001) and fathers' Time 2 DAS

scores (r=.61, p<.001). A large correlation was found between fathers' Time 1

DAS and Time 2 DAS (r-.78, p<.001).

(b) DAS scores and GSI scores:

There were small negative correlations between mothers' Time 1 DAS

scores to Time 1 GSI scores (r=-24, p<.05), and mothers' Time 2 DAS scores to

Time 1 GSI scores (r=-21, p<.05).

(c) DAS scores and ICO scores for fathers:

A small negative correlation was found between fathers' Time 2 DAS

scores and fathers' ratings of infant temperament (r--.37). Mothers and fathers

ratings of infant temperament were moderately correlated (r=.50, p<.001).

(d) ICO scores and GSI scores for mothers:

Small correlations were found between mothers' ratings of infant

temperament with Time 1 GSI scores (r=.25, p<.05) and Time 2 GSI scores

(r=.22, p<.05).

(e) There was a moderate to large correlation between GSI scores at Time 1

and Time 2 (r=.66, p<.001).



78

Table 5
rrelation rix for Variabl

Mother DAS Father (DAS) Father (DAS) Mother Father Mother Mother
(Time 2) (Time 1) (Time 2) (Time 2) (Time 2) GSI GSI

Fussy- Fussy- (Time 1) (Time 2)
Difficult Difficult

Mother
DAS
(Time 1) .70" .76” .58” -.01 -.18 -24' -.06

Mother
DAS
(Time 2) .64” .61” -.00 -.15 -21’ -.18

Father DAS
DAS .78” .01 -.20 -.15 -.03

(Time 1)

Father DAS
DAS .01 -37” - 12 -.13
(Time 2)

Mother
Fussy-Difficult
Subscale (Time 2) .50” .25° 22'

Father
Fussy-Difficult
Subscale (Time 2) .14 .08

Mother GSI
(Time 1) .66”

* p3.05 “ p3.01 “ p3.001

Hypothesis Testin

Eight hypotheses were tested and results are presented in the order they

were analyzed.

1. Mothers will experience significantly more psychological symptom distress

at 6-8 weeks postpartum than at 34-36 weeks of pregnancy.
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Results of a paired t-test between the two maternal GSI scores

(see Table 6) showed a significant difference between Time 1 and Time 2

( t (94) = 4.087, p=.0001). However, the hypothesis predicting significantly more

psychological symptom distress during postpartum as compared to pregnancy was

not supported. GSI scores were found to be higher during pregnancy (X=.72,

SD=.45) than during the postpartum assessment (X=.55, SD=48).

2. Mother’s perception of the marriage will be more negative at 6–8 weeks

postpartum than at 34-36 weeks of pregnancy.

Paired t-test analysis between the two maternal DAS total scores (see

Table 6) showed no significant difference between Time 1 and Time 2

( t (93) = -0.352, p = 0.73). Therefore, the hypothesis predicting a more negative

perception of the marriage during postpartum as compared to pregnancy was not

supported.

3. Father's perception of the marriage will be more negative at 6-8 weeks

postpartum than at 34-36 weeks of pregnancy.

Results of a paired t-test between the two paternal DAS total scores

(see Table 6) showed a significant difference between Time 1 and Time 2

( t (93) = -2.623, p=.01). The hypothesis predicting a more negative perception

of the marriage during the postpartum as compared to pregnancy was not

supported with their perceptions of marital adjustment more positive during

postpartum than the pregnancy assessment.
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Table 6
Paired t-tests: Comparing Pregnancy vs. Postpartum: Symptom Distress,

Mothers' Perceptions of Marriage, Fathers' Perception of the

Marriage

Hypothesis 1-3

Time 1 Time 2 t-test

GSI X = .72 X = .55 t (94) = 4,087

SD = .45 SD = .48 p = 0001

Mother X = 110.97 X = 111.32 t (93) = -352

p = 073

DAS SD = 11.66 SD = 12.16 p = 0.73

Father X = 109.22 X = 111.39 t (93) = -2.623

DAS SD = 12.56 SD = 11.62 p = 01

4. There will be no significant relationship between age, years of education,

and type of delivery to mothers' psychological symptom distress at 6-8

weeks postpartum.
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Pearson's correlations between maternal age and years of education with

maternal GSI scores at Time 2 showed no significant relationships (see Table 7).

Point biserial correlation between type of delivery, and maternal GSI scores at

Time 2 also showed no significant relationship (see Table 6). As with previous

studies, the findings indicate that a strong association between the demographic

variables of age, education, and type of delivery, and mothers' psychological

symptom distress at the postpartum assessment is not evident, and therefore, this

hypothesis is supported.

Table 7
Correlations: Demographic Variables and Marital Adjustment with Symptom

Distress

Hypothesis 4
Global Severity Index (GSI) - Time 2 - Postpartum

I p value

Age (years) -.02 NS

Type of delivery .07 NS

Education (years) .03 NS
(N=94)

5. Father's perception of the infant’s temperament will account for a

significant percentage of the variance in his perception of the marriage at

6-8 weeks postpartum after controlling for his perception of the marriage

at 34-36 weeks of pregnancy.
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In the multiple regression analysis, two variables were entered. In Step 1,

father's DAS Time 1 score accounted for 61% of the variance (p<.0001) in his

DAS at Step 2. In Step 2, father's ICO Fussy-Difficult subscale score accounted

for an additional 4% of the variance (p<.01) in father's DAS Time 2 score above

the DAS Time 1 assessment and demonstrated a negative relationship with

father's DAS Time 2 score. Hypothesis 5 was supported by the analysis (see

Table 8).

