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Recent research found that 15 per cent of mothers-to-be in Hong Kong suffer 

from serious antenatal depression and 10 per cent of mothers have serious postnatal 

depression (Lee, 2001). A comprehensive literature review identified a specific 

research question. This thesis has, therefore, examined the relevance of the 

involvement of a woman’s partner to the development of postpartum depression in 

Hong Kong, and its implication on the direction of local health care education on 

this mood disorder. Two hundred and ninety-eight women were prospectively 

studied from antenatal visit at third trimester to three months postpartum. The 

participants’ levels of depressive symptomatology and the levels of paternal support 

received were monitored by using the Edinburgh Postnatal Depression Scale (EPDS), 

and the Paternal Support Questionnaires (PSQ) at the same time points.

The study found that decreased paternal support during pregnancy and 

following delivery was significantly correlated with an increased risk of postpartum 

depression in women in Hong Kong. The timing, type and duration of paternal 

support available are relevant. In addition, there is a minimum level of paternal 

support necessary to minimize postpartum depression.

Postpartum depression is a potential health and social problem for women 

and their families in Hong Kong. Apart from the present maternity leave for women,
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the local government and employers may need to consider also providing paternity 

leave to men, so that they would participate more in perinatal education programs 

organized by the local Health Authority, and be able to provide practical/instrumental 

support to their partners during perinatal period. For the benefit of the local 

community strategic planning in education on postpartum depression, and postnatal 

care for both husbands and wives by health care education providers is recommended.
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CHAPTER 1

POSTPARTUM DEPRESSION

1.1 INTRODUCTION

Postpartum depression is a social and health problem for women (Curham,

2000) and their families (Cox & Holden, 1994). It may affect women’s 

thinking and behavior (Herz, 1992), their relationship with their partners 

(Boath, 1996) and their children (Beck, 1996b). There is more and more 

evidence that children’s social and cognitive development may be adversely 

affected as a result of their mothers suffering from postpartum depression 

(Murray, 1992). It is now generally recognized that around 10 per cent to 20 

per cent of recently delivered women are afflicted with postpartum 

depression (Kumar and Robson, 1984; Cooper et al., 1988; Cox et al., 1993; 

O’Hara & Swain, 1996). Recent studies in Hong Kong (Lee, 1998; Lee, 2001) 

found that 15 per cent of women suffered serious antenatal depression and 10 

per cent of women suffered serious postnatal depression. Hong Kong 

medical profession has not been giving sufficient attention and resources to 

perinatal mental health (Lee, 2000), therefore, little is known about the 

aetiology, natural outcomes, and treatment response of postpartum 

depression. A recent study in Hong Kong (Yip et al., 1997) shows that 

suicide is the second leading cause of maternal mortality. We anticipate that 

a lot of work needs to be done to enhance the psychological health of 

childbearing women in the local community. One objective of the study is to 

make recommendations for the future health care education strategy and
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planning in reducing the risk of postpartum depression in the Hong Kong 

community.

The traditional Chinese postpartum period is patterned by a host of rituals, 

restrictions, and taboos, commonly known as “doing the month” (Pillsbury, 

1978; Cheung, 1997). Hong Kong although rooted in the Chinese tradition, 

with continuing westernization and modernization, it has developed into a 

cosmopolitan city. As a result, there is an increasing proportion of Hong 

Kong women and their families giving up the traditional postpartum customs. 

However, it is necessary and of interest to look at the exclusive benefits that 

a new Chinese mother enjoys in the first 4-6 weeks after delivery, as well as 

the traditional customs experienced during this period and the impact of 

them on postpartum depression in Chinese women.

As an introduction to the context of the research study, the nature of 

postpartum depression and its consequences are described, highlighting some 

of the factors that put women at risk. Its prevention and treatment are also 

discussed, in addition to a review on the global incidence of postpartum 

depression. Then there is an introduction about Hong Kong, the city where 

the study is taking place. The description includes the city’s environment, its 

economy and employment, its health care system, the efforts it has made in 

health care education, and an update on the development in Hong Kong 

women’s health. This chapter briefly reviews the Chinese traditional 

postpartum customs and their modem adaptation by women in Hong Kong.
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It also examines the potential relevance of local economic condition to the 

development of postpartum depression in the community.

1.2 DEFINITIONS

Women of childbearing age are at high risk of depression in Western 

countries (Myers et al., 1984; Kessler et al., 1994;). For example, the 6- 

month period prevalence of depression among women aged 25-44 is 

approximately 10 per cent (Myers et al., 1984). Since depression is so 

common among women of childbearing age, it is not surprising that many 

women are depressed after delivery. Along with their happiness, the mothers 

of a newborn baby may also bring home unanticipated pressure, all of which, 

if unprepared, can trigger feelings of hopelessness and despair. There is 

considerable variation in the severity, duration, and timing of postpartum 

mental illness (Watson et al., 1984; O’Hara et al., 1994b). These variations 

will be covered in detail in the latter part of the thesis. Postpartum 

psychiatric disorders have been divided into three categories, all of which are 

distinguished in the main by their relative severity. They are: postpartum 

blues, postpartum depression, and postpartum psychosis,.
it

Postpartum blues (also referred to as third day blues) refers to a transient, 

self-limiting emotional upset which occurs during the days immediately 

following a birth (Miller, 2002). The new mother cries suddenly for no 

apparent reason during the first ten to twelve days after birth (Curham, 2000). 

The blues may be physiological rather than pathological (Dalton, 2000). 

About 40 per cent of live births in the United States in 1992, according to
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O’Hara et al. (1994b), were later complicated by postpartum blue. These 

emotions may include hypomania, excitement and irritability, followed by 

intense sadness. Every experience is unique, and the treatment the woman 

receives may influence her future health and emotional well-being (O’Hara 

et al., 1994b). The blues usually disappear about two weeks after delivery 

(Curham, 2000).

Postpartum depression is more rigidly defined as ‘the first occurrence of 

psychiatric symptoms severe enough to require medical help occurring after 

childbirth’ (Direct quote from Dalton, 2000, p.3). It may start immediately 

after delivery, carry on from the blues, when the mother stops breastfeeding, 

or start any time during the first year after childbirth or up to the return of 

normal menstruation (Dalton, 2000). In some mothers it is self-limiting and 

disappears in a few weeks or months. In others, however, it may persist for 

as long as a year or more (Gelder, 1978; Campbell, 1992). According to 

Cox’s study in 1993, about 10 per cent of newly delivered women may 

experience emotional instability and turmoil, which may affect every aspect 

of their life. Green (1998) pointed out that after childbirth, women 

experience a spectrum of emotions which range from euphoria to misery, yet 

may not be clinically depressed. She also pointed out that, when assessed for 

depression, at least as many women are depressed during antenatal period 

(10 per cent) as after delivery. However, as Cox (1993) showed, the peak 

time is five weeks after delivery. The signs and symptoms of depression are 

varied (Herz, 1992).
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Postpartum psychosis appears at the other end of the severity continuum, and 

refers to a severe and relatively rare psychiatric disorder (Herz, 1992), often 

affective in nature (Miller, 2002). Usually, hospitalization is necessary for 

women suffering from a postpartum psychosis to protect the life of, and 

possible harm to the baby, mothers and others (Dalton, 2000). In contrast to a 

neurosis, the psychosis involves gross distortions of external reality or 

disorganization of personality. The patient loses insight and becomes 

unaware that he or she is ill. Puerperal psychosis is a serious and obvious 

psychiatric disorder for new mothers. O’Hara et al. (1994b) pointed out that 

about 0.2 per cent of women become psychotic after delivery. It is 

characterized by bizarre behavior (Herz, 1992). High risk groups are those 

with a history of puerperal psychosis, psychiatric problems, or with a family 

history of mental illness (Watson et al., 1984; Campbell et al,. 1992; Murray, 

1997b) .

1.3 SYMPTOMS

Table 1 describes three types of symptoms for baby blues, postpartum

depression and postpartum psychosis. They are: physical symptoms, mental
£■

state, and behavioral reactions.



Table 1 Symptoms for postpartum disorders (Derived from literature in Herz)

S y m p to m s B a b y  B lues P o s tp a r tu m  D e p re ss io n P o s tp a r tu m
P sy ch o s is

P hysica l
S ym ptom s

L ack  o f  sleep

N o  energy

F o o d  c rav ing  o r loss 
o f  appe tite

F eeling  tired  even  
a f te r  s leep ing

H eadaches 

N u m b n ess 

T ing ling  in  lim bs 

C hest pa in s 

H ea rt p a lp ita tions 

H yperv en tila tin g

R efu sa l to  ea t

Inab ility  to  s top  
ac tiv ity

F ran tic  ex cessiv e  
ene rgy

M en ta l S tate A n x ie ty  and  
ex cessive  w o rry

C o nfusion

G rea t concern  over 
p h y sica l changes

C o n fu sio n  and  
nervousness

F ee lin g  “ I ’m  no t 
m yse lf; th is  isn ’t  m e”

L ack  o f  con fidence

S adness

F ee lin g  overw h elm ed

D esp o n d en cy  o r  desp a ir

F eelings o f  inadequacy

Inab ility  to  cope

H o pelessness

O v er concern  fo r b a b y ’s 
h ea lth

Im paired  concen tra tion  o r 
m em o ry

L oss o f  n o rm al in terests  

T hough ts  o f  su ic ide  

B izarre  o r  s trange though ts

E x trem e co n fu sio n

L oss o f  m em o ry

In co h eren ce

B izarre
h a llu c in a tio n s

B eh av io ra l
R eac tions

C ry in g  m o re  than  
u sua l

H y p erac tiv ity  o r 
ex c itab ility

O ver-sen sitiv ity

F ee lings h u rt easily

Irritab ility

L ack  o f  fee ling  fo r 
th e  baby

E x trem e b ehav io r 

P an ic  a ttacks 

H ostile

N ew  fears o f  phob ias

H allucina tions

N igh tm ares

E x trem e g u ilt

N o  fee lings fo r b aby

O v er co n cern  fo r b aby

F eeling  “o u t o f  co n tro l”

F ee lin g  like  “y o u  are  g o ing  
c razy ”

S usp ic iousness

Irra tional
sta tem en ts

P reo ccu p a tio n  w ith  
tr iv ia
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1.4 CAUSAL FACTORS

1.4.1 Background factors

Apart from joy and happiness, childbirth brings an additional financial
«

burden to a family. This together with the difficult demands of caring for the 

baby, may increase the stress after delivery and hence a woman’s risk of 

blues or depression (Brown & Harris, 1978; Seguin, 1999). Educational 

levels of pregnant women and social demographic factors may have an 

impact on their capability to adjust to their new role -  as mothers, and their 

confidence in coping with the new stress that lies ahead (O’Hara et al., 1986; 

Campbell & Cohn, 1991; Gotlib et al., 1991).

1.4.2 Stressful life events

The occurrence of negative life events such as serious illness in a family 

member and unemployment, may raise the risk of depression during 

pregnancy and after delivery (O’Hara et al., 1994b). Negative events might 

be especially potent during this period if they have implications for the 

woman’s ability to properly care for her infant such as severe financial 

burden or being abandoned by her spouse (Murray, 1997b). Research 

(Cutrona, 1983; Beck, 1996a) has found that the greater the number of 

stressful life events experienced during pregnancy and following delivery, 

the greater the risk of postpartum depression. O’Hara’s studies (1983a; 1986) 

found that subjects who experienced postpartum depression reported more 

negative life events since the beginning of pregnancy and since delivery than 

subjects who did not experience postpartum depression. In addition, Marks, 

Wieck, Checkley & Kumar (1992) found that there may be a higher risk of

7



relapse after delivery among women with previous histories of affective 

disorder. Although studies so far, taken as a whole, do suggest an important 

role for negative life events in postpartum depression (Cutrona, 1983; 

O’Hara et al., 1983a; O’Hara et al., 1986; Norbeck, 1989), more work is 

needed to ascertain their impact on the incidence and severity of the mental 

illness.

1.4.3 Marital relationship

Probably no relationship is more important to a woman during the 

puerperium than that with her spouse (O’Hara et al., 1994b). In many cases 

postpartum depressed women report poor marital relationships after delivery 

(Cox et al., 1982; O’Hara et al., 1983a; O’Hara et al., 1994b). In some 

occasions when assessing the marital relationship during pregnancy it was 

discovered that the poor marital relationship preceded the postpartum 

depression (Kumar & Robson, 1984; O’Hara et al., 1986; Robinson, Olmsted, 

& Gamer, 1989; Gotlib et al., 1991). However, marital distress during 

pregnancy may not always predict postpartum depression or depression 

relapse during the puerperium, though it is likely to be a key risk factor.
n

1.4.4 Parental conflict

There have been few investigators studying the effect of parental conflict on 

the likelihood of postpartum depression (Murray, 1997b). Kumar and 

Robson (1984) found that a poor relationship with the woman’s own mother 

(assessed in early pregnancy) predisposed the woman to become depressed 

postnatally. Gotlib et al. (1991) found that women who were diagnosed as

8



depressed in the postpartum, reported more negative perceptions of the 

caring they had received from their own parents. Nevertheless there are 

conflicting results from studies in this aspect. For example, Watsons et al. 

(1984) found no association between childhood separation from parents and 

postpartum depression. Hence more research may be necessary to conclude 

the findings.

1.4.5 Social support

Spouse, family and friends acting as a confidant, or providing social support 

such as helping in household tasks and baby care during times of stress may 

lower the risk of depression (Mueller, 1980). The findings from research 

linking social support and postpartum depression have been rather consistent 

(Murray, 1997b). Lack of spousal support has been found to be associated 

with increased levels of postpartum depression by O’Hara et al. (1983a; 

1986). Also, lack of an adequate confidant or lower levels of support from a 

confidant may be associated with postpartum depression (O’Hara et al., 

1983a). Cutrona (1984) reported that the perception of less social support 

available during pregnancy was associated with increased postpartum 

depression symptoms. However, Hopkins et al. (1987) did not find an 

association between social support and the mental disease. Belsky, Lang, & 

Rovine (1985) and Waldron & Routh (1981) found that marital relationships 

tended to deteriorate after delivery relative to pregnancy. Its cause was not 

altogether clear, although it may be that many women were expecting their 

partners to help in household tasks and baby care, which had not happened in 

reality. Nonetheless, there is a need to conduct further research in this area to
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elucidate the findings. To address this need, the present study was designed 

to elucidate the relevance of the involvement of a woman’s partner to the 

development of postpartum depression in Hong Kong

1.4.6 Personal and family psychopathology

Women who have experienced psychiatric disorder before appear to be at 

risk of postpartum depression (Murray, 1997b). A study (Marks et al., 1992) 

which included women with a previous history of bipolar disorder, schizo

affective disorder, or major depression found that 22 of the 43 women (51 

per cent) experienced a psychotic or non-psychotic depression or mania (and, 

in a few cases, an anxiety disorder) following delivery. Women with a 

history of postpartum depression remain at high risk of recurrent episodes 

with subsequent pregnancies (Miller, 2002). An unpublished study by Dalton 

in 1979 reported that among 221 women who had a subsequent pregnancy 

after the previous one had been affected by postpartum depression, as many 

as two-thirds (68%) of these women experienced another postpartum 

depression (Dalton, 2000). Wisner (2002) in her review on postpartum 

depression concluded that in women with previous episodes of postpartum 

depression, the risk of recurrence is one in four. However, this general link 

between the history of psychiatric disorder and postpartum depression has 

not always been found (Kumar & Robson, 1984). Such links may need to be 

ascertained by future studies.

Family history of psychopathology has also been studied as a predictor of 

postpartum depression (Murray, 1997b). The findings from some studies
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(Watson et al., 1984; Campbell et al., 1992;) have supported an association 

between family psychopathology and postpartum depression. In addition, 

O’Hara (1994b) reported that postpartum depressed subjects had a greater 

proportion of depressed mothers than did the postpartum non-depressed 

subjects. Nevertheless, a recent meta-analysis (O’Hara & Swain, 1996) 

suggests that overall there may be little or no association between family 

history of psychopathology and postpartum depression.

1.4.7 Obstetric factors

O’Hara, Schlechte, Lewis, & Varner (1991) found that among women with a 

previous history of depressive disorder, delivery by forceps or Caesarean 

section was associated with the occurrence of postpartum depression. 

According to Fisher (1997) the mode of delivery may also be the 

determining factor. ‘ Those women who had spontaneous vaginal deliveries 

would be most likely to experience a marked improvement in mood and an 

elevation in self-esteem (measured by Rosenberg Self-Esteem Questionnaire) 

across the late pregnancy to early postpartum interval. In contrast, women 

who had Caesarean deliveries were significantly more likely to experience a 

deterioration in mood and a diminution in'self-esteem. The group who 

experienced instrumental intervention in vaginal deliveries may fall midway 

between the other two groups, reporting neither an improvement nor 

deterioration in mood and self-esteem.’ (Direct quote from Fisher, 1997, p. 

728). The joint presence of depression during pregnancy and relatively 

higher levels of obstetric stressors was a significant risk factor for 

postpartum depression (Murray, 1997b).
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Mothers of pre-term infants often become depressed, which may, in turn, 

have a negative outcome on the health of their child (Herz, 1992). It was 

found by Locke et al. (1997) that maternal depression was related to the 

severity of the initial neonatal illness and was significantly related to intra

ventricular hemorrhage and broncho-pulmonary dysplasia.

In a study of 425 women in 1997, Hickey et al. revealed that early discharge 

(discharged within 72 hours) from hospital puts women at a significantly 

increased risk of developing postpartum depression. This risk persisted when 

other socio-demographic, obstetric and psychosocial risk factors were 

controlled for in statistical analyses. The potential to develop postpartum 

depression should be considered in all women choosing early discharge from 

hospital (Hickey et al., 1997). The association found in the study between 

early discharge and postnatal depression merely suggests causality.' A 

prospective controlled study with women randomly assigned to early- or 

standard- discharge programs is needed to identify any causal link between 

early discharge and postnatal depression.

Studies in the 1980s (Kumar & Robson, 1984; Watson et al., 1984) found no 

evidence that previous abortion or miscarriage increases risk of postpartum 

depression. A recent study (Miller, 2002) reports that women who lose 

offspring via miscarriage or stillbirth are at risk of developing major 

depression. The risk of major depression after miscarriage is especially high 

for women who are childless. This risk elevates and reaches its highest point 

within the first six months after pregnancy loss (Janssen, 1996). After
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stillbirth, women at especially high risk are those who fail to show any signs 

of grief during the first 2 weeks, and those women for whom grieving shows 

no sign of abating 6 to 9 months after the loss (Condon, 1986). An unplanned 

or unwanted pregnancy is a new predictor of postpartum depression (Najman, 

1991; Beck, 2001a).

1.4.8 Biological and physical factors

The psychopharmacology revolution in the 1950’s stimulated a renewed 

interest in the relationship between postpartum depression and hormonal 

changes. Many hypotheses accounting for the biological basis of postpartum 

blues and depression have been tested in a large number of studies in the past 

20 years (Dalton, 1980; Harris et al., 1989; O’Hara et al., 1991; Harris et al., 

1992). According to O’Hara et al. (1994b), although hormonal research has 

identified potential links with depression, and hormonal factors have been 

thought to play an important etiological role in postpartum depression, there 

may be problems with much of the research. ‘For example, various diurnal 

hormonal changes occur in late pregnancy, making research difficult. 

Another difficulty with this research is that the primary focus has been on 

psychotic reactions, and as a result of recruiting psychotic patients, the 

sample sizes have been small. Hormonal studies often have not been carried 

out on the higher incidences of the ‘blues’ or moderate depression disorders’ 

(Direct quote from Herz, 1992, p.9).

Evidence regarding the role of progesterone, estrogen, prolactin, cortisol, 

oxytocin, thyroxin, and vasopressin in postpartum depression remains
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contradictory (Hendrick et al., 1998). A study by Harris et al in 1996 showed 

no support for a direct association of progesterone with postnatal mood at 6 

weeks postpartum. According to Hendrick et al (1998) studies so far do not 

consistently support any single biological etiology for postpartum depression, 

and future research on the biological factors that may underlie postpartum 

mood disorders should attempt to control for psychosocial variables, which 

may confound the data. Therefore, only additional research will clarify any 

biological links to the origin of postpartum depression.

Women who gain excessive weight during pregnancy may wish to return to 

their pre-pregnancy weight as quickly as possible. Drastic dieting may cause 

the onset of postpartum depression (Dalton, 2000).
\

‘Psychosocial consequences of breastfeeding could explain the association 

with low mood’ (Direct quote from Cox & Holden, 1994, p.67). Breast

feeding mothers have little chance of time off from their baby, and they may 

find it difficult to resume social life. Therefore, breast-feeding mothers 

should be encouraged to seek help with routine household tasks, and to care 

for themselves as well as the infant. Family, friends and especially partners 

may all need to be educated into the need to provide extra help. Another 

possible connection between breast-feeding and postpartum depression is 

weaning and the hormonal changes it involves (Curham, 2000). As soon as a 

mother stops breast-feeding, the level of the hormone prolactin starts to drop 

(Curham, 2000). Harris et al. (1989) reported that lower levels of prolactin 

were associated with higher levels of depression at 8 weeks postpartum.
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However, O’Hara, Schlechte, Lewis & Varner (1991) found no association 

between prolactin levels during pregnancy and after delivery and postpartum 

depression. Inconclusive findings with respect to prolactin could be due to 

methodological problems (O’Hara et al., 1994b) because it is a difficult 

hormone to measure well in the puerperium (Murray, 1997b).

1.4.9 Summary of causal factors

None of the potential social and psychological causal factors in postpartum 

depression have been supported unambiguously in the literature (O’Hara et 

al., 1994b). The discussion above suggests that there may be a more complex 

causal pattern or chain involved in the etiology of postpartum depression 

than simply biological and/or obstetric variables can explain (Herz, 1992). 

There is good evidence that a woman’s psychological adjustment before and 

during pregnancy is associated with the development of postpartum 

depression (O’Hara et al., 1994b). Women who experience high levels of 

stress during pregnancy and after delivery, and women who lack a supportive 

spouse, appear to be particularly vulnerable to developing postpartum 

depression (Norbeck, 1989). The present study on “The relevance of the 

involvement of a woman’s partner to the development of postpartum 

depression in Hong Kong” is going to investigate this aspect further in the 

population of Chinese women.

15 PREVENTION AND TREATMENT

Relatively few specific treatments for postpartum mood disorders have been 

developed and evaluated (O’Hara et al., 1994b). Antidepressant medication
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is the main treatment for moderate to severe postpartum depression (Miller, 

2002). Estrogen therapy has been found to be significantly more effective 

than placebo for treating postpartum depression (Gregoire, 1996) and 

psychosis (Ahokas, 2000). Cognitive-behavioral and interpersonal 

psychotherapy have demonstrated efficacy for treating postpartum 

depression (Stuart, 1995a; Stuart, 1995b). Couples intervention can improve 

the mental health of both the patient and the partner (Misri, 2000). For 

women whose depression has interfered with attachment to the infant, 

parenting coaching can improve dyadic interactions (Onozawa, 2001). Self- 

help networks, such as “Postpartum Support International” and “Depression 

After Delivery” can provide education and support groups (Miller, 2002). 

Women with severe depression, suicidal ideation, or psychosis should be 

referred for psychiatric care (Miller, 2002). Whitten et al. (1996) suggested 

that women and their families need to be made more aware of the signs and 

symptoms of postpartum depression and that counseling, rather than drug 

therapy, is effective in improving mood. Antenatal education of couples on 

the emotional upheavel after birth and the recognition of signs of depression, 

are valuable in the detection and subsequent treatment of women with 

postpartum depression (Cox & Holden, 1994; Nolan, 1997).

1.5.1 Screening

The symptoms of postpartum depression may appear anywhere from three 

days to one week after delivery (Herz, 1992). The average length of hospital 

stays recently has been dramatically reduced to as brief a period as twenty- 

four hours following uncomplicated deliveries due to early hospital
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discharge policy in the US and in Hong Kong. As a result, health care 

professionals in hospitals are not in an ideal situation to identify the start of 

postpartum depression. Therefore, it is now recommended by primary health 

care professionals that the four-to-six-week postpartum visit is the ideal time 

to assess women for depression; and the first well baby appointment to be an 

opportunity for assessment as well. In countries such as United Kingdom, the 

United States and some Asian countries, most health care providers are 

educated on postpartum illness. They do discuss postpartum illness with 

prospective parents, but may not be using formal questionnaires or 

depression scales.

The treatment of postpartum depression is believed by primary health care 

workers to be greatly enhanced by prevention (Miller, 2002). Since there are 

multiple causal factors to postpartum depression, reducing any of the 

contributing factors may lower the risk of developing anxiety and depression 

after delivery (O’Hara et al., 1994b). Research findings (Rees, 1971; Watson, 

1984; Green, 1998) have suggested that rates of depression during pregnancy 

are similar to those developed and diagnosed after pregnancy. Furthermore, 

prenatal depression has been found to be a predictor of postpartum
it

depression (Beck, 2001a). There are a number of ways the rate of postpartum 

depression can be reduced: by the early intervention of parenting education 

and support (Holden, 1989; Brugha, 2000); by community resource referrals 

to self-help networks (Miller, 2002); by psychotherapy of an individual, 

family, or group, and reassurance (Stuart, 1995a). When maternal anxiety 

and depression are reduced, newborns are also protected, because when a
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woman with severe postpartum depression becomes suicidal, she may also 

consider killing her infant and young children, not usually out of anger but 

stemming from a desire not to abandon her children (Miller, 2002).

Therefore, early identification of women at high risk for postpartum 

depression is crucial (Miller, 2002). Anxious new mothers, mothers who 

have a history of past depressions, mothers who are having marital or family 

problems or who have experienced other stressful life events should be 

evaluated and be given more attention. For example a periodic completion of 

the EPDS or brief assessments conducted by obstetrics staff may be 

sufficient to detect the early stages of postpartum depression (O’Hara et al., 

1994b). Also, as recommended by Cox & Holden (1994), action has to be 

taken to educate women in antenatal and childbirth classes about the real risk 

factors and early symptoms linked with postpartum depression. It is 

important that these women are fully aware of the resources available to help 

them cope with such an occurrence. These measures can facilitate the ability 

of women at high risk for postpartum depression to access appropriate 

preventive and early mental health care interventions (Okano, 1998).

Routine screening of new mothers for postpartum depression is imperative 

(Beck, 2001b). Widely used screening tools are: Edinburgh Postnatal 

Depression Scale, EPDS (Cox 1987), Beck Depression Inventory-II, BDI-II 

(Beck, 2001b), Postpartum Depression Screening Scale, PDSS (Beck & 

Garble, 2000). The EPDS is 10-item self-report scale. When using the EPDS, 

Cox (1993) recommends a cut-off score of 12/13 for major postpartum
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depression and a score of 9 or more for screening for major or minor 

depression. The BDI-II is composed of 21 symptoms. When using the BDI-II, 

Beck (Beck & Garble, 2000) recommends a cut-off score of 20 for major 

postpartum depression and a score of 14 for screening for major or minor 

depression. PDSS is a 35-item Likert response scale. The recommended cut

off scores for major and minor postpartum depression when using PDSS are 

80 and 60 respectively (Beck & Garble, 2001c). The validity and reliability 

of these screening tools will be reviewed in Chapter 2.

1.5.2 Preventive studies

A study conducted by Halonen and Passman (1985) on 48 first-time 

mothers-to-be involved a series of group sessions that helped the women 

(and sometimes their partners) prepare for postpartum responsibilities. These 

preventive interventions included both practical (for example, advice 

regarding the necessity of getting help during the postpartum period and 

identifying a pediatrician prior to delivery) and therapeutic activities (for 

example, learning to relax or simply discussing common concerns in a group 

setting). The BDI and other measures, such as frequency of crying and 

feelings of elation, were assessed at various time intervals before and after 

childbirth. Overall, women receiving each of these interventions had better 

postpartum emotional adjustment than did women receiving a control 

intervention.

In a study in South Africa, Wolman, Chalmers, Hofmeyr, and Nikodem 

(1993) evaluated the efficacy of providing companionship during labor to a
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group of women (the sample size was 189) who had no companions of their 

own. The authors reasoned that labor was a time when women were 

especially vulnerable to losing confidence in their competence as mothers, 

and that a feeling of incompetence as a mother was one of the factors causing 

postpartum depression. It was hypothesized that the provision of support 

during labor would increase women’s confidence in their competence and to 

reduce the likelihood of depression and anxiety following birth. Postpartum 

depression scores at 6 weeks on the Pitt Depression Inventory were reported. 

Categorization of scores on the Pitt scale (representing low, moderate, and 

high depression ratings) was performed in the study only as a research 

technique to differentiate those women with higher or lower depression 

ratings at the time of assessments (Wolman et al., 1993). This rather brief 

intervention during labor resulted in significantly greater levels of 

confidence and significantly lower levels of depressive and anxious 

symptomatology in the treated group relative to the untreated group.

A controlled study (Holden, Sagovsky, & Cox, 1989) on the effects of a 

psychological intervention for postpartum depression involved brief 

treatment by health visitors over a period of 8 weeks. Depression remitted in 

a significantly greater proportion of the women exposed to health visitor 

intervention, (69 per cent, 18/26) than in the women who received no 

treatment, (38 per cent, 9/24). Further, in an open clinical trial, Stuart & 

O’Hara (1995a; 1995b) reported success with interpersonal psychotherapy 

for postpartum depression. The mean Beck Depression Inventory score of 

patients improved from a score of 27.7 at the beginning to a score of 5.4 at
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the end of the study; likewise the mean Hamilton Rating Scale for 

Depression score of patients improved from a score of 18.2 to a score of 5.2. 

These changes were highly significant although none of the patients met 

criteria for major depressive episode at the end of treatment. In a Canadian 

study (Fleming, Klein, & Corter, 1992), postpartum depressed women (based 

on self-report) received eight group sessions of social support group therapy 

or no treatment. There were no treatment effects with respect to depressive 

symptomatology, however, there was some evidence that the social support 

groups had a positive effect on mother-infant interaction, particularly among 

the depressed mothers.

1.5.3 Postpartum self-help

It is likely that mutual self-help is one realistic social answer (Miller, 2002), 

although only a partial one (Comport, 1990). Mutual self-help are volunteer 

organizations that make their own policy, especially regarding the kind of 

help offered. Members control the resources and the help offered is based on 

veteran member’s own experiences in solving particular problems. The 

organizational structure is governed by consensus, and the group size is 

small and intimate. Basically, mutual support groups function to provide: 

information on how to cope, material help (such as brochures, books and 

video tapes) if necessary, and emotional and physical support and concern. 

This support has special meaning because it comes from mothers who have 

had similar experiences. As new mothers realize that they share a common 

series of concerns and problems, they discover that what seemed unusual is 

common. Once they realize this, they no longer feel alone with their
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problems. A variant form of support group has more recently evolved. These 

include: Association for Post-Natal Illness; Sheffield Post-Natal Depression 

Support Group; Depressives Associated; and Pacific Post-Partum Support 

Society. This new form of support group is to be organized by trained 

professionals.

1.5.4 Psychopharmacologic treatment

Few controlled pharmacotherapy trials for postpartum depressed have been 

carried out (O’Hara et al., 1994b). One British study evaluated the effects of 

transdermal estrogen in a double-blind, randomized, placebo-controlled 

study consisting of 61 women with major depression (Gregoire et al., 1996). 

On pretreatment assessments the women in both groups were severely 

depressed (mean EPDS score 21.8 active group, 21.3 placebo group). During 

the first month of therapy the women receiving oestrogen improved rapidly, 

and to a significantly greater extent than controls (mean EPDS scores 13.3 

versus 16.5). Patients receiving the placebo also improved over time but, on 

average, their scores did not fall below the screening threshold for major 

depression for at least 4 months. The results have suggested that transdermal 

oestrogen is an effective treatment for postnatal depression.

Too little research has been conducted on treatment to draw conclusions with 

any degree of confidence regarding the efficacy of various treatments of 

postpartum depression (Wisner, 2002). Conventional treatments for 

depression such as antidepressants appear to be effective for women 

experiencing postpartum depression (Miller, 2002). Since there are concerns
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about the effects of antidepressants in breast milk (Murray, 1997b), it is 

unlikely that childbearing women to be included in general trials of 

antidepressants. Although treatable, many women suffering from postpartum 

depression do not recognize that they have the illness (Herz, 1992). A study 

of 78 postnatal depressed women (Whitton et al., 1996) showed that over 90 

per cent realized something was wrong, but less than 20 per cent reported 

their symptoms to a health care provider. Of this sample, only one-third 

believed they had postpartum depression. It is estimated that a large 

proportion of the individuals with the disorder are either being undiagnosed, 

misdiagnosed, or seek no medical assistance (Lee, 2000).

1.6 GLOBAL INCIDENCE

1.6.1 Incidence in Great Britain and North America

A number of studies conducted in Great Britain and North America in the 

1980s suggest that the prevalence of postpartum depression, defined on the 

basis of clear diagnostic criteria, was between 8 per cent and 15 per cent 

(Murray, 1997b). For example, three studies conducted in Great Britain 

obtained prevalence rates of postpartum depression ranging between 12 per 

cent and 15 per cent (Cox, Connor, & Kendell, 1982; Kumar & Robson, 

1984; Watson et al., 1984). The first study of postpartum depression to 

include a comparison group was conducted in Oxford, England (Cooper, 

Campbell, Day, Kenerley, & Bond, 1988). The estimated point prevalence 

rate of depression at 3 months postpartum was 8.7 per cent, not significantly 

different from the 9.9 per cent point prevalence rate obtained from an 

epidemiologically derived community sample of childbearing-age women
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from Edinburgh. Similar studies carried out in North America yielded a 

somewhat lower prevalence rate of 8 per cent to 12 per cent (Cutrona, 1983; 

O’Hara, Neunaber, & Zekoski, 1983b). Although there were some questions 

as to whether these rates were higher than those observed in the wider 

community, there did appear to be an increase in rates of depression after 

delivery relative to pregnancy. For example, women are between 20 and 30 

times more likely to be hospitalized for a psychotic episode in the first 30 

days after delivery than at other times before or after childbirth (Kendell, 

Chalmers, & Platz, 1987). The increased risk of “blues-like” symptoms is 

about fourfold for recently delivered women relative to non-childbearing 

controls (O’Hara et al., 1990).

1.6.2 Incidence among women in Asia

Epidemiological studies in the 1980s (Pillsbury, 1978; Eisenbruch, 1983; 

Kok, 1994; Kit, 1997) have suggested that depression is not common in the 

Chinese population and there is no postpartum depression among Chinese 

women. However, subsequent small-scale studies of postpartum depression 

in China have findings which are contradictory and inconsistent (Lee, 2001).

