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Abstract
Postpartum depression (PPD) is a concerning problem that negatively affects the
entire family unit. Pregnancy and transition to motherhood can be a challenging and
overwhelming time for many women. This qualitative study presents a psychotherapeutic
exploration of postpartum depression through the experience of five practitioners working in
the field of PPD. The study portrays a picture of mothers’ changed reality in the postpartum
period and highlights their feelings of inadequacy, anxiety, guilt, lack of confidence,
confusion and loss. Women in the postpartum period also feel unprepared for motherhood
and pressurised into an idealistic role created by society. The research also describes the
role of psychotherapy in treating PPD. Psychotherapy offers a holistic approach that deals
not only with managing the symptoms, but also empowers and supports women in making
meaning of their new reality. Listening and normalising the women’s experiences are
considered key aspects in the psychotherapeutic process. The therapist acts as a ‘good
enough’ parent who assists women in redefining their identity and their relationships with
others. The research asks how the work on PPD affects the participants’ personal lives and
presents their countertransference responses. The study finds that the work on treating PPD
is both rewarding and challenging. A lack of affordable resources for postpartum depression
is also revealed.
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CHAPTER ONE- Introduction

Becoming a mother is a major life event filled with complex physical, biological,
psychosocial and emotional transitions. The experiences of pregnancy and childbirth can be
exciting and joyful times in women’s lives, however many women struggle to adjust to
motherhood and find the postpartum period challenging. Some mothers experience feelings
of anxiety, sadness, vulnerability and loss of control, which can result in postpartum
depression. Mental illness can often be encountered during the pregnancy in the perinatal
period.
Postpartum depression (PPD) is defined as a form of a major depressive disorder
which occurs in women within three months to a year following childbirth (McCoy, 2001).
PPD is a significant problem occurring in 8%- 15% of all new mothers (O’Hara, 1991). The
phenomenon is of particular concern as it affects the entire family unit. Current research
suggests that postpartum depression has effects on the mother-infant relationship, and child
growth and development (Murray &Cooper, 1997). Major depression during the postpartum
period can lead to insecure attachment and dysregulation in infants, including behavioural
disturbances and cognitive delays (Murray &Cooper, 1997). The condition can also
negatively impact on the spouse and father-infant relationship (Meighan, 1999).
Postpartum depression can be seen as a phenomenon, as studies have speculated many
causes and risk factors of its occurrence, but there is no definitive answer. The symptoms that
women present with are strong feelings of sadness, a diminished interest in activities, sleep
disturbances, lack of concentration, weight issues, feelings of worthlessness and excessive
guilt. It is interesting how women form a different identity after having a baby and how
different the experiences of being a mother are. The mother’s identity can be influenced by
the societal image of an ideal mother and the norm (Nicholson, 1999). Culture, family and
society create the symbolic picture of an ideal mother which women aim to measure up to
(Nicholson, 1999).
There are two standard approaches of treatment for postpartum depression:
pharmacological and psychotherapy. Both models will be further explored in this research.
Leaving maternal mental illness untreated has consequences not only for the mother but also
for the developing foetus, the infant, and the child or adolescent (Misri& Kendrick, 2007).
7