Table 8
Summary Table of Hierarchical Multiple Regression

Hypothesis 5

Dependent Variable: Father Dyadic Adjustment Scale (DAS) - Time 2

Step Source Cum R* R* Change sr” df F P

1. Father .6124 .6124 .6124 1,92 161.221 <.0001
DAS (Time 1)

2. Father ICO .6543 .0419 .0419 1,91 11,023 ×.01
(Fussy-Difficult

Subscale)

6. Mothers’ perception of infant temperament, and fathers’ perception of the

marriage at 6-8 weeks postpartum will account for a significant percentage

of the variance in mother's perception of the marriage at 6-8 weeks

postpartum after controlling for their perceptions of the marriage at 34-36

weeks of pregnancy.
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In the multiple regression analysis, 2 sets of variables were entered. In

Step 1, mother's and father's DAS Time 1 score accounted for 52% of the

variance (p<.0001) in mothers’ DAS Time 2 scores. In Step 2, mother's ICO

fussy-difficult subscale score and father's DAS Time 2 score accounted for an

additional 4% of the variance (p<.05) in mother's DAS Time 2 scores. It was

father's DAS Time 2 score that was a significant predictor of mother's DAS Time

2 score within the set. Hypothesis 6 was not supported by the analysis (see Table

9).
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Table 9
Summary Table of Hierarchical Multiple Regression

Hypothesis 6

Dependent Variable: Mother Dyadic Adjustment Scale (DAS) - Time 2 - Postpartum

Step Source Cum R* R* Change sr” df F P

1. Set .5186 .5186 2,90 51.232 <.0001

Mother DAS .1094 1,90 21.623 3.0001
(Time 1)

Father DAS .0000 1,90 .000 NS
(Time 1)

2. Set .5597 .0411 3,87 2.705 3.05

Mother ICO .0000 1,87 .010 NS
(Fussy-Difficult
Subscale)

Father ICO .0033 1,87 .656 NS
(Fussy-Difficult

Subscale)

Father DAS .0411 1,87 8.115 ×.01
(Time 2)

7. Mother's perception of the marriage at 6-8 weeks postpartum will account

for a significant percentage of the variance in psychological symptom

distress at 6-8 weeks postpartum after controlling for her perception of the

marriage and psychological symptom distress at 34-36 weeks of pregnancy.

In the multiple regression analysis, both mothers' GSI scores at Time 1

entered in Step 1 accounted for 48% of the variance (p<.0001) in the GSI score

at Time 2. In Step 2, mothers' DAS scores at Time 2 accounted for an additional
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3% of the variance (p<.05) in the GSI score at Time 2. Hypothesis #7 was

supported by the analysis (see Table 10).

Table 10
Summary Table of Hierarchical Multiple Regression

Hypothesis 7
Dependent Variable: Global Severity Index (GSI) - Time 2 - Postpartum

Step Source Cum R* R* Change sr” df F P

1. Set .4792 .4792 2.91 43.92 < 0001

Mother GSI 4524 1,91 82.929 & .0001
(Time 1)

Mother DAS .0289 1,91 5,298 3.05
(Time 1)

2. Mother DAS .5090 .0298 .0298 1,90 5.455 <.05
(Time 2)

8. Mother’s perceptions of the marriage, mother’s perception of infant

temperament, father's perception of the marriage, and of father's

perception of infant temperament at 6-8 weeks postpartum will account for

a significant percentage of the variance in mother's psychological symptom

distress at 6-8 weeks postpartum after controlling for her psychological

symptom distress at 34-36 weeks of pregnancy.
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Table 11
mmary Table of Hierarchical Multi ion

Hypothesis 8

Dependent Variable: Global Severity Index (GSI) - Time 2 - Postpartum

Step Source Cum R* R* Change sr” df F P

1. Mother GSI .4857 .4857 1,91 87.371 <.0001
(Time 1)

2. Set .5164 .0308 4,87 1383 NS

Mother DAS .0024 1,87 .430 NS
(Time 2)

Mother ICO .0238 1,87 4.290 < .05
(Fussy-Difficult
Subscale)

Father DAS .0017 1,87 ,311 NS
(Time 2)

Father ICO .0064 1,87 1.160 NS
(Fussy-Difficult
Subscale)

In the multiple regression analysis, mother's GSI score at Time 1 entered

in Step 1 accounted for 49% of the variance (p<.0001) in the Time 2 GSI score.

The four variables entered as a set in Step 2 accounted for an additional 3% of

the variance (p<.05) in the mother's GSI scores at Time 2. Within the set, the

mother's ICO Fussy-Difficult subscale score was the sole predictor (2%) and was

positively related to mother's GSI scores at Time 2. Hypothesis 8 was not

supported by the analyses (see Table 11).
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Chapter Five

Di
-

Interpretation of Findin

The primary aim of this study was to examine the relationship among

mothers' and fathers' perception of the marital relationship, and perception of

infant temperament to determine the influences on mothers' psychological

symptom distress at 6-8 weeks postpartum. In addition, differences in couples’

view of their marriage during late pregnancy as compared to the early postpartum

period was examined.

Previous research on postpartum depression as a common symptom of

disruption in adjustment or adaptation following childbirth provided the

foundation for the significance and methodology for this study. However, the

dependent variable was conceptualized in the broader context of symptom distress

due to the realities of measurement issues in reported studies (O'Hara, et al.,

1984; Whiffen, 1988) and to the need to expand the scope of psychological distress

beyond depression symptoms. The following discussion is organized around the

eight hypotheses tested. Strengths and limitations of this study are identified

along with an overview of implications for future research.

Hypothesis 1

The hypothesis predicting that mothers would experience more

psychological symptom distress during postpartum was not supported. Unlike

previous research findings comparing levels of depression (Kumar, 1984; Cox,
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1982), the symptom distress during pregnancy was greater than in the postpartum.

The finding that symptom distress is greater during pregnancy than in postpartum

for a married, middle class, educated sample of women is similar to that reported

by Affonso and colleagues (1991) who found a decline in symptom distress levels

at 8 weeks postpartum. However, GSI scores in the Affonso study were lower (X

= .39, SD -30) than this study (X = .72, SD = .27) in late pregnancy and were

lower (X = 30, SD - 27) than this study in postpartum (X = .55, SD = .48).