Guo and her colleagues (1993) studied 425 women in Beijing at 6 to 12 

months after childbirth and reported a positive rate of postpartum depression 

of 18 per cent using a translated EPDS questionnaire. They found that 

women who had past histories of mood disorder, lacked social support, 

experienced poor marital relationships and poor living conditions, had 

significantly higher rates of postpartum depression. The study did not state
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the threshold EPDS score for postpartum depression. Pen and his colleagues 

(1994) in Beijing studied 167 postpartum women and reported a mean EPDS 

score of 7.6 (11 per cent of the participants scored 13 and above). Kok (1994) 

studied 200 women in Singapore and reported rates of postpartum depression 

of 0 per cent, 0.5 per cent and 0.5 per cent respectively at 5 days, 3 months 

and 6 months after childbirth, but he did not specify the ethnic composition 

of his study population. Cheng and his colleagues (1994) studied 150 

mothers in Hong Kong in a postnatal follow-up clinic and reported 18 per 

cent of women had an EPDS score of 12 or above. Zheng and his colleagues 

(1996) studied 166 postpartum women in Shantou, a rural area in Southern 

China, and reported no EPDS score above the 12/13 cut-off, but found that 

women who delivered by caesarean section had significantly higher EPDS 

scores. Sheng and her colleagues (1996) studied 90 women who delivered in 

Nanjing in China, fifteen of whom were diagnosed with postpartum 

depression (EPDS>=13). Lee and her colleagues (1997) recruited 168 

women in Xian in China, and found that 5 per cent of participants scored

above the 15/16 cut-off of the CES-D. Kit and his colleagues (1997) studied 

145 women at 6 weeks postpartum in Negeri Sembilan, Malaysia, and found 

that the overall incidence rate of postpartum ‘depression was 4 per cent. 

Among the study population, none of the Chinese participants had 

postpartum depression, while the rates of depression among Malays and 

Indians were 8 per cent and 3 per cent respectively. Lee (2001) conducted a 

psychiatric epidemiological study on a representative sample of 959 

postpartum Chinese women in Hong Kong. The participants were first 

stratified by means of the 12-item General Health Questionnaire, followed
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by an assessment with the Structured Clinical Interview for DSM-III-R. His 

1-month prevalence rates for major and minor depression were 5.5 per cent 

and 4.7 per cent respectively. At 3 months, the corresponding prevalence 

rates were 6.1 per cent and 5.1 per cent. Together, 13.5 per cent of the 

participants suffered from one or more forms of psychiatric disorder in the 

first 3 months postpartum. The above findings indicate that after two decades 

of profound socio-economic transformation in Asia, depression may no 

longer be uncommon in the contemporary Chinese population (Lee, 2001). 

However, apart from the study conducted in Hong Kong by Lee (2001), there 

were several common limitations to the other studies. Postpartum depression 

was defined in these studies as an elevated score of the EPDS, which was 

originally designed to screen for women who were likely to suffer from 

postpartum depression. The scale had never intended to be applied as a 

diagnostic instrument to establish a psychiatric diagnosis. In addition, the 

translation of the EPDS had not been subjected to cross-cultural validation. It 

was uncertain if the researchers had taken precaution to ensure that the 

translated version was culturally informed and had good conceptual and 

linguistic equivalence. The validity of the Chinese version of EPDS was only 

established in 1998 (Lee, 1998). ' ■ *

1.6.3 Incidence in the United States

Using an acquaintance control group in Iowa in the United States, O’Hara et 

al. (1990) obtained a 3-month period prevalence of major and minor 

depression of 10.4 per cent for childbearing women and 7.7 per cent for non

childbearing controls. These differences were not statistically significant, as
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were the results from two other studies (Troutman and Cutrona, 1990; and 

Cox et ah, 1993) which, when examined together suggest that there is no 

increase in the risk of non-psychotic depression associated with childbearing. 

However, depressions associated with childbearing may have characteristics 

that differ from depression which emerge at other times with respect to 

timing of onset, severity, duration, and consequences.

1.7 CONSEQUENCES

The major consequence to a woman who has had a postpartum depression is 

risk of future postpartum depression (Miller, 2002). The research in this area 

has been relatively consistent (O’Hara et al. 1994b). Women who have 

experienced a postpartum depression, relative to women who have not 

experienced a postpartum depression, are at increased risk of future 

depressions over a 5-year period (Ghodsian, Zajicek, & Wolkind, 1984). 

Philipps and O’Hara (1991) reported that 80 per cent (8/10) of postpartum 

depressed women experienced a subsequent major or minor depression 

during a 4.5 year follow-up compared to 42 per cent (25/60) of postpartum 

non-depressed women. As this study only had a small sample size of 70 

women and an attrition rate of 70 per cent, future follow-up studies ought to 

include larger samples of depressed women (Philips, 1991). Comparable 

figures from Cooper and Murray (1995) were a 60 per cent (33/55) 

recurrence rate for postpartum depressed and 35 per cent (14/40) rate for 

postpartum non-depressed women. The findings of Cooper and Murray 

suggest the possibility that some depressions may be specifically caused by 

some biological or psychosocial elements of childbearing. These depressions
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may be somewhat less severe but are more likely to reoccur during times of 

childbearing than postpartum depressions that reflect an ongoing 

vulnerability to depression (Cooper and Murray, 1995). This finding is 

important because it may provide some clues as to why a distinctive 

depression develops in response to childbirth for some women. However, 

more studies are required in order to enhance the confidence of these 

findings. Whether or not there is a distinctive postpartum depression, women 

who are depressed following delivery are at high risk of future depression 

(Miller, 2002). Furthermore these experiences in depression may have 

serious implications for the woman’s ability to perform her social roles 

effectively: as a mother, spouse, and worker (Curham, 2000).

Women experiencing postpartum depression may sub-consciously pass on 

extra pressure or stress to their spouse. Becoming a father can have a huge 

impact on a man (Nolan, 1994) and yet little is known about the fathers’ 

feelings (Taylor, 1992), with the result that fathers’ needs have not been 

adequately addressed (Nolan, 1994). Furthermore, fathers have been largely 

neglected in the study of families and child development (Costigan, 2001). 

Fathers tend to keep their fears and concerns firmly to themselves (Curham, 

2000). More than 10 per cent of fathers suffer from psychiatric morbidity in 

the postnatal period (Ballard, 1996). The difficult demands of childcare, 

together with additional financial burdens and increased restrictions on 

lifestyle (Brown & Harris, 1978; Seguin, 1999), all occur at a time when 

there is less emotional support given to the fathers by their partners. 

Depression amongst fathers is associated with having depressed partners
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(Ballard, 1996), therefore it occurs in highly vulnerable families and may 

have an important impact on the emotional development of the infant 

(Murray, 1997b).

Sufferers of postnatal depression tend to worry about the damage that may be 

causing to their child in the first few months of their development (Curham, 

2000). Mothers feel guilty about any short-term and long-term adverse 

effects upon the baby. Studies (Kumar & Robson, 1984; Ghodsian et al., 

1984; Philips & O’Hara 1991) have found that children of postpartum 

depressed women are at risk of future behavioral and/or cognitive problems. 

Although the postpartum depressions may remit within a few months, 

residual deficits may continue (Philips & O’Hara, 1991). A review of 

research by Cooper and Murray (1998) revealed that children of mothers 

with postnatal illness performed less well at age 18 months than those 

children whose mothers were not ill. The effects of poor matemal/infant 

interactions were shown to persist to school age, with boys particularly 

showing poor performance and cited as being behaviorally disturbed 

(Murray, 1997b).

1.7.1 The short-term effects of postnatal depression upon the baby may be:

a) Withdrawal. Some babies will become withdrawn and will stop expecting 

or demanding attention from their mothers (Cohn, 1986; Stein, 1991).

b) Hyperactivity. Other babies will go to the opposite extreme, trying harder 

and harder to get attention, crying incessantly and displaying anger at being 

neglected (Cutrona & Troutman, 1986; Field et al., 1988).
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1.7.2 The long-term effects of postnatal depression upon the baby may be:

a) Problematic relationship. Long after the postnatal depression has gone its 

legacy can live on in a difficult and insecure relationship between the mother 

and child (Murray, 1992; Teti, 1995).

b) Behavior. There is an increased risk of children going on to suffer from 

behavioral problems later in life (Field et al., 1988; Murray, 1992).

c) Adverse effect on cognitive development. The latest study on the long-term 

effects of postnatal depression upon the child has highlighted a worrying link 

to adverse effect on cognitive development (Murray, 1992). This link is 

strongest in cases where the mother suffered from depression in the first three 

months after the birth and appears to affect boys far more than girls (Murray, 

1992; Murray, 1997b).

It is evident from the findings of these studies (Field et al., 1988; Murray. 

1992; Teti, 1995; Murray, 1996) that postpartum depression poses a risk for 

the mother-infant relationship and infant developmental outcome (Murray, 

1997a; Murray, 1997b). The sooner the woman’s depression is diagnosed and 

treated, the better the chances of no long-term effects occurring (Curham, 

2000). A lot is also dependent on the child’s surroundings, the role that other 

members of the family play and the baby’s own character (Murray, 1996).

1.8 POSTPARTUM DEPRESSION IN HONG KONG

1.8.1 Environment of Hong Kong (Hong Kong 2000)

Hong Kong’s 1,098 square kilometers of land contain 6.8 million people and 

one of the world’s largest trading economies. According to Year 2000
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statistics, the birth rate was estimated at eight per 1,000; the death rate was at 

five per 1,000. The median age of the population was 37 in year 2000. Hong 

Kong is one of the world’s most densely populated places. The concentration 

of population and economic activity in such a small area leads to intense 

pressures on the environment. This is compounded by the effects, 

particularly on air pollution, from development across the Pearl River Delta 

region.

1.8.2 Economy and employment in Hong Kong (Hong Kong 2000)

Backed by its strategic location at the doorway to the Mainland and on the 

international time zone that bridges the time gap between Asia and Europe, 

the Hong Kong Special Administrative Region (HKSAR) has been serving 

as a global center for trade, finance, business and communications. Under 

the ‘one country, two systems’ principle, the HKSAR continues to adopt 

social, economic and political systems distinct from those in the Mainland, 

following the reunification in July 1997. The Government recognizes the 

need to promote good employer-employee relations, enhance the rights and 

benefits of employees in a way that is commensurate with Hong Kong’s 

socio-economic development, and protect the safety and health of employees 

at work. Unemployment has dropped from a peak of 6.3 per cent in 1999, to 

5.7 per cent at the beginning of 2000, to 4.4 per cent at the end of the year, 

and has rebounded to break through the 5 per cent barrier again in late 2001.
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1.8.3 Health care System in Hong Kong (Hong Kong 2000)

The public health care sector provides a range of services and facilities to 

meet the health care needs of the community. There are 10,130 doctors 

registered with the Medical Council of Hong Kong and 40,388 nurses 

registered with the Nursing Council of Hong Kong. With 35,100 hospital 

beds in Hong Kong, they represent 5.1 beds per thousand populations. (See 

Table 2)

T ab le  2 H osp ita l beds and  reg iste red  m ed ica l perso n n e l in H ong  K ong.

P er 1,000 popu la tion

1995 1999 2000

H osp ita l beds 4 .7 5.1 5.1

D octo rs* 1.3 1.5 1.5

D entist* 0.3 0.3 0.3

P harm acist* 0.2 0.2 0.2

N u rses 5.6 5.8 5.9

N o tes : F ig u re s  a re  as a t end  o f  th e  year.

* F igu res  re fe r  to  docto rs/d en tis ts  w ith  fu ll reg is tra tio n  o n  th e  local and  overseas lists.

Hong Kong’s health indices compare favorably with those of most developed 

countries. In 2000, the infant mortality rate was 2.9 per thousand live births 

and the average life expectancy at birth was 77.2 years for males and 82.4 for 

females. Health problems in Hong Kong are mostly associated with lifestyle- 

related chronic degenerative diseases. The four leading causes of death in 

2000 were cancers (32.9 per cent), heart disease (15.6 per cent), 

cerebrovascular disease (10.5 per cent) and pneumonia (8.9 per cent). These 

diseases affect mainly elderly people and will continue to dominate the
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mortality statistics as the population ages. (See Tables 3 to 5) (Census and 

Statistics Department of Hong Kong)

T ab le  3 In fan t m o rta lity  ra te  in H o n g  K ong.

P e r  1,000 reg is te red  live  b irth s

1995 1999 20 0 0

In fan t m o rta lity  ra te 4 .4 3.2 2 .9

'lo te s : F igu res  a re  as a t en d  o f  the year.

T ab le  4  E x p ec ta tio n  o f  life a t b irth  by  sex  in  H o n g  K ong.

Y ears

Sex 1995 1999 20 0 0

M ale 76 .0 77.2 77.2

F em ale 81.5 82.4 82 .4

N o tes : F ig u re s  a re  as a t en d  o f  the year.

T ab le  5 D ea th  ra te  b y  lead ing  cau se  o f  dea th  in  H o n g  K ong .

P e r  100,000 p o p u la tio n

C ause 1995 1999 2000

C an ce rs 157.2 163.3 164.8

H ea rt d iseases 79.4 77 .7 78 .4

C e re b ro v asc u la r  d iseases 53.8 51 .9 52 .4

P n eu m o n ia  ' 53.1 44.3 44 .7

In ju ry  and  p o iso n in g 25 .8 30.5 30 .8

N o tes : F ig u res  a re  as a t en d  o f  th e  year.

Family Health The Family Health Service provides a comprehensive 

range of promotive and preventive services for babies and young children 

from birth up to the age of five years and women at age 64 or below. The
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service operates through Maternal and Child Health Centers and Woman 

Health Centers. Physical examination, immunization and developmental 

monitoring are offered to children while antenatal, postnatal and family 

planning services are provided for women of child-bearing age at all 

Maternal and Child Health Centers. Parents are empowered to promote the 

physical and mental health of their children in the family through health 

education and counseling. About 50 per cent and 95 per cent respectively of 

expectant mothers and newborns attend Maternal and Child Health Centers. 

Health promotion and disease prevention programs are delivered to women 

at age 64 or below at the Woman Health Centers. The Govemment-sub- 

vented Family Planning Association of Hong Kong provides sexual and 

reproductive health services, education and information. The association 

also offers training in family life education and sex education, and organizes 

outreaching activities and publicity campaigns to promote family planning 

and responsible parenthood.

1.8.4 Health care education in Hong Kong

The Central Health Education Unit (CHEU) advises on and promotes health 

education within the Government and the community. The Government’s 

Women Health Service Unit offers health promotion and disease prevention 

programs at its Woman Health Centers for women aged at or below 64. The 

aim is to promote the health of women and address their health needs at 

various stages of life. These include health education and counseling 

activities to enhance the awareness and encourage the practice of a healthy
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lifestyle in women, and to educate women on the prevention of important 

health problems such as osteoporosis and cancer.

Moreover, the Government provides teaching guidelines and support 

materials to schools in areas such as drug education, sex education, AIDS 

education and oral hygiene education. In addition, they have been integrated 

into various subjects in the school curricula.

Apart from health care education to the general public, local health care 

professional bodies such as The Hong Kong Academy of Medicine is 

providing continuing medical education for medical practitioners in the 

various specialties. Likewise, continuing education programs are being 

offered by respective professional associations to practicing para-medicals, 

in particular pharmacists and members of the nursing profession.

1.8.5 Women’s health in Hong Kong

Women comprise approximately half the population of Hong Kong, and at 

least 60 per cent of the geriatric population. The average life expectancy at 

birth is 82.4 years for Hong Kong women. The main causes of mortality in 

older women in Hong Kong are cancer (of the lung, colon, breast, and liver) 

and cardiovascular disease (Hospital Authority Statistical Report, 1999). At 

The Chinese University of Hong Kong, a Center of Research and Promotion 

of Women’s Health (CRPWH) has been set up to coordinate efforts to give 

more attention to the quality of life of older women. A Resource Center for 

Women’s Health has been jointly established by the CRPWH and the Hong 

Kong Federation of Women to serve as an informational center for
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academies, medical and allied health workers, administrators, students, and 

the general public. The center provides information on a wide range of topics 

relating to the health and well-being of women (The Chinese University of 

Hong Kong Newsletter).

1.8.6 Chinese traditional postpartum customs and their modem adaptation in Hong 

Kong

Chinese traditional postpartum customs are a constellation of taboos, 

restrictions, rituals, and dietary proscriptions grounded in Chinese ethno

médical health beliefs. Tradition demarcates the first month as a vulnerable 

period when the mother and her child necessitate protection and assistance 

(Lee, 2000). There is a belief that blood is nutritious and very often during 

delivery the parturient women loses a significant quantity of blood. As such, 

a postpartum body is regarded as weak, vulnerable and susceptible to further 

insult, particularly if exposed to food and environments that are 

metaphysically cold or chilly. The new mother requires tonic to replenish her 

loss and for recuperation (Pillsbury, 1978).

“Zuoyue” Rituals (Lee, 2000)

Health beliefs that are translated into a series of behavioral restrictions, 

taboos and dietary proscriptions are summarized as “zuoyue” in Chinese. 

The term “zuoyue” literally means “sitting the month” or “resting the month”, 

and the term is better known among international researchers as “doing the 

month”. According to “zuoyue” practice, women should not be exposed to 

wind or cold water during the puerperium. Rest and convalescence are

36



emphasized, and women should stay in the house, avoid draughts as well as 

washing and bathing, for a full month. She should also not be taking food 

that is metaphysically cold, such as fruit and green leaves. To replenish the 

weakened body, tonics and herbs are recommended and each day a chicken 

is served using various recipes. In Hong Kong and southern Chinese 

provinces, pig trotters and eggs are prepared in black vinegar and this is 

believed to strengthen the body. It is believed that exposure to metaphysical 

coldness during the puerperium would cause rheumatism, headache and life

long ill health (Pillsbury, 1978; Eisenbruch, 1983; Cheung, 1997).

Apart from the belief of coldness and vulnerability it is also stipulated that 

the new mother should not eat with her family, should not visit other houses, 

and should not have intercourse with her husband. Although these 

restrictions appear to be ridiculous by Western eyes, they are effective means 

to safeguard the mother from what might be regarded as inappropriate sexual 

demands from her husband. The ending of the first postnatal month is 

celebrated by a birthday celebration banquet (munyuejiao) when the new 

mother is offered gifts and congratulations from her relatives. This marks the 

end of the vulnerability period and the woman’s incorporation into her new 

status of ‘mother’. At the same time the new mother resumes her usual 

household duties.

“Peiyue” Care (Lee, 2000)

The promotion of a full month of mandated seclusion and convalescence is 

supported by another postpartum custom called “peiyue”, which literally
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means “attending” or “accompanying the month”. “Peiyue” care requires an 

elder female family member, usually the mother or mother-in-law, to 

accompany and to assist the new mother in the first month after childbirth. 

The “peiyue” relative would help the new mother with her domestic duties 

and relieve her from the usual obligations of looking after her husband and 

elder children. Hence, the new mother can focus on her new baby and 

recuperation. If the new mother is inexperienced with childcare, the “peiyue” 

relative would be able to support and teach the new mother on childcare 

matters.

Modem adaptations

With modernization and westernization, traditional postpartum customs are 

gradually being transformed and modified to match with the demands of 

modem life style. “Peiyue” and “zuoyue” are no longer practiced with the 

same intensity as before. According to informed clinical experience, a small 

proportion of local women have abandoned all postpartum customs, and a 

larger portion of women are only practicing the traditional customs 

selectively or unevenly (Lee, 2000).

Examples of “peiyue” adaptations are: the “peiyue” relative may just visit 

the new mother during the day to help her with household chores, prepare 

meals and look after other children in the family, instead of staying in the 

new mother’s home day and night. Alternatively, the new mother may stay 

with her maiden family during her first postnatal month to minimize 

travelling by her mother. Other options are the new mother may hire a
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domestic helper (usually a Philippino maid) to look after the household 

chores and prepare the tonics for postpartum recuperation. “Zuoyue” practice 

has also been adapted in many ways. The new mother may wear rubber 

gloves and use warm water to wash dishes or to do other light housework. 

She may take hot water baths or add ginger and herbs to the bathing water. 

She may compromise by wiping her body with wet towels and warm water. 

However, there is a general belief by the older generation that non-adherence 

to “zuoyue” practice would cause chronic headache, rheumatism and ill 

health for rest of the new mother’s life. The collective fear of future ill health 

as well as the needs of contemporary Hong Kong women to enjoy a well- 

defined period of convalescence after childbirth, may continue to reinforce 

the practice of postpartum convalescence, mandatory seclusion, dietary 

proscriptions and familial assistance in contemporary Chinese societies, yet 

it may be difficult to estimate the extent and pattern the traditional 

postpartum customs are practiced, and to what degree westernization and 

modernization have transformed Chinese traditional customs.

Most traditional postpartum customs contain preventive and therapeutic 

ingredients, like mandated rest and seclusion, which are essential for 

recuperation from the exhaustion of childbirth and new motherhood. The 

elder female family members provide assistance in childbearing knowledge 

and emotional, practical and informational support. Hence, it may be 

argued that traditional postpartum customs serve to reduce or prevent the 

experience of negative emotional states in the postpartum period. If certain 

components of traditional postpartum custom, such as mandated assistance
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from family, is found to reduce the incidence of postnatal depression, efforts 

should be made to retain these traditional customs during the westernization 

and modernization process of the society. It will also be important to identify 

realistic ways to enhance the quantity and quality of such customs, by 

designing programs and services that would have similar protective functions 

for women who do not have access to these valued customs.

1.8.7 Potential relevance of local economic condition to the development of 

postpartum depression in Hong Kong

More than one in seven mothers-to-be suffers serious depression during 

pregnancy (Lee, 2000). The study (Lee, 2001) of 959 mothers-to-be, the first 

of its kind in Hong Kong, was launched in 1997 and is ongoing. It found that 

15 per cent of women suffered serious antenatal depression and 10 per cent 

serious postnatal depression. The rates are similar to those found in studies 

undertaken overseas. Babies bom to women who experienced depression 

during pregnancy are 2.2 times more likely to need some form of medical 

care, according to the study. Depressed women are also twice as likely to 

have their babies delivered by Caesarean section. Dr. Lee, associate 

professor in the University’s Department of Psychiatry, said depressed 

women were more likely to have a surgical delivery because the illness made 

them more susceptible to pain. Some women became depressed because their 

pregnancies were unplanned, the study found. Previous studies (Najman, 

1991; Beck, 2001a) undertaken overseas have identified unplanned or 

unwanted pregnancy as a predictor of postpartum depression.
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The pregnant women or recent mothers’ concern over financial matters and 

the reliability of their mates’ employment situation may have an association 

with depression. Mothers who worry about the finance of their families are 

more vulnerable to postnatal depression (Brown & Harris, 1978; Seguin, 

1999) as money, and how to feed and raise their children, is of prime concern. 

Unemployment is at a 17-month high of 5.5 per cent (Census and Statistics 

Department of Hong Kong, 2001) with officials, economists and unionists 

warning of more redundancies to come. The birth rate in Hong Kong has 

been on a downward trend from 68,000 in 1995 to about 50,000 in year 2000 

(Census and Statistics Department of Hong Kong, 2001). In Hong Kong, 

maternal mortality is defined as death in the first six weeks of postpartum, 

whereas in most developed countries the first 12 months after childbirth is 

used. The importance of psychiatric morbidity in the postpartum period, 

however, is not captured in the current official statistics, as it only shows the 

mortality, mostly physical in origin, in the first six weeks of postpartum. The 

economic slump in Hong Kong has been coincident with a significant 

increase in postnatal depression cases recorded by Tuen Mun Hospital, a 

local, key regional hospital in the New Territories (Tuen Mun Hospital,

2001). The number of new cases per month being handled by the hospital’s 

Department of Psychiatry has increased by 40 per cent (Tuen Mun Hospital, 

2001). In addition, there are more mothers on the waiting list for treatment.of 

postnatal depression. It was reported that some mothers lost their jobs after 

maternity leave, while others worried about their husband’s job security 

during times of economic upheaval. Most husbands would probably not risk 

taking time off work to keep their wives company. However, a local survey
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(Baby Magazine, June 1998) has indicated that most women after child birth 

need the support and attention of their husband as the first priority, with 

parents’ and relatives’ support coming second, and then followed by friends 

and others, such as domestic helpers. The Hong Kong employment law 

offers maternity protection to female employees. A female employee 

employed under a continuous contract (a minimum of 4 consecutive weeks 

with 18 hours in each week) immediately before the commencement of her 

maternity leave is entitled to paid maternity leave. Paid maternity leave is 

defined as a continuous period of 10 weeks from the date of commencement 

of the leave. A pregnant employee may take her maternity leave with 

flexibility: either to commence her maternity leave from 2 to 4 weeks before 

the expected date of confinement, or to commence on the date of 

confinement if it occurs before the scheduled maternity leave. For her own 

protection, a female employee with a continuous contract should get a 

medical certificate confirming her pregnancy and serve a notice of pregnancy, 

stating her intention to take maternity leave to her employer as soon as she 

has been certified pregnant. The Hong Kong employment law offers no 

paternity protection to male employees (Labor Department, Hong Kong).

1.9 SUMMARY

This chapter summarizes different categories of postpartum disorder and the 

clinical symptoms of each of them. There are at least eight factors identified 

in having an association with the onset of postpartum depression, though 

more research is needed to study the interactive effects of these factors. 

Preventive and treatment measures include: the early identification of
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symptoms by various screening methods, the enhancement of social support, 

psychological intervention, postpartum self-help and psychopharmacologic 

therapy. The incidence rate of postpartum depression overseas is 10 per cent 

to 15 per cent (Cox, Connor, & Kendell, 1982; Cutrona, 1983; O’Hara, 

Neunaber, & Zeloski, 1983b; Kumar & Robson, 1984; Watson et al., 1984; 

Herz, 1992; Whitton et al., 1996)). The latest rate in Hong Kong is found to 

be 10 per cent (Lee, 2001), which may be potentially increasing in the light 

of the current economic turmoil. Based on this prevalence estimate, about 

6,000 recently delivered women are afflicted by postpartum depression in 

Hong Kong each year, which certainly deserves increased attention and 

resources.

The next chapter will be a literature review section on postpartum depression. 

I will discuss in more detail about its prediction and detection, the adverse 

effects of postpartum depression on the family, and the impact on the 

development of postpartum depression relevant to the partner/husband’s 

support. I will also look at the role of a father during pregnancy and 

childbirth, as well as examining current issues in antenatal and postnatal 

education and care.
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CHAPTER2

LITERATURE REVIEW ON POSTPARTUM DEPRESSION

The review will focus on the prediction and detection of postpartum 

depression, antenatal education, postnatal care, role of a father during 

pregnancy and birth, social support (in particular partners’ support), the 

impact of postpartum depression on the family, and will also discuss the 

screening scales of postpartum depression. In order that the readers can 

appreciate the progress and key developments in each section, the literature 

is summarized in chronological order.

2.1 PREDICTION AND DETECTION OF POSTPARTUM 

DEPRESSION

There are a total of six published papers reviewed in this section, they are by 

Neter, Beck, Cooper and Murray, and Matthey respectively; covering the 

period from 1995-2001.

2.1.1 Neter (1995)

Objectives:

To examine the effects of stress, social support, labor and delivery 

experiences on postpartum depressed mood in an ethnically diverse sample 

of low-income women in the United States.

Method:

A sample of 108 women enrolled in the study. They were at least 18 years of 

age and delivered a live infant at the study hospital. Prenatal and postpartum 

interviews were conducted and complete data on all study variables was
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obtained. Assessments were made on: satisfaction with received support, 

specific sources of support such as the baby’s father and the woman’s health 

care providers, and the health of the infant. The dimensions of stress assessed 

were: financial strain, life events distress, chronic stress, and state anxiety. 

Postpartum depressed mood was measured with the Center for 

Epidemiological Studies Depression scale using the recommended cutoff 

criterion (a score of 16 or greater) to differentiate depressed from non- 

depressed individuals.

Results:

It was found that the sample consisted of 67.6 per cent non-depressed and 

32.4 per cent depressed women, which suggested that approximately one 

third of the sample reported fairly high levels of depressed mood in the 

postpartum period. It was also found that women who experienced higher 

levels of depressed mood were less satisfied with their social support, 

experienced more prenatal stress, were less satisfied with their labor 

experiences, and perceived less involvement on the part of the baby’s father 

following childbirth. In addition, women whose babies had more adverse 

medical outcomes were more likely to feel depressed in the postpartum 

period.

Indication and comments:

The results of the analysis indicated that prenatal depressive symptoms 

accounted for over 20 per cent of the variance in postpartum depression; 

prenatal social support and stress accounted for 12 per cent and 7 per cent of 

the variance respectively; while labor and postpartum variables accounted 

for an additional 4 per cent of the variance in depressed mood. Apart from
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spousal support or marital adjustment, additional sources of social support 

such as kin, friends and health care providers had also been considered in the 

design of the study. The tools used in the study to measure social support 

(including fathers’ support), stress, postpartum depression, labor and 

postpartum experiences all have adequate to high internal consistency (a 

ranged from .63 to .93), thus they may be adapted for use in studies 

conducted in other countries in future. It is clear that social support is one of 

the important predictors of postpartum depression identified in the study, and 

as it is an area where there is an opportunity for improvement with existing 

resources, it certainly deserves increased attention.

Limitation:

The sample size of the study was relatively small (N=108). The women in 

the study were from the low-income group and the majority of these women 

were neither married nor living with the baby’s father. Hence, the results of 

the study may not be generalized beyond the original population. In this 

study the depressed mood of the women recruited was assessed only on a 

single occasion 4 to 8 weeks after birth and without further follow-up, 

therefore it was impossible to examine the issues of recovery and prolonged 

depression, and the effects of postpartum depression on infant development.

2.1.2 Beck (1996c)

Background and objectives:

The majority of the research conducted on predictors of postpartum 

depression has been summarized in a qualitative manner. In 1996, Beck 

conducted a meta-analysis of 44 studies to determine the magnitude of the

46



relationship between postpartum depression and the following eight predictor 

variables: prenatal depression, history of previous depression, social support, 

life stress, child care stress, maternity blues, marital satisfaction, and prenatal 

anxiety.

Method:

The author obtained samples of studies from online computer searches for 

the period from 1974 to 1994. Reference lists of previously located studies 

were checked for additional references. Relevant published and unpublished 

studies were found at research conferences via informal networking. 

Abstracts of dissertations, psychological abstracts and sociological abstracts 

were searched by using the Social Science Citation Indexes. Additional 

measures were taken to protect the meta-analysis from publication bias. 

Studies were included only when they met the specified criteria. The effect 

size indicator chosen for use in this meta-analysis was r, which indicates the 

strength of the relationship between postpartum depression and each of the 

predictor variables. The findings were interpreted by using Cohen’s 

conventional operational definitions of small (r = .10), medium (r = .30), and 

large (r = .50) effect sizes for r.

Results:

From the 44 studies included, the meta-analysis yielded an effect size r that 

measured the magnitude of the relationship between postpartum depression 

and each of the predictor variables. The mean r effect size indicator range for 

each predicator variable is shown in Table 6.
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Table 6 Mean r effect size of predictor variables (Derived from Beck)

P red ic to r V ariab le M ean  r  e ffec t size  in d ica to r ran g e

P ren a ta l dep ression 0 .49  to  0.51

C h ild  care  stress 0 .48  to  0 .49

L ife  stress 0 .36  to  0 .40

S ocia l suppo rt 0 .37  to  0 .39

P ren a ta l anx ie ty 0 .30  to  0 .36

M atern ity  b lues 0 .35 to  0 .37

M arita l sa tisfac tion 0 .29  to  0 .37

H isto ry  o f  p rev io u s  dep ression 0 .27  to  0 .29

This is one of the few meta-analyses which gives quantitative summaries of 

research conducted on predictors of postpartum depression, and it permits 

the systematic synthesis and integration of results from multiple individual 

studies that focus on the same research question. Obviously more research is 

needed in order to understand better the complex interrelationships among 

the predictors and their direct and indirect impact on the development of 

postpartum depression.

Implication and comments:

Although there is a significant correlation between the eight predictor 

variables and postpartum depression, it does not imply that these predictor 

variables would cause postpartum depression. Addressing or altering some of 

these predictors may or may not necessarily reduce postpartum depression. 

However, there is the need to design and test intervention programs that may 

help to prevent or treat the mental illness. As social support is an area where 

the degree and quality of effort can be enriched by maximizing existing
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resources, it is worthwhile to enhance the provision of social support from 

various sources, and carry out an evaluation program thereafter.

Strengths:

This meta-analysis was protected from publication bias by adopting rigorous 

approaches for retrieving studies as sample. Each sample study had gone 

through quality screening and careful coding procedure. Based on the 

findings of the meta-analysis, an instrument or a checklist may be designed 

to detect women at risk of developing postpartum depression.

2.1.3 Cooper and Murray (1997)

According to Cooper (1997), to help the detection of postnatal depression, a 

simple brief self report measure, the Edinburgh Postnatal Depression Scale, 

or EPDS, was developed as a screening device by Cox in 1987. It has sound 

psychometric properties, and in a large community study has been shown 

(with an 11/12 cut off) to have a specificity of 92.5 per cent, a sensitivity of 

88 per cent, and a positive predictive value of 35.1 per cent for major 

depression (Murray and Carothers, 1990). Cooper commented that the 

questionnaire is easy to administer, simple to interpret, and could readily be 

incorporated within the routine services provided to all postpartum women. 

Women who have high scores are to be given further clinical attention to 

confirm the presence of depression.

2.1.4 Beck (1998)

Background and objectives:
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In 1998 there was an article by Beck which described the Postpartum 

Depression Predictors Inventory (PDPI), a checklist to identify women at 

risk for developing postpartum depression.

Method:

The development of the checklist was based on the meta-analysis of the 

postpartum depression predictors (Beck 1996c; 1996d).

Results and implication:

The author recommends the PDPI to be used during the prenatal and 

postpartum periods and be administered via an interview with a health care 

professional. Ideally, this checklist would be completed once each trimester 

to update the pregnant woman’s risk status. The completed checklist yields 

targeted risk factors for which nursing interventions can be planned to help 

address each woman’s problems.

Limitation:

The PDPI is limited in that it cannot be used as a self-report questionnaire. It 

has not been tested with psychometric properties. A health care professional 

is required to administer the checklist via an interview, which is not always 

practicable in situations where there is a shortage of staff. Since the PDPI 

was based on the results of a meta-analysis, a continuing review is necessary 

for its revision to include newly identified significant risk factors.

2.1.5 Beck (2001a)

Background and objectives:

Meta-analyses had been conducted in 1996 to determine the magnitude of 

the relationship between significant risk factors and postpartum depression
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(Beck, 1996c; Beck 1996d; O’Hara & Swain, 1996). Since then, the amount 

of research on risk factors for postpartum depression has dramatically 

increased. One objective of this study was to determine the magnitude of the 

relationship between postpartum depression and each of the following 

predictor variables: prenatal depression, childcare stress, life stress, social 

support, prenatal anxiety, self esteem, marital relationship, history of 

depression, infant temperament, maternity blues, marital status, 

socioeconomic status (SES), and unplanned/unwanted pregnancy (a total of 

13 variables).

Method:

A total of 84 studies were included upon searching online databases for the 

10-year period between 1990-2000. In the studies included in this meta

analysis, the Edinburgh Postnatal Depression Scale, the Beck Depression 

Inventory, and the Center for Epidemiological Studies -  D Scale were used 

to measure depressive symptomatology.

Results:

The meta-analysis revealed 13 significant predictors of postpartum 

depression. They are categorized in Table 7.
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Table 7 Categorization of predictors (Derived from Beck)

C a te g o ry P re d ic to r s

S tro n g est p red ic to rs  o f P rena ta l dep ressio n , se lf-e steem , ch ild ca re

po stp a rtu m  d e p re s s io n : stress  and  p ren a ta l an x ie ty

P red ic to rs  had  m o d era te  r  e ffec t P ren a ta l d ep re ss io n , soc ia l su p p o rt, se lf-

s i z e s : es teem , ch ild ca re  stress , p ren a ta l an x ie ty , life

stress, m a rita l re la tio n sh ip , h is to ry  o f

dep ressio n , in fan t te m p eram en t, an d  m a te rn ity

- b lu es

P red ic to rs  h ad  sm all r  e ffec t M arita l s ta tu s, so c io eco n o m ic  sta tu s , and

s i z e s : u n p lan n ed /u n w an ted  p reg n an cy

N ew  s ig n ific an t p red ic to rs  o f L ow  se lf-e steem , s ing le  m a rita l sta tu s , low

p o stp a rtu m  d e p re s s io n : so c io eco n o m ic  sta tu s , an d  u n p lan n ed /u n w an ted

p reg n an cy

The results of this meta-analysis confirmed Beck’s (1996c; 1996d) earlier 

meta-analytic findings and in addition revealed four new significant 

predictors of postpartum depression. They were identified in this study as 

low self-esteem, single marital status, low socioeconomic status, and 

unplanned/unwanted pregnancy. Vulnerable women may tend to be 

unmarried and have low household incomes, and finance may be a key issue 

after childbirth. Women with an unplanned or surprise pregnancy had to 

cope with the ramifications of this unplanned event that would affect the rest 

of their lives. Self-esteem had emerged not only as a new, significant 

predictor of postpartum depression but also as one of the strongest predictors. 

Implications:
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The 13 significant predictors of postpartum depression that were identified in 

this replicated meta-analysis may be used by clinicians as a checklist for 

women who may be at risk for developing the mood disorder, and specific 

interventions may be designed to fit the unique profile of each individual 

woman. In particular, when there is an economic downturn, financial stress 

may become a significant predictor for couples who experience an unstable 

employment situation (Brown and Harris, 1978; Seguin, 1999).

2.1.6 Matthey, Barnett, Kavanagh and Howie (2001)

Objectives:

To establish the validity and reliability coefficients of the Edinburgh 

Postnatal Depression Scale (EPDS) as a screening tool for depression in 

fathers.

Method:

The couples (N=251) recruited in the antenatal period were interviewed at 

six weeks postpartum. EPDS scores and distress caseness (depression or 

anxiety disorders) were determined using the Diagnostic Interview Schedule. 

Results:

Validity and reliability coefficients were obtained. Correlation (Spearman’s 

rho) between the men’s self-report forms (EPDS and CESD) was .62. 

Internal consistency (Cronbach’s standardized alpha) of the EPDS for men 

was .81. Split-half reliability (Spearman-Brown) was .78. Analyses of the 

EPDS for fathers using distress caseness (depression or anxiety disorders) as 

criterion showed that a cut-off of 5/6 had optimum receiver operating 

characteristics.
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Implication:

The findings indicate that the EPDS is measuring a mood construct in men 

similar to the CESD. The internal consistency of the EPDS for men is similar 

to that obtained by Cox et al. (1987) for the women (standardized alpha=.87). 

Split-half reliability is also similar to that reported by Cox et al. (1987) as 

being .88. These results show that the EPDS is both reliable and valid as a 

screening tool for postnatal depression in fathers. The authors recommend 

that the EPDS should be used routinely with fathers, and that a cut-off of 5/6 

should be used to screen for both depressive and anxiety disorders. 

Limitation:

Further studies should be undertaken on the use of the EPDS for fathers in 

Asian countries, so that the validity of the findings from this study can be 

determined in population of different cultural background.

2.1.7 Conclusion

This review section has summarized the most up-to-date (until 2001) 

predictor variables for postpartum depression. The magnitude of the 

relationship between the mental illness and each of the predictor variables 

has been identified (Beck, 1996c; Beck, 2001a). This identification enhances 

primary health care professionals in their alertness in detecting postpartum 

depression. Using EPDS to perform routine screening for both depressive 

and anxiety disorders in men and women will assist primary health nurses 

and mental health workers to have a better understanding of the parents’ 

mood during the perinatal period (Cooper and Murray, 1997; Matthey, 2001). 

By administering the PDPI at regular intervals during the prenatal and

54



postpartum periods will provide health caregivers with information on target 

risk factors for which intervention programs can be planned to help prevent 

or treat mental illness during these periods (Beck, 1998). Further research is 

encouraged to identify emerging predictor variables for postpartum 

depression as a result of the changing socioeconomic position of women in 

the contemporary society.

2.2 ANTENATAL EDUCATION AND CARE

In this section a total of five published papers have been reviewed from the 

year 1994 to 2002. They are from Nolan, Okano & Nagata, Brugha and Ho 

respectively.

2.2.1 Nolan (1994)

Objectives:

The aim of the study was to discover what men want from antenatal classes, 

and what their worries about pregnancy and labor are.

Method:

A survey was conducted of 30 fathers attending antenatal classes in 

Birmingham, England. A six-point questionnaire was given to participant 

fathers to complete before the class began.

Results:

The following findings were reported.

a) Men’s concern during pregnancy was for the safety of two people, their 1 

partners and their babies.

b) Men’s concern was about their partners’ needs for physical and 

emotional support.
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c) Men expected themselves to be the selfless supporters of their partners 

during labor.

d) Men often felt that the professionals did not treat them as equal partners 

in making decisions about the birth of their child.

e) During the antenatal course men wanted to acquire the knowledge and 

skills which would enable them to help their partners for the immediate 

postnatal period.

f) Men were concerned about the effect of the baby on the couple’s 

relationship.

g) Men were concerned about their own adjustment to fatherhood. 

Implication:
\

The findings provide a complete agenda for the childbirth educator to 

consider when dealing with antenatal and postnatal topics. Childbirth 

educators should bear the needs of fathers in mind, using appropriate 

language and holding single-sex sessions where necessary.

Limitation:

The sample size of the study was small. Men attending the antenatal class 

may be a self-selecting group, representative of a particular section of society, 

so the survey cannot be generalized to the population at large. In addition, it 

was not clear whether the men completed the questionnaire in the presence 

of their partners, who may have influenced their answers and feelings at the 

point of completion. Lastly, the questionnaire used in the study may require 

validation before it can be used in future research to replicate the findings of 

this study.
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2.2.2 Nolan (1997)

Background and objectives:

There have been criticisms that antenatal classes cannot often ‘provide 

women with a realistic account of birth and parenting’ (Direct quote from 

Nolan, 1997, p.1198), and may not be addressing the critical needs of the 

class attendants. Women complain that antenatal preparation fails to consider 

abnormalities in labor, assisted deliveries and Caesarean section (Hillan, 

1992). It is also reluctant to look at difficult issues such as stillbirth, 

handicapped and very sick babies and women who have long-term sequelae 

as a result of giving birth (Fleissig, 1993). In addition it is silent about 

postnatal issues such as mental health after birth, basic baby-care skills and 

how to access support (Nolan, 1997). Hence, there is significant group of 

women who attend antenatal care but do not participate in childbirth 

preparation classes. Skevington and Wilkes (1992) have found that ‘the 

support women gain from participating in a small group which meets 

regularly over a period of four to eight weeks is one of the most valuable 

aspects of class attendance’ (Direct quote from Nolan, 1997, p.1202). The 

aim of the study was to review contemporary antenatal education.

Method:

A descriptive design was employed.

Results:

Researchers agree that postpartum depression may be caused by the lack of 

support for new mothers (Logsdon, 1997). ‘The aim of antenatal education 

now must be to work with the information, skills and life experience the 

woman already has and to build on those in order to help her grow in
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confidence as a consumer of the maternity services and as the mother of her 

child’ (Direct quote from Nolan, 1997, p.1201).

Implication:

Further research is necessary to look into whether existing antenatal 

education is adequately meeting the needs of the women for whom it was 

originally designed, and, if not, how to modify the current programs to meet 

such needs. Antenatal educators are also recommended to find out the ways 

to restructure their teaching so as to meet the needs of the women who 

choose not to attend childbirth preparation classes. Any modification of 

current programs and introduction of new programs should have a built-in 

evaluation process to assess their effectiveness and to identify room for 

future improvement.

2.2.3 Okano and Nagata (1998)

Background and objectives:

Social support provided antenatally may have a protective effect against 

postnatal depression. Women who most benefit from antenatal classes are 

probably those who have a positive attitude to medical care (Rutter et al., 

1988), who are primiparae (Elliot, 1989), older, wealthier and better- 

educated (Lumley, 1993). Effectiveness of information and practical advice 

provided during pregnancy about postpartum depression has not been 

adequately demonstrated. The authors (Okano, Tadaharu and Nagata, Shigeo) 

examined the occurrence of postnatal depression in two groups of 

childbearing women (attendants v. non-attendants at antenatal informational 

support groups). The authors wished to test the hypothesis that women who
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received information and offers of support concerning postnatal depression 

would make more rapid contact with health professionals and psychiatrists 

after the onset of postnatal depression. In addition, the women would have 

fewer difficulties in the management of their conditions and have a better 

outcome as ‘intention-to-treat’ in comparison to women who had not 

received the same information and support.

Method:

Out of a total of 1,738 pregnant women who delivered at Mie University 

Hospital in Japan from 1988-1995, 646 attended antenatal classes (Mother’s 

classes). Assessments of outcome were made by a three-stage procedure, 

using a Japanese version of the Edinburgh Postnatal Depression Scale (EPDS) 

and a clinical interview at the first consultation, 6 weeks and 12 weeks later. 

Results:

Forty patients were identified as suffering from postnatal depression. The 

number of women with major depressive disorder in the non-attendant group 

was significantly higher than that in the attendant group. There was no 

difference in time of onset of depression between the two groups, but the 

time of the first psychiatric consultation after delivery in the attendant group 

was much sooner than that of the non-attendant group. The EPDS score of 

the non-attendant group was significantly greater than that of the attendant 

group at the first consultation. Six weeks later the difference was less marked, 

and there was no difference in EPDS scores of the two groups at 12 weeks 

after the first consultation.

Discussion and comments:
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a) antenatal support may facilitate early contact with psychiatric services 

and may reduce the severity of postpartum depression,

b) non-attendants may be more likely to reject help generally and therefore 

develop a more severe disorder,

c) antenatal support and information may be effective in helping women to 

gain access to assistance and support for postnatal depression, and may 

also reduce the severity of postnatal depression.

In the study, a EPDS cut-off point of 8.5 was used, which is lower than the 

UK cut-off point (Cox, 1994). Using a lower threshold score for identifying 

depression indicates the incidence of postnatal depression in Japan may be 

lower than in the West (Kumar, 1994). Further research is encouraged to find 

out more conclusive evidence on the benefit of antenatal information and 

advice in relation to postpartum depression.

2.2.4 Brugha et al.(2000)

Objectives:

The aim of the study was to test the hypothesis that women at increased risk 

of postnatal depression, who were randomized to receive a parental-support

enhancing intervention program antenatally, would be less likely to be 

depressed at 3 months postnatally.

Method:

A pragmatic randomized controlled trial was conducted in antenatal clinics. 

‘Preparing for Parenthood’, ‘a structured antenatal risk factor reducing 

intervention designed to increase social support and problem-solving skills, 

was compared with routine antenatal care only’ (Direct quote from Brugha,
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2000, Abstract). The authors compared the percentage depressed at 3 months 

after childbirth using the self-completion General Health Questionnaire 

Depression Scale and Edinburgh Postnatal Depression Scale (EPDS), and the 

Schedules for Clinical Assessment in Neuropsychiatry in a systematic 

clinical interview.

Results:

The final sample size was 190 (those who provided outcome data at 3 

months postpartum). Assignment to the intervention group did not 

significantly impact on postnatal depression or on risk factors for depression. 

Attendants to the intervention program benefited no more than non

attendants. The authors concluded that this pragmatic randomized trial has 

demonstrated that assignment to the primary preventive, risk-reducing, 

antenatal intervention had no major impact on postnatal depression. 

Comments:

The author reported that women who participated in the ‘Preparing for 

Parenthood’ program enjoyed the intervention and believed it to be 

beneficial. There are various factors determining the outcome benefit of the 

intervention program, such as the organization of the program schedule, the 

quality and experience of the program executor, and the participants’ 

attendance rate (in this program 55 per cent of participants attended too few 

sessions to be likely to benefit).

Limitation:

The author admitted that the course leaders of the program had only been 

briefly trained and had no experience in psychological intervention. This was 

a clear drawback for the study. It was also evident that the power of the study
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was insufficient to detect small preventive effects and benefits, therefore, the 

sample size of the study needs to be increased which may be achieved by 

improvement in engaging the candidates throughout the study.

2.2.5 Ho and Holroyd (2002)

Objectives:

The aim of the study was to investigate Hong Kong Chinese women’s 

perceptions of the effectiveness of antenatal education in preparing them for 

motherhood in the first month after childbirth.

Method:

The study employed an exploratory descriptive design using qualitative 

methodology that included observations and focus group interviews.

Results:

Two focus groups were conducted, with 5 and 6 mothers in the 1st and 2nd 

group, respectively. The mothers made the following complaints about the 

structure of the antenatal class:

a) unfavorable environment (too many people, and the room was too warm),

b) a lack of cultural relevance in audiovisual aids used because the videos 

were about the practice and feelings of Westerners, and

c) the length of the antenatal classes was too long.

In addition, the mothers also made the following comments on the process of 

the class:

a) too much formal teaching and minimal interaction,

b) irrelevant content on common problems of neonate, and
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c) some of the antenatal educators were unable to answer practical 

questions in baby care.

Participants felt that the antenatal class provided them with knowledge about 

baby/self care, but did not prepare them for complex emotional problems. 

They felt they did not have adequate preparation for baby care and 

informational needs for self care. Finally, they also experienced a conflict 

between lay and professional advice.

Implication and comments:

Many health professionals fail to put the principles of adult education into 

practice (Ho, 2002). To promote interaction in class, small informal classes 

using role-play, problem-solving activities and experience-sharing sessions 

are recommended. Educators may need to assess individual mothers’ and 

couples’ educational needs and teaching materials should be revised 

periodically. Teaching should be illustrated with locally and culturally 

(Chinese specific) relevant samples. Post-basic training should be provided 

to educators (Murphy-Black, 1990). Midwives should initiate new programs 

to introduce family centered care into the home setting and to assist women 

in their transition (Brown & Johnson, 1998). Finally, midwives need further 

education on culturally specific problems and should encourage women to 

speak about how they can balance bio-medical approaches with folk 

traditions.

Limitation:

A clear limitation of the study was the small sample size chosen only from 

one public hospital. Also, the researchers conducting the focus groups in the 

study were not trained moderators, and their nursing profession may induce
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researcher bias in the interpretation of the women’s opinions. Therefore, the 

information obtained in this study may at the very most be just the 

perceptions of a small group of women in Hong Kong and cannot be 

generalized. In addition, husbands were not included in the focus groups. 

The inclusion of husbands in future studies should be considered as more 

effort is made to encourage husbands to attend antenatal classes. 

Furthermore, the effectiveness of these classes in enabling husbands to 

support their wives at the postpartum period should also be evaluated.

2.2.6 Conclusion

Antenatal education has grown up as a service designed to meet the 

particular needs of women (Nolan, 1997). Antenatal educators are 

recommended to work within a framework of adult learning styles (Ho,

2002). Within this framework, adult learners (pregnant women and their 

partners) should be encouraged to interact with the educator and among 

small groups, in order to enrich their understanding and to let the educators 

evaluate the program content and structure for future improvement. 

Therefore, educators have to be trained with skills to enhance participation 

and interaction. In addition, considerations should also be given to the 

structure and process of antenatal classes for couples together, or for women 

only, or for men only (Nolan, 1997). Despite the unfavorable results from 

Brugha (2000), there is a strong belief by other researchers that depression 

may be reduced through education and that antenatal education interventions 

may endure into the postnatal period.
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2.3 POSTNATAL EDUCATION AND CARE

Five published papers are reviewed in this section from year 1996 to 2001. 

They are from Holden, Moran, Ruchala, Small and Long respectively.

2.3.1 Holden (1996)

Objectives:

Holden wished to test the hypothesis that a non-directive counseling 

intervention by health visitors would be both helpful and practicable in terms 

of service provision.

Method:

Depressed women were randomly allocated to either the treatment group, 

where health visitors gave non-directive counseling, or to a control group 

who received routine primary care treatment without research intervention. 

Results:

It was found that the percentage of women recovering from depression in the 

counseled and control groups was 69.2 per cent and 37.7 per cent 

respectively. There was also a significant difference in the amount of 

reduction in scores on all measures of depression between the treatment and 

control groups.

Implication and comments:

This study demonstrates that trained health visitors offering non-directive 

counseling can have a positive influence on the lives of women with 

postnatal depression. Confiding may help to reduce depression and improve 

marital relationships, and counseled women may see the health visitor as 

being there for them and their baby. However, there may be problems of 

implementation in today’s clinical practice. For example, in Hong Kong
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health visitors are an increasingly stretched resource. Secondly, health 

visitors are not necessarily experts in mental health, therefore expert help and 

support from psychiatrists, psychologists and community psychiatric nurses 

has to be assured. In Hong Kong, such a referral system is not readily 

accessible in all hospitals. Finally, there are also ethical issues to consider 

when the depressed mother confides in the health visitors. Therefore, clear 

policy decisions are needed before putting a comprehensive health visitor 

program in place.

2.3.2 Moran (1997)

Objectives:

The purpose of the study was to investigate predictors of postpartum 

women’s perceived informational needs.

Method:

Data from a 12-page self-report survey was analyzed. Associations between 

desire for more information on specific topics and length of postpartum 

hospitalization, maternal age, maternal education, and social support were 

calculated.

Results:

The study had a final sample size of 1161 women. Within this sample group, 

540 (46.5 per cent) were primiparas and 621 (53.5 per cent) were multiparas. 

Informational needs of different types of postpartum women were found as 

follows:

a) primiparas mostly wanted information on baby care topics and self-care 

topics,
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b) multiparas mostly wanted information about getting along with their 

other children and self-care topics,

c) what all of the women wanted most often was baby care information 

about recognizing their baby’s illness, baby’s schedule, and calming a 

crying baby,

d) women under age 25 years wanted significantly more self-care 

information than the older women did,

e) all women who reported high levels of support from friends and family 

wanted significantly less information than those with fair or poor support,

f) primiparas with short postpartum stays in hospital wanted information 

about significantly fewer self-care and baby care items than those with 

longer stays,

g) multiparas with short postpartum stays in hospital wanted more self-care 

information than their long-stay counterparts,

h) prenatal class attendance and delivery methods were not associated with 

perceived informational needs.

Implication and comments:

The findings of the study establish ‘a clear need for health information 

among postpartum women that is not completely addressed by existing 

prenatal education classes or postpartum teaching’ (Direct quote from Moran, 

1997, p.33). Future studies relating to a short postpartum stay in hospital 

should focus on the ability of follow-up programs to meet the informational 

needs of postpartum women in cases where early discharge is due to hospital 

policy.

Limitation:
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The instrument used in the study was a long survey (12-page!) which might 

encounter difficulties in administration. Those who did not respond to the 

second mailing were offered a telephone interview, which further decreased 

the reliability of the instrument. Validity and reliability of the research 

instrument should be addressed in future studies. In addition, prenatal class 

attendance was determined from survey responses to the question: “Did you 

attend childbirth preparation classes?” (yes or no). The survey did not 

include information on the frequency in attending preparation classes, which 

may have an implication on the nil association between perceived 

informational needs and prenatal class attendance in the study.

2.3.3 Ruchala (2000)

Objectives:

The aim of the study was to find out the most important content areas to 

include when teaching postpartum women from the perspective of both 

nurses and postpartum women.

Method:
l.

A descriptive design using scaled response surveys was employed. The 

Postpartum Teaching Questionnaire was developed by the nurses to 

determine perceptions of teaching priorities for postpartum women. Data for 

nurses and mothers was collected and comparisons between responses of 

nurses and new mothers were analyzed.

Results:

The participants included 71 nurses who provided in-hospital maternity 

nursing care, 53 nurses who provided postpartum follow-up home care visits,
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and 103 postpartum women. The findings showed that nurses gave priority to 

teaching about infant care, whereas new mothers gave priority to their own 

care. The differences between the perceptions of nurses and new mothers 

were statistically significant.

Implication:

To facilitate better communication and teaching by nurses, the postpartum 

teaching checklists should be reviewed periodically according to the teaching 

needs of postpartum women. Educators should also give more opportunities 

to new mothers to participate in decision-making about their educational 

needs.

Limitation:

The results of this study were obtained from new mothers who were 

primarily white, well-educated, and upper middle-class. Therefore, they 

cannot be generalized to other sample groups. The content validity of the 

Postpartum Teaching Questionnaire was established only by nurses and not 

by new mothers and their partners.

2.3.4 Small, Lumley, Donohue, Potter, and Waldonstrom (2000)

Objectives:

The purpose of the study was to find out the effectiveness of a midwife led 

debriefing session during postpartum hospital stay in reducing the prevalence 

of maternal depression at six months postpartum.

Method:

Women were allocated to a debriefing or to a standard care group. Women 

in the debriefing group were provided with an opportunity to discuss their
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labor, birth, and post-delivery events and experiences before they were 

discharged from hospital. Depressive symptomatology of all participating 

women at six months postpartum was measured by EPDS.

Results:

There were 917 women responded to the outcome questionnaire (the 

response rate was 88 per cent). Women from the debriefing group were not 

less likely to score as depressed on the EPDS than women from the standard 

care group. As a result, this finding does not support the idea that offering 

debriefing sessions after operative birth and before leaving hospital would 

reduce postpartum depression. However, women’s perception on debriefing 

was positive, with 43 per cent rating it as “very helpful”, 51 per cent rating it 

as “helpful”, and only 6 per cent rating it as “unhelpful”.

Implication and comments:

There are various factors determining the effectiveness of debriefing on the 

reduction of maternal depression, including the effectiveness of the 

individual midwives leading the debriefing, the timing of the debriefing 

session, and the individual women’s way of coping. In addition, there are 

doubts about whether a single session of debriefing would have an impact on 

the onset of postpartum depression when there are too many other inter

related factors involved. However, since 94 per cent (437/463) of the women 

in the study rated the debriefing session as helpful or very helpful, it is 

worthwhile to elucidate their perceptions on “helpful”, so as to identify ways 

to improve the design of the debriefing or to improve its execution. Finally, I 

agree with the comments made by Bland (2000) on the study “it may be that
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these particular midwives are not very good at debriefing rather than that 

debriefing is ineffective” (Direct quote from Bland, 2000, p.1470).

2.3.5 Long (2001)

Objectives:

The purpose of the study was to examine if symptoms of anxiety and 

depression of parents would be alleviated after attending parenting programs 

facilitated by health visitors.

Method:

All parents (n=78) participating were requested to complete a questionnaire 

both before and after attending an 8-week “Positive Parenting” program. 

Data was collected and responses were analyzed.

Results:

At the end of the parenting program, the parents’ levels of clinical anxiety 

and depression were significantly reduced. There was an increase in more 

positive ratings of personality states by the parents, and they were more calm 

and energetic.

Implication and comments:

‘Health visitors have the skills and are in the position to be preventative 

agents of inadequate parenting, and advocates of positive parenting’ (Direct 

quote from Long 2001, p.611). The study indicates the needs of parents 

suffering from anxiety and depression, who could benefit from positive 

parenting programs. Primary prevention and early secondary prevention, 

using organized teaching programs for parents, can be useful in combating 

childhood behavior problems (Cox, 1993). In order to demonstrate the long

71



term effectiveness of ‘Positive Parenting’ programs, longitudinal studies on 

parents who participate in these programs are necessary in future,

Limitation:

The number of participants in the study was relatively low. The reliability 

and validity of the self-administered questionnaires in the study were not 

established. >

2.3.6 Conclusion

Research findings (Moran, 1997) have indicated that, although prenatal 

education can provide appropriate information about labor and birth, little 

postpartum information is provided or retained. Shortened hospital stays 

have affected the time available for nurses to teach mothers to care for 

themselves and their newborns (Ruchala, 2000). In addition, ‘the physical 

and emotional sequelae of childbirth may have an impact on the amount of 

content the new mother can absorb and retain’ (Direct quote from Ruchala, 

2000, p.272). By examining women’s opportunities to gain information, and 

by determining factors associated with what women want to know, health 

caregivers can better meet women’s needs for information, which may 

facilitate better use of available time and greater retention of topics.

2.4 FATHERHOOD

A total of five published papers have been reviewed in this section from the 

year 1992 to 2000. The authors are Chapman, Chalmers, Draper, Barclay, 

and Greenhalgh. The scope of review extends from the role of fathers during 

pregnancy, labor and birth, to their experience at postpartum and infancy.
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2.4.1 Chapman (1992) 

Objectives:

The aim of the study was to describe and explain the expectant father’s 

experience during labor and delivery.

Method:

A grounded theory methodology was used for data collection and analysis. 

Results:

Twenty couples were recruited to the study. Expectant fathers played three 

roles in the study. They were the coach, teammate, and witness - with the 

majority of the men playing the role of witness. ‘The roles adopted by 

expectant fathers were related to the degrees of understanding and mutuality 

within the couples’ relationships’ (Direct quote from Chapman, 1992, 

Abstract).

Implication and comments:

Health care providers and childbirth educators should inform the couples of 

the various labor roles, and assist the expectant fathers to choose a role that 

they find comfortable and fitting their personalities, their expectations, and 

the relationship of the couple. Further research is necessary to validate the 

findings in a larger sample group. The roles of expectant fathers are under 

continuing evaluation in order to address their needs and support 

requirement.

Limitation:

This study had a small sample size (20 couples). It was a qualitative study 

using semi-structured interviews. Therefore, the findings can only be 

generalized to the population that is willing to share their experience and
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thoughts, which is a major limitation. Female researchers conducted the 

interview with the expectant fathers, which may have induced researcher 

bias. To decrease the effects of having a female perspective, a male research 

assistant may be employed in similar studies in future.

2.4.2 Chalmers and Meyer (1996)

Objectives:

The aims of the study were to explore the perceptions and experiences of 

fathers on their partners’ pregnancy, during antenatal preparation programs, 

during birth, and parenthood.

Method:

Three groups of 50 fathers each were recruited from two maternity hospitals. 

Fathers were asked to complete one questionnaire. It was either covering 

their perceptions during their partners’ pregnancy, or their experiences of 

antenatal education or their experiences during birth. Fathers were also 

asked to complete a second, follow-up questionnaire relating to their 

parenthood experiences.

Key findings:

a) Forty-six men responded to the questionnaire on pregnancy. Many 

reported experiencing fears (73.9%), excitement (47.8%), happiness 

(43.5%), pride (41.3%), anxiety (30.4%), sleep disturbances (21.7%). 

Other feelings included being emotional, irritable, disorganized, insecure, 

dependent, and under family pressure.

b) Thirty-six men responded to the questionnaire on antenatal education. 

Most of the men (75%) attended medical check-ups with their partners.
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Many reported not receiving enough information about pregnancy, birth, 

breastfeeding, bottle-feeding, baby care, becoming a father, and 

intercourse during pregnancy and after delivery. Only 5.6% of the men 

never attended antenatal preparation classes with their partners. Men 

reported learning enough at classes. They were less satisfied with 

information provided about the hospital stay, coping with doctors and 

nurses, their role after birth, emotions after birth, their partners’ physical 

well being after birth, and family planning.

c) Thirty-three men responding to the questionnaire on experiences during 

birth. Most were present with their partners at the birth (90.9%) and in 

labor (87.9%). Most men (78.8%) reported having enjoyed the birth. 

Feelings of love at first sight of the baby were experienced by 69.7% of 

men while 12.1% reported feeling love after a few hours and some 

(6.1%) after a few days or longer (3%). Feelings experienced strongly 

in the days after delivery included pride (72.7%), joy (69.7%), 

excitement (63.6%), relief (63.6%) and fulfillment (63.6%).

d) Most fathers reported fatherhood as a most wonderful experience 

(84.2%), and better than they had expected (84.2%). Most reported 

taking an active role in caring for their babies (94.7%). As many as 

31.6% felt that having a baby disrupts marriage while 42.1% thought it 

made a marriage.

Implication:

The results of this study indicate that many fathers’ needs for information in 

specific areas of concern are not being fulfilled adequately. Current 

antenatal education cannot address personal and interpersonal issues. This
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study reflected that fathers experience a variety of emotions during 

pregnancy, birth and at postpartum. It is clear from the findings of the study 

that caretakers need to realize the special needs of fathers during their 

transition to parenthood, and take appropriate measures to address these 

needs.

Limitation:

Sample bias may exist in the data because fathers were participating in the 

study on a voluntary basis. All men recruited were of White ethnic origin 

and the majority of them (92.5%) were married. Therefore, a similar study 

can be replicated on other sample groups to validate the findings of the 

current study.

2.4.3 Draper (1997)

Objectives:

The aims of the study were to review the key literature on fathers’ birth 

attendance; to discuss the reasons for its increasing trend; to assess the 

different roles and responsibility men may adopt in the labor room and the 

implications.

Method:

The review was conducted by searching through the literature in the medical 

database, looking for references quoted in papers, and hand searching of 

journals.

Key findings:

a) There was an increasing trend in men’s birth attendance (Enkin et al,

1995).
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b) The reasons for the increasing trend were believed to be some general 

benefits and improvements in labor outcome. The presence of a labor 

companion, especially the women’s partners, heightened the women’s 

ability at labor (Berry, 1988; Kennell et al., 1991).

c) ‘There appear to be some benefits in terms of labor outcome for men 

attending births but also some disadvantages’ (Direct quote from Draper, 

1997, p.135). Men may be viewed with suspicion and considered to be 

second rate if they chose not to attend birth (Palkovitz, 1987).

d) There had been limited research on the needs of, and benefits to, the 

father (Taylor, 1992).

e) Three roles emerged when men attended births; they were coach, 

teammate, and witness (Chapman, 1992).

Implication:

a) Men have very few opportunities to express their feelings about 

pregnancy and labor (Taylor, 1992), which is clearly an area that future 

research needs to explore.

b) According to Norlan (1994), men take part in antenatal classes and there 

is little discussion of their unique needs. Therefore, these classes do not 

meet men’s educational needs. Antenatal educators have to consider 

men’s expectations and take measure to address them.

c) It is apparent from this review that ‘beliefs held by both the expectant 

man and the professional regarding the man’s laboring role, influence 

both the man’s expectations of his own role, and the antenatal education 

and labor support he receives’. (Direct quote from Draper, 1997, p.136)
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Therefore, it is necessary for future studies to identify paternal needs and for 

educators to design education programs to address them. In addition, 

researchers may need to explore further the influence of medical 

professional on fathers attending births. Finally, I agree with the author’s 

recommendation that the changing role of the father in the contemporary 

society has to be taken into consideration when making further investigation 

of fathers’ birth attendance. For example, there is practical evidence that the 

role of Chinese fathers is evolving as a result of the continuing changes in 

the socioeconomic position of women in the Chinese society.

2.4.4 Barclay and Lupton (1999)

Objectives:

This study aims at exploring the experience of new fatherhood in the 

contemporary society in Australia: a socio-cultural analysis.

Method:

It was a longitudinal, qualitative study into the first 6 months of new 

fatherhood for a group of 15 Australian men. Fifteen couples were recruited 

at a Sydney hospital. Both partners were interviewed on a minimum of four 

occasions from a few days before childbirth until 5-6 months thereafter. The 

questions explored the participants’ expectations and subsequent experience 

of fatherhood; and also the participants’ contribution to decision-making 

processes and practices in providing care. All interviews were audio-taped 

and fully transcribed for analysis.

Key findings:
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The majority of the men recruited and interviewed found the early weeks 

and months of fatherhood more uncomfortable than rewarding, even though 

they were looking forward to fatherhood very positively. ‘Their experience 

appeared more closely aligned to their difficulties with meeting social 

expectations and roles rather than individual deficits’ (Direct quote from 

Barclay, 1999, Abstract). The demands of the new roles (provider, guide, 

household help and nurturer) for the first-time fathers, and the tensions 

produced, ‘challenge men’s relationships with their female partners, the 

meaning and place of work in their lives and their sense of self as competent 

adults’ (Direct quote from Barclay, 1999, Abstract).

Implication:

The difficulties experienced by the new fathers in the study are related more 

to socio-cultural changes in how fatherhood is represented and understood 

in the contemporary society in Australia. Most men found it difficult to find 

the time away from work to develop the intimate relationship with their 

child, in the same way as their partners do. This experience often resulted in 

anger and frustration. The interview data collected in the study indicates that 

fatherhood in the local community may currently be under-going changes 

which require men to alter their own behavior and attitudes. During the 

process of such change, midwives, community health nurses, home visitors 

and educators will need to play a positive and proactive role by providing 

education that addresses the men’s informational needs, and social and 

emotional support that may alleviate the pressure experienced by men 

during their transition to fatherhood.

Limitation:
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The study involved only 15 participants. Its findings are difficult to 

generalize due to the small sample size. Future research in the same topic 

area needs to include men from hospitals in other parts of the country (not 

just a key city such as Sydney) in order to enhance the confidence of the 

findings and to address the implication at a societal level.

2.4.5 Greenhalgh, Slade and Spiby (2000)

Objectives:

The objectives of the study were to examine

a) whether fathers’ childbirth experience was influenced by their prior 

attendance at antenatal classes,

b) whether fathers’ childbirth experience was mediated by pre-existing 

coping style (monitoring and blunting), and

c) whether fathers’ childbirth experience influenced their postpartum 

emotional status and attachment to their baby.

Method:

A quantitative methodology was employed in which participants completed 

the following questionnaires within 6 days of childbirth or at 6 weeks 

postpartum: Experience of Childbirth Questionnaire, the Miller Behavioral 

Style Scale, and the Edinburgh Postnatal Depression Scale.

Results and findings:

Of the 78 fathers who participated in the study, 58 (74.4 per cent) were 

married to their partners and 20 (25.6 per cent) were unmarried; all were 

living with their partners. More married fathers than unmarried fathers 

attended antenatal classes.
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a) Fathers who were categorized as information seeking and who attended 

antenatal classes did not report any differences either in terms of 

satisfaction or distress with their childbirth experiences compared with 

fathers in the same category who did not attend antenatal classes.

b) Fathers who were categorized as information distracting or blunting and 

who did not attend antenatal classes reported greater satisfaction with 

their experiences of attending childbirth than fathers in the same 

category who attended antenatal classes.

c) No differences were found between fathers of the two categories with 

respect to distress.

d) Fathers’ experiences of attending childbirth were unrelated to their 

description of their baby at 6 weeks postpartum.

e) Fathers who reported satisfaction in terms of fulfillment and delight 

with their experience of attending childbirth were related to lower levels 

of depressive symptoms at 6 weeks postpartum.

f) Unmarried fathers reported higher levels of depressive symptoms

g) Fathers with a cesarean-bom infant used significantly more negative 

adjectives to describe their baby than fathers with a vaginally bom 

infant.

Implication:

One of the findings in this study “attenders did not report more positive 

childbirth experiences than nonattenders” raises questions about the 

usefulness of fathers’ attendance at antenatal classes. This issue requires 

further investigation to explore the influence on the mothers if their partners 

attended the classes with them, and the mothers’ subsequent experiences of
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childbirth. The dimension of fulfillment was related to depressive 

symptomatology at 6 weeks postpartum. It would be important to consider 

that the perception of fulfillment may be affected by the fathers’ personal 

characteristics. Though current trends may support the assumption that 

attending antenatal classes benefit both the mothers and their partners, this 

study suggests that for some fathers, attending the classes may be associated 

with less positive childbirth experiences. It also suggests that men’s 

experience at attending their baby’s birth may influence their subsequent 

emotional well-being. For control purpose, it would be worthwhile to take an 

extra step to measure the fathers’ emotional well-being before attending the 

childbirth.