This may be due, in part, to the repeated measures design (6 assessments) used in

the Affonso (1990) study involving regression to the mean or to the possible

benefits of secondary gains from frequent home visits throughout pregnancy and

postpartum. GSI scores in this study more closely paralleled those of the

normative cohort (N=806) of adolescents reported by Derogatis (1983) in which

the mean GSI scores were .76 (SD=.54).

Without the benefit of a longitudinal design throughout pregnancy, it is not

known whether the level of symptom distress at 34-36 weeks represents the entire

pregnancy period or is a reflection of the distress that occurs prior to childbirth

and tends to be resolved to some extent by 6-8 weeks postpartum. These results

are consistent with the findings of other investigators (Gotlib, et al., 1989; Elliot,

et al., 1983; O'Hara, et al., 1982; and O'Hara, et al., 1984), which indicated that

women who experienced postpartum depression, also had depression symptoms

during pregnancy. Gotlib found that depression during pregnancy and postpartum

was more prevalent among unemployed women with young children in the home.
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In this study, over 80% of the women were employed fulltime during pregnancy

and 60% were returning to work at least part time in postpartum.

Although the number of unemployed women during pregnancy was

considerably smaller (N=11) than the group of employed women (N=84), an

independent t-test was conducted to determine if there was a statistically

significant difference between the two groups. The findings revealed no

significant difference, with the unemployed women having slightly higher scores

(X=.77) on the Global Severity Index (GSI) than the employed women (X=.71).

For the postpartum assessment, there was also no significant difference between

the two groups. Again, women not returning to work experienced slightly higher

levels of symptom distress (X=.61) than those beginning employment following

maternity leave (X=.51). Qualitative data obtained during the pregnancy

assessment indicated that mothers are frequently concerned about lack of time,

forgetfulness and contingencies surrounding preparations for the baby, infant care

and decisions to return to work. This was particularly acute for those returning to

work prior to two months postpartum. Financial considerations were also a

priority and may have contributed to an even greater extent to the psychological

distress of unemployed women. The employment variable needs to be explored

further in relation to postpartum symptom distress occurring later in postpartum.

Since the median length of maternity leave in this study was 6 weeks, more than

half of the women at the postpartum assessment had either not started working or

had only just begun working very recently. The full effect of employment while
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caring for a newborn may not have been apparent in level of symptom distress at

this time (6-8 weeks postpartum).

Hypothesis 2

The hypothesis predicting that mothers would have a more negative

perception of the marriage in late pregnancy versus postpartum was not

supported. This finding conflicts with previous research which found declines in

marital satisfaction or adjustment in postpartum (Belsky et al., 1985, Waldron &

Routh, 1981, and Tomlinson, 1987). Results showing that the women's view of the

marriage does not differ significantly from before to early after childbirth

challenges the literature's descriptions of childbirth as a major stressful event on

the marriage (Grossman, et al., 1980). An alternative explanation is that a

decline in adjustment occurs earlier in the first few weeks of postpartum, and

couples have resolved marital issues by 6-8 weeks postpartum. Another possible

explanation is that women are less likely to admit to marital dissatisfaction,

particularly during a vulnerable period which involves the experience of growing

and having a baby to expand the marriage into a family.

Hypothesis 3

The hypothesis predicting that fathers would have a more negative

perception of the marriage in late pregnancy versus postpartum was not

Supported. It was not anticipated that fathers’ view of the marriage would be

more positive at 6-8 weeks postpartum, given the previous literature that

described a decline in marital adjustment during this time period (Tomlinson,
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1987; Belsky, 1985). Previous research have indicated that expectant fathers'

reactions to pregnancy is marked by insecurities, anxiety, and discomfort

surrounding the sexual relationship and perception of unmet emotional needs

during pregnancy (Antle, 1975; Cath, Geurwitt & Ross, 1982) and perhaps these

reactions are reflected by a negative perception of the marriage during the

pregnancy. Another possibility is that father's perception of the marriage was

affected by the relatively high levels of symptom distress experienced by mothers.

A common theme expressed by fathers in this study was the acknowledgement of

mood variability in their wives during late pregnancy and feelings of helplessness

and anxiety in response to predicting mood alterations and assisting their wives to

cope. Finally, father's' view of the marriage as more positive during postpartum

may be reflective of his increased satisfaction with his spouse in her new

mothering role.

hesis 4

The hypothesis predicting no significant relationship between age, years of

education, and type of delivery to symptom distress in postpartum was supported.

Although no study can actually confirm that no relationship exists between specific

variables, this finding is congruent with previous research data that has not

supported an association between demographic and intrapartum variables with

postpartum depression (Murray and Gallahue, 1987; Gotlib, et al., 1989; Affonso,

et al., 1992).



Hypothesis 5

The hypothesis predicting that father's perception of infant temperament

would explain a significant percentage of the variance in his perceptions of the

marriage at 6-8 weeks postpartum after accounting for the pregnancy assessment

was supported. Although the finding indicates only a small contribution of this

variable (4% of explained variance), it is important because there are little data

on the relationship of infant temperament with fathers' perception of marriage

following childbirth. Only one previous study explored infant difficulty and the

results supported an association of infant crying with negative self and spousal

evaluations by fathers (Wilkie & Ames, 1986). This finding points to the need to

further explore fathers’ perceptions during the post-childbirth period when

considering the influence of parental views of marital adjustment.

Hypothesis 6

The hypothesis predicting that mother's perception of infant temperament,

father's perceptions of infant temperament, and father's perception of the

marriage would explain a significant percentage of the variance in mother's

perception of the marriage after controlling for marital perceptions assessed

during late pregnancy was not supported by the data. A small percentage (4%) of

the variance was explained by the set of variables, but this amount was

contributed only by father's perception of the marriage. Although this finding

indicates that parental assessments of infant temperament are not strong

correlates to mother's view of the marriage, father's view of the marriage is still
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relevant to the understanding of his wive's perception of marital adjustment

during postpartum.