Limitation:

The sample, which was relatively small, was drawn from two urban hospitals 

in the United Kingdom, therefore, it is not possible to generalize the findings 

of the study to different populations. The Experience of Childbirth 

Questionnaire had not been validated, thus, further research is necessary to 

establish the validity of the instrument. In addition, the other questionnaires 

employed in the study were only validated on women (at the time of the 

study).

2.4.6 Conclusion

The published papers reviewed in this section suggest that it is time to take a 

fresh look and reevaluate the currently accepted expectations of fathers 

during labor and birth (Chapman, 1992). Education and care providers need 

to be aware of and reactive to the special needs of fathers during pregnancy,
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birth and their transition to fatherhood (Chalmers, 1996; Draper, 1997). The 

experiences of new fatherhood may be influenced by social-cultural 

environment, and men are required to change their own behavior and attitude 

on fatherhood in order to adapt themselves to the changing environment and 

culture in the society (Barclay, 1999). The changing process needs the 

support from social and health care workers, and also continuing education 

by local education providers. Although interest in the study of fatherhood has 

grown rapidly in Western countries in the past two decades (Costigan, 2001), 

there is the issue of self-selection bias (that is sampling representativeness 

and generalizability). In a recent study by Costigan (2001), findings 

indicated that participating fathers were underrepresented. Also, fathers in 

families in which the mother did not participate were never invited to 

participate. Therefore, more attention needs to be paid to the recruitment and 

representativeness of fathers in family research. Furthermore, the concerns of 

fathers who decline to participate need to be addressed. Finally, the 

understanding of fatherhood in Asian countries is far from satisfactory, and 

to conduct successful studies in this area, researchers have to overcome a lot 

of hurdles that are cultural specific.

2.5 SOCIAL SUPPORT

A total of six published papers have been reviewed here from the year 1996 

to 2000. The authors are Ballard, Areias, Tarkka, Morgan, Meighan, and 

Misri.
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2.5.1 Balllard and Davies (1996)

T ab le  8 L ite ra tu re  on  p ostpa rtum  d ep ression  w ith  fa thers (D e riv ed  from  B a lla rd  an d  D av ies)

A u th o r

(y e a r )

S a m p le

size

R e se a rc h

in s t ru m e n ts

F in d in g s L im ita t io n  
o f  th e  
s tu d y

R ees &

L u tk in s

(1 9 7 1 )

77 fa thers B eck

D epress ion

Inv en to ry

A  ra te  o f  m ild  to  m o d e ra te  

d ep ressio n  o f  13% , 3 %  w ere  ju d g e d  

to  b e  c lin ica lly  s ig n ific an t cases

S m all
sam p le  size

A tk in so n  

&  R icke l 

(1 9 8 4 )

28  coup les B eck

D epress ion

Inven to ry

13%  o f  fa thers  to  sco re  10 o r  m ore  

e ig h t w eek s a fte r  de livery

S m all
sa m p le  size , 
sam p le  b ia s  
to  a ll 
em p lo y ed  
co u p les

H arv ey  &

M cG rath

(1 9 8 8 )

4 0  fathers D SM -III 4 0 %  o f  4 0  fa th e rs  w h o se  w ives 

su ffe red  from  p o stp a rtu m  p sy ch o sis  

ex p e rien ced  a  D S M -III  p sy ch ia tric  

d iso rd er; 17 .5%  su ffe red  from  D SM - 

III m a jo r  d ep ression

S m all
sa m p le  size , 
m ild
d ep re ss io n  
w ere  n o t 
d e fin ed  as 
cases

R ask in  e t 

al (1 9 9 0 )

86 co u p les C E S D  s e lf  

rep o rt

q u es tio n n a ire

R a tes  o f  d ep re ss iv e  cases w ere  2 2 %  

in b o th  m o th e rs  and  fa thers

S am p le  b ias 
to  a ll w h ite  
co lleg e  
g rad u a tes

L o v esto n e  

&  K u m ar 

(1 9 9 3 )

24

p a rtn e rs  o f  

w o m en

R D C  o r D S M - 

III

4 1 .7 %  p a tien ts  fu lfilled  th e  c r ite r ia  

fo r  m a jo r an d  m in o r d ep ressio n

S m all
sam p le  size

B a lla rd  e t 

al (1 9 9 4 )

2 0 0

co u p les

P A S  v ers io n  o f  

th e  P S E  

schedu le

10%  o f  fa th e rs  w ere  d ep re ssed  a t 6 

w eek s p o stp a rtu m  an d  5%  w ere  

d ep re ssed  a t 6  m o n th s  po stp a rtu m

Each of the studies that focused upon fathers in the first two months 

postpartum reported a prevalence rate of psychiatric morbidity of at least 10 

per cent. The prevalence rates of psychiatric morbidity amongst new fathers
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with psychiatrically ill partners were similar in each of the studies. Further 

research to replicate the findings with the inclusion of control group is 

needed. During the postpartum period the mother is expecting more support 

from her partner, while having to cope with a new responsibility -  taking 

care of the baby. As a result, the mother is giving less emotional support to 

her partner in the same period of time. There may be additional financial 

burdens and increased restrictions on lifestyle to the new father. Furthermore, 

the new father may be less prepared than his partner due to reduced 

preparatory education and less information flow from the family network. 

O’Hara (1986) has drawn attention to links between the occurrence and 

severity of postnatal depression and the amount and quality of support that is 

provided by husbands and by relatives. It is recommended to pay more 

attention to fathers in the context of postnatal depression. Ballard et al. (1994) 

found an association between depression at six weeks postpartum and 

unemployment. Atkinson & Rickels (1984) found fathers who subjectively 

thought that the infant was a ‘good baby’ were less likely to be depressed. 

Most of these associations have only been reported in one study and several 

of the studies included only small numbers of subjects. Hence, there is a 

need for further studies to ascertain such associations.

2.5.2 Areias (1996)

Objectives and method:

The authors have studied a sample of 54 women expecting a first baby and 

42 husbands or partners from the sixth month of pregnancy up to 12 months 

postpartum. They were recruited from maternity clinics in the city of Oporto,
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Portugal. Rates of depressive disorder were ascertained by semi-structured 

interview and both partners also completed a number of other questionnaires 

and interviews.

Results:

Women as a whole were found to have had more life events in the previous 

six months, more moderate-to-severe events, poorer social adjustment, and to 

generate a higher score than the men on the neuroticism scale of the EPI. 

Details are in Table 9.

T ab le  9 C o m p ariso n  o f  p rev a len ce  o f  d ep ressio n  b e tw een  m en  and  w o m en  (D e riv ed  from  
A re ias)

T im e  p e r io d W o m e n M e n

P rev a len ce  o f  d ep ressio n  d u rin g 16.7% 4 .8 %

p reg n an cy

P rev a len ce  o f  d ep ressio n  a t 3 m on ths 31 .5% 4 .8 %

afte r d e liv ery

P rev a len ce  o f  d ep re ss io n  a t 12 m o n th s 5 3 .7 % 2 8 .6 %

afte r  d e liv ery

Associations with depression were tested across the entire 12 postnatal 

month period in the women. Positive links were found with a lifetime history 

of depression in their husbands or partners. Men belonging to manual or 

working class occupations were more likely to be depressed. For men other 

significant associations were with poor social adjustment both during 

pregnancy and after childbirth but the most interesting link was with 

occurrence of depression in their wives, especially during pregnancy and in 

the period 0-3 months postnatally.
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Implication:

It is worthwhile to do more studies on men in the context of fatherhood since 

limited studies are available in this aspect. O’Hara (1986) has drawn 

attention to links between the occurrence and severity of postnatal depression

and the amount and quality of support that is provided by husbands and by
\

relatives. It is recommended to pay more attention to fathers in the context of 

postnatal depression. If the depression in men can be reduced, they would be 

able to provide better support to their wives. The effectiveness of counseling 

may be improved if it is provided jointly to fathers and mothers rather than to 

mothers alone. It may be beneficial to effectively engage fathers to support 

their depressed spouses and to join them in caring for the new baby, and this 

study shows that if fathers are to assist in these aspects successfully their 

own psychological needs must also be recognized and met.

2.5.3 Tarkka and Paunonen (1996)

Background and objectives:

Primary health care workers believe that counseling is an effective way to 

help mothers to prepare for pregnancy, childbirth, childcare and parenthood. 

Nurses have a special responsibility in helping mothers to learn to look after 

their newborn and to grow into motherhood. According to Tarkka, the 

purpose of this study was to look at the social support provided by nurses on 

a maternity ward to recent mothers and to describe the mothers’ experiences 

of their stay on the ward after childbirth. The study set out to address two 

main questions. First, what kind of social support do mothers who have 

recently given birth receive from nursing staff on the maternity ward?
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Second, how do mothers experience their stay on the maternity ward after 

childbirth?

Method:

The data was collected by means of structured questionnaires in a sample of 

200 mothers giving birth at Tampere University Hospital. The questionnaire 

was designed by the researcher for purposes of collecting information on 

how nurses had supported the mother on the maternity ward and on how the 

mothers had experienced their stay on the ward after childbirth.

Findings:

Mothers reported receiving concrete aid on the maternity ward but not 

enough affection or emotional support. It was found that first time mothers 

tended to receive more support in the form of affirmation and emotional 

support than other mothers, and that affirmation was not readily available for 

mothers in the youngest age group. Ninety-five per cent of the mothers 

described their stay on the ward as a positive experience. Eighty-nine per 

cent also described it as quiet and peaceful. Over 52 per cent of the first-time 

mothers and 46 per cent of the other mothers felt that the nurses on the 

maternity ward were friendly, but were always pressed for time.

Comments and recommendation:

In this study the majority of the mothers said that they were not aware of the 

potential experience of changes in mood after delivery. The mothers hoped 

to have more opportunities to discuss the possible changes that may happen 

in themselves in connection with childbirth. It is recommended that trained 

nurses are available to support the mothers in child care and the whole 

family’s welfare after childbirth, so that individual plans may be made for
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each mother and family to meet their needs and expectation. It is also 

recommended that provisions for special and consistent guidance to the 

husbands are made so that they are able to look after their newborns. 

Limitation:

The questionnaires used in the study had not been validated. The internal 

consistency of the questionnaires had not been established. Therefore, the 

reliability of the study needs improving. In addition, the results of the study 

cannot be generalized beyond the original population.

2.5.4 Morgan et al. (1997)

Background and objectives:

In general, postnatal depression in women is more recognized and treatment 

usually involves women only. Even though some treatment programs are 

offered to men and women together, there is a high drop out rate for men. 

Studies have reported the father’s feelings of isolation, jealousy, resentment 

and concern about their own ability to be a good father. The strain of having 

a depressed wife, a new baby, his own employment, sleepless nights, and, 

not knowing how to assist, explains why fathers are more likely to be 

distressed if their partner is distressed (Harvey, McGrath, 1988; Lovestone, 

Kumar, 1993; Ballard et al., 1994). Thus it is important, when the mother is 

suffering from postnatal depression, to involve both the father and the 

mother in the treatment program. This study aimed to find out the 

improvement in effectiveness of a treatment program offered to the couples. 

Method:
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This paper reports a group program for postnatally distressed women with 

involvement of the men in a couples’ evening. There were 34 couples in all. 

The women were asked to complete an EPDS, a General Health 

Questionnaire and a Coopersmith Self-Esteem Questionnaire at the 

beginning and at the end of the 8-week program (containing 8 sessions). In 

addition there was a 6-month follow-up evaluation. The men were asked to 

complete the GHQ in the last three joint sessions (couples’ sessions) and 

follow-up data was obtained from them during the sessions. Both partners 

completed a group evaluation form in which they commented on the 

usefulness of the group.

Results:

a) At a cut-off score on the EPDS of over 12 to screen for clinically 

significant depression, 66 per cent of the women at the start of the group 

scored in this range, whereas by the end of the group this had decreased 

to 22 per cent, and by follow-up to 0 per cent.

b) First session scores on the Coopersmith Self-Esteem Inventory were 

higher for women whose partner attended the later couples’ evening, 

though this difference was not found at the end of group or follow-up 

stages.

c) The mean score on the GHQ for the 14 men who completed this 

measure was 9.6, and eight of these scored in the distressed range (using 

the 7/8 cut-off).

d) For these eight distressed men six of them had a partner who was also 

distressed (using the EPDS cut-off).

e) Of the 14 couples, six out of 12 distressed women had a distressed
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partner.

Implication and comments:

a) It seems that if a man is in difficulty it is likely that his partner is too, 

and that almost half of significantly distressed mothers have a partner 

who is also distressed.

b) It is likely that by the men attending the program the women feel 

supported and more understood by their partners, which in itself may 

have a therapeutic effect.

c) For the women another benefit of the program is that they realize that 

they are not alone, and that they will have the opportunity to share 

openly their personal experience of mothering.

There is a clear need for further evaluation and design of treatment programs 

for couples with postnatal depression. Nevertheless, it may be difficult or 

impractical to run this kind of couples’ program in the situation where there 

is significant financial constraint on the family, and when the spouse has to 

work overtime to secure his job and income. In traditional Chinese society, it 

is a cultural practice for a husband, who is the master of the family, to focus 

on providing financial and material support to the family, and not to be 

bothered about issues of emotional upheavals of his female partner or other 

family members. The husband may therefore not recognize or agree to the 

importance of attending this kind of program. Asian culture tends to be 

relatively conservative though the situation is evolving.

Limitation:

There was no control group to the study, which makes the arguments less 

conclusive.
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2.5.5 Meighan et al. (1999)

Objectives and method:

Meighan interviewed and conducted thematic analysis on eight men in 

Tennessee, Knoxville, trying to understand better about postpartum 

depression and its impact on the family through the experiences of fathers 

whose spouses suffered from this disorder.

Findings:

Experiences related by the participants in this study were very similar in 

several aspects and a common thematic pattern emerged. The birth of the 

infant brought about the following:

a) loss of the partner the husband had known,

b) loss of the relationship once shared with his spouse,

c) loss of control,

d) loss of intimacy,

e) loss of how things used to be,

The men and women tried to find someone in the health care system who 

could help, and most sought professional help in the first few weeks after the 

onset of depression.

Comments:

After childbirth, changes do occur in a couple’s relation and if there are 

significant difficulties, early referral and treatment are necessary so as to 

prevent parental problems and perhaps save a marriage. Treatment programs 

and counseling would be more effective if they involve the couple rather 

than just the woman suffering from depression. The father may influence the 

outcome of the treatment (Morgan, 1997) and he himself may be
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significantly affected by the problem. It is recommended to offer a support 

group for men whose spouses suffer from postpartum depression, so that 

they can get help to support their spouses in an effective way.

Limitation:

The sample size of the study was small (8 men!). In order to amplify the 

implication of the findings, a quantitative, prospective and longitudinal study 

design may be necessary.

2.5.6 Misri et al. (2000)

Objectives:

Several studies have indicated that supportive partners play a significant role 

in reduction of stress levels and improvements of mood in new mothers 

(Marks, 1996; Logsdon, 1997). The objective of this study was to investigate 

the impact of partner support on the treatment of mothers suffering from 

postpartum depression.

Method:

Twenty-nine women meeting the DSM-IV criteria for major depression with 

postpartum onset were recruited at 2 major university hospitals in Vancouver, 

British Columbia. They were assigned randomly to 2 treatment groups: 

group 1 (control group) consisted of patients only while group 2 (support 

group) consisted of patients and their partners. The patients in both groups 

were seen for 7 psycho-educational visits each. In group 2, the partners 

participated in 4 of the 7 visits. Patients in both groups were administered 

four questionnaires. The partners in both groups completed two 

questionnaires.

93



Results:

Relative to the control-group patients, the support-group patients displayed a 

significant decrease in depressive symptoms and other psychiatric conditions. 

Relative to the support group, the general health of the partners in the control 

group deteriorated.

Indication and recommendation:

The results indicate that husband’s support has a positive influence on 

women’s recovery from postpartum depression. There may be a connection 

between the woman’s illness and the partner’s general health. The authors 

conclude that partner support has a measurable effect on women 

experiencing postpartum depression. It is recommended that husbands or 

partners should be routinely included in women’s visits with both primary 

care physicians and psychiatrists.

Limitation:

The sample size for both groups (support group N=16, control group N=13) 

was small. The sample was biased in that most of the subjects were white. 

The follow-up period in the study was short (10 weeks).

2.5.7 Conclusion

It can be concluded from the reviewed studies that fathers are also potential 

sufferers of postpartum depression (Ballard, 1996). Treatment programs may 

be more effective when the couple is involved instead of involving the 

depressed mother only (Morgan, 1997), and partner support may have a 

positive impact on the treatment of mothers suffering from postpartum 

depression (Misri et al., 2000). In order to help the partners to support their
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wives better, it is recommended that the needs and emotional well-being of 

the partners are addressed in future supporting and education programs in 

addition to the provisions for special and consistent guidance in baby care.

The positive impact of partners’ support on the development of postpartum 

depression in Western women has aroused research interest in Asian society, 

such as Hong Kong, to discover the relevance of the involvement of partners 

to the development of postpartum depression in the population of Chinese 

women.

2.6 THE IMPACT OF POSTPARTUM DEPRESSION ON THE FAMILY

In this section, a study in 1996 reflected the potential impact of postpartum 

depression on all family members, and two other studies in 1997 and 1998 

explored the impact of this mental problem on infants and children.

2.6.1 Boath and Pryce (1996)

Objectives:

Postnatal depression is not only distressing to a woman, it can also have an 

adverse effect on her social life. The adverse effect may extend to her 

partner, and other family members, subsequently to the development of the 

infant and older children too. The author is trying to assess the impact of 

postnatal depression on the family.

Method:

Sixty women who were participating in a study of postnatal depression were 

asked to have a questionnaire completed and returned by their partners or 

close family members. Fifty-six (93 per cent) of the women had a major
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depressive disorder as defined by RDC, and four (7 per cent) had a minor 

depressive disorder.

Results:

It was revealed that postnatal depression was indeed placing ‘a burden on the 

family’ and causing ‘a lot of worry within the family’, such as having to take 

over the woman’s responsibilities and financial problems. Family members 

also reported that these women ‘require a lot more attention’, and that the 

women were ‘reluctant to go out and unhappy to be alone’. (‘’Direct quote 

from Boath and Pryce, 1996, p.200)

Implication and recommendation:

The partners may have to be absent from work, sacrificing their social and 

leisure activities; children may be shouted at and miss school and other 

outings. Postnatal depression certainly appears to be having an adverse 

effect on the family. Life may become unpleasant, worrying and distressing, 

and family members may have feelings of ‘increased stress’ and feelings of 

being ‘under pressure’ as they try to carry the burden of postnatal depression. 

As the study involved a relatively small sample size, it is worthwhile to do 

further research to fully assess the impact of postnatal depression on the 

family. In addition, there is a need to validate the association of paternal and 

maternal postnatal depression, which may combine to exacerbate the adverse 

effects on the family, other relationships, and the development of the infant 

and older children. It is also recommended to examine the impact of support 

and health services on partners and family members as well as women. This 

may be more effective and beneficial in the long run, enhancing the recovery
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of the woman and her partner, and possibly reducing future problems 

occurring with their children and other family members.

The next two published papers demonstrate the findings on the effects of 

postnatal depression on infant development, children’s adjustment to school 

and child well being.

2.6.2 Murray (1997a)

A number of studies have examined the 1 to 2 year old infants of mothers 

who have had a postnatal depression. The findings of these studies are listed 

in Table 10.
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Table 10. Impact of postnatal depression on infant development (Derived from literature in Murray)

A u th o r

(y e a r )

S a m p le

size

M e th o d F in d in g s  a n d  L im ita t io n  o f  th e  s tu d y

S tein

(1 9 9 1 )

49 A ssessm en t 

by  d efined  

m e th o d s  o f  

o b se rv a tio n

C h ild ren  o f  m o th e rs  su ffe red  from  p o stn a ta l 

d ep ressio n  sh o w ed  less a ffec tiv e  sh a rin g , a  lo w er ra te  

o f  o v era ll in te rac tive  b eh av io r, less co n cen tra tio n , and  

m o re  n eg a tiv e  resp o n ses; th e y  a lso  sh o w ed  less 

so c iab ility  to  a  stranger. T he sam p le  size  w as  sm all.

M u rray

(1 9 9 2 )

111 A ssessm en t 

b y  defin ed  

m e th o d s  o f  

o b se rva tion

In fan ts  o f  w o m en  w h o  h ad  been  d ep re ssed  p o stn a ta lly  

h ad  s ig n ific an tly  p o o re r  co g n itiv e  d ev e lo p m en t; m o re  

lik e ly  to  rep o rt b eh av io ra l d ifficu lties  in  th e  c h ild  such  

as sleep in g  an d  ea tin g  p ro b lem s, te m p e r  ta n tru m s an d  

sep ara tio n  d ifficu lties.

T eti

(19 9 5 )

104 A ssessm en t 

by  te lep h o n e  

in te rv iew  

and

o b se rv a tio n  

w ith  defin ed  

m e th o d s

A sso c ia tio n  w as  fo u n d  b e tw een  th e  p o stn a ta l m o o d  

d iso rd e r  an d  in secu re  in fan t a ttach m en t to  th e  m o th e r. 

T h ere  w as sam p le  b ias: 95 p e r  ce n t w ere  w h ite  

m o the rs .

M u rray 22 D esc rip tiv e U p o n  18 m o n th  fo llo w  up , in fan ts  o f  p o s tn a ta lly

(1 9 9 6 ) stud ies rev iew d ep re ssed  m o th e rs  w ere  s ig n ific an tly  less d ev e lo p ed  

in  te rm s  o f  cap ac ity  fo r  m e n ta l rep resen ta tio n  an d  

m en ta l d ev e lo p m en t, an d  in secu re  a ttach m en t to  th e  

m other.

M u rray 7 D esc rip tiv e A n  in te rac tio n  w as  fo u n d  b e tw een  m a te rn a l m e n ta l

(1 9 9 7 a) stud ies rev iew sta te  an d  in fan t g ender: th e  b o y s  o f  m o th e rs  w h o  h ad  

h ad  p o stp a rtu m  d ep ressio n  p e rfo rm ed  p articu la rly  

poo rly .
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All the findings and observations from these studies suggest a significantly 

raised level of emotional disturbance in late infancy in the children of 

mothers who have had postnatal depression. On the other hand, Cutrona and 

Toutman found that the presence of irritable behavior in the infant 

contributed to the persistence of depression (Cutrona, 1986).

2.6.3 Sinclair and Murray (1998)

Objectives:

To address the issue of children of postnatally depressed mothers who may 

be at risk of difficulties at the time of transition to school. In addition, there 

may be persistent impairments in maternal social functioning (Stein et al., 

1991) that limit maternal facilitation of school attendance and child 

friendships.

Method:

A longitudinal study in which teachers rated the adjustment to school of a 

community sample of children of postnatally depressed and well mothers. 

Children were assessed by teachers with various ratings after they had 

attended school for one term, and had had the opportunity to settle in. The 

teachers were looking at the child’s general readiness for school, their 

personal maturity, competence in social relations and verbal ability. The 

information concerning the child’s behavior in school was analyzed in 

relation to the mother’s psychiatric state.

Results:

Study results indicated that while many of the differences in children’s 

behavior shortly after starting school were related to the child’s gender and
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family social class, it was apparent that the mother’s experience of postnatal 

and continuing depression may place the child at risk of difficulties in 

adjusting to school.

Implication and recommendation:

Though further research is needed to replicate the findings, it is clear that 

among sons of depressed mothers, the rates of clinically disturbed behavior 

are alarmingly high. Such findings highlight the need for resources devoted 

to supporting mothers of young children, in particular for the routine 

screening for postnatal depression and its effective treatment. Identifying 

mothers in need of support at an early stage is also a way to promote the 

mental health of the unborn child.

Limitation:

Although an association between postnatal depression and difficulties in 

boys’ adjustment to school has been identified, the mechanisms underlying 

such association have not been determined. Also, the potential psychological 

problems of the girls of depressed mothers may be masked by the girls’ 

optimal performance at school. Therefore, further research with different 

study designs would be necessary to validate such problems.

2.6.4 Conclusion

It is not possible to reach general conclusions about the effects of maternal 

illness on developing children because of differences between studies in both 

the ages of the infants at the time of exposure to maternal disturbance, and 

their ages at the time of assessment (Murray, 1997b). The studies described 

in this section have cast light on the effects of postpartum depression on
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infants. These issues are of practical importance because of the frequency of 

postpartum depression (Cox, 1982; Cutrona, 1983; Lee, 2001), and its effects 

on the infants which seem to impinge on a wide range of psychological 

functions in the individual child as well as on the mother-child relationship 

(Murray, 1997b). To identify mothers who are in need of support at an early 

stage is one of the ways to promote the mental health of the unborn child. In 

addition, it is necessary to conduct screening and promotion of children’s 

healthy development as early as possible (Luoma, 2001).

2.7 SCREENING FOR POSTPARTUM DEPRESSION

Widely used screening scales for postpartum depression are being reviewed 

here. They are the Beck Depression Inventory (BDI), the Center for 

Epidemiological Studies Depression Scale (CESD), and the Edinburgh 

Postnatal Depression Scale (EPDS). In addition, two newly developed 

potential screening scales are also under review. They are the Beck 

Depression Inventory-II (BDI-II) and the Postpartum Depression Screening 

Scales (PDSS). Two specific measurements for each screening scale are 

highlighted, and they are sensitivity and specificity. Sensitivity refers to the 

ability of each instrument to identify correctly all screened women who 

actually had postpartum depression. Specificity is the ability of each 

instrument to identify correctly all screened women who were not depressed. 

A comparison of the above scales is listed in Table 11.
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T ab le  11 C o m p ariso n  o f  sc reen ing  sca les fo r  po stp a rtu m  d ep ression  (D e riv ed  from  lite ra tu re  in  C ox  
&  H o ld en , B eck  &  G arb le )

B D I C E S D E P D S B D I-II P D S S

D ev e lo p er B eck  A  T  et R a d lo ff C ox B eck  A  T  e t B eck  &  G arb le

(yea r) al (1961 ) (1 9 7 7 ) (19 8 7 ) a l (1996 ) (2 0 0 0 )

N o . o f  item s 21 20 10 21 35

V alid a tio n yes yes yes yes y es

T ra n s la ted  in to y es no yes n o no

o th e r  languages

S en sitiv ity p o o r 79 .5% 86% 81% 9 4 %

S p ecific ity go o d 71 .1% 78% 9 2 % 9 8 %

A lp h a  re liab ility “ • .87 .92 .83-.94

R eco m m en d ed - 16 o r  m o re  (-) 9 (1 2 /1 3 ) 14 (20) 6 0  (80)

cu t o f f  sco re  for

m in o r (m ajo r)

d ep ressio n

L im ita tio n U n ab le  to - N o t fo r D ifficu lt to D iffic u lt to

d e tec t m in o r d iag n o sis ad m in is te r  by ad m in is te r  by

d ep re ss io n te lep h o n e te lep h o n e

in te rv iew in te rv iew

S tren g th - S ign ifican tly E asy  to C lo se r to C lo se r to

co rre la ted  w ith ad m in is te r d iag n o stic d iag n o stic

c lin ica l crite ria c rite r ia

d iagnosis

R em ark s A p p licab ility - W ide ly P erfo rm an ce R ead y  fo r  use

b e in g ev a lu a ted  in n eed  to  be in  ro u tin e

q u es tio n ed W este rn fu rth e r sc reen in g

/A sian assessed

p o p u la tio n s
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Condon and Corkindale (1997) suggest that in screening for postpartum 

depression it may be advantageous to use an instrument that contains a larger 

number of items. Their rationale is that if an instrument consisting of only a 

small number of items is used, a changed response on even just one or two 

items can significantly alter a woman’s assignment to either the depressed or 

non-depressed group. However, in practice there are limitations to using an 

instrument that contains a large number of items in an out-patient clinic 

setting or in a telephone follow-up interview.

2.8 THE NEED FOR THE STUDY OF THE RELEVANCE OF THE

INVOLVEMENT OF A WOMAN’S PARTNER TO THE

DEVELOPMENT OF POSTPARTUM DEPRESSION IN HONG

KONG

Previous chapter has demonstrated the importance of postpartum depression. 

It has an incidence rate of 10 per cent to 15 per cent in Western countries 

(Cox, Connor, & Kendell, 1982; Cutrona, 1983; O’Hara, Neunaber, & 

Zeloski, 1983b; Kumar & Robson, 1984; Watson et al., 1984; Herz, 1992; 

Whitton et al., 1996). Its major consequences are risk of future postpartum 

depression (Miller, 2002) and adverse impacts on the family (Cohn, 1986; 

Cutrona & Troutman, 1986; Field et al., 1988; Stein, 1991; Murray, 1992; 

Teti, 1995; Boath and Pryce, 1996; Murray, 1996; Murray 1997a; Murray, 

1997b; Morgan, 1997).

Literature reviews has highlighted lack of family support as a strong 

aetiological factor for postpartum depression (Mueller, 1980; O’Hara et al.,
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1983a; Cutrona, 1984; O’Hara, 1986; Campbell, 1992; Collins, 1993; 

Morgan, 1997; Murray, 1997b; Misri et al., 2000). The majority of the 

studies was undertaken overseas and was conducted in Western population. 

There are only few studies on postpartum depression conducted in the 

population of Chinese women (Pillsbury, 1978; Eisenbruch, 1983; Kok, 1994; 

Lee, 1997; Kit, 1997). They generally reported a lower risk of postpartum 

depression amongst Chinese women, which might be partly because of 

traditional values such as family cohesiveness, a low divorce rate, and 

parental substitutes (Chen et al., 1993). Changing socio-cultural factors in 

Hong Kong, such as an enhanced socio-economic status of Chinese women, 

an increase in family violence, in juvenile pregnancy, in child and sexual 

abuse, and in alcohol and drug addiction, may lead to an increase in 

postpartum depression (Lee, 2001). Because of the previous low incidence, 

such an increase in postpartum depression may not be recognized by medical 

professionals or tolerated by family (Lee, 2000). Therefore, it is necessary to 

study the relevance of partner support to the development of postpartum 

depression in Hong Kong, so as to provide educational data to medical 

professionals to decide on the direction of local health care education on 

postnatal mental illness.

2.9 SUMMARY

Chapter 2 summarizes the latest findings and discussions in several aspects 

of postpartum depression. There are a total of 13 predictor, variables 

identified for postpartum depression, and the strongest predictors are prenatal 

depression, self-esteem, childcare stress and prenatal anxiety (Beck, 2001a).
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It is recommended that clinicians to use these predictor variables as a 

checklist for pregnant women and new mothers (Beck, 1998), so that specific 

care may be designed to help the group at risk of the illness. The most 

effective antenatal and postnatal care may be the provision of a confidant to 

the mother, and small group support may be more appreciated by mothers 

than a large group (Skevington, 1992; Nolan, 1997). Antenatal and postnatal 

education may be effective in aiding the new parents to gain access to help 

for postpartum depression (Okano, 1998), and also may reduce the severity 

of the mental disorder. Further studies on the evaluation of today’s antenatal 

and postnatal care programs are clearly necessary in order to be able to 

design new and effective programs to take care of the emotional needs of the 

mothers. In the design of new care programs, educators should also take 

measures to address the fathers’ educational needs so that they can learn to 

support their wives in a more effective way. The type of laboring roles that 

fathers play is very much dependent on the antecedent information and 

support they receive from medical profession (Chapman, 1992; Draper, 

1997), and men’s experience at childbirth may influence their postpartum 

emotional status (Greenhalgh, 2000). The fathers will not only influence 

treatment outcome of their wives’ postnatal depression (Misri et al., 2000), 

but may themselves be greatly affected by the problem (Meigan et al., 1999) 

and suffered along with their depressed wives (Morgan et al., 1997). Studies 

indicate that partner support has a positive and measurable effect on women 

experiencing postpartum depression (Misri et al., 2000). In addition to 

fathers’ support, other social supports have been found to be helpful, such as 

individualized support programs by nurses to the individual mother, father
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and baby. The legitimization of paternity leave for new fathers may be a 

useful facility to enhance their effectiveness in supporting the family and the 

new mothers (Ballard, 1996). The quality of support a woman receives 

during pregnancy may be a critical element in protecting her from emotional 

distress. Early identification, preventive measures, and treatment, if 

necessary, can alleviate months of suffering for a new mother and decrease 

the potentially harmful impact on her infant (Beck, 1996c). In the review on 

postpartum depression screening scales, the specificity and sensitivity of 

commonly used research instruments are covered. They are the BDI, the 

CESD and the EPDS. In addition, the new emerging tools BDI-II and PDSS 

are also highlighted. Finally, I have justified the need of the present study by 

highlighting the potential increase in postpartum depression in Hong Kong 

due to changing socio-cultural factors in the local community.

The objectives of the study, the research questions, study design, 

methodology, data collection procedure and statistical justification will be 

discussed in detail in chapter 3.
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CH A PTER  3

RESEARCH OBJECTIVES AND PROCESSES

3.1 STUDY AND DEFINITION

This thesis describes a study examining the relevance of the involvement of a 

woman’s partner to the development of postpartum depression in Hong Kong. 

The study looked at the extent to which paternal support was effective in 

reducing the risk of postpartum depression. The paternal support in this study 

was defined as the practical/instrumental support provided by the women’s 

partners. For example, visiting antenatal clinics and attending antenatal 

education classes with them; keeping them company; being present at home 

and/or at birth; taking part in baby care activities and sharing of the 

household tasks.

3.2 RESEARCH OBJECTIVES

The objective of the study was set to answer the following questions:

3.2.1 Are Hong Kong women who have less paternal support available to them at 

greater risk of postpartum depression?

3.2.2 Are the timing, type and duration of paternal support relevant?

3.2.3 Is there a minimum level of support necessary to minimize postpartum 

depression (which could therefore be encouraged by appropriate education to 

Hong Kong public and health care professionals)?
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3.3 METHOD AND SAMPLE

3.3.1 Procedure

The study on the relevance of the involvement of a woman’s partner to the 

development of postpartum depression was prospective and longitudinal in 

design. Initially 370 pregnant Chinese women were recruited to the study. A 

final sample of 298 (80.5 per cent) women was successfully followed up 

from antenatal visit at third trimester to 3 months postpartum. Socio

demographic data on each woman was collected at the booking visit. The 

levels of depressive symptomatology were monitored at 34-36 weeks 

antenatally, 6 weeks postnatally and 3 months postnatally. The levels of 

paternal support were measured at 34-36 weeks antenatally and 3 months 

postnatally. The level of paternal support was examined for significant 

correlation with the score in depressive symptomatology as a dependent 

variable in the following combinations:

a) level of antenatal paternal support and score in depressive

symptomatology at 34-36 weeks antenatally,

b) level of antenatal paternal support and score in depressive

symptomatology at 6 weeks postnatally,

c) level of postnatal paternal support and score in depressive

symptomatology at 3 months postnatally,

Other data (Appendix 7) that was considered to be helpful in the analysis 

was also collected at 6 weeks postnatally.

Paternal support was measured with antenatal and postnatal Paternal Support 

Questionnaires (PSQ) (Appendix 1 & 2). I had established the content and
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face validity of the PSQ (Polit & Hungler, 1999) as follows. There were 12 

items on the PSQ. Each item had been thoroughly discussed with a panel of 

14 experts in the area (4 mothers, 4 pregnant women, and 6 health care 

workers), and the panel agreed these items to be practical elements of 

paternal support needed by pregnant women and new mothers in Hong Kong. 

Further, pilot interviews with 20 candidates had been conducted using the 

questionnaires. Each statement was rated on a scale from 0-4 resulting in a 

possible total score on the antenatal PSQ ranging from 0-25; and the possible 

total score on the postnatal PSQ ranging from 0-28. The total score achieved 

represented the level of paternal support available to the participant.

Antenatal and postnatal depressions were screened with the Chinese version 

of the Edinburgh Postnatal Depression Scale (EPDS) (Appendix 3, 4 & 5), 

which had been validated by previous researchers in Hong Kong (Lee, 1998).

The antenatal and postnatal checks, telephone interviews and postal surveys, 

as described in Table 12 on the following page, provided suitable 

opportunities for the completion of the PSQ and the EPDS. Each participant 

was given a Tile number for identification. All data was coded and entered 

into a standard computer program called Statistical Package for the Social 

Sciences (SPSS 10.0 for Windows) for statistical analysis. The PSQ scores 

and EPDS scores were analyzed with descriptive frequency. The correlation 

between PSQ scores and EPDS scores was determined using Bi-variate 

Correlations. The relationship between the two sets of scores was illustrated 

by simple line frequency. The frequency distribution of each paternal support
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item was analyzed in conjunction with the feedback collected from face-to- 

face interviews and telephone interviews. These results were used to identify 

the timing, level, type and duration of paternal support needed by the 

pregnant women and new mothers. Chi-Square test was employed to 

determine the statistical significance of the differences in paternal support 

received by the depressed women (those who had EPDS score >=10) and the 

non-depressed women (those who had EPDS score<10).

3.3.2 Study design and flow of assessment

A prospective and longitudinal design was used. The participants were 

recruited at antenatal visit at the third trimester, and were followed up at 6 

weeks postpartum and 3 months postpartum. Table 12 summarizes the flow 

of assessment.
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Table 12 Flow of assessment

A t 34 -3 6  w eeks - W ritten  o r verb a l co n sen t o b ta in ed  in  an ten a ta l se ssio n  in  hosp ita l;

an ten a ta l - A n ten a ta l E P D S  q u es tio n n a ire  co m p le ted  in  an ten a ta l se ss io n  in 

hosp ita l;

- A n ten a ta l P S Q  co m p le ted  in  an ten a ta l se ssio n  in  h o sp ita l o r  fo llo w ed  

u p  by  te lep h o n e  in te rv iew s w ith  an ten a ta l P S Q  w ith in  th e  sam e w eek ;

A t 6  w eeks - 6  w eek s p o stn a ta l E P D S  co m p le ted  in  p o stn a ta l se ssio n  in  h o sp ita l; o r

p o stn a ta l fo llo w ed  up  b y  te lep h o n e  in te rv iew s w ith  E PD S ;

-  D is tr ib u ted  3 m o n th s  E P D S  an d  p o stn a ta l P S Q  b y  h a n d  o r  b y  p o s t to  

partic ip an ts  an d  req u estin g  th em  to  co m p le te  an d  re tu rn  th em  to  h o sp ita l 

(a tten tio n  to  D r. H  S W ong) a t 3 m o n th s  p o stn a ta l i.e. 6  w ee k s  la ter, 

s tam ped  &  add ressed  re tu rn  enve lo p e  w ere  p ro v id ed  to  p a rtic ip an ts ;

A t 3 m o n th s  (12 -14 - 3 m o n th s  E P D S  an d  p o stn a ta l P S Q  co m p le ted  a t ho m e an d  re tu rn ed  to

w ee k s)  p o stna ta l ho sp ita l (a tten tio n  to  D r. H  S W ong);

- F o llo w ed  u p  by  te lep h o n e  in te rv iew s w ith  th o se  p a rtic ip a n ts  w h o  d id  

n o t re tu rn  th e  q u es tio n n a ire s  on  schedu le ;

3.3.2.1 Baseline assessment at 34-36 weeks antenatal :

The nurse, who was a member of the Postpartum Depression Team (PPD 

Team) in Princess Margaret Hospital (PMH), approached the participants at 

antenatal visit at the third trimester. With informed consent, the nurse invited 

the participants to complete the antenatal EPDS (Appendix 3) and antenatal 

PSQ (Appendix 1). The antenatal EPDS was used to assess the participants’ 

depressive symptomatology. The antenatal PSQ was used to measure the 

level of paternal support available to the pregnant women during pregnancy. 

Participants who were not literate were assisted by the nurses in completing 

the questionnaires. The completed antenatal EPDS questionnaire was
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labeled with the participant’s details (their first name, Hong Kong Identity 

Card number, hospital registration number, age, address and contact 

telephone numbers). Any missing participants were followed up by me via 

telephone interviews. All participants who scored above the 9/10 cut-off in 

antenatal EPDS were requested to attend the Special Antenatal Clinic for 

further monitoring by a nursing officer or O&G consultant who would then 

confirm the presence of depression in these women and offer counseling 

service. Some of these participants were referred to the Psychiatric Nurse 

Clinic for further assistance, depending on the degree of depression they 

were suffering.

3.3.2.2 Six weeks postnatal assessment:

At 6 weeks after childbirth, the participants (60 per cent) returned to PMH 

for one postnatal check. They were invited to complete the 6 weeks postnatal 

EPDS (Appendix 4) which was used to assess the symptomatology of 

postnatal depression. I would interview them face-to-face to collect more 

variable information from them as per Appendix 7. The 3 months postnatal 

EPDS (Appendix 5) and postnatal PSQ (Appendix 2) together with a 

stamped addressed return envelope (attention to Dr. H S Wong -  O&G 

consultant and head of PPD Team) were distributed to all participants, who 

were reminded to complete the questionnaires 6 weeks from the check up 

date.

A minority group of participants (40 per cent) who did not return to PMH for 

the postnatal check were followed up by me via telephone interviews to 

complete the 6 weeks postnatal EPDS. The 3 months postnatal EPDS and
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postnatal PSQ, together with the stamped addressed return envelope were 

posted to these participants. The total response rate at six weeks postnatal 

assessment was 90 per cent.

All participants who scored above the 9/10 cut-off in EPDS at this stage 

were requested to attend the extra clinic session for close monitoring by 

nursing officer or O&G consultant who had experience in counseling. Some 

of these participants were referred to a Psychiatric Nurse Clinic for further 

assistance, depending on the degree of depression they were suffering.

3.3.2.3 Three months postnatal assessment:

Completed postnatal PSQ and 3 months postnatal EPDS (65 per cent) were 

returned by the participants via post to the attention of Dr. H S Wong in 

PMH who would pass them to me for handling. The postnatal PSQ was used 

to measure the level of paternal support available to the participants 

throughout the 3 months postnatal period. The 3 months postnatal EPDS was 

used to monitor the depressive symptomatology of the participants at 3 

months postpartum. Those who did not return the questionnaires were 

followed up by me via telephone interviews (16 per cent). All participants 

who scored above the 9/10 cut-off in EPDS at this stage were invited to 

return to PMH to attend further clinic sessions for close monitoring by 

nursing officer or O&G consultant who would provide them with counseling 

service. Some of these participants were referred to a Psychiatric Nurse 

Clinic or Community Nursing Services Team for further assistance. The 

total response rate at three months postnatal assessment was 81 per cent.
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3 .3 .3  S a m p le

My target population was Chinese pregnant women who were staying in 

Hong Kong from the third trimester to 3 months after birth. There was no 

limitation on age and the pregnant women could be primiparous or 

multiparous. My accessible population was Chinese pregnant women who 

registered for antenatal booking in Princess Margaret Hospital (PMH) in 

Hong Kong.

At the time of the study, PMH was a regional public hospital serving the 

Kowloon West and New Territories South regions of Hong Kong. It had 

more than 1,200 beds and a staff of over 3,000. The Department of 

Obstetrics & Gynaecology provided comprehensive services in General 

O&G, Urogynaecology, Gynaecological Oncology, Infertility & 

Reproductive Medicine, and Maternal & Fetal Medicine. All pregnant 

women in Southern New Territories and Kowloon West who wished to be 

delivered in public health care services were required to attend the booking 

visit in PMH. Hence, even though the recruitment was confined to one 

hospital, the sample was community-based. PMH had an annual birth 

registration of about 3,600. A Postpartum Depression Team (PPD Team) was 

running a Postpartum Depression Screening Program in the O&G unit in the 

hospital. The PPD Team composed of an O&G consultant, Dr. H S Wong, 

who was the head of the team, a few nurses from the O&G Department, and 

myself, as an external assistant. We were all working on a voluntary basis for 

the welfare of the pregnant women attending the booking visit in PMH.
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3 .3 .4  E lig ib ility  cr iter ia :

To be eligible for recruitment to the study, the pregnant women had to fulfill 

the following criteria:

a) she had registered in antenatal booking in PMH,

b) she was a Chinese woman,

c) she would be staying in Hong Kong from the third trimester to 3 

months afterbirth,

d) she had no known psychiatric condition before pregnancy, and

e) there were not any sudden family changes in the course of pregnancy 

e.g. death or severe illness of a family member.

3.3.5 Sample size

To study the relevance of the involvement of a woman’s partner to the 

development of postpartum depression, I planned to administer two groups 

of scale (PSQ and EPDS) to the participants. The PSQ was used to measure 

the levels of paternal support available to participants during pregnancy and 

the first three months after childbirth, and the EPDS was used to monitor the 

depressive symptomatology of these women at antenatal and postnatal 

periods. In this situation, the two measurements were on ordinal level scale, 

and the relationship between them would be tested using Kendall’s tau. Just 

as .05 had been adopted as the standard for the a criterion, a conventional 

standard for 1-p = 0.80, there was a 20% risk of committing a Type II error. 

With an alpha of .05 and power of .80, for an effect size of .18, the sample 

size needed in the study would be about 250 subjects (Polit & Hungler, 

1999). With a sample of this size, I would wrongly reject the null hypothesis
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only 5 times out of 100 and wrongly retain the null hypothesis 20 times out 

of 100. In Polit and Sherman’s (1990) study, the average correlation found in 

nursing studies was in the vicinity of .20. Assuming 20% of the participants 

would drop out at the 3 months postpartum follow-up, about 320 participants 

should be recruited. Upon completion of the study, 370 women were 

recruited.

3.3.6 Sample recruitment

Approval for the study proposal was sought from the following parties:

a) the University of Hull,

b) the Research Subcommittee of Department of O & G, PMH, and

c) the Ethics Committee in PMH.

Prospective participants were fully informed about the purpose of the 

research, the nature of postpartum depression, the purpose of the postpartum 

depression questionnaires and the paternal support questionnaires. They were 

further informed of the following. There was no potential risk involved. If 

being identified to be at risk of depression, the participants would have the 

benefits of a close follow up by a Special Antenatal Clinic and O&G 

consultants in PMH, and if necessary, the participants would be further 

assisted by a Psychiatric Nurse Clinic in the hospital. For women being 

identified with inadequate family support, they would be offered more social 

support from the Community Nursing Services Team in PMH or the Social 

Welfare Office in the nearest district. The participants had the right to 

withdraw anytime during the study and treatment would not be affected.
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Prospective participants were also given the assurance of confidentiality of 

personal details and privacy.

The informed consent process was documented in a consent form (Appendix 

8) being witnessed by Dr. H S Wong, the O&G consultant of PMH. Upon 

obtaining written or verbal consent from prospective participants, their 

respective personal data and contact telephone numbers were recorded in the 

consent form.

I was a member of the PPD Team in PMH. There was a half-day postnatal 

session in the O&G unit, when mothers returned to the hospital for 6 weeks 

postnatal check. I worked there as an assistant and followed up with as many 

recruited mothers as time allowed. Otherwise, I would follow up with the 

prospective participants by telephone interviews and postal survey. The total 

duration of recruitment and follow-up work was about 12 months. 

Completed questionnaires and consent forms were stored in locked filing 

cabinets. Each participant was given a file number, identifying her first name, 

Hong Kong Identity Card number and telephone numbers. All data was held 

in a computer. The requirement of the Privacy Ordinance Act was complied 

with to ensure that the participants’ privacy was at all times protected.

3.4 STATISTICAL JUSTIFICATION

Justification of the statistical tests selected for the present study is 

summarized in Table 13 (Derived from Polit & Hungler, 1999).
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Table 13 Factors considered in the selection and use of statistical tests in the present study

F a c to r s  fo r  

c o n s id e ra t io n

P a r a m e tr ic  te s ts N o n -p a ra m e tr ic  te s ts A p p lic a tio n  to  p r e s e n t  

s tu d y

M e asu rem en t level o f 

th e  d ep en d en t variab le

In te rva l-leve l, o r 

ra tio -leve l

O rd in a l-lev e l, o r 

n o rm in a l-lev e l

O rd in a l-lev e l

S hape  o f  th e  d istrib u tio n  

o f  th e  d ep en d en t 

v a riab le

N o rm al d is trib u tio n N o n -n o rm al

d istribu tion

N o n -n o rm a l d is trib u tio n

T est sta tis tic  fo r 

co rre la tio n  co e ffic ien t

P earson , r S p ea rm an ’s rh o , p; o r 

K en d a ll’s ta u , t

K e n d a ll’s tau , t

C o m m o n ly  adop ted  

s ig n ific an c e  crite ria , a

.05 .05 .05

C o n v e n tio n a l standard  

o f  p o w er, o r  1-13

.80 .80 .80

C o n v en tio n a l va lues o f  

e ffec t s izes  in  a  b i

v a ria te  co rre la tion  

s itu a tio n

sm all to  m ed ium  

s m a l l : .10 

m ed ium  : .30 

l a r g e : .50

sm all to  m ed ium  

s m a l l : .10 

m e d iu m : .30 

l a r g e : .50

.18 (sm a ll to  m ed iu m )

S ta tis tic ian ’s v iew p o in t P re fe rred N o t p re fe rred A  p ro b lem  so lv in g  

ap p ro ach ed  is needed .

R e se a rch e rs ’ and  

c a n d id a te ’s v iew p o in t

p re fe rred reaso n ab le R easo n ab le  to  u se  no n - 

p a ram etr ic  te s ts  fo r  th e  

p resen t study .

Most of the tests used by researchers are parametric tests that are more 

powerful and offer more flexibility than non-parametric tests. To be able to
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use parametric tests, measurements have to be on at least an interval scale, 

with the variables being normally distributed in the population. Though 

statisticians disagree about the utility and virtues of non-parametric tests, a 

more moderate position which researchers (including myself) think is 

reasonable, is that non-parametric tests are most useful when the data under 

consideration cannot be construed as interval-level measures or when the 

distribution of data is non-normal.

In the present study, the two measurements were EPDS and PSQ scores. 

They were on an ordinal level scale and the variables were non-normally 

distributed (Figures 1 to 7 in section 4.3), therefore parametric tests could not 

be applied in the study. I adopted a problem-oriented approach and used non- 

parametric tests on the grounds that they could be applied when the data had 

been measured on an ordinal level scale. In addition, they also involved less 

restrictive assumptions concerning the shape of the distribution of the critical 

variables than parametric tests.

The correlation coefficient is useful as a summary statistic for the strength of 

relationship between two variables. I was testing the relationship between 

EPDS and PSQ scores. To find out how close that relationship was, I needed 

to find out the correlation coefficient that summarized the magnitude and 

direction of the relationship between the two sets of scores. For non- 

parametric tests, the appropriate coefficient of correlation is either 

Spearman’s rho, p or Kendall’s tau, t . Kendall’s tau has some advantages 

over Spearman’s rho. Spearman’s p is older than Kendall’s t ,  and can be
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thought of as a simple analogue of the product moment correlation 

coefficient, Pearson’s r. The coefficient, t is a part of a more general and 

consistent system of ranking methods. The values of these statistics range 

from -1.00 to +1.00. It is not uncommon to adopt .05 as the standard for a , 

and .80 for the power, or 1-p. The effect size, which is an estimate of the 

magnitude of the relationship between the research variables, is at the 

vicinity of .20 for most of the nursing studies (Polit and Sherman’s, 1990).

To find out whether there were significant differences in paternal support 

received by the depressed individuals (EPDS score >=10) and the non- 

depressed individuals (EPDS score <10), I applied another commonly used 

non-parametric test called Chi-Square test to each antenatal and postnatal 

paternal support item.

3.5 RATING SCALE AND QUESTIONNAIRES

3.5.1 Edinburgh Postnatal Depression Scale (EPDS)

EPDS (Cox, 1987) (Appendix 6) was designed as a screening questionnaire 

to identify possible depression in a clinical setting, and also for use in 

research. It is a 10-item self-report rating scale which has satisfactory 

validity and reliability as well as being sensitive to changes in the severity of 

depression over time (Boyce et al., 1993). At a threshold score of 12/13, the 

sensitivity of EPDS was 86 per cent and specificity was 78 per cent. At a cut

off of 9/10, the failed detection rate of cases could be reduced to under 10 

per cent, which is a particular advantage when the EPDS is used in the first 

stage of screening in a community study (Cox & Holden, 1994). The alpha-
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coefficient of the scale was found to be .87 (Cox & Holden, 1994) which 

demonstrated a high degree of internal consistency and reliability of the scale. 

The alpha-coefficient is a widely used index of reliability (Polit & Hungler, 

1999). The 10-item self-report rating scale is acceptable to women 

themselves and to their health visitors. It is simple and quick to complete, 

and is rapidly scored. The EPDS may also be used to screen for depression 

during pregnancy (Cox & Holden, 1994), and for postnatal depression in 

fathers (Matthey, 2001).

A Chinese version of the EPDS was used in the present study. This version 

has been validated by local researcher (Lee, 1998). Using a cut-off score of 

9/10, the sensitivity of the scale was 82 per cent, and specificity 86 per cent. 

In the present study, the EPDS was used to monitor symptomatology of 

depression during pregnancy, and at 6 weeks and 3 months postnatal periods 

for statistical analysis. The scale was also used to identify probable cases of 

depression for close follow up by nurses, O&G consultants and if necessary, 

by psychiatric professionals.

3.5.2 Paternal Support Questionnaires (PSQ)

The PSQ were designed in Chinese as a set of questionnaires to measure the 

levels of paternal support available to a Chinese woman at pregnancy and 

during a 3-month postnatal period. There were two sets of questionnaires: 

one set was for antenatal measurement (Appendix 1), consisting of items 

relevant to paternal support during pregnancy, the other set for postnatal
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measurement (Appendix 2), consisting of items of paternal support 

applicable in postpartum.

The content of the PSQ was validated as follows. A panel of experts in the 

content area was used to evaluate and document the content validity of the 

PSQ. My experience (a mother of two children) and the experience of a 

group of eight pregnant women and new mothers were used to identify 

suitable items which included several of our own construction. After 

extensive discussion we derived 12 items which we believed were relevant 

and adequate to measure the level of paternal support available. The 

wording of the items was discussed with 2 health visitors, 2 nurses and 2 

O&G consultants to gain their acceptability. The agreed items proved to be 

satisfactory in the pilot interviews with 20 women attending the antenatal 

and postnatal clinic. The PSQ were acceptable to the women and that the 

questions were clear. As such, the content and face validity (Polit & Hungler, 

1999) of the Chinese version of the PSQ were established. The alpha- 

coefficient of the antenatal PSQ was .61, and the alpha-coefficient of the 

postnatal PSQ was .73. These figures indicate that there is an adequate 

degree of internal consistency and reliability of the PSQ (Polit & Hungler, 

1999).

The layout and scoring of the PSQ were very similar to the EPDS. Each 

item was given a score and the total score represented the level of paternal 

support available. The scoring method was simple: 0 for the lowest 

frequency or duration of support on a particular item; (depending on the
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number of response alternatives in each question) 3 or 4 for maximal 

frequency or duration of support on the same item; and 1, 2, or 3 for an 

intermediate score. The total possible score of the antenatal PSQ ranged from 

0 to 25. The total possible score of the postnatal PSQ ranged from 0 to 28. 

Higher scores indicated better support. The participants found the PSQ 

simple and easy to comprehend, and it took less than five minutes to 

complete.

3.5.3 “Variables” questionnaire

The Variables questionnaire (Appendix 7) was designed to collect additional 

data from the participants. It consisted of 13 dichotomous questions. Some of 

the data could be obtained from the hospital record of the participants, while 

the majority of the information had to be collected directly from the 

participants attending postnatal clinic or via telephone interviews. This data 

was very useful in establishing the characteristics of each participant.

3.6 DATA COLLECTION AND TREATMENT

3.6.1 Flow of data collection

The data of the present study had been collected in the flow as illustrated in 

Table 14.
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Table 14 Flow of data collection

D ata  co llec ted T im e o f  co llec tion M ean s o f  co llec tio n

1) an ten a ta l E P D S  score 34-36  w eeks se lf-rep o rtin g  a t an ten a ta l

2 )  an ten a ta l P S Q  score an tena ta l c lin ic ; o r  b y  te lep h o n e  

in te rv iew s

3) 6  w eek s  E P D S  score

4 ) “V a riab les” in fo rm atio n

6-8  w eek s p o stna ta l se lf-rep o rtin g  a t p o stn a ta l 

c lin ic ; an d  face -to -face  

in te rv iew s; o r  te lep h o n e  

in te rv iew s

5 ) 3 m o n th s  E P D S  score

6 ) 3 m o n th s  P S Q  score

3 m o n th s  p ostna ta l p o s ta l su rv ey  to  b e  co m p le ted  

a t h o m e  an d  re tu rn ed  to  P M H ; 

o r  by  te lep h o n e  in te rv iew s

3.6.2 Pre-analysis phase

A pre-analysis file (Appendix 9) was established for logging data in and 

maintaining appropriate administrative records, as well as reviewing on

going data for completeness and legibility, instituting steps to retrieve pieces 

of missing information, and assigning a file number for each case for 

identification. The participants’ first names, Hong Kong Identity Card 

numbers, contact telephone numbers, the expected dates of delivery and 

actual dates of delivery were also entered into the pre-analysis file for the 

purpose of easy follow up, and for performing telephone interviews as and 

when required.
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3 .6 .3  C o d in g  data and data entry

Since the data must be converted to a form amenable to computer analyses, 

each questionnaire was given an abbreviation and each response alternative 

was given a numeric code. Only completed cases from 34-36 weeks 

antenatal to 3 months postnatal were entered onto a SPSS file for analysis, i.e. 

there was no missing case recorded. SPSS is a software package known as 

the Statistical Package for the Social Sciences. It has a data entry module 

(SPSS Data Entry) that can be used to design and customize self-report 

forms, automatically define variables to be used in statistical analyses, and 

establish data rules to check the accuracy of entered data and to deal with 

skip pattern. Entered data was analyzed according to the statistical tests 

justified in section 3.4.

3 J  PRACTICAL ISSUES

During the course of the study there were a few practical issues.

3.7.1 Commitment in health care research

I had made a tremendous effort to lobby private hospitals and O&G 

specialists in private practice to participate in the research project. The 

purpose was to enlarge the sampling frame and to enhance the generalization 

of the study results. Unfortunately, all private practitioners turned down the 

proposal for the following reasons:

a) the setting in the private sector was not appropriate to conduct research,

b) patients in the private sector would be more than unwilling to give 

personal information to strangers,
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c) practitioners and nurses in the private clinic were unlikely to have time to 

explain to patients about the rationale of the research and to monitor its 

progress etc..

The reasons were by and large valid in the environment in Hong Kong. Thus 

the present study ended up with only a recruitment site, PMH, which was a 

regional government hospital.

3.7.2 Participants’ compliance

I observed that a large proportion of participants did not have a strong sense 

of social responsibility to commit themselves to academic and community 

research activities. It is an issue that Hong Kong must deal with if the city 

wishes to gain advancement and popularity in academic research, 

particularly in health care research projects, which are largely community 

based. The issue can only be resolved through long term education and 

public relationship activities with the community, which inevitably is the 

responsibility of the Government and local education providers.

3.7.3 Resources constraint

There were no official resources allocated from the O&G Department of 

PMH to the Depression Screening Program at the time of the study; the PPD 

Team was merely functioning on a voluntary basis to perform depression 

screening on patients in the antenatal and postnatal clinic. There was a high 

turnover of voluntary staff, which was understandable because each of them 

had their own official role in the hospital or other outside practice. The 

recognition of the voluntary team remained an unresolved issue. For
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participants who did not return for one postnatal check, or who did not return 

the questionnaires on schedule during the course of assessment, I had to do 

a telephone follow up which was indeed time consuming. For participants 

who returned to work after maternity leave, contact could only be made via 

their home phone number in the evenings or at the weekends. Hence there 

had to be a maximal flexibility in the timing of making telephone calls to this 

group of participants.

3.7.4 Time constraint

Although the present study had been approved by PMH, it was my personal 

project. I therefore had to observe the time schedule of printing forms, 

photocopying questionnaires, posting surveys, collecting returned 

questionnaires from the hospital, conducting telephone interviews and 

follow-ups according to the designed flow of assessment. Apart from 

attending a course on basic bio-statistics to refresh my knowledge in the 

subject, I had also attended the SPSS training to become familiar with the 

computer program. Last but not least, to sustain the mood and momentum of 

the research work required tremendous self-motivation because the research 

was a lengthy process. At times I felt it was a very lonely journey, especially 

as I had been working on a part-time and distance-learning basis for the PhD 

and communication with fellow PhD students to share my research 

experience and feelings about the process was minimal.
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3 .7 .5  R esea rch  fund

There had been no support in research funding for the present study. As I 

was an independent researcher not attached to any local education institute, 

all administrative expenditures such as postage, paper, envelopes, 

photocopying charges and library fees for using the local university library 

services had to be in my personal budget plan. It was a very good learning 

experience which I could replicate if I am involved in future public research 

activities when application for research funding to Government, local 

institution or private organization is necessary.

M  FINDINGS OVERVIEW

Three hundred and seventy Chinese women were recruited to the study, with 

298 (80.5 per cent) of them completing the full assessment designed in the 

study. The results showed that women in the study who received less 

paternal support were at greater risk of prenatal and postnatal depression. 

The level of paternal support needed and its impact on depression in the 

postnatal period was relatively higher than that in the antenatal period. The 

timing, level, type and duration of paternal support available determined the 

effectiveness of such support in lowering the risk of prenatal and postnatal 

depression. Furthermore, there was a minimum level of support necessary to 

minimize postpartum depression.

The next chapter presents participants’ characteristics, attrition, and the 

descriptive statistics on Paternal Support and EPDS scores. Results on 

correlation analysis of the two sets of scores are displayed, followed by a
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thorough review of each paternal support item using frequency distribution, 

Chi-Square test, and summarizing other qualitative feedback from 

participants during the course of the assessment.
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CHAPTER 4

RESULTS

4.1 CHARACTERISTICS OF PARTICIPANTS

During the recruitment period (between August 2000 to September 2001),

there were 3,600 registrations for antenatal booking in PMH. Five hundred 

women (14 per cent) were approached for recruitment and 370 women (74 

per cent) participated in the study. The characteristics of participants are 

detailed in Table 15.

All participants were Chinese. Two hundred and eighty of them (94 per cent) 

were from Hong Kong and eighteen (6 per cent) were from China. Over 60 

per cent were in the 26-35 years old age range; only 4 per cent were 

adolescent pregnancies. More than 80 per cent of the recruited pregnant 

women had high school qualifications. About 80 per cent of the women were 

in current employment. Only about 70 per cent of women attended antenatal 

classes. For close to 60 per cent this was a first-time pregnancy, and for 69 

per cent it was planned. One-third of the deliveries were assisted such as 

Caesarean section or by vacuum. Within six weeks after childbirth, more 

than 40 per cent new mothers were breastfeeding their baby. Over 60 per 

cent of new mothers found their baby easy to manage. For mothers who 

found the baby difficult to manage, their perceived difficulties were: the 

baby was not sleeping well; was not eating well; or was crying very often; or 

needed carrying all the time; or the baby was having constipation. More than 

90 per cent of new mothers considered their baby healthy.
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Table 15 Characteristics of participants

N o. o f  p a r t i c ip a n ts P e rc e n ta g e

F rom  H o n g  K ong 28 0 94 %

F rom  C h ina 18 6 %

T o ta l (N ) 298 100%

A g e (yea rs)

15-20 12 4 %

21-25 47 15.8%

26 -3 0 101 3 3 .9 %

31-35 90 3 0 .2 %

36-40 47 15.8%

41-45 1 0 .3 %

T o ta l (N ) 298 100%

F irst ch ild

Y es 175 5 8 .7 %

N o 123 4 1 .3 %

T ota l (N ) 298 100%

P lan n ed  p reg n an cy

Y es 205 6 8 .8 %

N o 93 3 1 .2 %

T o ta l (N ) 298 100%

S choo l q u a lif ica tio n s

Y es 24 2 8 1 .2%

N o 56 18.8%

T o ta l (N ) 29 8 100%

E m p lo y ed

Y es 167 81 .2%

N o 131 18.8%

T ota l (N ) 298 100%

A tten d ed  an ten a ta l ca re  c lasses

Y es 207 7 0 %

N o 91 3 0 %

T o ta l (N ) 298 100%

D eliv ery

U n ass is ted 206 6 9 .1 %

A ssisted 92 3 0 .9 %

T ota l (N ) 298 100%
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Table 15 Characteristics of participants (cont’d)

N o. o f  p a r t i c ip a n ts P e rc e n ta g e

F eed in g  m ethod*

b rea s t feed ing 131 44 %

B ottle  feed in g  on ly 167 56%

T o ta l (N )

*at 6 w eek s  p o stn a ta l

298 100%

H ea lth y  b aby

Y es 271 9 0 .9 %

N o 27 9 .1 %

T ota l (N ) 298 100%

M o th e r  fo u n d  the  b aby  easy  T o

m an ag e

Y es 193 6 4 .8 %

N o 105 3 5 .2 %

T o ta l (N ) 298 100%

M o th e r’s h ea lth  a t p reg n an cy

P ro b lem s 26 8 .7%

N o  p rob lem s 272 9 1 .3 %

T ota l (N ) 298 100%

4.2 ATTRITION

4.2.1 Reason and time of attrition

Two hundred and ninety-eight women (81 per cent) participated in the three- 

month postpartum assessment. Among the 72 women (19.5 per cent) who 

left the study, the majority of them were not able to be contacted through 

their registered contact phone numbers. Details of reason and time of 

attrition are in Table 16.
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Table 16 Reason and time of attrition

R eason  o f  A ttritio n

T im e o f  A ttrition

T o ta l6 w eeks p o stn a ta l 3 m o n th s  p o stn a ta l

W ith d rew  co n sen t 5 0 5

U n ab le  to  b e  co n tac ted 45 10 55

R etu rn ed  to  C h in a 10 1 11

B aby  D ied 0 1 1

T o ta l (N ) 60 12 72

4.2.2 Portfolio of responses

T ab le  17 P o rtfo lio  o f  resp o n ses

D a ta  co llec tio n  

m e th o d

P ercen tag e  o f  re sp o n se  a t th e  th ree  tim e  p o in ts  o f  a s sessm en t

34-36  w eek s an tena ta l 6 w eek s p o stna ta l 3 m o n th s  p o stn a ta l

A t c lin ic 80% 6 0 % -

T e lep h o n e  in te rv iew s 2 0 % 30 % 16%

P osta l su rv ey - - 6 5 %

T o ta l (N ) 100% 90 % 8 1 %

4.3 PATERNAL SUPPORT VALUES AND EPPS SCORES

The mode of antenatal Paternal Support score was 15 and the mean score 

was 12.9. The mode of postnatal Paternal Support score was 15.13 and the 

mean score was 14.8. It indicated that women received better paternal 

support after childbirth than during pregnancy. This mirrors the practical 

situation when most men reserve their annual leave and only take time off to 

support their wives during the first few weeks after delivery. Men in Hong 

Kong do not have legitimate paternity leave. The Chinese EPDS screening
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scale has been validated (Lee, 1998) and a cut off score of 10 is 

recommended to differentiate between the depressed and the non-depressed 

individuals. There was a higher percentage of women scoring as antenatally 

depressed (38.3 per cent) than postnatally depressed at six weeks after 

childbirth (35.9 per cent). The mode of EPDS score dropped significantly 

from 11 at six weeks postnatal to 6 at three months postnatal, while its mean 

values remained about the same at the two periods (7.4 v 7.2).

Figures 1, 2, 4, 5 & 6 show the frequency of Paternal Support scores and 

EPDS scores at antenatal, 6 weeks postnatal and 3 months postnatal. Figures 

3 & 7 show the frequency of Paternal Support score difference and EPDS 

score difference (3 months postnatal -  antenatal). Table 18 summarizes the 

EPDS scores at the cut off point of 10. Table 19 details the statistical features 

of all scores.
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Figure 1 Frequency of Paternal Support score at 34-36 weeks antenatal (N=298).

Paternal Support score at 34-36 weeks antenatal

Figure 2 Frequency of Paternal Support score at 12-14 weeks postnatal (N=298).

Paternal Support score at 12-14 weeks postnatal
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Figure 3 Frequency of Paternal Support score differences

(3 month postnatal -  antenatal) (N=298).

Paternal Support score difference (3 month postnatal -  antenatal )

Figure 4 Frequency of EPDS score at 34-36 weeks antenatal (N=298).

EPDS score at 34-36 weeks antenatal
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Figure 5 Frequency of EPDS score at 6-8 weeks postnatal (N=298).

EPDS score at 6-8 weeks postnatal

Figure 6 Frequency of EPDS score at 12-14 weeks postnatal (N=298).

EPDS score at 12-14 weeks postnatal



Figure 7 Frequency of EPDS score differences (3 month postnatal -  antenatal)

(N=298).