The role of infant temperament as an influential factor in marital

adjustment was not evident as indicated by previous research that attributed

negative marital satisfaction of mothers during postpartum to the stress of coping

with difficult infant temperament (Tomlinson, 1987; Ruble, et al., 1981).

However, the assessment of infant temperament as a variable that needs to be

examined across time and in relation to other factors may be indicated. It may

have been a more influential factor on the marriage earlier in postpartum, or only

in situations of more difficult infant temperament, such as colic. Also,

discrepancies between how parents view their infants' temperament may affect the

marital relationship. Although there was a moderate correlation (r=.50) between

parental ratings, it is possible that a weaker relationship between assessments of

temperament could negatively affect both mother's and father's perception of the

marriage.

HVDothesi

The hypothesis predicting that mother's perception of the marriage would

explain a significant percentage of the variance in psychological symptom distress

in postpartum after accounting for pregnancy assessments of mother's perception

of the marriage and symptom distress was supported by the data. This small

contribution of this variable was small (3%) follows the reported data which has

linked the marital relationship to postpartum depression (Kumar & Robson, 1984;
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Whiffen, 1988). While there are clearly more influential factors contributing to

psychological symptom distress in postpartum than the marriage it still remains as

a factor to consider. It is possible that a stronger relationship between these

variables may exist when more negative marital adjustment and/or higher

symptom distress is evident.

For the women in this sample, it is probable that other worries and

concerns such as infant care were overriding priorities. For example, 80% of the

women were breastfeeding and problems in establishing infant feeding patterns

can be very stressful and anxiety provoking. Also, there is an association between

breastfeeding and depression at 3 months postpartum (Alder and Bancroft, 1988)

which is at least partially related to a lack of adequate sleep. A continuing

concern expressed by both parents during the postpartum assessments was

difficulties in breastfeeding and frustrations in problem solving for infant care.

Hypothesis 8

The final hypothesis predicting mothers' and fathers' perceptions of the

marriage and of infant temperament as explaining a significant percentage of the

variance in psychological symptom distress after accounting for in postpartum was

partially supported. The mothers' assessment of infant temperament was the only

variable with an association to symptom distress and accounted for 2% of the

variance. This data suggests infant temperament plays a small role in maternal

postpartum symptom distress. This finding is similar to that reported by Hopkins

and colleagues (1987) in which the ICO was used as the measurement to test the
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relationship of infant temperament to severity of postpartum depression. While

infant complications accounted for 12% of the variability in depression scores, the

ICQ contributed an additional 5% to the explained variance in the severity of

depression at 6 weeks postpartum. In terms of a comparison between levels of

perceived infant difficulty the mean of the Hopkins study, for non-depressed

(X = 24.96, SD = 7.66) and depressed women (X = 30.68, SD = 7.31) were

considerably higher than mothers’ (X = 18.01, SD = 5.49) and fathers'

(X = 19.16, SD = 5.44) in this study. The higher levels of infant difficulty in the

Hopkins study, may have resulted in the larger contribution of infant

temperament to depression.

Conclusions

The strength of this study is that the instruments demonstrated satisfactory

reliabilities in measurement of the variables to proceed with planned data

analyses. In addition, adequate sample size allowed power to detect significant

differences for hypotheses testing. Although much of the literature has supported

an increase in depression symptoms in the postpartum, there is beginning

evidence to suggest that pregnancy onset of symptoms is prevalent and should be

explored more fully (Atkinson and Rickel, 1984). In this study, mothers

experienced more global symptom distress during both pregnancy and postpartum

than non-pregnant samples. The finding that higher levels of symptom distress

occurred during late pregnancy as compared to 6-8 weeks postpartum provides

corroborative data that this period is highly stressful for mothers-to-be. Whether
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or not pregnancy symptom distress is a relevant factor in the development of

postpartum symptom distress was not answered in this study. Higher levels

occurring during pregnancy may suggest that women experience more distress, but

perhaps from different factors than in postpartum.

Although at a lower level than pregnancy, higher levels of symptom distress

than the normed non-pregnant sample with a mean of .31 (as reported by

Derogatis, 1983) during pregnancy and at up to 2 months postpartum still reflect

distress responses that may require attention from health care providers.

Certainly the subgroup from this sample with levels of symptom distress

paralleling normed groups of psychiatric patients require further evaluation and

follow-up if linked to health care services. Derogatis (1983) described a

psychiatric outpatient cohort (N=1002) with a GSI mean score of 1.26 (SD=.68)

and an inpatient psychiatric cohort (N=313) with a mean of 1.30 (SD=.82).

Twenty-two percent of the women in this study had GSI scores of at least 1.00

(10.7% with scores above 1.36) at the pregnancy assessment and 10.6% had GSI

scores of at least 1.00 (7.4% with scores above 1.35) at the postpartum

aSSesSment.

Although the data indicated that the role of the father may be relevant to

the understanding of factors influencing her perceptions of the marriage, the

prediction of mothers’ view of the marriage changing from pregnancy to

postpartum was not supported in statistical testing. A direct relationship of her

perception of the marriage to levels of symptom distress in postpartum was
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supported, but other factors need to be considered as more influential. The

finding that fathers' perception of the marriage is influenced to some degree by

variations in infant temperament warrants further examination.

Future Research

Further research is necessary on global symptom distress including

questions related to onset in pregnancy, resolution in postpartum, and the

influence of fathers’ symptom distress in predicting pregnancy and postpartum

symptom levels in the postpartum. Although the perception of marriage in terms

of changes in the assessment of overall marital adjustment may not have a large

direct influence on symptom distress, as found in this study; the impact of

pregnancy and postpartum on spousal feelings and perception in shaping a

woman's view of her world and translated into her symptom distress need to be

considered.

Since previous research has indicated the occurrence of significant

emotional and behavioral responses of fathers to pregnancy, the extent of their

global symptom distress during pregnancy and postpartum and possible effects on

mothers’ view of the marriage as well as on both mothers' and fathers' levels of

symptom distress should be examined. Ventura (1986) found that mothers'

symptoms of depression during postpartum contributed to fathers' perceptions of

more difficult infant behavior. The possibility for the occurrence of such

reciprocal relationships among the variables points to the need for further

research involving couples.
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Research examining the relationship of symptom distress during pregnancy

as a possible precursor to the development of depression provides another

direction to take in determining risk factors for women vulnerable to postpartum

depression or global symptom distress. An examination of those women who

experience "high" levels of symptom distress is now possible with the introduction

of this and other recent findings (Affonso, 1991) which showed similar levels of

Symptom distress for low risk pregnancy samples.

Comparisons of psychological symptom distress levels between women with

low versus high risk pregnancies can also be conducted to explore the implications

of problematic pregnancies on psychological adjustment both during pregnancy

and postpartum. Differences between normal versus problematic pregnancies and

outcomes such as prolonged psychological symptom distress for mothers have

implications for developing parent-infant interactions, and therefore, nursing

assessment and care implications.

Research questions can also be expanded to include the impact on the role

of infant temperament on symptom distress. Are actual differences in levels of

infant difficulty, as perceived by parents the most relevant factor in the etiology of

symptom distress? Just as the concept of "violated expectations" was meaningful

to mothers in previous research targeting the marital relationship it may be

important to also examine parents’ expectations for infant temperament prior to

the birth of the baby.
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APPENDIX A

Informed Consent



University of California, San Francisco
School of Nursing

Department of Family Health Care Nursing

Consent to Participate as a Research Subject

A. Purpose

A study is being done by Linda J. Mayberry, R.N., M.S. and
Dr. Dyanne D. Affonso to learn more about the emotional changes during
pregnancy and following the birth of a baby. To conduct the study, the
researchers will need to follow couples from late pregnancy to the early
postchildbirth (postpartum) period. Couples in the study will be asked to
complete several questionnaires during the period.

B. Procedures

If you agree to participate, you will be asked to complete 3-4 self-report
questionnaires during two time periods:

(a) 34-36 weeks of pregnancy (3 questionnaires)
(b) 6-8 weeks postpartum (4 questionnaires)

The questionnaires to be completed at 34-36 weeks of pregnancy include
questions on the marital relationship, emotional state and feelings of
tiredness or fatigue. These questionnaires related to infant care will be
completed 6-8 weeks postpartum. In addition, the researcher will ask couples
a brief series of questions related to the mothers’ health status during
pregnancy, labor, and postpartum. Completion of the questionnaires should
take 30-60 minutes of your time at each of the two time periods. Commitment
to this project will take a total of 2 hours during your pregnancy and
postpartum experience. All results from the questionnaires are available to
you upon request. You will also receive explanations about how to interpret
these results if you so desire.

C. Risks

1. Participation in research can cause a loss of privacy. To protect your
privacy the investigators will separate names from responses and will
identify the questionnaires only by code. The list that links code
numbers and names will be locked up.

2. The possibility exists that some of the items on the questionnaires may
make you uncomfortable or upset. You are free to decline response to anyquestion.

D. Benefits

There will be no direct benefit to you from participating in this study,
but the information gained will help the researchers to learn more about the
emotional distress during pregnancy and postpartum in order to help couples
cope and adapt following childbirth.

- - - - ---



E. Rights

1. This study has been explained to me and Linda L. Mayberry or Dyanne D.
Affonso (415-476-1732) are available for further contacts as necessary
regarding this study. You may call if you have any questions, issues or
problems arise at any time while you are a participant in this study.

2. You have been given a copy of this two-page consent form and of the
"Experimental Subject's Bill of Rights" to keep.

3. Your participation in this study is completely voluntary. You may
refuse to participate or may withdraw at any time without jeopardy to
receiving future health care.

If you have any comments or concerns about participation in this study,
you should first talk with the investigators. If for some reason you do
not wish to do this, you may contact the Committee on Human Research,
which is concerned with the protection of volunteers in research
projects. You may reach the committee office between 8:00 a.m. and
5:00 p.m., Monday through Friday by calling (415) 476-1814, or writing
Committee on Human Research, Box 0962, University of California, San
Francisco, San Francisco, CA 94143-0962.

If you wish to participate, please sign below.

Subject's Signature Date

Name of Participant Witness (not a physician)

CHR Approval # - H1778-06177-01

1/24/91
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Human Subjects Approval



COMMITTEE ON HUMAN RESEARCH
OFFICE OF RESEARCH AFFAIRS, Box 0962
UNIVERSITY OF CALIFORNLA, SAN FRANCISCO

TO: Dyanne D. Affonso, Ph.D., R.N. Linda Mayberry, RN, MS
Box 0606 Box 0606

RE: Impact of Marital Relationship and Infant Temperament on Symptom Distress
During Pregnancy and Postpartum

The Committee on Human Research, the UCSF Institutional Review Board holding
Department of Health and Human Services Multiple Assurance #M-1169, has reviewed and
approved this application to involve humans as research subjects.

APPROVAL NUMBER: H1778-06.177-01. This number is a UCSF CHR number and should
be used on all consent forms, correspondence and patient charts.

APPROVAL DATE: December 4, 1990. Expedited Review

EXPIRATION DATE: December 1, 1991. If the project is to continue, it must be renewed
by the expiration date. See reverse side for details.

ADVERSE REACTIONS/COMPLICATIONS: All problems having to do with subject
safety must be reported to the CHR within ten working days.

MODIFICATIONS: All protocol changes involving subjects must have prior CHR
approval.

QUESTIONS: Please contact the office of the Committee on Human Research at
(415) 476-1814 or campus mail stop, Box 0962.