EPDS score difference (3 month postnatal -  antenatal )

Table 18 Summary of EPDS scores

No. of 

participants

Percentage

Total no. of participants 298 100%

EPDS>=10 at 32-34 weeks antenatal 114 38.3%

EPDS>=10 at 6 weeks postnatal 107 35.9%

EPDS>=10 at 3 months postnatal 96 32.2%

EPDS>=10 at 32-34 weeks antenatal and 6 weeks postnatal 72 24%

EPDS>=10 at 6 weeks postnatal and 3 months postnatal 70 23%

EPDS>=10 at 32-34 weeks antenatal and 3 months postnatal 11 3.7%

EPDS>=10 at 32-34 weeks antenatal and 6 weeks postnatal and 50 17%

3 months postnatal (the full follow up period)

The above scores summarise the incidence rate o f  depression in the study population 

only.
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Table 19 Statistical features of Paternal Support scores and EPDS scores

T y p e  o f  S cores S tandard

D ev ia tio n

M ean M o d e N

P ate rn a l S u p p o rt a t 34 -36  w eek s an ten a ta l 4 .32 12.9 15 29 8

P a te rn a l S u p p o rt a t 12-14 w eek s p ostna ta l 4 .9 9 14.8 15.13 298

P a te rn a l S u p p o rt D iffe ren ces (3 m o n th  p o stn a ta l - 3 .69 1.8 2 298

an ten a ta l)

E P D S  a t 3 4 -3 6  w eek s an tena ta l 4 .6 7 8.2 5 298

E P D S  a t 6 -8  w eek s p o stn a ta l 5.41 7 .4 11 298

E P D S  a t 12-14 w eek s p o stna ta l 4 .6 4 7.2 6 298

E P D S  D iffe ren ces (3 m o n th  p o stn a ta l-  an tena ta l) 4 .48 -0 .9 -2 2 9 8

4.4 CORRELATION OF PATERNAL SUPPORT VALUES AND EPDS 

SCORES

4.4.1 Antenatal Paternal Support score and EPDS score

There was a significant correlation between the Paternal Support score and 

EPDS score, at 34-36 weeks antenatal. EPDS score reduced significantly as 

Paternal Support increased to a score of 10. At Paternal Support score of 10 

or above, the correlation was negative but non-significant and there was no 

obvious further reduction in EPDS score. Tables 20-22 show the negative 

correlation between the Paternal Support and EPDS scores at antenatal 

period. Figures 8 - 9  show the relationship.
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Table 20 Correlation between Paternal Support score and EPDS score, at 34-36 weeks

an ten a ta l (N = 298)

C o r r e l a t i o n s

Paternal 
support 
score at 

34-36 weeks 
antenatal

1PDS score at  
34-36 weeks 

antenatal
Kendall's tau. Paternal support Correlation Coeffic 1.000 -.123*

score at 34-36 s i g .  (2 -ta iled) .003weeks antenatal 298 298
EPDS score at 34- Correlation Coeffic: -.123* 1.000
weeks antenatal s i g .  (2 -ta iled) .003

N 298 298
**.Correlation is significant at the .01 level (2 -ta iled ).

T ab le  21 C o rre la tio n  b e tw een  P a te rn a l S u p p o rt sco re  < = 9  an d  E P D S  sco re , a t 3 4 -3 6  w eek s  

an ten a ta l (N = 6 2 )

C o r r e la t io n s

Paternal 
support 
score at 

34-36 weeks 
antenatal

EPDS score at 
34-36 weeks 

antenatal
Kendall's tau_ Paternal support Correlation Coefficit 1.000 -.196*

score at 34-36 Sig. (2-tailed) .039weeks antenatal ^ 62 62
EPDS score at 34-3 Correlation Coeffici« -.196* 1.000
weeks antenatal sig. (2-tailed) .039 t

N _ _ _ _ _ _ _ SL _ _ _ _ _ _ _ _ S2_
*. Correlation is significant at the .05 level (2-tailed).

T ab le  2 2  C o rre la tio n  b e tw een  P a te rn a l S u p p o rt sco re  > = 1 0  and  E P D S  sco re , a t 34 -3 6  

w eek s an ten a ta l (N = 2 3 6 )

C o r r e la t io n s

Paternal 
support 
score at 

34-36 weeks 
antenatal

EPDS score at 
34-36 weeks 
antenatal

Kendall's tau_ Paternal support Correlation Coefficit 1.000 -.046
score at 34-36 Sig. (2-tailed) .327weeks antenatal ^ 236 236
EPDS score at 34-3 Correlation Coefficit -.046 1.000
weeks antenatal sig. (2-tailed) .327 t

N ______ 22L. 236
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Figure 8 Relationship between Paternal Support score and EPDS score,

at 34-36 weeks antenatal (N=298).

Paternal support score at 34-36 weeks antenatal

In Figure 8 when EPDS=10 the point o f intersection at PSQ axis was 

6, indicating a minimum PSQ score o f 6 was required to keep the 

EPDS score to be below 10 (the cut-off point) at 34-36 weeks 

antenatal.

Figure 9 Linear relationship between Paternal Support score and 

EPDS score, at 34-36 weeks antenatal (N=298).

EPDS score at 34-36 weeks antenatal

Paternal support score at 34-36 weeks antenatal

0 Observed 

D Linear
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There was a significant correlation between the Paternal Support score at 34-

36 weeks antenatal and EPDS score at 6-8 weeks postnatal. EPDS score

reduced significantly as Paternal Support score increased to a score of 11. At

Paternal Support score of 11 or above the correlation was non-significant,

and there was not much further reduction in EPDS score. Tables 23 - 25

show the correlation between antenatal Paternal Support and EPDS scores at

6-8 weeks postnatal period. Figures 10-11 show the relationship.

T ab le  23 C o rre la tio n  b e tw een  an ten a ta l P a te rna l S u p p o rt sco re  an d  E P D S  sco re  a t 6-8  

w eek s  p o stn a ta l (N = 2 9 8 )

4 .4 .2  A ntenata l Paternal Support sco re  and E P P S  sco re  at 6 -8  w e e k s  p ostn ata l

Correlations

Paternal 
support 

score at 
34-36 weeks 
antenatal

EPDS score at 
6-8 weeks 
postnatal

Kendall's tau_ Paternal support Correlation Coefficit 1.000 -.089*
score at 34-36 sig . (2 -ta iled) .031weeks ¿intens.tell 298 298
EPDS score at 6- Correlation Coefficu -.089* 1,000
weeks postnatal sig . (2 -ta iled) .031 .

N 298 ________ 22L
*. Correlation is significant at the .05 level (2 -ta iled ).

T ab le  24  C o rre la tio n  b e tw een  an ten a ta l P a te rn a l S u p p o rt sco re  < = 10  an d  E P D S  sco re  a t 

6-8  w eek s p o stn a ta l (N = 7 8 )

Correlations

Paternal 
support 
score at 

34-36 weeks 
antenatal

EPDS score at 
6-8 weeks 
postnatal

Kendall's tau 1 Paternal support Correlation Coefficie 1.000 -.276*
score at 34-36 Sig. (2-tailed) .001weeks antenatal ^ 78 78
EPDS score at 6 - Correlation Coefficie -.276* 1.000
weeks postnatal- sig . (2-tailed) .001

N ________ 22- 78
**. Correlation is significant at the .01 level (2 -ta iled).
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Table 25 Correlation between antenatal Paternal Support score >=11 and EPDS score at 6-

8 weeks postnatal (N=220)

Correlations

P a t e r n a l  
s u p p o r t  

s c o r e  a t  
3 4 - 3 6  w e e k s  

a n t e n a t a l

EPDS s c o r e  a t  
6 - 8  w e e k s  
p o s t n a t a l

K e n d a l l ' s  t a u j  P a t e r n a l  s u p p o r t  C o r r e l a t i o n  C o e f f i c i e 1 . 0 0 0 . 0 0 0
s c o r e  a t  3 4 - 3 6  S i g .  ( 2 - t a i l e d ) . 9 9 6
w e e k s  a n t e n a t a l  ^

2 2 0 2 2 0
EPDS s c o r e  a t  6 -  C o r r e l a t i o n  C o e f f i c i e . 0 0 0 1 . 0 0 0
w e e k s  p o s t n a t a l  S i g .  ( 2 - t a i l e d ) .9 9 6

N 2 2 0 ____________2 2 L

Figure 10 Relationship between antenatal Paternal Support score and 

EPDS score at 6-8 weeks postnatal (N=298).

Paternal support score at 34-36 weeks antenatal

In Figure 10 when EPDS=10 the point o f intersection at PSQ axis 

was 6, indicating a minimum PSQ score o f 6 was required to keep the 

EPDS score to be below 10 (the cut-off point) at 6-8 weeks postnatal.
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Figure 11 Linear relationship between antenatal Paternal Support

score and EPDS score at 6-8 weeks postnatal (N=298).

EPDS score at 6-8 weeks postnatal

Paternal support score at 34-36 weeks antenatal

4.4.3 Postnatal Paternal Support score and EPDS score

There was a significant correlation between the Paternal Support score and 

EPDS score, at 12-14 weeks postnatal. EPDS score reduced significantly as 

Paternal Support score increased to a score o f 19. At Paternal Support score 

o f 19 or higher, the correlation was negative but non-significant, and the 

reduction in EPDS score was not as obvious relatively. Tables 26 - 28 show 

the correlation. Figures 12 -  13 show the relationship.
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Table 26 Correlation between Paternal Support score and EPDS score,

a t 12-14 w eek s p o stn a ta l (N = 2 9 8 )

Correlations

Paternal 
support 
score at 

12-14 weeks 
postnatal

3PDS score at 
12-14 weeks 
postnatal

Kendall's tau_ Paternal support Correlation Coeffici 1.000 -.231*
score at 12-14 Sig. (2-tailed) .000
weeks postnatal 298 298
EPDS score at 12-, Correlation Coeffici -.231* 1.000
weeks postnatal sig. (2-tailed) .000 .

N 298 298
**. Correlation is significant at the .01 level (2-ta iled).

T ab le  27  C o rre la tio n  b e tw een  P a te rn a l S u p p o rt sco re  < = 18  an d  E P D S  sco re , a t 12-14 

w eek s  p o stn a ta l (N = 2 2 4 )

Correlations
Paternal 
support 

score at 
12-14 weeks 
postnatal

EPDS score at 
12-14 weeks 
postnatal

Kendall's tau_l Paternal support Correlation Coetticie 1.000 -.147*
score at 12-14 sig. (2-tailed) .002weeks postnatal ^ 224 224
EPDS score at 12-1- Correlation Coefficie -.147* 1.000
weeks postnatal sig. (2-tailed) .002 ,

N 224 ________ 2 2 L
**. Correlation is significant at the .01 level (2-tailed),

T ab le  28  C orre la tio n  b e tw een  P a te rna l S u p p o rt sco re  > = 1 9  an d  E P D S  sco re , a t 12-14 

w eek s  p o stn a ta l (N = 7 4 )

Correlations
Paternal 
support 
score at 

12-14 weeks 
postnatal

EPDS score at 
12-14 weeks 
postnatal

Kendall's tau b Paternal support Correlation Coetliciei 1.000 -.072
score at 12-14 Sig. (2-tailed) .417weeks postnatal ^ 74 74
EPDS score at 12-1* Correlation Coefficiei -.072 1.000
weeks postnatal s i g .  (2-tailed) .417 ,

N 74 74
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Figure 12 Relationship between Paternal Support score and EPDS score,

at 12-14 weeks postnatal (N=298).

Paternal support score at 12-14 weeks postnatal

In Figure 12 when EPDS=10 the point o f intersection at PSQ axis was 6, 

indicating a minimum PSQ score o f 6 was required to keep the EPDS score to 

be below 10 (the cut-off point) at 12-14 weeks postnatal.

Figure 13 Linear relationship between Paternal Support score and EPDS 

score, at 12-14 weeks postnatal (N=298).

EPDS score at 12-14 weeks postnatal

D Observed

°  Linear

Paternal support score at 12-14 weeks postnatal
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There was a significant correlation between the Paternal Support score

differences and EPDS score differences at antenatal and postnatal periods (3

months postnatal -  antenatal). A greater decrease in Paternal Support score

in between the two time periods resulted in a greater increase in EPDS score.

Table 29 shows the correlation. Figures 14-15 show the relationship.

T ab le  29  C orre la tio n  b e tw een  P a te rna l S u p p o rt sco re  d iffe ren ces an d  E P D S  sco re  

d iffe ren ces (3 m o n th s  p o stn a ta l -  an ten a ta l)  (N = 2 9 8 )

4 .4 .4  Paternal Support score  d iffe r en ce s  and  E P P S  sco re  d iffe r en ce s

C o r r e l a t i o n s

Paternal 
;upport score 
lifference (3 

months 
postnatal - 
antenatal)

EPDS score 
difference 
(3 months 

postnatal - 
antenatal)

Kendall's tau_ Paternal support sco Correlation Coeffici 
difference (3 months s i g .  (2-tailed) 
postnatal - antenata

1.000

298

-.129*
.002
298

EPDS score differenc Correlation Coeffici 
(3 months postnatal Sig. (2-tailed) 
antenatal)

N

-.129*
.002
298

1.000

298
**. Correlation is significant at the .01 level (2-ta iled).
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Figure 14 Relationship between Paternal Support score differences and EPDS

score differences (3 months postnatal -  antenatal) (N=298).

Paternal support score difference

Figure 15 Linear relationship between Paternal Support score differences and 

EPDS score differences (3 months postnatal -  antenatal) (N=298).

-10 0 10 20

°  Observed

D Linear

Paternal support score difference (3 months postnatal - antenatal)
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4 .4 .5  A n ten ata l Paternal Support score  and  E P D S  sco re  d iffe r en ce s

There was non-significant correlation between the Paternal Support score at x 

34-36 weeks antenatal and the differences in EPDS score (3 months 

postnatal -  antenatal). Table 30 shows the correlation. Figure 16 shows the 

relationship.

T ab le  30  C orre la tio n  b e tw een  an ten a ta l P a te rn a l S u p p o rt sco re  an d  E P D S  sco re  d iffe ren ces  

(3 m o n th s  p o stn a ta l -  an ten a ta l)  (N = 2 9 8 )

C o r r e la t io n s

Paternal 
support 

score at 
34-36 weeks 
antenatal

EPDS score 
difference 
(3 months 

postnatal - 
antenatal)

Kendall's tau j  Paternal support Correlation Coefficie 
score at 34-36 weeks Sig. (2-tailed) 
antenatal ^

1.000

298

.058

.158
298

EPDS score differenc Correlation Coefficie 
(3 months postnatal sig. (2-tailed) 
antenatal)

N

.058

.158
298

1.000

298
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Figure 16 Relationship between antenatal Paternal Support score and EPDS

score differences (3 months postnatal -  antenatal) (N=298)

Paternal support score at 34-36 weeks antenatal

Figure 17 Linear relationship between antenatal Paternal Support score and 

EPDS score differences (3 months postnatal -  antenatal) (N=298)

0 10 20 30

Paternal support score at 34-36 weeks antenatal
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4 .4 .6  P ostn ata l P aternal Support score  and  E P D S  sco re  d iffe r en ce s

There was a negative but non-significant correlation between the Paternal 

Support score at 12-14 weeks postnatal and the differences in EPDS score (3 

months postnatal -  antenatal). Table 31 shows the correlation. Figures 18-19 

show the relationship.

T ab le  31 C o rre la tio n  b e tw een  p o stn a ta l P a te rn a l S u p p o rt sco re  and  E P D S  sco re  d iffe ren ces  

(3 m o n th s  p o stn a ta l -  an ten a ta l)  (N = 2 9 8 )

C o r r e la t io n s

Paternal 
support 
score at 

12-14 weeks 
postnatal

EPDS score 
difference 
(3 months 

postnatal - 
antenatal)

Kendall's tau j  Paternal support Correlation Coefficie 
score at 12-14 weeks sig. (2-tailed) 
postnatal ^

1.000

298

-.042
.308
298

EPDS score differenc Correlation Coefficie 
(3 months postnatal sig. (2-tailed) 
antenatal)

N

-.042
.308
298

1.000

298
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F i g u r e  18 Relationship between postnatal Paternal Support and EPDS score

differences (3 months postnatal -  antenatal)(N=298)

Paternal support score at 12-14 weeks postnatal

Figure 19 Linear relationship between postnatal Paternal Support and EPDS 

score differences (3 months postnatal -  antenatal) (N=298)

EPDS score difference

D Observed 

D Linear

Paternal support score at 12-14 weeks postnatal
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4.5 REVIEW OF PATERNAL SUPPORT VALUES BY ITEM

4.5.1 Partners’ attendance at antenatal class and clinics

Sixty per cent of partners never or rarely attended antenatal class with their 

pregnant wives. Forty per cent of partners never or rarely attended antenatal 

clinic with their pregnant wives. The reasons given were lack of time, work 

responsibilities, and the inability to meet the antenatal class schedule and the 

clinic appointment schedule. Table 32 shows the findings.

T ab le  32  P a r tn e rs ’ a tten d an ce  a t an ten a ta l c lass  an d  c lin ic

A n tena ta l: P a rtn e r a ttend  an ten a ta l A n ten a ta l: P a rtn e r a tten d  an ten a ta l

class c lin ic

frequency p ercen tag e frequency p ercen tag e

N ev e r 148 4 9 .7 % 77 2 5 .8 %

R are ly 29 9 .7 % 45 15.1%

O ccasio n a lly 62 2 0 .8 % 112 3 7 .6 %

V ery  o ften 25 8 .4% 41 13.8%

E v ery  tim e 34 11.4% 23 7 .7 %

T otal 298 100% 298 100%

4.5.2 Partners’ ability to take days off as needed by their pregnant wives

A lot of pregnant women did not request or rarely requested their partners to 

take time off during the antenatal period. One reason being they were 

physically well (over 90 per cent of pregnant women reported they did not 

have health problems during pregnancy, see Table 15 in section 4.1). The 

second reason was that they preferred their partners to reserve the leave 

entitlement to after childbirth. The third reason was that the couple feared
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that the partners might lose their job if they requested leave too often in the 

current economic climate. Partners were able to take leave occasionally or 

more often during the postnatal period (58 per cent) due to reservation being 

made as mentioned, when compared to the same at antenatal period (34 per 

cent). Table 33 shows the details.

T ab le  33 P a r tn e rs ’ ab ility  to  tak e  d ay s o f f  as  n eed ed

A n tena ta l: P a rtn e r  ab le  to  tak e P ostnata l: P a rtn e r  ab le  to  tak e

d ay s o f f  w o rk d ay s  o f f  w o rk

freq u en cy p ercen tag e freq u en cy p erc en ta g e

N ev e r 54 18.1% 22 7 .4%

R are ly 60 2 0 .1 % 70 2 3 .5 %

O ccasio n a lly 68 2 2 .8 % 103 3 4 .6 %

V ery  o ften 33 11.1% 71 2 3 .8 %

E v ery  tim e 83 2 7 .9 % 32 10.7%

T o ta l 298 100% 298 100%
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4.5.3 Time spent together everyday by the couples

There was a higher percentage of couples who could spend more than 4 

hours together during the postnatal period (60 per cent) than during the 

antenatal period (54 per cent). New mothers reported their partners would 

try to finish work and return home earlier to assist. Table 34 illustrates the 

findings.

T ab le  34  T im e  sp en d  to g e th e r  ev e ry d ay

A n tena ta l: T im e sp en d  to g e th e r 

ev e ry d ay

P ostnata l: T im e  sp en d  to g e th e r  

ev e ry d ay

freq u en cy p ercen tag e freq u en cy p erc en ta g e

L ess th an  an  h o u r 12 4 .0 % 13 4 .4 %

1-2 ho u rs 41 13.8% 35 11.7%

M o re  th a n  2 ho u rs 83 2 7 .9 % 73 2 4 .5 %

M o re  th a n  4  ho u rs 162 54 .3% 177 5 9 .4 %

T ota l 298 100% 298 100%
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4.5.4 Partners’ company in the maternity ward at the time of their wives delivery 

About half of the pregnant women did not wish their partners to stay with 

them in the maternity ward at the time of delivery. The reasons were the 

wives felt embarrassed, or the partners felt nervous about attending 

childbirth. In addition, the wives believed their partners would not be 

available at the anticipated time of childbirth. It is a Chinese tradition that 

men should stay away from childbirth, though this tradition is evolving. In 

the hospitals in Hong Kong, only partners who have attended antenatal 

classes are allowed to attend childbirth. This applies to normal deliveries 

only. Since 50 per cent of partners never attended antenatal classes (Table 32 

in section 4.5.1), and about one-third of the deliveries were assisted (Table 

15 in section 4.1), this meant that only about 30 per cent of the partners 

could stay in the maternity ward with their wives at the time of their 

deliveries. Table 35 has the findings.

T ab le  35 P a r tn e r’s co m p an y  in  m a te rn ity  w ard  a t de livery

A n tena ta l: w ish  p a rtn e r  in  th e P ostnata l: p a r tn e r  in  th e  m a te rn ity

m a te rn ity  w ard  a t d e liv ery w ard  a t d e liv ery

frequency p ercen tag e freq u en cy p ercen tag e

Y es 155 52% 89 2 9 .9 %

N o 143 4 8 % 158 5 3 %

N o , C aesa rean  sec tion - - 51 17.1%

T ota l 298 100% 298 100%
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4 .5 .5  P artners’ w o rk in g  hours per d ay

Overall the working hours per day for partners showed a decrease which was 

perhaps due to the reduced working capacity in Hong Kong as a result of 

economic downturn. Table 36 shows the details.

T ab le  36  P a rtn e rs ’ w o rk in g  h o u rs  p e r  day

A n tena ta l: h o u rs  p a rtn e r  sp en d  at 

w o rk  p e r  day

P ostnata l: h o u rs  p a rtn e r  sp e n d  a t 

w o rk  p e r  day

frequency p ercen tag e freq u en cy p ercen tag e

12 h o u rs  o r m ore 47 15.8% 40 13.4%

M o re  th an  10 hours 95 31 .9% 94 3 1 .5 %

M o re  th an  8 h ou rs 105 3 5 .2% 88 2 9 .5 %

8 h ou rs 42 14.1% 63 2 1 .1 %

L ess than  8 ho u rs 9 3% 13 4 .4 %

T ota l 298 100% 298 100%
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4 .5 .6  P artners’ stress at w ork:

The responses in Table 37 suggested that there was increased stress at work 

for the partners in the postnatal period relative to the antenatal period.

T ab le  37  P a rtn e rs ’ stress a t w o rk

A n tena ta l: p a r tn e r  h av e  s tress  a t 

w o rk

P ostna ta l: p a r tn e r  h av e  s tress  a t 

w o rk

freq u en cy p ercen tag e freq u en cy p ercen tag e

O v e r s tressed 3 1.0% 3 1.0%

A  lo t o f  stress 49 16.4% 59 19.8%

Y es, b u t rea so n ab le 216 7 2 .5 % 219 73 .5%

N o , n o t rea lly 30 10.1% 17 5 .7 %

T ota l 298 100% 298 100%
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4 .5 .7  P artners’ a b ility  to  take lea v e  at first-m on th  after ch ild b irth

Table 38 shows that 80 per cent of pregnant women had wished their 

partners to take leave to keep them company during the first-month after 

childbirth. At the postnatal period, only 49 per cent of the partners could 

occasionally or often take leave for the said purpose. Some new mothers 

reported that even though their partners could take leave and stay at home to 

help, due to their inadequate knowledge in baby care, the new mothers did 

not find them helpful in solving problems, nor alleviating their stress in this 

aspect.

T ab le  38  P a r tn e rs ’ ab ility  to  tak e  leave  a t f irs t-m o n th  a fte r  ch ild b irth

A n tena ta l: w ish  p a rtn e r  to  tak e  

leave

P ostnata l: p a r tn e r  ab le  to  tak e  

leave

freq u en cy percen tag e freq u en cy p ercen tag e

Y es 2 3 6 79 .2% - -

N o 62 2 0 .8 % 76 2 5 .5 %

R are ly - - 75 2 5 .2 %

O ccasio n a lly - - 82 2 7 .5 %

O ften - - 65 2 1 .8 %

T ota l 298 100% 298 100%
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4 .5 .8  P artners’ p artic ip ation  in  b ab y  care

Because of having to go to work during the day, it was reported that more 

than 80 per cent of the partners did not wake up, or rarely, or occasionally 

woke up to help when the baby cried at night. The burden stayed with the 

new mothers who had to cope with the same problem (baby crying) during 

the day in addition to other baby care and household activities. Only 26 per 

cent of partners often or very frequently took part in looking after the baby. 

Table 39 shows the findings.

T ab le  39 . P a r tn e rs ’ p a rtic ip a tio n  in b ab y  ca re  activ ities.

P ostnata l: p a r tn e r  tak e  p a r t in 

look in g  a fte r  b ab y

P ostnata l: p a r tn e r  w ak e  u p  to  

he lp  a t n ig h t

freq u en cy percen tag e freq u en cy p ercen tag e

N o 27 9 .1% 63 2 1 .1 %

R are ly 88 2 9 .5 % 80 2 6 .8 %

O ccasio n a lly 104 34 .9% 101 3 3 .9 %

O ften 67 2 2 .5 % 41 13.8%

V ery 12 4 .0 % 13 4 .4 %

freq u en tly /a lw ay s

T o ta l 298 100% 298 100%

160



4 .5 .9  S o u rces  and priority  o f  supp ort p e rce iv ed  b y  n e w  m oth ers

Partners’ support ranked top of the list and remained at the same first priority 

before and after childbirth. It was reported that the awareness/perception of 

social support during the postnatal period was seen as more important, in 

particular, the support from parents and parents-in-law (postnatal: 74.5 per 

cent v antenatal: 53.3 per cent), who have adequate knowledge and 

experience in baby care. Friends were playing the role of confidant for the 

new mothers, whose social activities had become limited due to being fully 

occupied by a needy baby. Table 40 illustrates the new mothers’ perception 

on sources of support.

T ab le  40  S ou rces o f  su p p o rt

A n tena ta l: so u rces o f  

su p p o rt

P ostna ta l: so u rce s  o f  

su p p o rt

freq u en cy p ercen tag e freq u en cy p ercen tag e

H ea lth  ca re  p ro fe ss io n a ls 57 19.1% 43 14.4%

P artn e r/h u sb an d 224 7 5 .2 % 231 7 7 .5%

O w n p aren ts 110 36 .9% 146 4 9 .0 %

P aren ts-in -law 49 16.4% 75 2 5 .5 %

B ro th e rs  &  sis ters 12 4 .0 % 57 18.8%

O th e r  fam ily  m em b ers 5 1.7% 24 8 .1%

M aid 3 1.0% 23 7 .7 %

F riends 23 7 .7% 48 16.1%

O th ers  e .g . so c ia l w o rk e r 10 1.4% 7 2 .3 %

161



4.6

4.6.1

REVIEW OF PATERNAL SUPPORT VALUES BY ITEM (continued)
Adequacy of support by partners

By reviewing the responses in Table 41, more new mothers felt that they had 

received ‘not enough’ or ‘not quite enough’ support from their partners at the 

postnatal period (23 per cent) than at antenatal period (14 per cent). It may 

be because the partners’ knowledge in postnatal care was inadequate and 

also due to the new mothers having had higher expectations during the 

postnatal period than at any other times or during pregnancy, hence imposing 

extra stress to their partners.

T ab le  41 A d eq u acy  o f  su p p o rt b y  partn e rs

A n tena ta l: en o u g h  su p p o rt from  

p a rtn e r

P ostnata l: en o u g h  su p p o rt from  

p a rtn e r

frequency p ercen tag e freq u en cy p ercen tag e

N o t en o u g h 19 6 .4 % 22 7 .4 %

N o t q u ite  enough 22 7 .4 % 48 16.1%

M o d era te ly  enough 169 5 6 .7% 148 4 9 .7 %

E n o u g h 88 2 9 .5 % 80 2 6 .8 %

T ota l 298 100% 298 100%
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4 .6 .2  R ea so n s  for inad eq u ate  support

The first reason for inadequate support was the partners had to go to work 

because they did not have legitimate paternity leave. Thé second reason was 

the partners did not have time to help. A third reason was the partner did not 

know how to help. This echoes the previous findings in Table 32 (section 

4.5.1) that 50 per cent of the partners did not attend antenatal class due to 

work and time issues. The cultural resistance of Chinese men to take part in 

baby care was also reflected in the report (5.7 per cent). Table 42 lists the 

reasons.

T ab le  4 2  R easo n s fo r  in adequa te  su p p o rt from  p a rtn e rs /h u sb an d s

A n tena ta l: rea so n  fo r 

in ad eq u a te  sup p o rt

P ostna ta l: re a so n  fo r  

in ad eq u a te  su p p o rt

frequency p ercen tag e freq u en cy p ercen tag e

N o t w illin g  to  ta k e  resp o n sib ilities 2 0 .7% 7 2 .3 %

In su ffic ien t k n o w led g e 19 6 .4% 53 17.8%

D o n o t h av e  tim e 33 11.1% 93 3 1 .2 %

H as to  w o rk 40 13.4% 132 4 4 .3 %

M arita l re la tio n sh ip  n o t good 10 3 .4% 12 4 .0 %

F in d in g  it tro u b le so m e  to  tak e  ca re  o f  th e  

b ab y

” “ 17 5 .7 %

O th e r  rea so n s  e .g . f in an ce  issue 9 3 .0% 16 5 .4 %
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4.6.3 Feeling of depression

Table 43 shows that the same percentage of women (58 per cent) reported 

they had no feeling of depression at both antenatal and postnatal periods. 

There was a higher uncertainty recorded in the postnatal period, which is 

shown by the number of ‘don’t knows’ (25 per cent). This deserves more 

attention and further investigation.

T ab le  43 F ee lin g  o f  d ep ression

A n tena ta l: fee lin g  o f  

an ten a ta l d ep ression

P ostnata l: fe e lin g  o f  

p o stn a ta l d ep re ss io n

freq u en cy p ercen tag e freq u en cy p e rcen tag e

Y es, I fee l so. 88 2 9 .5 % 49 16.4%

N o , I d o n ’t  fee l so. 174 58 .4% 171 5 7 .4 %

D o n ’t know . 35 11.7% 60 2 0 .1 %

D o n ’t  k n o w , d o n ’t k n o w  abo u t - - 16 5 .4%

p o stn a ta l d ep re ss io n

D o n ’t  w an t to  an sw er. 1 0 .3 % 2 0 .7 %

T ota l 298 100% 298 100%
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4.7 COMPARISON OF PATERNAL SUPPORT RECEIVED BY THE

DEPRESSED GROUP AND THE NON-DEPRESSED GROUP

A Chi-Square test was applied to the differences in antenatal paternal support 

received by the depressed women (those who had antenatal EPDS score 

>=10) and the non-depressed women (those who had antenatal EPDS score 

<10), to find out whether the differences were statistically significant. 

Similarly, the test was also applied to the differences in postnatal paternal 

support received by the postnatally depressed and postnatally non-depressed 

groups at 3 months after childbirth.

It was found that relative to the non-depressed individuals, the depressed

women received less paternal support from their partners. The differences

were statistically significant in the following support items (Appendix 10):

Antenatal: attend more antenatal class

Antenatal: attend more antenatal clinic

Antenatal: spend more time together with their wives everyday

Antenatal: work for less number of hours per day

Antenatal: have less stress at work

Antenatal: provide enough support to their wives

Postnatal: able to take days off work more frequently

Postnatal: spend more time together with their wives everyday

Postnatal: have less stress at work

Postnatal: participate more in looking after the baby

Postnatal: wake up more at night to help

Postnatal: provide enough support to their wives
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The differences in other paternal support items between the depressed and 

the non-depressed groups also demonstrated the same trend, though they 

were statistically non-significant.

4.8 RESULTS SUMMARY

4.8.1 There was a significant correlation between Paternal Support scores and 

EPDS scores during antenatal and postnatal periods. Lower Paternal Support 

scores were associated with higher EPDS scores.

4.8.2 New mothers perceived paternal support to be more necessary during 

postnatal period than during the antenatal period. The mean Paternal Support 

score was higher at 14.8 postnatally, compared to 12.9 antenatally. Greater 

increases in Paternal Support scores (postnatal -  antenatal) resulted in a 

greater decrease in EPDS scores (postnatal -  antenatal) in between the 

antenatal and postnatal periods. The correlation between the differences was 

significant.

4.8.3 Figure 8 (section 4.4.1), Figure 10 (section 4.4.2) and Figure 12 (section 

4.4.3) show that the minimum PSQ score required was 6 in order to keep the 

EPDS score to be below 10, which was the cut-off point to differentiate 

between the depressed and the non-depressed women in the study. The

, impact of paternal support on postpartum depression had a saturation point, 

beyond which, further enhancing the degree of paternal support may not 

have any more significant impact on EPDS score. At antenatal period, the 

saturation point of paternal support was at a score of 10 and above. At 6
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weeks postnatal, the saturation point of paternal support was at a score of 11 

and above. At 3 months postnatal, the saturation point of paternal support 

was at a score of 19 and above.

4.8.4 Partners’ work responsibilities and lack of time to provide the new mothers 

with extra support were the top two complaints. Inadequacy in knowledge of 

postnatal care and baby care were also prime complaints on their partners by 

the new mothers. Therefore, support perceived to be practical and important 

came in the form of the partners being able to take leave from work to attend 

antenatal class and education programs in postnatal care and baby care; to 

have better communication with the new mothers (Misri, 2000), to prove to 

them that they were capable of providing them with extra support, and 

alleviating their stress in their transition to motherhood.

4.8.5 The depressed women (those who had EPDS score >=10) had received less 

paternal support during antenatal period and postpartum period relative to the 

non-depressed individuals (those who had EPDS score <10) at the same 

periods. The differences were found to be significant for the majority of the 

paternal support items (Appendix 10).

The next chapter will begin with a discussion of the findings of the study and 

its implications, followed by a recommendation of changes in antenatal and 

postnatal education for both pregnant women and their partners. It will 

describe the challenges faced by health care professionals, social workers 

and Chinese women in Hong Kong in seeking extra resources from the
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Government and society to support the recommended changes. Finally, an 

appraisal of the study design and methodology will be brought forward 

together with a recommendation of future studies.
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CHAPTER 5

DISCUSSION, RECOMMENDATION AND CONCLUSION

In Chinese culture, when a person is experiencing a life threatening or 

chronic illness, the spouse is the most likely caretaker and support provider, 

though other family members and friends can be helpful as well. Also, 

research studies have described support providers as consisting of friends 

and family, with support from the spouse being particularly important during 

illness and transitional periods (Norbeck and Anderson, 1989; Morgan, 1997; 

Misre, 2000). Pregnant women encounter new challenges in their own 

physical well being. In addition, they will enter into a postpartum stage 

where they must continue to deal with routine life situations, and taking on 

additional duties of the physical and emotional care of an infant. During 

pregnancy, Norbeck and Anderson (1989) found that a woman’s spouse was 

the most important source of support. Stemp et al. (1986) found that 

maintaining intimate relationships enhances one’s ability to cope with life 

stress. As discussed before, modem Hong Kong women have been 

transformed in the past decade by better education, increased participation in 

the work force and financial independence. Consequently, their expectation 

and perception of spousal support is evolving, particularly during transitional 

periods such as pregnancy and motherhood. The present study sought to 

examine the relevance of the involvement of a Chinese woman’s partner to 

the development of postpartum depression, which had been demonstrated to 

have an estimated prevalence rate of 11 per cent in Hong Kong (Lee, 2001).
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5.1 DISCUSSION OF FINDINGS

5.1.1 Paternal support was deemed necessary and important in reducing the risk of 

women having postpartum depression

As can be seen in Tables 20 (section 4.4.1), Table 23 (section 4.4.2), and 

Table 26 (section 4.4.3) there was a significant correlation between paternal 

support available and the level of depressive symptomatology in women 

during pregnancy and postpartum period. Less paternal support available to a 

woman (in the areas of day-to-day concerns, companionship and baby care) 

increased her risk of postpartum depression during the transition period to 

motherhood. In addition, it was necessary for paternal support to continue to 

a minimal postpartum period of 3 months when the depression symptoms 

were still above the cut off EPDS score of 9/10 for 32.2 per cent of the 

participants (Table 18 in section 4.3).

5.1.2 Paternal support was deemed necessary at both antenatal and postnatal 

periods, particularly in the first three months postpartum

Men in Hong Kong do not have legitimate paternity leave. In the light of the 

current economic turmoil, the unemployment rate in Hong Kong has risen 

from 5.7 per cent to a record high of 7.8 per cent in a twelve-month period. 

Husbands were in great fear of losing their jobs and would only reserve their 

already limited entitlement of annual leave (10-20 days in average) to the 

postpartum period or to a contingency, when their wives and the newborn 

baby were more prone to the needs of immediate and persistent assistance. 