Sincerely,

Rebecca L. Coleman, Pharm.D.
Chair
Committee on Human Research

HEPC Project # 90006177



GENERAL INFORMATION FOR APPROVALS

EXPIRATION DATE:

An expiration date of either the first or the 15th of the month is given on the front of this
form. Although the office of the Committee on Human Research will, as a courtesy, send a
reminder about 6 to 8 weeks in advance of the expiration date, it is the investigator's
responsibility to initiate the renewal process sufficiently early. The Department of Health
and Human Services and the University of California require at least annual review of all
projects involving humans as subjects. Please allow a minimum of 4 weeks for the CHR to
review and renew your application.

EXTRAMURAL FUNDING AGENCY CERTIFICATION:

The majority of the funding agencies require the University have an Institutional Review
Board and that the principal investigator have appropriate IRB approval. For most
funding agencies certification of IRB approval is accomplished by signing the face page of
most applications. The Institutional Officer signing for the application organization is the
Director, Office of Research Affairs. Non-federal agencies utilize a variety of
certifications including their own certification format. Questions regarding extramural
agency requirements should be directed to the Contracts and Grants Office, 476-2977.

Before a principal investigator submits an extramural funding proposal he/she should have
the appropriate IRB approval(s) in place. To submit a grant or contract proposal which
proposes the use of human subjects the Office of Research Affairs, Division of Contracts
and Grants, requests that you attach one copy of this IRB approval letter to the Contracts
and Grants Approval Form. If you are using more than one assurance, please submit one
copy of each approval letter.

PAYMENT OF SUBJECTS:

The University Purchasing Department will issue blanket requisition numbers. The
General Requisition should cite the following information:

--
a copy of the Approval letter;

--
the approved rate for each class of subjects and/or each procedure, or

--
the protocol page clearly stating the rates; and

--
a copy of the consent form showing the reimbursement statement.

With a blanket number, Form 5's can be submitted to Accounting. The Form 5 should
include:

--
the blanket number;

--
the subject's name and address for mailing;”

--
the subject's social security number.”

Because the use of names and social security numbers can create a confidentiality
problem, this point should be addressed both in the protocol and in the consent form.



APPENDIX C

Measures



* -----

Code

Time

Marital Relationship and Infant Temperament

During Pregnancy and Postpartum

Linda J. Mayberry, R.N., M.S.

University of California, San Francisco

School of Nursing

Department of Family Health Care Nursing

San Francisco, California 94143-0606



NSTRUCTIONS:

3elow is a list of problems people sometimes nave.
Please read each one carefully, and circle the number to * -
the right that best describes HOW MUCH THAT PROB
LEM HAS DISTRESSED OR BOTHERED YOU DUR
|NG THE PAST 7 DAYS INCLUDING TODAY. Circle ------

only one number for each problem and do not skip any
items. If you change your mind. erase your first mark

NAME

C CATION

- DUCATION:

3|DE .

*AARI TAL STATUS MAR _SEP —DIV —wl D —SING —

carefully. Read the example below before beginning,
and if you have any questions please ask about them.

HOW MUCH WERE YOU DISTRESSED BY:

DATE D.
NUMBER

AGE

EXAMPLE \

HOW MUCH we RE
YOU DISTRESSED BY

1. Bodyaches

v. SIT NUMBER

1. Headaches 1 O 1 2 3 4
2. Nervousness or shakiness inside 2 O 1 2 3 4
3. Repeated unpleasant thoughts that won't leave your mind 3 || 0 1 2 3 +

4. Faintness or dizziness 4 || 0 1 2 3 4

5. Loss of sexual interest or pleasure 5 O 1 2 3 4.

6. Feeling critical of others 6 || 0 1 2 || 3 || 4
7. The idea that someone else can control your thoughts 7 O 1 2 3 || 1

3. Feeling others are to blame for most of your troubles 3 O 1 2 3 º

9. Trouble remembering things 9 || 0 || 2 || 3 |
10. Worried about sloppiness or carelessness 1 O O 1 2 3 -1

11. Feeling easily annoyed or irritated 11 o 1 2 3 +

12. Pains in heart or chest 12 O º 2 3 --

13. Feeling afraid in open spaces or on the streets 13 || 0 1 2 3 4
14. Feeling low in energy or slowed down 14 || 0 1 2 3 || 1

15. Thoughts of ending your life 15 || 0 1 2 3 4
16. Hearing voices that other people do not hear 16 || 0 1 2 3 4
17. Trembling 17 O 1 2 3 4.

18. Feeling that most people cannot be trusted 18 || 0 1 2 || 3 || 4

19. Poor appetite 19 O 1 2 3 4

20. Crying easily 20 || 0 1 2 3 1

21. Feeling shy or uneasy with the opposite sex 21 || 0 1 2 3 4.

22. Feelings of being trapped or caught 22 || 0 1 2 3 +

23. Suddenly scared for no reason 23 || 0 1 || 2 || 3 || 4
24. Temper outbursts that you could not control 24 || 0 1 2 3 +

25. Feeling afraid to go out of your house alone 25 || 0 1 2 3 4
26. Blaming yourself for things 26 || 0 1 2 3 4
27. Pains in lower back 27 || 0 1 2 3 4.

28. Feeling blocked in getting things done 28 || 0 1 2 3
29. Feeling lonely 29 o
30. Feeling blue 30 || 0 1 2 || 3 || 4
31. Worrying too much about things 31 o 1 2 3 4
C2. Feeling no interest in things 32 º 3 *

33. Feeling fearful 33 || 0 -
2 3 a

34. Your feelings being easily hurt 34 9 1 2 3 +
35. Other people being aware of your private thoughts 35 | 0 2 || 3 || 4

- * * * * L- - - - - - - - - ~ P Tharrari at 1 c DH TY Please continue on the “clowind pade *
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HOW MUCH WERE YOU DISTRESSED BY

36.
37.
38.
39.
40.
41 .

42.
43.
44.

45.
46.
47.
48.
49.
50.
51.
52.
53.
54.

55.
56.
57.
58.
59.
60.
61.
62.
63.
64.

65.
66.
67.
68.
69.
70.
71.
72.
73.
74.
75.
76.
77.
78.
79.
80.
81.
82.
83.
84.
85.
86.
87.
88.

C3.
90.

Feeling others do not understand you or are unsympathetic
Feeling that people are unfriendly or dislike you
Having to do things very slowly to insure correctness
Heart pounding or racing
Nausea or upset stomach
Feeling inferior to others
Soreness of your muscles
Feeling that you are watched or talked about by others
Trouble falling asleep
Having to check and double-check what you do
Difficulty making decisions
Feeling afraid to travel on buses, subways, or trains
Trouble getting your breath
Hot or cold spells
Having to avoid certain things, places, or activities because they frighten you
Your mind going blank
Numbness or ting ling in parts of your body
A lump in your throat
Feeling hopeless about the future
Trouble concentrating
Feeling weak in parts of your body
Feeling tense or keyed up
Heavy feelings in your arms or legs
Thoughts of death or dying
Overeating
Feeling uneasy when people are watching or talking about you
Having thoughts that are not your own
Having urges to beat, injure, or harm someone
Awakening in the early morning
Having to repeat the same actions such as touching, counting, or washing
Sleep that is restless or disturbed
Having urges to break or smash things
Having ideas or beliefs that others do not share
Feeling very self-conscious with others
Feeling uneasy in crowds, such as shopping or at a movie
Feeling everything is an effort
Spells of terror or panic
Feeling uncomfortable about eating or drinking in public
Getting into frequent arguments
Feeling nervous when you are left alone
Others not giving you proper credit for your achievements
Feeling lonely even when you are with people
Feeling so restless you couldn't sit still
Feelings of worthlessness
The feeling that something bad is going to happen to you
Shouting or throwing things
Feeling afraid you will faint in public
Feeling that people will take advantage of you if you let them
Having thoughts about sex that bother you a lot
The idea that you should be punished for your sins
Thoughts and images of a frightening nature
The idea that something serious is wrong with your body
Never feelinq close to another person
Feetings or guilt
The idea that something is wrong with your mind

■ or...-:- - - - 1 o T R -. . . . . ~~~~ - D FM - - - - - * ... Tº L. f*

37
38
39
40
41
42
43
44

45
46
47

48
49
50
51
52
53
54

55

56
57
58
59
60
61
62
63
54
65
66
37
68
69
7O
71
72
73
74
75
-

w

77
73
79
3O
81
82
83
84

85
86
37
~ 3

J. Sº

90

36

º

~

O

-

s



Mostpersonshavedisagreements
inthe
ir

relationships.

MaritalQuestionnaire

of
disagreementbetweenyouandyourpartner.

Foreachitem,pleasechecktheextentof
agreement AlmostAlmost

AlwaysAlwaysOccasionally
|

Frequently
I

AlwaysAlways AgreeAgreeDisagreeDisagree
|

Disagree
|

Disagree 54.32I0

2.
Matters
of
recreationHandlÍngfamilyfinances

3.
Religiousmatter
8 4. 5

FriendsDemonstrations
of
affection

6.

Sexrelations
.

Conventionaiity(correct
or

properbehavior)
.

Philosophy
ofTife

9.Waysof
dealingwithparentsor

in-laws
10.Aims,goals,andthingsbelieved __important



Almost
-

Almost
||T

AlwaysAlwaysOccasionally
|

Frequently
||

AlwaysAlways AgreeAgreeDisagreeDisagree
|

Disagree
|

Disagree

----54321|0

|1.
Amountoftimespenttogether 12.Makingmajordecisions-

-

AlmostAlmost
I
T AlwaysAlwaysOccasionally
|

Frequently
||

AlwaysAlways AgreeAgreeDisagreeDisagree
|

Disagree
|

Disagree

-5432|1||0

|
3.

Householdtasks 14.LeisuretimeInterestsand
-

----
act
ivit.es

15.Careerdecisions

More----

A11Mostofoften
thetime
I
thetimethannot

0ccasionally
|

Rarely
|

Never

-__0
12345

16.Howoftendoyoudiscussorhave
youconsidereddivorce,separation,

or
terminatingyourrelationship?

17.HowoftendoyouoryourmateTeave
thehousea■ ter
a

fight?



More

A]1
Mostofoften

thetimethetimethannotOccasional
ly|
RarelyNever

---012345

18.In
general
,
howoftendoyouthink

thatthingsbetweenyouandyour partneraregoingwell?
19.Doyouconfide
inyourmate?-

--
-

20.Doyoueverregretthatyou

married?(orlivedtogether)
t

More

A11Mostofoften
thetime
I
thetimethannot

Occasionally
|

Rarely
|

Never

-||0l2345

21.Howoftendoyouandyourpartner quarrel
?

22.Howoftendoyouandyourmate|T-

"getoneachother'snerves?"

Almost

EveryDay
I

EveryDay
||

OccasionallyRarelyNever

---__4
32l0 23.Doyoukissyourmate?



AllofMostofSomeofVeryfewNoneof
thenthemthemofthemthem 432l()

24.Doyouandyourmateengagein

outs
I
de
intereststogether?

Ilowoftenwouldyousaythefollowingeventsoccurbetweenyouandyourmate
7

ITLessthanOnceorOnceor

once
a

twice
a
twiceOnce
a
More

Nevermonthmonthweekdayoften 0l2345

25.Have
ast
■ imulatingexchange
ofideas 26.Lauri,together

--- 27.Caimiydiscusssomething-- 28.Worktogether
ona
project
-

--- Thesearesomethingsaboutwhichcouplessometimesagreeandsometimesdisagree.Indicate
ifeither itembelowcauseddifferences

of
opinions
orwereproblems
inyourrelationshipduringthepastfew weeks.(Checkyesorno).

YesNo

29.Beingtootiredforsex. 30.

Notshowinglove.