This phenomenon of expecting and requiring more paternal support at 

postpartum is confirmed by the findings listed in Table 19 (section 4.3),
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when the mean of paternal support at postpartum was two points higher than 

in the antenatal period. This finding also echoed the results illustrated in 

Table 29 (section 4.4.4) where there was a significant correlation between 

the Paternal Support score differences and EPDS score differences during 

antenatal and postnatal periods. The greater the decrease in paternal support, 

the greater the increase in risk of postpartum depression symptoms in 

between the two periods. Thus, when looking at the situation in Hong Kong, 

the study results suggest that more paternal support is necessary at the 

postpartum for a period of at least 3 months.

5.1.3 The type of paternal support deemed essential

Study findings (Table 42 in section 4.6.2) indicated that the reason most 

women felt they did not have enough support from their partners was due to 

their partners having to go to work and not having time to offer 

companionship and practical help at home. Therefore, the women were, most 

importantly, looking for their partners’ presence in the household and the 

amount of time that they were available to provide extra assistance to them at 

home. In the telephone interviews, some women reflected that they wished 

their partners could take leave on a half-day basis and stay at home to 

support them during the first month postpartum period. Some women wished 

their husbands could finish work on time and return home to give them 

assistance in looking after the siblings. Unfortunately some women also 

reflected a problem that since their husbands did not have time to attend 

antenatal classes, they had neither sufficient knowledge nor experience to 

help. Such feedback was quantified in Table 42 (section 4.6.2) where

171



“insufficient knowledge” was one of the top three reasons cited by the 

participants as not having enough support from their partners. Thus 

knowledge and skills in antenatal care, postnatal care and baby care were the 

specific support items perceived to be essential by the participants. However, 

educating the partners how to provide extra support to their wives in easing 

their transition to motherhood was equally important. The timing in 

providing such education was vital in achieving maximal effectiveness.

5.1.4 The level of paternal support deemed necessary

The study reported that a minimum score of 6 for paternal support 

requirement was needed on the PSQ before and after childbirth in order to 

reduce the depressive symptomatology to a score below 10 on the EPDS. It 

also reported a saturation point for paternal support beyond which no matter 

how much paternal support was increased, there was no further significant 

impact on the depression symptoms assessed by EPDS. During the antenatal 

period, such a saturation point for paternal support was found to be at a score 

of 10 or above, whereas during the postpartum period, such a saturation point 

for paternal support was found to be at a score of 19 or above. These findings 

of saturation points echoes the findings in section 5.1.2 that more paternal 

support was required by the women at postpartum than during the antenatal 

period. In future when using the Paternal Support Questionnaires (PSQ) as a 

tool to measure paternal support, a cut-off point of 6 may be used to 

differentiate the “well-supported” group and the “not well-supported” group 

of women. The optimal levels of paternal support required is recommended
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to be at a score of 9 or below, and 18 or below, during antenatal and 

postnatal periods respectively.

5.1.5 Identification of differences in paternal support received by the depressed 

and the non-depressed women.

The depressed group of women clearly received less paternal support from 

their partners at the antenatal stage and at postpartum relative to the non- 

depressed individuals during the same periods. The majority of the 

differences identified were statistically significant. This therefore adds 

synergy to the aforementioned findings that lower paternal support was 

associated with higher risk of prenatal and postnatal depression. It also calls 

for an increase in practical/instrumental support to the individuals who 

experience higher levels of depressed mood during perinatal period.

5.2 IMPLICATION OF RESULTS

This study found that increased paternal support, particularly during the first 

3-month postnatal period, reduced the risk of postpartum depression in 

Chinese women in Hong Kong. Such findings have the following 

implication:

5.2.1 Recognition of a potential burden to the family and society

Research (Cox, 1993) has demonstrated that the highest risk period for 

developing depression is during the first 3-month postnatal period, and that 

76 per cent of women who develop postpartum depression over a 6-month 

period report that their depression began less than 5 weeks after delivery. 

Based on an 11 per cent prevalence and an annual delivery rate of 60,000, it
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is estimated that each year Hong Kong has about 3,600 new cases of major 

depression and 3,000 minor depression among new mothers (Lee, 2000). 

With the limited attention that postnatal psychological well-being has 

received from the Hong Kong medical profession and the general public, it 

has become increasingly clear that these incidents of depression may have 

escaped medical attention and therefore remained hidden in the community. 

According to the findings of the present study (Table 43 in section 4.6.3), 25 

per cent of participants have little or no knowledge of depression, and may 

misunderstand the mental illness as poor adjustment to sleep deprivation, 

childbearing and parenthood (Lee, 2000). This undetected postnatal 

depression may have caused distress and personal suffering to the mother. 

Further, it may have had an adverse impact on her partner and children 

(Areias, 1996; Ballard, 1996; Murray, 1997a), eventually becoming a burden 

to the family and to society (Boath, 1996; Curham, 2000).

5.2.2 Timely management of the potential burden

With the effort of local researchers, epidemiological data on postpartum 

depression has been established in Hong Kong (Lee, 2001). This data has 

suggested that more resources should be invested to establish specialized 

health care and education services for pregnant women and their partners 

(Cheng, 1994; Lee, 2000; Lee, 2001). During interviews, many women 

reflected that when they felt depressed they would try to overcome their 

depression by several means, such as going for a walk, talking to friends, 

talking to their husbands (if they were around), or simply crying aloud. In 

Hong Kong, many partners have to be out of town very often because of
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work. In fact it is not uncommon for pregnant women to be left alone at 

home for most of the time, which indeed causes strain, especially during 

first-time pregnancy. Currently, there are routine screening programs in 

several major hospitals to assess the depressive symptomatology of pregnant 

women. The positive experience with the Paternal Support Questionnaires 

(PSQ) in the present study has demonstrated that they can provide a useful 

dimension to antenatal and postnatal paternal support measurement. The 

questionnaires may also present an opportunity for clinic staff to begin 

discussing topics with women, such as marital relationships, which are 

sometimes difficult to raise. Consequently, with an early identification of 

women at potential risk of postpartum depression, especially those not 

receiving adequate paternal support from their partners, their referrals to 

social workers and community services providers for assistance could be 

made earlier. In this way a potential problem to the family may be effectively 

alleviated.

5.2.3 Paternal support as a reflection of marital relationship

The degree of paternal support available to a woman may reflect the quality 

of the marital relationship between her and her partner. As discussed in 

previous literature, marital relationship is one of the key risk factors to 

postnatal depression (Beck, 2001). Thus if marital difficulties are identified, 

it will be necessary to clarify the specific problems, and whether they 

contributed to, or were a consequence of, the postnatal depression. It is 

important to involve the spouse at this stage because he may be unaware of 

the specific problems, or he may be unaware that his wife is suffering from
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postnatal depression. In Chinese culture it is not surprising to see that many 

partners do not appreciate how demanding it is to look after a child, and do 

not realize their sharing of household responsibilities would help to improve 

the relationships at home. Table 42 (section 4.6.2) shows that close to 6 per 

cent of partners found it troublesome to take care of the baby. In these 

circumstances, educating the husbands about postnatal depression and the 

role they may take in providing instrumental support may lead to an 

improvement in both the relationship and the depression. If marital problem 

is the consequence of postnatal depression both partners will need 

educational and social support, as well as reassurance that the relationship 

will improve when the depression disappears. Should this educational 

approach fail then more intensive marital therapy is necessary.

5.2.4 Consideration of providing paternity leave

In Scandinavian countries paternity leave is available routinely to fathers 

(Ballard, 1996). This is an extremely helpful benefit for couples, especially 

when one or both partners have postnatal depression (Morgan et al., 1997; 

Misri et al., 2000). However, paternity leave is still a very debatable issue in 

many countries. In Hong Kong, the prevalence estimate of postnatal 

depression is 11 per cent (Lee, 2001). The potential costs to the society by 

undetected postnatal depression may be enormous. In addition, the illness 

may cause distress and suffering to the mothers and their families. It is 

indeed necessary for the Government and employers, as well as men and 

their families to work together to find out the best possible arrangement for
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enhancing paternal support to women during their perinatal periods, such as 

providing paternity leave to their partners.

5.2.5 Routine documentation of Paternity Support Questionnaires (PSQ)

To monitor depression symptoms in women during antenatal and postnatal 

periods, several major hospitals are running screening programs in their 

O&G department by using the validated Chinese EPDS. With the findings in 

the present study, it may be worthwhile to incorporate the PSQ in routine 

documentation. These screening services, however, are not based on 

incremental resources, and all team members provide service voluntarily. 

These services have proven to be welcomed by the mothers. Nursing officers, 

midwives and O&G consultants have demonstrated themselves to be very 

able and empathic counselors. To sustain the enthusiasm of these voluntary 

members and to maintain the effectiveness of these programs, extra 

resources are necessary to turn these programs into a mandatory component 

of obstetric care in Hong Kong.

5.2.6 Development of an obstetric care service

As indicated by epidemiological study (Lee, 2001), postnatal mental illness 

represents a large group of women in Hong Kong. Such findings suggest that 

more resources should be invested to establish specialized health care 

services for postpartum women. These women have different needs 

compared with other psychiatric patients in that any services or facilities 

designed for them have to take into consideration their baby. Therefore, there 

should be different in-patient care and daily routine. Professionals providing
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these services have to have special skill sets and have to give high priority to 

the needs of the child. They may need to work closely with midwives, health 

visitors, obstetricians and child care social workers. A postnatal mental 

illness service must ensure that all women suffering from a psychiatric 

disorder associated with childbirth have access to a specialist service, a 

psychiatrist with a special interest in their condition, a specialist community 

nursing team and specialist mother and baby units should women require 

admission. Community psychiatric nurses are an essential part of a postnatal 

service. It may be worthwhile arranging community nurses to provide home 

visits to severely depressed women, which can be an alternative to admission, 

provided that the home environment is appropriate. In which case the women 

would probably perceive the community nurse as there for her and her baby, 

and would therefore treat her as a confidant. Community psychiatric nurses 

are an invaluable resource, especially if they know about the special 

emotional needs of postnatal women. The mother and baby unit would 

require the services of a liaison health visitor and supplementary services by 

pediatrician and child psychiatrist if and when necessary. Primary care teams 

should have specialist counselors working in the clinic. (Information source: 

Cox, 1994)

Some of these services are already available in key government hospitals and 

are provided by voluntary health care workers (staff). It is therefore 

important to recognize their effort and legitimize the services, so that they 

become a mandatory part of obstetric care services in all hospitals in Hong 

Kong.
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5.3 RECOMMENDATION FOR FUTURE HEALTH CARE EDUCATION

STRATEGY AND PLANNING IN REDUCING THE RISK OF 

POSTPARTUM DEPRESSION IN HONG KONG

Years ago, it was common for women to have a ‘lying-in’ period of a month 

to recover from the birth. Or for Chinese women to have traditional ‘doing 

the month’ privilege after childbirth. Today, when women do not have 

sufficient knowledge and information on the realities of parenting, and when 

they do not achieve the ideal of a joyfully coping mother, which is the image 

projected by the media, they may believe themselves to be inadequate. 

Unequal shares in parenting, short maternity leave, non-existing paternity 

leave, inadequate nursery provision or suitable childcare arrangements for 

working women are current issues in Hong Kong (Lee, 2000). Changing the 

social climate in Hong Kong is not easy, but helping women to recognize 

their own needs and to believe that these are valid, can empower them to 

lobby for change. Professionals and researchers in the field, the media, and 

indeed women themselves, all have a role to play in bringing about 

improvements in care, health education and changes in attitudes. As 

indicated in previous chapters, the awareness of postnatal depression in 

Hong Kong at present is far from ideal. Undetected postnatal illness can be a 

potential social and health problem to Hong Kong society. To remedy the 

issue the following are recommended educational activities on postnatal 

mental illness that hopefully would be incorporated into future education 

planning in Hong Kong.
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5.3.1 Education of school children

Many children in Hong Kong today grow up in small nuclear families with 

little experience of the impact a baby can have on day-to-day life, both on a 

practical and emotional level, especially those children from a single-child 

family. ‘Parentcraft’ programs for teenagers of both sexes, including the 

practicalities of childrearing and family life, would be a useful addition to 

the school curriculum.

5.3.2 Education of health professionals

An understanding of the concepts, potential causes and consequences of 

perinatal depression is an absolute requirement for all practicing doctors and 

essential learning for all medical students (Cox, 1994). When teaching 

undergraduates in general practice about anxiety and depression, students 

should be guided to look into issues like problem prevention, early 

intervention and steps to be taken to avoid recurrence of the problem. When 

teaching specifically about postnatal depression, attention should be directed 

to the needs of pregnant women and their partners. Since the detection of 

postnatal mental illness usually occurs in primary care settings, it is thus an 

ideal place to consider issues such as continuity of care, and to plan 

individualized care programs. Training programs should be provided to 

primary care teams on how to identify perinatal depression and its risk 

factors, in order to prevent the illness or to lower its risk. Health visitors 

should attend post-basic training courses in combination with developing 

their counseling skills. Health visitors should be equipped with information 

about the nature and effects of postnatal depression and its possible origins,
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and the value of preventive strategies. All health professionals involved in 

the care of childbearing women, including hospital staff (obstetricians and 

midwives), should be given specific training in the psychological needs of 

perinatal women. Psychiatrists, psychologists, psychiatric nurses and social 

workers are likely to receive referrals of depressed women from primary care, 

thus they should also share the understanding of the nature of postnatal 

depression and factors which are associated with the origins and maintenance 

of the condition. Health professionals who wish to perform non-directive 

counseling to depressed women should receive extra training, because a 

counselor is a professional confidant who can provide social and emotional 

support. Additionally, health professionals should be encouraged to access 

up-to-date reading material on postpartum depression such as the Marce 

Society Distance Learning Package (Marce Society, 2000), although input 

from an educator with specialist knowledge is also important. Finally, 

specialized study days, the media and an informed body of literature are all 

relevant sources of information.

5.3.3 Education of parents

Some parents comment that current antenatal preparation has only focused 

on the practical aspects of pregnancy, birth and basic infant care. Some 

fathers also complain of feeling ‘left out’, or that their own role is not clear 

(Nolan, 1994). Educators are recommended to conduct regular surveys with 

pregnant and postpartum women, as well as their partners, to identify their 

needs in antenatal and postpartum education (Ruchala, 2000). The teaching 

checklists should be reviewed periodically according to their update needs.
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Health care educators in Hong Kong should be trained to work within a 

framework of adult learning styles. Within this framework, women and their 

partners should be encouraged to interact with the educators, and any 

feedback obtained should be used for program evaluation and future 

improvement of the service. Educators are also recommended to conduct 

education classes for men only to address the special needs of fathers during 

their transition to parenthood. Traditionally, Chinese fathers are conservative 

in expressing their emotions, particularly in transition periods such as during 

pregnancy, birth and at postpartum, therefore, classes are suggested to be in 

small groups so as to encourage the participants to share their emotions. In 

this way, educators can better identify the needs of the men involved and 

react to them. Nonetheless, educators should undergo continuing training to 

keep themselves competent in meeting the changing educational and 

informational needs of contemporary new mothers and fathers.

It is common to run formal hospital-based antenatal classes in Hong Kong, 

but they do not provide an ideal opportunity for women to get to know each 

other. To foster mutual postnatal support among new mothers, educators are 

recommended to consider running community-based antenatal classes that 

would have the advantage of promoting supportive social relationships.

In fact, in antenatal classes, educators are recommended to emphasize the 

importance of the Chinese tradition postpartum practice, ‘peiyue care’, and 

encourage women to arrange and select a ‘peiyue’ who is supportive and 

understanding. ‘Peiyue’ is perhaps one of the most practical indicators of
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social support (Lee, 2000). Lastly, educators should be aware of Chinese 

cultural practices and give advice to new mothers on how to balance bio

medical approaches with folk traditions.

5.3.4 Education and social support in primary care

Routine antenatal and postnatal checks in health center settings can be used 

as opportunities to provide teaching and support programmes. There are 

telephone hot line services provided by nurses in O&G units in hospitals, 

which operate during office hours. The nurses handle incoming enquires on 

postpartum care and baby care from new mothers. These services are 

recommended to extend to the evenings for the convenience of new mothers 

who have returned to their workplace during the day. Primary care workers 

are recommended to put women in touch with each other who share a similar 

situation and to encourage ‘befriending’ of newcomers or women who have 

been at work and do not know their neighbors. Information exchange and 

supportive groups can be facilitated in antenatal clinic waiting rooms by the 

provision of a friendly atmosphere and tea and snacks. Mothers can share 

their experience in breastfeeding or feedings in general, or perhaps discuss 

the choice of infant milk formula or the cost-effectiveness in choosing a 

specific brand of diaper. The waiting room should also be a place where 

first-time parents can find explanatory leaflets such as the ‘do’s and don’ts’ 

of making life easier during pregnancy and around the time of childbirth. 

The primary care team could provide an updated list of information for 

pregnant women and their partners about facilities that are available in their 

area. Short informative videos could be shown in small tutorial groups, and
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a library of informative books could also be kept. Books on mental health 

and childcare are highly recommended.

The reasons why women become depressed vary with each individual, 

therefore it is unlikely that education, social support and all other preventive 

measures will ever be able to prevent all postnatal depressions. However, 

steps towards promoting the psychological well-being of women and their 

families should be taken as first priority. Education of the public, health 

professionals and the women and their partners, will all help to bring about 

change. Most importantly, we need to ensure that resources, both in terms of 

specialist personnel and suitable venues, are available to help depressed 

women to help themselves. However, in the light of the continuing economic 

downturn, the Government strives to reduce budget deficits. Freezing civil 

service head counts and cutting expenditure are the key measures being 

taken to achieve cost containment. Thus, how much more extra resources the 

Government is able to allocate to sustain or enhance perinatal care for 

women in Hong Kong is going to be a highly debatable issue.

5̂ 4 ACCOMPLISHMENT OF THE OBJECTIVES OF THE STUDY

The objective of the study has been accomplished by providing confident 

findings to the following questions (section 3.2):

5.4.1 Are Hong Kong women who have less paternal support available to them at 

greater risk of postpartum depression?

It was found in the study population (containing low-to-middle income class 

Chinese women which represents the majority of the women population in
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Hong Kong) that there was a significant correlation between Paternal 

Support scores and EPDS scores. Lower Paternal Support scores were 

associated with higher EPDS scores. Since EPDS has been a recommended 

screening scale for identifying high-risk group to postpartum depression, 

therefore, it can be concluded from the findings that Hong Kong women who 

have less paternal support available to them are at greater risk of postpartum 

depression. (Table 20 in section 4.4.1, Table 23 in section 4.4.2, Table 26 in 

section 4.4.3)

5.4.2 Are the timing, type and duration of paternal support relevant?

The findings of the study indicate that paternal support is more necessary 

during postpartum and for a period of at least three months. Women are, 

most importantly, looking for their partners’ presence in the household, and 

hoping that they can provide instrumental/practical support to them. Specific 

support items such as knowledge and skills in antenatal/postnatal care and 

baby care are perceived to be essential by women. Therefore, the timing, 

type and duration of paternal support are relevant. (Table 19 in section 4.3, 

Table 29 in section 4.4.4, Table 42 in section 4.6.2)

5.4.3 Is there a minimum level of support necessary to minimize postpartum 

depression (which could therefore be encouraged by appropriate education to 

Hong Kong public and health care professionals)?

The findings of the study indicate that a minimum level of paternal support 

(a score of 6 on the PSQ) is necessary to minimize postpartum depression. 

This score level could therefore be encouraged by appropriate education to
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Hong Kong public and health care professionals. In addition, the PSQ could 

be included as a routine documentation in obstetric care services. (Figure 8 

in section 4.4.1, Figure 10 in section 4.4.2, Figure 12 in section 4.4.3)

5.5 APPRAISAL OF STUDY METHODOLOGY

As with many other research studies, the sampling frame, sample size and 

statistical power, study design and attrition, measuring scales and method of 

data collection were key factors to the reliability of the findings of the study. 

This study was designed to minimize methodological pitfalls.

5.5.1 Sampling frame

The Princess Margaret Hospital (PMH) was an ideal site to recruit a 

representative sample. It is the only public hospital serving the Kowloon 

West and New Territories South regions of Hong Kong. With a delivery rate 

of about 4,000 per year, it represents 8 per cent of the total number of births 

per year in Hong Kong. Hence, using the PMH booking clinic as a sampling 

frame, it was possible to capture all potential deliveries within the public 

health care network of Kowloon West and New Territories South regions, 

where over one-sixth of the local population was included (Census and 

Statistical Department, 2000). To avoid undue sampling bias, only minimal 

exclusion criteria were adopted in this study. There was no age limitation 

and single mothers or multiparous women were also included in the 

sampling frame. Nonetheless, as discussed in section 3.7.1, women who 

delivered at private hospitals would fall outside the sampling frame of this 

study. Most of the women who delivered in private hospitals belonged to the
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middle to upper social class, and would have a higher household income than

the majority of the participants in this study. Failing to recruit them into the
\

study did not imply negligence of this population group, it was only due to 

practical difficulties.

5.5.2 Sample size and statistical power

The sample size of 298 women provided adequate statistical power to 

identify the correlation between paternal support and depressive 

symptomatology in the accessible target population.

5.5.3 Prospective, longitudinal design and attrition

The participants were recruited at third trimester in the antenatal clinic and 

followed up through 6 weeks postpartum to 3 months postpartum. Data was 

collected at three points in time. To reduce attrition, all participants were 

distributed with stamped addressed envelopes for them to return the 

completed questionnaires to PMH at 3 months postpartum. The Postpartum 

Depression Screening Team (PPD Team) had demonstrated their warm 

personality and caring attitude in the clinics, and I had proved myself to be a 

good listener/counselor at interviews which promoted trust and rapport. 

Thus, despite the fact it was a lengthy follow up period with three points of 

assessment, the retention rate (81 per cent) was satisfactory.

5.5.4 Measuring scales and method of data collection

The Chinese EPDS is a validated scale for measuring depression symptoms 

in women, it is simple to administer and quick to score, and has proved to be
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an effective screening tool for perinatal depression by previous researchers 

(Cox & Holden, 1987; Cox & Holden, 1994; Lee, 1998; Beck & Garble, 

2000). The reliability of the EPDS has been proven by Cox et al. in 1987 (a 

= .87)). The Chinese PSQ had also been validated in content and in face, its 

construction had gone through a thorough discussion with a panel of experts 

(health professionals and mothers), and had proved to be acceptable by 

participants due to its simplicity and appropriateness in content. The 

reliability of the PSQ in the study had also been demonstrated to be adequate 

(a = .61 for antenatal PSQ, a = .73 for postnatal PSQ).

Future researchers may raise concern about the independence of the two 

research instruments: PSQ and EPDS. It may be argued that depressed 

women subjectively believe that they have not been receiving adequate 

support from their partners, which may influence their score on the PSQ. To 

avoid this possible influence by subjectivity, the PSQ has been designed to 

contain dichotomous and quantified questions on practical/instrumental 

support rather than questions on feelings and emotions. In such a way, 

women can only complete the PSQ with factual answers. Examples are 

frequency in attending antenatal classes and clinics, taking part in baby care 

activities, the number of hours spent together, and other practical questions. 

It is unlikely that the answers to the PSQ could be influenced by the 

women’s depressive symptomatology at the point of completion. Therefore, 

the independence of the PSQ and EPDS has been maintained. Moreover, 

paternal support in the study has been defined to be practical/instrumental 

support rather than emotional support.
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Data collection was accomplished by a combination of self-reporting 

channels. They were face-to-face interviews, telephone interviews and postal 

survey. The objectives of such a combination were to increase sample size 

and to enhance the response rate at the various time points of assessment. 

Furthermore, the individual interviews had provided more qualitative 

feedback from participants, which I found to be very supportive to the 

quantitative findings of the study, and very useful in the writing up of the 

thesis.

5.6 LIMITATION

5.6.1 Generalization of the study results

As stated previously, the sampling frame of the study had not included the 

upper and some middle class women who chose to deliver in private 

hospitals. Furthermore only 10 per cent of all accessible women were 

approached for recruitment. This was because the antenatal clinics were very 

busy, and there was a high turnover of members of the PPD Team. The 

findings of this study may not be generalized to rural Chinese women 

because Hong Kong is an urbanized commercial city with relatively few 

rural Chinese women. About 10 per cent of the participants were lost at the 6 

weeks postnatal check, and a further 9 per cent were lost at the 3 months 

postnatal follow up. This attrition rate is compatible with other prospective 

nursing studies of this scale. However, if home visit had been included as 

one of the channels of data collection, there may well have been an 

improvement in the attrition rate.
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5.6.2 Channels of data collection

One of the practical issues was some women were unwilling to wait in the 

clinic for the distribution of the questionnaires, while some might have taken 

the questionnaires home and forgot about them. Thus I had to do plenty of 

telephone follow-ups. However, the telephone interviews did have some 

drawbacks. It was very difficult and time consuming to try to call the 

participants who returned to work after maternity leave, which was 6 weeks 

after birth. Some participants gave very quick feedback and answers to the 

questionnaires without thinking through the answer, simply because they 

wanted to end the interview as soon as possible. Also, Chinese verbalization 

of the questionnaires may have slight differences compared to the Chinese 

writing of the questionnaires, and these differences may have been 

exacerbated in the telephone interviews when compared to self-reporting by 

the participants in the clinic.

5.6.3 Exclusion of partners’ feedback

The partners’ input had not been included in the design of the PSQ, therefore, 

the PSQ had not been validated on men. The PSQ was originally designed 

for the wives and their partners to complete together. It was observed that 

most partners, even though they were accompanying their wives in the clinic, 

were not enthusiastic about participating in the completion of the PSQ. For 

those women who were followed up by telephone interview, it was almost 

impossible to find a couple at home who was willing to attend the telephone 

interview together. This was an obvious limitation. The exclusion of the 

partners’ feedback in this study was due to practical difficulties and did not
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imply negligence of their feelings. Nonetheless, it is hoped that in future the 

PSQ can be validated on men, its English version be validated in English 

speaking countries, and for it to be considered as routine documentation in 

antenatal and postnatal clinics.

5.7 RECOMMENDATION FOR FUTURE STUDIES

5.7.1 Study on paternal depression in Chinese fathers

There have been increasing research interests in Western societies on fathers’ 

feelings, emotions and concerns during their transition to fatherhood 

(Chalmers, 1996; Ballard, 1996; Barclay, 1999). However, as very limited 

studies are available in this area on Chinese fathers, it is indeed worthwhile 

to perform studies on Chinese partners’ emotional well being at this 

transition period. As indicated by researchers in the West, in order to help 

the partners to provide both timely and effective support to their wives, the 

emotional well-being of the partners has to be taken care of. At this stage of 

writing, a study on paternal depression in fathers in Hong Kong is in its 

planning stage. I am acting as a project advisor of the new study.

Studies overseas (Lovestone, Kumar, 1993; Ballard et al., 1994) have 

demonstrated that fathers are more likely to be depressed if their partner is 

depressed. It is therefore worthwhile exploring in the local community the 

improvement in effectiveness of a treatment program offered to couples, 

instead of to the depressed wife only. Hence, evaluation and design of 

treatment programs for couples suffering from postnatal depression in Hong 

Kong are recommended.
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5.7.2 Study on the relevance of the involvement of a woman’s partner on the 

development of postpartum depression at 12 months after childbirth

The present study covered the Chinese women from third trimester 

antenatally to 3 months postnatally. Previous researchers (Gelder, 1978; 

Campbell, 1992) have indicated that postnatal depression may affect the 

mother and her family to a period as long as 12 months after childbirth. In 

order to benefit health care workers and new mothers, a similar study is 

warranted in future with the assessment period extended to a postpartum 

period of 12 months. Certainly, more effort and resources would be required 

for sample recruitment and in follow up in order to minimize the attrition 

rate. Nonetheless, replicating the findings of this study will increase our 

confidence in their validity.

5.7.3 Study on impact of in-law relationship on antenatal and postnatal depression 

Lee et al shows in his study in 2001 that in addition to the marital 

relationship, postpartum psychological well being of Chinese women is 

determined by the relationship with the in-laws. It is suggested that the 

mother-in-law relationship is more prominent than the spousal relationship in 

determining postnatal depression. In contemporary Hong Kong families, “in

law syndrome” is grounded in the drastic social changes witnessed in the 

past decades. The new generation of women is more autonomous and liberal, 

the mother-in-law may find them to be not respectful enough whilst the 

daughter-in-law, brought up in modem and Western culture, may find the 

traditional expectation of a submissive and obedient daughter-in-law 

overbearing. Increased social contact inherent to the Chinese puerperium
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therefore may generate conflicts, ranging from trivial rows on child rearing 

method, dietary preference, daily customs, to more open confrontations and 

fights for control and power within the family. In this study, the differences 

in “in-law” support received at postpartum period between the depressed and 

the non-depressed women, though non-significant, indicate that the “in-law” 

support/relationship may be a contributing factor to postpartum depression. 

What is the role of the partner in this dilemma? How is he going to be a 

middleman to smooth out the conflicts between his wife and his mother, if 

there is any? Can paternal support replace in-law support during perinatal 

period? If so, when and how? What kind of education and health care 

program is required by the partner/couple to make it happen? These 

questions can only be answered by future research projects in the area 

concerned.

5.7.4 Study to examine the most important content areas in antenatal education 

from the perspective of both educator and pregnant women 

Ho and Holroyd recruited 11 Hong Kong mothers in their focus group study 

in 2002. These mothers reflected that they could not get from antenatal 

classes adequate preparation for baby care, and informational needs for self 

care. In addition, the classes were not preparing them for complex emotional 

problems. Although the findings of this study cannot be generalized due to 

its small sample size and other limitations, further studies are recommended 

to elucidate the findings. Also, the inclusion of husbands in future research 

should be considered. When new mothers and fathers have been given more 

opportunities to participate in decision-making about their educational needs,
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they would be more motivated to attend antenatal and childbirth preparation 

classes.

5.8 CONCLUSION

To conclude, this study has achieved the stated objectives. There is a 

significant correlation between paternal support to Hong Kong Chinese 

women and their risk of depression during perinatal period. Hong Kong 

women who have less paternal support available to them are at greater risk of 

postpartum depression. This thesis argues that local government and 

employers need to consider ways of providing more benefits in terms of 

paternity leave to new fathers. In such a way that they will have time to 

receive education and training in antenatal care, postnatal care and baby care, 

and be therefore able to provide practical/instrumental support to their 

recently delivered wives.

The present study also shows that the quality of paternity support provided 

may be an indicator of the marital relationship between the couple. Paternal 

Support Questionnaire (PSQ) is a potentially useful tool to measure the 

degree and quality of paternal support received by women, and may be used 

as an indicator of marital relationship. Since marital satisfaction is a key 

predictive indicator of postnatal depression (Beck, 2001), by using the PSQ 

as a routine documentation, and taking a more proactive approach to any 

marital problems identified, the risks of postnatal depression may be reduced.
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A strategic plan in education on postnatal depression in Hong Kong has been 

recommended. It includes education to health professionals, primary care 

providers, parents, and the young generation at school. A direction for future 

research has been suggested. It is also necessary to find out more about the 

emotions and feelings of Chinese partners (the fathers) during their transition 

to fatherhood so that new activities can be planned to address their emotional 

needs during the period. Educators are recommended to keep themselves 

competent with continuing training, and react to the new and changing 

educational needs of contemporary new mothers and their partners.

This study serves as an initial step in putting forward the relevance of the 

involvement of a woman’s partner to the development of postpartum 

depression in Hong Kong. The findings of this study will be disseminated to 

local health professionals, social workers, parents, employers and 

government officials. It is hoped that a driving force will be established to 

lobby for more resources from local government in enhancing perinatal care 

to women and providing paternity protection to men in Hong Kong.
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Appendix 1 (English version)

Score

ANTENATAL PATERNAL SUPPORT QUESTIONNAIRE

Name_________Age Expected date of delivery______ Today’s date

As you will be delivering a baby shortly, we would like to know if you have received support from 
your partner. Please take the answer which comes closest to how you feel in the past 6 months. 
Your partner is welcome to help/participate in filling in the questionnaire.

1. H as y o u r  p a rtn e r  a tten d ed  an ten a ta l c lasses w ith  y o u  ?
N ev e r □
R are ly □
O ccasio n a lly □
V ery  o ften □
E v e ry  tim e □

2. H as y o u r p a rtn e r  a tten d ed  th e  an ten a ta l c lin ic  w ith  y o u  ?
N ev e r □
R are ly □
O ccasio n a lly □
V ery  o ften □
E v ery  tim e □

3. W hen  y o u  fee l y o u  n eed ed  y o u r p a r tn e r’s he lp  in  th e  p a s t 6  m on ths , 
ta k e  d ay s  o f f  w o rk  to  look  a f te r  y o u  ?

w as  y o u r  p a r tn e r  ab le  to

N ev e r □
R are ly □
O ccasio n a lly □
V ery  o ften □
E v ery  tim e □

4. H o w  m u c h  tim e  do  yo u  sp en d  to g e th e r  ev e ry d ay  in  th e  p a s t 6  m o n th s  ?

L ess th a n  an  h o u r □
1-2 ho u rs □
M o re  th a n  2  h ou rs □
M o re  th a n  4  hours □

5. D o  y o u  w ish  y o u r  p a rtn e r  to  keep  yo u  co m p an y  in  th e  m a te rn ity  w ard  
th e  b ab y  ?

w h en  y o u  a re  d e liv e rin g

Y es □
N o □

6. H o w  m a n y  h o u rs  does y o u r p a rtn e r  sp en d  a t w o rk  p e r  d ay  in  th e  p a s t 61 m o n th s  ?

L ess  th a n  8 h ou rs □
8 h ou rs □
M o re  th an  8 ho u rs □
M o re  th a n  10 h ou rs □
12 h o u rs  o r  m o re □



Appendix 1 (English version) (cont’d)

7. D o es y o u r p a rtn e r  h av e  stress a t w o rk  ?
N o , n o t rea lly □
Y es b u t reaso n ab le □
A  lo t o f  stress □
O v er s tressed □

8. D o  y o u  w ish  y o u r  p a rtn e r  tak e  leave  to  k eep  y o u  co m p an y  a t f irs t-m o n th  a fte r  th e  b a b y  is b o m  ?
Y es □
N o  □

9. In  th e  p a s t 6 m o n th s , y o u  rece iv ed  h e lp /su p p o rt from  w h ich  o f  th e  fo llo w in g  
p a rtie s  th e  m o s t ? (T ak e  as m an y  b o x es  as yo u  w ish .)

H ea lth  care  p ro fe ss io n a ls  □
P artn e r/h u sb an d  □
O w n  p aren ts  □
P a ren ts-in -law  □
B ro th e rs  &  sis te rs  □
O th e r  fam ily  m em b ers  □
M aid  □
F rien d s  □
O th ers  □

10. In th e  p a s t 6  m o n th s , d id  y o u  fee l y o u  h av e  h ad  en o u g h  su p p o rt from  y o u r 
p a r tn e r  /h u sb a n d  ?