31.Thedotsonthefollowinglinerepresentdifferentdegreesof
happiness
inyourrelationship.
Themiddle point,"happy,"representsthedegreeof

happiness
ofmostrelationships.PleaseCIRCLEthedotwhichbest describesthedegreeof

happiness,allthingsconsidered,
ofyourrelationship. ()|23456 ExtremelyFairly

Al,1ttle
HappyVeryExtremelyPerfect UnhappyUnhappyUnhappyHappyHappy

32.Whichofthefollowingstatementsbestdescribeshowyoufeelaboutthefutureofyourrelationship? I
wantdesperately
formyrelat
I
ol,shipto
succeed,andwouldgotoalmostanylengthtoseethatit it

succeed.
Itwouldbeniceifit
succeeded,but
I

refusetodoanymorethan
Iamdoingnowtokeepthe

relationshipgoing. My
relationship
canneversucceed,andthereisnomorethat
I
candotokeepthe
relationshipdoes.

I
wantverymuchformy
relationship
to
succeed,andwilldoall
I
cantoseethatitdoes.
I
wantverymuchformy
relationship
to
succeed,andwilldomyfairsharetoseethatitdoes. Itwouldbeniceifmy

relationshipsucceeded,butIcan'tdomuchmorethan
Iamdoingnowtohelp going.



INF

Part I.

Your baby's birth date

Your baby's sex

Birth weight

Length at birth

Present weight (if known)

Part II.

typical of your baby.
would be scored.

1.

On the following questions please circle the number that is most
"About average" means how you think the typical baby

to calm or soothe your baby whenHow easy or difficult is it for you
he/she is upset?

1 2 3

very easy about

How easy or difficult is it for you
sleep and wake up?

1 2 3

very easy about

How easy or difficult is it for you
hungry?

1 2 3

very easy about

How easy or difficult is it for you
when he/she cries or fusses?

l 2 3
very easy about

4 5 6 7

average difficult

to predict when your baby will go to

4 5 6 7

average difficult

to predict when your baby will become

4. 5 6 7

average difficult

to know what's bothering your baby

4 5 6 7

average difficult

How many times per day, on the average, does your baby get fussy and
irritable -- for either short or long

1 2 3
never 1-2 times 3-4 times 5-6 times

periods of time?

4. 5 6 7
7-9 times 10-14 times more than 15



10.

11.

How much does your baby cry and fuss in general?

1 2 3 4. 5

very little; average amount;
much less than the about as much as

average baby the average baby

How did your baby respond to his/her first bath?

1 2 3 4 5

very well-- neither liked
baby loved it nor disliked it

How did your baby respond to his/her first solid food?

1 2 3

very favorably--
liked it immediately

4. 5
neither liked
nor disliked it

How does your baby typically respond to a new person?

1 2 3 4. 5

almost always responds favorably
responds favorably about half the time

6 7
a lot; much more
than the average
the average baby

6 7

terribly--
didn't like it

6 7

very negatively.--
did not like it
at all

6 7

almost always
responds
negatively at
first

How does your baby typically respond to being in a new place?

1 2 3 4 5

almost always responds favorably
responds favorably about half the time

6 7
almost always
responds
negatively at
first

How well does your baby adapt to things (such as in items 7-10)
eventually?

1 2 3 4. 5

very well, ends up liking
always likes it it about half
eventually the time

6 7

almost always
dislikes it
in the end



12.

13.

14.

15.

16.

17.

18.

How easily does your infant get upset?

1 2 3 4 5 6 7

very hard to about average very easily upset
upset--even by by things that
things that upset wouldn't bother
most babies most babies

When your baby gets upset (e.g., before feeding, during diapering, etc.),
how vigorously or loudly does he/she cry and fuss?

1 2 3 4. 5 6 7

very mild moderate intensity very loud or
intensity or or loudness intense, really
loudness cuts loose

How does your baby react when you are dressing him/her?

1 2 3 4. 5 6 7

very well-- about average-- doesn't like it
likes it doesn't mind it at all

How active is your baby in general?

1 2 3 4. 5 6 7

very calm average very active
and quiet and vigorous

How much does your baby smile and make happy sounds?

1 2 3 4. 5 6 7

a great deal, an average amount very little,
much more than much less than
most infants most infants

What kind of mood is your baby generally in?

1 2 3 4. 5 6 7
very happy neither serious Serious
and cheerful nor cheerful

How much does your baby enjoy playing little games with you?

1 2 3 4. 5 6 7

a great deal, about average very little,
really loves it doesn't like it

very much



19.

20.

21.

22.

23.

24.

25.

How much does your baby want to be held?

1 2 3 4. 5 6 7
wants to be sometimes wants a great deal--
free most of to be held; wants to be held
the time sometimes not almost all the

time

How does your baby respond to disruptions and changes in the everyday
routine, such as when you go to church or a meeting, on trips, etc.?

l 2 3 4. 5 6 7
very favorably, about average very
doesn't get upset unfavorably,

gets quite upset

How easy is it for you to predict when your baby will need a diaper
change?

1 2 3 4. 5 6 7

very easy about average very difficult

How changeable is your baby's moods?

1 2 3 4. 5 6 7
changes seldom, about average changes often
and changes slowly and rapidly
when he/she does change

How excited does your baby become when people play with or talk to
him/her?

1 2 3 4. 5 6 7

very excited about average not at all

Please rate the overall degree of difficulty your baby would present for
the average mother.

1 2 3 4 5 6 7

super easy ordinary, some highly difficult
problems to deal with

On the average, how much attention does your baby require, other than for
caregiving (feeding, diaper changes, etc.)?

1 2 3 4. 5 6 7

very little-- average amount a lot.--much more
much less than than the average
average baby



26.

27.

28.

When left alone, your baby plays well by him/herself.

1 2 3 4. 5 6 7
almost always about half the time almost never--

won't play by
self

How does your baby react to being confined (as in a cars eat, infant seat,
playpen, etc.)?

1 2 3 4. 5 6 7
very well-- minds a little or doesn't like it
likes it protests once in a while at all

How much does your baby cuddle and smuggle when held?

1 2 3 4 5 6 7

a great deal-- average; sometimes does very little,
almost every time and sometimes doesn't seldom cuddles
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