N o t enough  □
N o t q u ite  en o u g h  □
M o d e ra te ly  en o u g h  Q
E n o u g h  □

11. I f  n o t eno u g h , w h a t do  yo u  th in k  a re  th e  rea so n s  ? (T ak e  as  m an y  b o x es  as y o u  w ish .)
N o t w illin g  to  tak e  resp o n sib ilities □
In su ff ic ien t k n o w led g e □
D o  n o t h av e  tim e □
H as to  w o rk □
M arita l re la tio n sh ip  n o t good □
O th e r  reaso n s □
P lease  sp ec ify

12. D id  y o u  fee l th a t y o u  hav e  h ad  d ep ressio n  in  th e  p a s t 6  m o n th s  ?
Y es, I fee l so. O
N o , I d o n ’t fee l so. . D
D o n ’t k n o w  □
D o n ’t  w a n t to  an sw er □
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Appendix 2 (English version)

S core

POSTNATAL PATERNAL SUPPORT QUESTIONNAIRE

A s y o u  h av e  d e liv e red  a  b ab y  recen tly , w e  w o u ld  like  to  k n o w  i f  y o u  h av e  rec e iv e d  su p p o rt from  
y o u r  partne r. P lease  ta k e  th e  an sw er w h ich  co m es c lo ses t to  h o w  y o u  fee l in  th e  p a s t 6  m o n th s . 
Y o u r p a rtn e r  is w e lco m e  to  h e lp /p a rtic ip a te  in  fillin g  in  th e  ques tionna ire .

1. W h en  y o u  fee l y o u  n eed ed  y o u r p a rtn e r’s h e lp  in th e  p a s t 6  m on ths , w as  y o u r p a r tn e r  ab le  to  
ta k e  d ay s  o f f  w o rk  to  look  a f te r  y o u  ?

N e v e r  D
R a re ly  D
O ccasio n a lly  □
V ery  o ften  □

E v ery  tim e  □

2. H o w  m u ch  tim e  do  y o u  sp en d  to g e th e r ev e ry d ay  in  the  p a s t 6 m o n th s  ?
L ess th an  an  h o u r  Q
1-2 h o u rs  □
M o re  th an  2 h o u rs  □
M o re  th a n  4 h o u rs  □

3. D id  y o u r  p a rtn e r  k ee p  y o u  co m p an y  in  th e  m a te rn ity  w ard  w h en  you  w ere  d e liv e rin g  th e  
b a b y ?

Y es □
N o  □
N o , b ec au se  I h ad  an  e lec tiv e  C aesa rean  sec tion  □

4 . H o w  m a n y  h o u rs  does y o u r p a rtn e r  sp en d  a t w o rk  p e r  day  in  th e  p a s t 6  m o n th s  ?
L ess th an  8 h o u rs  □

8 h o u rs  □
M o re  th an  8 h o u rs  □
M o re  th a n  10 h o u rs  ' □
12 h o u rs  o r  m o re  □

5. Does your partner have stress at work ?
N o , n o t rea lly  □
Y es b u t rea so n ab le  □

A  lo t o f  stress □
O v e r s tre ssed  □

6. D id  y o u r  p a rtn e r  fee l ab le  to  tak e  leave  to  k ee p  yo u  co m p an y  a t f irs t-m o n th  a fte r  th e  b ab y  w as 
b o m  ?

N o  □
R are ly  D
O ccasio n a lly  D
O ften  □



7. H as y o u r  p a rtn e r  tak en  p a rt in  look in g  a f te r  th e  b ab y  ? e.g . p rep a re  fo rm u la , ch an g e  d iapers ,

Appendix 2 (English version) (Cont’d)

b a th in g  th e  baby .

N o  □
R are ly  □
O ccasio n a lly  □
O ften  □
V ery  freq u en tly /A lw ay s  □

8. W h en  th e  b ab y  c rie s  a t n ig h t, d o es  y o u r p a rtn e r  w ak e  u p  to  h e lp  ?
N o  □
R are ly  □
O ccasio n a lly  □
O ften  □
V ery  freq u en tly /A lw ay s  □

9. A fte r  y o u r b ab y  w as b o m , y o u  rece iv ed  h e lp /su p p o rt from  w h ich  o f  th e  fo llo w in g  
p a rtie s  th e  m o s t ? (T ak e  as m an y  b o x es  as y o u  w ish .)

H ea lth  ca re  p ro fe ss io n a ls  □
P artn e r/h u sb an d  Q
O w n  p a ren ts  □
P aren ts-in -law  □
B ro th e rs  &  sis te rs  □
O th er fam ily  m em b ers  □
M aid  □
F rien d s  □
O th ers  □

10. In  th e  p a s t 6  m o n th s , d id  yo u  fee l y o u  h av e  h ad  enough  su p p o rt from  y o u r 
p a rtn e r  /h u sb a n d  ?

N o t en o u g h  □
N o t q u ite  en o u g h  □
M o d e ra te ly  en o u g h  □

E n o u g h  □

11. I f  n o t enough , w h a t d o  yo u  th in k  are  th e  rea so n s  ? (T ak e  as m a n y  b o x es  as y o u  w ish .)
N o t w illin g  to  tak e  resp o n sib ilitie s  □
In su ff ic ien t k n o w led g e  □

D o  n o t h av e  tim e  □
H as to  w o rk  □
M arita l re la tio n sh ip  n o t go o d  □
F ee lin g  tro u b le so m e  in ta k in g  care  o f  th e  b ab y  □

O th e r  re a so n s  Q
P lea se  sp ec ify  ______________________________________ _____

12. D id  y o u  fee l th a t you  hav e  h ad  p o stn a ta l d ep ressio n  a f te r  th e  b ab y  w as  b o m  ?

Y es, I fee l so. D
N o , I d o n ’t  fee l so. □
D o n ’t  k n o w  □
D o n ’t k n o w , d o n ’t  k n o w  m u ch  ab o u t P N D  Q

D o n ’t w an t to  an sw e r □
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S c o re ________________

Appendix 3 (English version)

A n te n a ta l  D e p re s s io n  S c re e n in g  q u e s t io n n a ire  

N a m e____ A g e___D .O .B . T o d ay ’s da te

H O W  A R E  Y O U  F E E L IN G ?

A s y o u  a re  p regnan t, w e  w o u ld  like to  k n o w  h o w  y o u  a re  fee lin g  now . P lea se  tic k  th e  an sw e r w h ich  

co m es c lo ses t to  h ow  y o u  h av e  fe lt in  th e  p a s t 7 days, n o t ju s t  h o w  y o u  fee l today .

H ere  is an  ex am p le , a lread y  com pleted :

I h av e  fe lt happy :

(1 )  Y es, m o s t o f  th e  tim e.

(2 )  Y es, so m e o f  th e  tim e . V

(3 ) N o , n o t v ery  o ften .

(4 )  N o , n o t a t all.

T h is  w o u ld  m ean : "I h av e  fe lt h ap p y  som e o f  th e  tim e" d u rin g  th e  p a s t w eek . P lea se  co m p le te  th e  

o th e r  q u es tio n s  in  th e  sam e w ay.

IN  T H E  PA S T  S E V E N  D A Y S

1 . 1 h av e  b een  ab le  to  laugh  an d  see  th e  funny  side o f  th ings:

(1 )  A s m u c h  as I a lw ay s  cou ld

(2 ) N o t q u ite  so  m u ch  n ow

(3 ) D efin ite ly  n o t so  m uch  now .

(4 )  N o t a t all.

2 . 1 h av e  loo k ed  fo rw ard  w ith  en jo y m en t to  th ings:

(1 ) A s m u ch  as I e v e r  d id

(2 )  R a th e r  less th an  I u sed  to

(3 )  D efin ite ly  less th an  I u sed  to

(4 ) H ard ly  a t all

3 . 1 h av e  b la m ed  m y se lf  u n n ecessa rily  w h en  th in g s  w e n t w rong .

(1 ) Y es, m o s t o f  th e  tim e.

(2 ) Y es, so m e o f  th e  tim e.

(3 ) N o t v ery  o ften .

(4 ) N o , never.



Appendix 3 (English version) (cont’d)

4 . 1 h av e  fe lt w o rried  and  anx ious fo r n o  v e ry  go o d  reason:

(1 ) N o , n o t a t all

(2 ) H ard ly  ever

(3 ) Yes, som etim es.

(4 )  Y es, V ery often .

5 . 1 h av e  fe lt sc a red  o r  p an ick y  fo r  n o  v ery  go o d  reason :

(1 )  Y es q u ite  a  lot.

(2 ) Y es, som etim es.

(3 )  N o , n o t m u ch

(4 )  N o , n o t a t all

6. T h in g s  h av e  been  g e ttin g  on  to p  o f  m e:

(1 )  Y es, m o s t o f  th e  tim e  I h av en 't b een  ab le  to  co p e  a t all.

(2 )  Y es, so m etim es I h av en 't b een  co p in g  as w ell as usual.

(3 ) N o , m o s t o f  th e  tim e  I hav e  co p e d  q u ite  w ell.

(4 ) N o  I h av e  been  cop ing  as w e ll as ev e r

7 . 1 h av e  b een  so  u n h ap p y  th a t I h av e  h a d  d ifficu lty  sleep ing :

(1 )  Y es, m o s t o f  th e  tim e .

(2 )  Y es som etim es.

(3 )  N o t v ery  o ften .

(4 )  N o , n o t a t all.

8 . 1 h av e  fe lt sad  o r m iserab le :

(1 ) Y es, m o s t o f  th e  tim e.

(2 )  Y es, q u ite  o ften .

(3 )  N o t v ery  o ften .

(4 ) N o , n o t a t all.

9 . 1 h av e  been  so  u n h ap p y  th a t I h av e  b een  c ry ing ;

(1 )  Y es, m o s t o f  th e  tim e.

(2 )  Y es, q u ite  o ften .

(3 ) O n ly  occasionally .

(4 )  N o , never.



Appendix 3 (English version) (cont’d)

10. T he  th o u g h t o f  h a rm in g  m y se lf  h a s  o ccu rred  to  m e:

(1 ) Yes, q u ite  o ften .

(2 ) S om etim es.

(3 )  H ard ly  ever.

(4 ) N ever.
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A p p e n d ix  4  (E n g lis h  v e r s io n )  

S c o r e _______________

P o s tn a ta l  D e p re s s io n  S c re e n in g  q u e s t io n n a ire  

N am e____ A g e___D .O .B ._______ T oday ’s da te

H O W  A R E  Y O U  F E E L IN G ?

A s y o u  h av e  ju s t  d e liv e red  a  baby, w e  w o u ld  like  to  k n o w  h ow  y o u  are  fee lin g  now . P lea se  tic k  th e  

an sw e r w h ich  co m es c lo ses t to  h o w  y o u  h av e  fe lt in  th e  p a s t 7  days , n o t ju s t  h o w  y o u  fee l today. 

H ere  is an  ex am p le , a lread y  com pleted :

I h av e  fe lt h appy :

(1 )  Y es, m o s t o f  th e  tim e.

(2 )  Y es, som e o f  th e  tim e. V

(3 )  N o , n o t v ery  o ften .

(4 )  N o , n o t a t all.

T h is  w o u ld  m ean : "I h av e  fe lt h ap p y  som e o f  th e  tim e"  d u rin g  th e  p a s t w eek . P lease  co m p le te  th e  

o th e r  q u es tio n s  in  th e  sam e w ay.

IN  T H E  PA S T  S E V E N  D A Y S

1 . 1 h av e  b een  ab le  to  laugh  and  see  th e  fu n n y  s ide  o f  th ings:

(1 ) A s m u ch  as I a lw ay s cou ld

(2 ) N o t qu ite  so  m u ch  n ow

(3 ) D efin ite ly  n o t so  m u ch  now .

(4 )  N o t a t all.

2 . 1 h av e  looked  fo rw ard  w ith  en jo y m en t to  th ings:

(1 ) A s m u ch  as I e v e r  d id

(2 )  R a th e r  less th a n  I u se d  to

(3 )  D efin ite ly  less than  I u sed  to

(4 ) H ard ly  a t all

3 . 1 h av e  b lam ed  m y s e lf  u n n ecessa rily  w h en  th in g s  w e n t w rong .

(1 )  Y es, m o s t o f  th e  tim e.

(2 )  Y es, so m e o f  th e  tim e.

(3 ) N o t v ery  o ften .

(4 )  N o , never.



Appendix 4 (English version) (cont’d)

4 . 1 h av e  fe lt w o rr ie d  and  anx ious fo r n o  v ery  g o o d  reason:

(1 ) N o , n o t a t all

(2 )  H ard ly  ever

(3 )  Y es, som etim es.

(4 ) Y es, V ery o ften .

5 . 1 h av e  fe lt scared  o r  p an ick y  fo r  n o  very  go o d  reason :

(1 ) Y es q u ite  a  lot.

(2 )  Y es, som etim es.

(3 )  N o , n o t m uch

(4 ) N o , n o t a t all

6 . T h in g s h av e  been  g e ttin g  o n  to p  o f  m e:

(1 ) Y es, m o s t o f  th e  tim e  I h av en 't b een  ab le  to  co p e  a t all.

(2 )  Y es, so m etim es I h av en 't b een  cop ing  as w ell as usual.

(3 ) N o , m o s t o f  th e  tim e  I h av e  co p ed  q u ite  w ell.

(4 )  N o  I h av e  b een  cop ing  as w e ll as ev e r

7 . 1 h av e  b een  so  u n h ap p y  th a t I h av e  h a d  d ifficu lty  sleep ing :

(1 )  Y es, m o s t o f  th e  tim e.

(2 )  Y es so m etim es.

(3 ) N o t v ery  o ften .

(4 )  N o , n o t a t all.

8 . 1 h av e  fe lt sad  o r  m iserab le :

(1 )  Y es, m o s t o f  th e  tim e.

(2 ) Yes, q u ite  o ften .

(3 )  N o t v e ry  o ften .

(4 ) N o , n o t a t all.

9 . 1 h av e  been  so  u n h ap p y  th a t I h av e  b een  c ry ing ;

(1 ) Y es, m o s t o f  th e  tim e.

(2 ) Y es, qu ite  o ften .

(3 )  O n ly  occasionally .

(4 )  N o , never.



Appendix 4 (English version) (cont’d)

10. T he  th o u g h t o f  h a rm in g  m y se lf  h as  o ccu rred  to  m e:

(1 ) Y es, qu ite  o ften .

(2 )  S om etim es.

(3 )  H ard ly  ever.

(4 )  N ever.
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S c o r e ________________

Appendix 5 (English version)

P o s tn a ta l  D e p re s s io n  S c re e n in g  q u e s t io n n a ire  

N am e____ A g e___D .O .B ._______ T o d ay ’s da te

H O W  A R E  Y O U  F E E L IN G ?

A s yo u  h av e  ju s t  de liv ered  a  baby, w e  w o u ld  like  to  k now  h o w  y o u  are  fee lin g  now . P lea se  tic k  th e  

a n sw e r w h ich  co m es c lo ses t to  h o w  y o u  h av e  fe lt in  th e  p a s t 7  days , n o t ju s t  h o w  y o u  fee l today. 

H ere  is an  ex am p le , a lready  com pleted :

I h av e  fe lt happy :

(1 )  Yes, m o s t o f  th e  tim e.

(2 )  Y es, so m e o f  th e  tim e. V

(3 ) N o , n o t v ery  o ften .

(4 ) N o , n o t a t all.

T h is  w o u ld  m ean : "I h av e  fe lt h ap p y  som e o f  th e  tim e" d u rin g  th e  p a s t w eek . P lea se  co m p le te  th e  

o th e r  q u es tio n s in  th e  sam e w ay.

IN  T H E  PA S T  S E V E N  D A Y S

1 . 1 h av e  been  ab le  to  laugh  and  see  th e  funny  s ide  o f  th ings:

(1 ) A s m u ch  as I a lw ay s  cou ld

(2 )  N o t qu ite  so  m u ch  n ow

(3 ) D efin ite ly  n o t so  m uch  now .

(4 )  N o t a t all.

2 . 1 h av e  lo o k ed  fo rw ard  w ith  en jo y m en t to  th ings:

(1 )  A s m u ch  as I ev e r  d id

(2 ) R a th e r  less th an  I u sed  to

(3 ) D efin ite ly  less th an  I u sed  to

(4 ) H ard ly  a t all

3 . 1 h av e  b lam ed  m y se lf  u n n ecessa rily  w h en  th in g s  w e n t w rong .

(1 )  Y es, m o s t o f  th e  tim e.

(2 ) Y es, so m e o f  th e  tim e.

(3 ) N o t v ery  o ften .

(4 ) N o , never.



Appendix 5 (English version) (cont’d)

4 . 1 h av e  fe lt w o rr ie d  and  anx ious fo r n o  v e ry  g o o d  reason :

( 1 )  N o , n o t a t all

(2 ) H ard ly  ev e r

(3 ) Y es, som etim es.

(4 ) Yes, V ery often .

5 . 1 h av e  fe lt scared  o r p an ick y  fo r  n o  v ery  g o o d  reason :

(1 ) Y es qu ite  a  lot.

(2 )  Y es, som etim es.

(3 )  N o , n o t m uch

(4 ) N o , n o t a t all

6. T h in g s  h av e  been  g e ttin g  on  to p  o f  m e:

(1 )  Yes, m o s t o f  th e  tim e  I h av en 't b een  ab le  to  co p e  a t all.

(2 )  Y es, so m e tim es  I h av en 't b een  co p in g  as w ell as usual.

(3 )  N o , m o s t o f  th e  tim e  I h av e  coped  q u ite  w ell.

(4 )  N o  I h av e  b een  cop ing  as w ell as eve r

7 . 1 h av e  been  so  u n h ap p y  th a t I h av e  h ad  d ifficu lty  sleep ing :

(1 )  Y es, m o s t o f  th e  tim e.

(2 )  Y es som etim es.

(3 )  N o t v ery  o ften .

(4 ) N o , n o t a t all.

8 . 1 h av e  fe lt sad  o r  m iserab le :

(1 ) Y es, m o s t o f  th e  tim e.

(2 ) Y es, q u ite  o ften .

(3 )  N o t v e ry  o ften .

(4 )  N o , n o t a t all.

9 . 1 h av e  b een  so  u n h ap p y  th a t I h av e  b een  c ry ing ;

(1 )  Y es, m o s t o f  th e  tim e.

(2 )  Y es, q u ite  o ften .

(3 )  O n ly  occasionally .

(4 )  N o , never.



Appendix 5 (English version) (cont’d)

10. T he  th o u g h t o f  h a rm in g  m y se lf  h as  o ccu rred  to  m e:

(1 )  Yes, q u ite  o ften .

(2 ) S om etim es.

(3 ) H ard ly  ever.

(4 ) N ever.
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Appendix 6

E D IN B U R G H  P O S T N A T A L  D E P R E S S IO N  S C A L E

T oday 's  D ate  B ab y 's  ag e  D .O .B .

M o th e r 's  ag e  B ab y 's  p lace  in  fam ily : 1 2  3 4  5 6  7

H O W  A R E  Y O U  F E E L IN G ?

A s y o u  h av e  rec en tly  h ad  a baby, w e w o u ld  like  to  k n o w  h o w  yo u  a re  fee lin g  now . P lease  

u n d erlin e  the  an sw e r w h ich  com es c lo ses t to  h o w  y o u  h av e  fe lt in  th e  p a s t 7  days, n o t ju s t  h o w  y o u  

fee l today .

H ere  is an  ex am p le , a lready  com pleted :

I h av e  fe lt h appy :

Y es, m o s t o f  the  tim e.

Y es, so m e o f  th e  tim e.

N o , n o t v ery  o ften .

N o , n o t a t all.

T h is  w o u ld  m ean : "I h av e  fe lt h ap p y  so m e o f  th e  tim e"  d u rin g  th e  p a s t w eek . P lea se  co m p le te  th e  

o th e r  q u es tio n s  in  th e  sam e w ay.

IN  T H E  P A S T  S E V E N  D A Y S

1 . 1 h av e  b ee n  ab le  to  laugh  an d  see  th e  funny  side  o f  th ings:

A s m u c h  as I a lw ay s co u ld

N o t q u ite  so  m u ch  now  

D efin ite ly  n o t so  m u ch  now .

N o t a t all.

2 . 1 h av e  lo o k ed  fo rw ard  w ith  en jo y m en t to  th ings:

A s m u c h  as I e v e r  d id

R a th e r  le ss  th a n  I u se d  to  

D e fin ite ly  less th a n  I u sed  to  

H a rd ly  a t a ll



Appendix 6 (cont’d)

3 . 1 h av e  b lam ed  m y se lf  u n n ecessa rily  w h en  th in g s  w en t w rong . 

Y es, m o s t o f  th e  tim e.

Y es, som e o f  th e  tim e.

N o t v e ry  o ften .

N o , never.

4 . 1 h av e  fe lt w o rried  an d  an x io u s fo r n o  v ery  g o o d  reason :

N o , n o t a t all

H a rd ly  ev e r 

Yes, som etim es.

Yes, V ery o ften .

5 . 1 h av e  fe lt sc a red  o r  p an ick y  fo r n o  v e ry  g o o d  reason :

Y es q u ite  a  lot.

Y es, so m etim es.

N o , n o t m u ch  

N o , n o t a t a ll

6 . T h in g s  h av e  b een  g e ttin g  o n  to p  o f  m e:

Y es, m o s t o f  th e  tim e  I h av en 't b een  ab le  to  co p e  a t  all.

Y es, so m e tim es  I h av en 't b een  co p in g  as w e ll as u sua l.

N o , m o s t o f  th e  tim e  I hav e  co p ed  qu ite  w ell.

N o  I h av e  b ee n  co p in g  as w e ll as ev e r

7 . 1 h av e  b een  so  u n h ap p y  th a t I h av e  h ad  d ifficu lty  sleep ing : 

Y es, m o s t o f  th e  tim e.

Y es som etim es.

N o t v e ry  o ften .

N o , n o t a t all.

8 . 1 h av e  fe lt sad  o r m iserab le :

Y es, m o s t o f  th e  tim e.

Y es, q u ite  o ften .

N o t v e ry  o ften .

N o , n o t a t all.
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9 . 1 h av e  been  so  u n h ap p y  th a t I h av e  been  cry ing ;

Y es, m o s t o f  th e  tim e.

Yes, q u ite  o ften .

O n ly  occasionally .

N o , never.

10. T h e  th o u g h t o f  h a rm in g  m y se lf  has o ccu rred  to  m e: 

Y es, q u ite  o ften .

S om etim es .

H ard ly  ever.

N ever.

S co rin g

In d iv id u a l item s are  sco red  0 to  3 and  are  to ta lled  to  g iv e  an  o vera ll sco re . A  sco re  o f  12+ in d ica tes  

th e  lik e lih o o d  o f  d ep re ss io n , b u t n o t its severity .
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Name ID no. File no.

VARIABLES

School qualification

□  Yes
□  No i§

Employed ^E®Af±

□  Yes H
□  No §

Planned pregnancy WlfSP&'IS? 2

Obstetric complication SE

□  Present fé
□  Absent fé

Feeding method

□  Breast
□  Bottle

Healthy baby $tJ®tli§5E

□  Yes JH
□  No

Past psychiatric history

□  Yes fé
□  No fé

First child | - « f

□  Yes J i 
Q No §

Antenatal care M H uSS(iiM )

□  Yes fé
□  No fé

Delivery ¿feUilsifS

□  Unassisted MMffliBfo
□  Assisted

□  Yes JÉ 
Q No §

Easy to manage

□  Yes JÉ
□  No §

Mother’s health during pregnancy

□  Problems WFtUH
□  No problems F«!SI

Sudden family changes during 
pregnancy

□  Yes ft
□  No ft



Appendix 8 (English version)

Serial Number__________________

Consent Form

Name :

ID number :

Phone number :

Address :

You are invited to take part in a study designed to determine which factors might be important in the 

development of postnatal depression in women in Hong Kong.

Researcher has discussed with Ms ______________________________________ , and
(woman)

M r.__________________________________ (optional) of the followings:

(partner)

1 .Nature of the study
2. Content of postnatal depression questionnaire
3. Content of paternal support questionnaires
4. Authorize the researcher to use the data for research and publication
5. Right to withdraw anytime during the study and treatment will not be affected.
6. Confidentiality of personal details and privacy

Woman Partner (optional)

Researcher Witness

Date
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nJ

s m m m  ■

w °

________________ tc±m ________________ Ä ± *E B K « m T & ® i =
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A p p en d ix  9 D A T A S H E E T  /  s h e e t  n o

N am e ID  N o File N o T elep h on e  N o

Baby’s exp date o f  birt BahyT$ act date o f birth SC O R E S

M onth Date M onth Date
AN

EPDS
AN

Paternal
6 wk-pn 

EPDS
3 mon-pn 

EPDS
3 mon-pn 
Paternal

EPD S PS
(Jm on-a (3m on-an )



Appendix 10

D iffe re n c e s  in  p a t e r n a l  s u p p o r t  re c e iv e d  b y  th e  d e p re s s e d  w o m e n  a n d  th e  n o n -  
d e p re s s e d  w o m en

T ab le  4 4 a  P artners  a tten d ed  an ten a ta l c lass  fo r  d ep ressed  a n d  n o n -d ep ressed  w o m en

Count
EPDS score at 34-36 

weeks antenatal
>=10

(depress
ed)

<10
(non-depr

essed) Total
antenatal : partner never 5Ö \i'¿ TCB"
attended rarely 13 16 29
antenatal occasionally 29 33 62classes? very often 2 23 25

every time 14 20 34
Total 114 184 298

T ab le  4 4 b  C h i-S q u are  te s t fo r partn e rs  a tten d ed  an ten a ta l c la ss  fo r  d ep ressed  an d  no n - 
d ep re ssed  w om en

Value df
pearson um-s>quare — 12:257a" 4
Likelihood Ratio 14.600 4
N of Valid Cases 298

a' 0 cells (.0%) have expected count less than 
5. The minimum expected count is 9.56.

T ab le  4 5 a  P artn ers  a tten d ed  an tena ta l c lin ic  fo r  d ep re ssed  a n d  n o n -d ep ressed  w o m en

Count
EPDS score at 34-36 

weeks antenatal

Total

>=10
(depress

ed)

<10
(non-depr

essed)
antenatal: farther 'never Ó2 45 77
attended the rarely 25 20 45
antenatal clinic? occasionally 40 72 112

very often 10 31 41
every time 7 16 23

Total 114 184 298
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Table 45b Chi-Square test for partners attended antenatal clinic for depressed and non-
depressed women

Value df
Pearson uni-square — TH2SB3' 4
Likelihood Ratio 10.338 4
N of Valid Cases 298

0 cells (.0%) have expected count less than 
5. The minimum expected count Is 8.80.

T ab le  4 6 a  T im e sp en t to g e th e r  w ith  p a rtn e rs  ev e ry d ay  a t an ten a ta l fo r d ep re ssed  a n d  no n - 
d ep re ssed  w o m en

Count
EPDS score at 34-36  

weeks antenatal

Total

>=10
(depress

ed)

<10
(non-depr

essed)
antenatal : time less tnan an nour 6 6 12
spend together 1-2 hours 28 13 41
everyday more than 2 hours 30 53 83

more than 4  hours 50 112 162
Total 114 184 298

T ab le  4 6 b  C h i-S q u are  te s t fo r tim e  sp en t to g e th e r  w ith  p a rtn e rs  ev e ry d ay  a t an ten a ta l fo r  
d ep re ssed  an d  n o n -d ep ressed  w o m en

Value df
Pearson uni-square — 2Ö.26581" 3
Likelihood Ratio 19.822 3
N of Valid Cases 298

a - 1 cells (1 2 .5 % ) have expected count less
than 5. The minimum expected count is 4 .5 9 .
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Table 47a Time partners spend at work everyday at antenatal for depressed and non'
depressed women

Count
EPDS score at 34-36  

weeks antenatal

Total

>=10
(depress

ed)

<10
(non-depr

essed)
antenatal : r z  nours or more 2Ö 27 TTT
hours partner more than 10 hours 38 57 95
spend at work more than 8 hours 34 71 105
per day 8 hours 20 22 42

less than 8 hours 2 7 9
Total 114 184 298

T ab le  4 7 b  C h i-S q u are  te s t fo r tim e  p artn e rs  sp en d  a t w o rk  ev e ry d ay  a t an ten a ta l fo r  
d ep re ssed  an d  n o n -d ep ressed  w o m en

Value df
Pearson uni-square 4 .562a 4
Likelihood Ratio 4.634 4
N of Valid Cases 298

a - 1 cells (10.0% ) have expected count less 
than 5. The minimum expected count is 3.44.

T ab le  4 8 a  P a rtn e rs ’ stress a t w o rk  a t an ten a ta l fo r  d ep ressed  an d  n o n -d ep ressed  w o m en

Count
EPDS score at 34-36  

weeks antenatal

Total

>=10
(depress

ed)

<10
(non-depr

essed)
antenatal : over stressed 2 1 3
partner have a lot of stress 28 21 49
stress at work yes, but reasonable 76 140 216

no, not really 8 22 30
Total 114 184 298
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Table 48b Chi-Square test for partners’ stress at work at antenatal for depressed and non-
depressed women

Value df
Pearson uni-square 10.993a 3
Likelihood Ratio 10.790 3
N of Valid Cases 298

a - 2 cells (25.0% ) have expected count less 
than 5. The minimum expected count is 1.15.

T ab le  4 9 a  P a r tn e rs ’ an ten a ta l su p p o rt fo r  d ep re ssed  an d  n o n -d ep ressed  w o m en

Count
EPDS score at 34-36  

weeks antenatal

Total

>=10
(depress

ed)

<10
(non-depr

essed)
antenatal : enougn not enougn 12 / 19
support from not quite enough 11 11 22
partner/husband moderately enough 64 105 169

enough 27 61 88
Total 114 184 298

T ab le  4 9 b  C h i-S q u are  te s t fo r  p a r tn e rs ’ an ten a ta l su p p o rt fo r  d ep ressed  an d  n o n -d ep ressed  
w o m en

Value df
Pearson uni-aquare 8.42ia 3
Likelihood Ratio 8.265 3
N of Valid Cases 298

a - 0 cells (.0% ) have expected count less than
5. T h e  m inim um  expected count is 7 .27.
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Table 50a Partners able to take days off work at postnatal for depressed and non-depressed
women

Count
EPDS score at 12-14  

weeks postnatal

Total

>=10
(depress

ed)

<10
(non-depr

essed)
postnatal: never 11 11 11
partner able rarely 26 44 70
to take days occasionally 
off work . 38 65 103

very often 15 56 71
every time 6 26 32

Total 96 202 298

T ab le  5 0 b  C h i-S q u are  te s t fo r p a rtn e rs  ab le  to  tak e  d ay s  o f f  w o rk  a t p o s tn a ta l fo r 
d ep re ssed  and  n o n -d ep ressed  w o m en

Value df
Pearson Om-square 1T6S2T 4
Likelihood Ratio 11.983 4
N of Valid Cases 298

a - 0 cells (.0% ) have expected count less than 
5. The minimum expected count is 7.09.

T ab le  5 1 a  T im e sp en t w ith  p a rtn e rs  ev e ry d ay  a t p o s tn a ta l fo r  d ep re ssed  and  n o n -d ep ressed  
w o m en

Count
EPDS score at 12-14  

weeks postnatal

Total

>=10
(depress

ed)

<10
(non-depr

essed)
postnatal : time less tnan an hour 6 7 13
spend together 1-2 hours 18 17 35
everyday more than 2 hours 27 46 73

more than 4  hours 45 132 177
Total 96 202 298
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T ab le  51b  C h i-S q u are  te s t fo r  tim e  sp en t w ith  p a rtn e rs  ev e ry d ay  a t p o stn a ta l fo r  d ep re ssed  
an d  n o n -d ep ressed  w o m en

Value df
Pearson uni-bquare 11.573a 3
Likelihood Ratio 11.242 3
N of Valid Cases 298

a ■ 1 cells (12.5% ) have expected count less 
than 5. The minimum expected count is 4.19.

T ab le  5 2 a  P a rtn e rs ’ s tress  a t w o rk  a t p o s tn a ta l fo r  d ep ressed  an d  n o n -d ep ressed  w o m en

Count
EPDS score at 12-14  

weeks postnatal

Total

>=10
(depress

ed)

<10
(non-depr

essed)
postnatal : over stressed 2 \ 3
partner have a lot of stress 24 35 59
stress at work yes, but reasonable 67 152 219

no, not really 3 14 17
Total 96 202 298

T ab le  52 b  C h i-S q u are  te s t fo r  p a r tn e rs ’ stress a t w o rk  a t p o s tn a ta l fo r  d ep re ssed  and  non ' 
d ep re ssed  w om en

Value df
Pearson um -bquare 5.482a 3
Likelihood Ratio 5.456 3
N of Valid Cases 298

a - 2 cells (25.0% ) have expected count less
than 5. The minimum expected count is .97.
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T ab le  5 3 a  P artners  tak in g  p a rt in  look ing  afte r  th e  b a b y  a t p o s tn a ta l fo r  d ep re ssed  an d  no n - 
d ep re ssed  w o m en

Count
EPDS score at 12-14  

weeks postnatal

Total

>=10
(depress

ed)

<10
(non-depr

essed)
postnatal: no 15 12 27
partner taken rarely 36 52 88
part in looking occasionally 
after the baby „ 29 75 104

’ often 15 52 67
very frequently/always 1 11 12

Total 96 202 298

T ab le  53b  C h i-S q u are  te s t fo r partn e rs  ta k in g  p a rt in  loo k in g  a fte r  th e  b ab y  a t p o s tn a ta l fo r 
d ep re ssed  and  n o n -d ep ressed  w om en

Value df
Pearson Chi-square lè .7 7 2 a 4
Likelihood Ratio 17.159 4
N of Valid Cases 298

a - 1 cells (10.0% ) have expected count less 
than 5. The minimum expected count is 3.87.

T ab le  5 4 a  P artn ers  w ak in g  u p  to  h e lp  a t n ig h t a t p o stn a ta l fo r  d ep re ssed  and  n o n -d ep ressed  
w o m en

Count
EPDS score at 12-14  

weeks postnatal

Total

>=10
(depress

ed)

<10
(non-depr

essed)
postnatal no 25 --------------w 63
: partner rarely 31 49 80
wake up occasionally 28 73 101
to help at 
night often 10 31 41

very frequently/always 2 11 13
Total 96 202 298
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T ab le  5 4 b  C h i-S q u are  te s t fo r p a rtn e rs  w ak in g  u p  to  he lp  a t n ig h t a t p o stn a ta l fo r  
d ep re ssed  and  n o n -d ep ressed  w om en

Value df
Pearson uni-square ê.94ÿ> 4
Likelihood Ratio 7.159 4
N of Valid Cases 298

a - 1 cells (10.0% ) have expected count less 
than 5. The minimum expected count Is 4.19.

T ab le  5 5 a  P a rtn e rs ’ su p p o rt a t p o s tn a ta l fo r  d ep re ssed  an d  n o n -d ep ressed  w o m en

Count
EPDS score at 12-14  

weeks postnatal

Total

>=10
(depress

ed)

<10
(non-depr

essed)
postnatal : enougn not enougn 17 5 22
support from not quite enough 24 24 48
partner/husband moderately enough 41 107 148

enough 14 66 80
Total 96 202 298

T ab le  55 b  C h i-S q u are  te s t fo r  p a r tn e rs ’ su p p o rt a t p o stn a ta l fo r  d ep re ssed  an d  non ' 
d ep re ssed  w o m en

Value df
Pearson uni-square 3Ô.7TSF 3
Likelihood Ratio 35.576 3
N of Valid Cases 298

a - 0 cells (.0% ) have expected count less than
5. T h e  minimum expected count is 7 .09 .
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