Relatively little research has been written on the effectiveness of the
psychotherapeutic treatments for postpartum depression. Studies on the efficacy of
psychotherapy have shown that psychological interventions such as: interpersonal therapy,
CBT and nondirective counselling are more effective than standard primary care in reducing
depressed moods in the postpartum depression (O’Hara, 2000, Appleby et al. 1997, Cooper&
Murray, 1997). Even though psychotherapy is proven to be an effective method of treatment,
more than half of the women with PPD go undetected and undiagnosed because the new
mother may be unwilling to reveal how she is feeling to her provider or close family
members, including her spouse (Beck, 2006). Mothers are often embarrassed by their
symptoms, or afraid that, if revealed, they will be institutionalized and separated from their
babies (Kennedy, Beck, Driscoll, 2002).
There are a growing number of qualitative studies on postpartum depression
presenting from the mothers’ perspective. These studies highlight the influence of childbirth
experience and quality of life after birth, as well as the incongruity between expectations and
the reality of motherhood (Yeo &Chun, 2013, Beck, 2002). The notion of loss is a significant
theme among mothers with PPD.
There is minimal documentation on psychotherapy treatment for PPD in Ireland.
Specifically, there is no published research on the therapist’s experiences of dealing with
clients diagnosed with PPD. This study aims to contribute to this gap in the literature. The
purpose of this study is to explore and describe the therapist’s experiences of clinical
situations with clients with PPD. By conducting this research it is hoped to identify areas of
psychotherapy practice that require further analysis and development.
This research will study the role of psychotherapy in treating postpartum depression.
Specifically the research will examine the following five areas:
1) the therapist’s understanding of PPD
2) the construct of the therapeutic alliance
3) the challenges of working with clients with PPD
4) the effectiveness of PPD therapy
5) the accessibility of psychotherapy for PPD clients
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CHAPTER TWO- Literature Review
2.1. Introduction
This review will focus firstly on the symptoms, prevalence, aetiology and risk factors
of PPD. The review will also outline the impact of PPD on the mother, the infant and the
family. Secondly, an outline of qualitative studies describing women’s experiences of PPD
will be presented. Thirdly, the review will present the effectiveness of psychotherapeutic
approaches in treating PPD. Specifically, this section will look at the following treatment
methods: medical, interpersonal, mother-infant, psychoanalytic, cognitive-behavioural and
group therapy. Finally, the role of the therapist and therapeutic alliance in treating PPD will
be discussed.
2.2. Prevalence and symptoms of PPD
Postpartum mood disorders can vary from baby blues, postpartum depression and
postpartum psychosis. Typical symptoms of baby blues occur in the days immediately after
birth and are characterised by sadness, tearfulness and irritability. They are very common and
are mostly connected to hormonal changes (Henshaw, Foreman &Cox, 2004). The prevalence
of baby blues can reach up to 80% of women who give birth (Arnold et. al 2002).
Postpartum depression falls between baby blues and psychosis and it can typically
develop in the first nine months after the baby’s birth. A broad range of symptoms of PPD
include: irritability, anxiety, panic attacks, sleep problems, tiredness, tearfulness, loss of
appetite, difficulty in concentration and obsessive behaviours (Beck, 2006). PPD varies in
statistics of prevalence due to psychosocial stigma and a sense of personal shame often felt
by mothers who are influenced by the social standards and myths that exist regarding
motherhood (Nicolson, 1999). The estimated rates depend on the population studied and the
instruments used. The incidence reports vary from 8- 17% (O’Hara, 1997). The vague and
elusive nature of the phenomenon leads to the conclusion that there is a need for more indepth exploration of therapy addressing the issue of PPD.
Postpartum psychosis is the most extreme and rarest form of postnatal mood, which
usually requires hospital care and anti-psychotic medication. Psychosis symptoms may
involve manic-depressive and schizophrenic features as well as thoughts of harming the baby.
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Bennett and Indman (2003) classified postpartum mood disorders into five categories:
1) postpartum depression and/or anxiety, 2) postpartum obsessive-compulsive disorder, 3)
postpartum panic disorder, 4) postpartum psychosis, 5) postpartum posttraumatic stress
disorder. Each of them may include a different range of mood changes including: sadness,
anxiety, feelings of being overwhelmed, hopelessness, lack of concentration and physical
complaints (Bennett & Indman, 2003). It is noticed that only postpartum ‘blues’ represent
normal biological and psychosocial adjustments and last up to six weeks (Beck, 2006). If
symptoms last longer than six weeks a woman is classified with PPD. In the case of
postpartum panic disorder women experience sudden extreme anxiety which includes
physical symptoms such as: shortness of breath, chest pain, sensations of choking, dizziness,
derealisation, trembling, restlessness, palpitations, and numbness (Beck &Driscoll, 2006).The
most rare and extreme form of the disorder is postpartum psychosis which manifests with
confusion, delusions, hallucinations and loss of touch with reality. This condition can be lifethreatening to both mother and the baby (Bennett & Indman, 2003). Postpartum posttraumatic
stress disorder can be as a result of either birth trauma or an event from the woman’s past and
its symptoms may include panic attacks, nightmares and extreme anxiety (Bennett & Indman,
2003).
The symptoms of PPD are similar to a traditional clinical depression; however they
can be much more severe (Jacobsen, 1999). In contrast to other types of depressions PPD is
frequently related with complication of childbirth. Postpartum depression is associated with
disruptions in interpersonal relationships, and the puerperium is a period of major role
transition. Therefore, a specific treatment and understanding of the condition is needed.
2.3. Aetiology and risk factors
Research suggests that there are a number of factors that contribute to the
development of PPD. Biological theories suggest that the origin of PPD serves in
deregulation of the neurotransmitters serotonin and norepinephrine, epinephrine, and
dopamine. Other biological factors included prolactin levels which rise throughout pregnancy
and fall during delivery. Hormonal factors such as estrogen levels which regulate mood,
memory, cognition and brain function have been thought to play a major role in the onset of
PPD as they decrease significantly in the postpartum period. Biological factors such as
neurotransmitter imbalances are widely known as physiological causes of depression (Misri,
2005). Female hormones such as estrogen and progesterone can dysregulate the appropriate
10

production of the neurotransmitters that affect mood (Nonacs, 2006). When considering
biological factors a question may arise regarding why all women do not experience
depression in the postpartum period (Misri, 2005). Some studies emphasise the genetic factor
to developing postpartum depression (Arnold et al., 2002; Nonacs, 2006) and point out that a
new mother whose own mother suffered with PPD is at significant risk.
Among the psychosocial factors there are three consistent themes among the
researchers: marriage problems and lack of social support, particularly from the father, infant
problems including pregnancy and delivery difficulties, and a prior history of depression or
other emotional problems (Hagen, 1996). According to Blum (2007) the biggest
psychological risk factor for post-partum problems is difficulty asking for help, or the
mother's dedication to proving she can do it without help, which is usually impossible.
2.4. The impact of Postpartum Depression on the Family
Psychological wellbeing in pregnant and postpartum women can impact on all aspects
of family life, including partner relationships, stability of the family unit and the development
of infants and young children.
2.4.1. Impact on Women
Studies have shown that women with PPD are less likely to breastfeed their children.
Breastfeeding has been recommended by the World Health Organisation as the most
nutritious and emotional nurturing style of feeding the infant (WHO, 1989). Hatton et al.
(2005) found that women with depressive symptoms at six weeks postpartum were less likely
to breastfeed than non-depressed women. Another research discovered that postpartum
depressed women stopped breastfeeding significantly earlier than women who were not
depressed (Henderson et al., 2003).
Women with PPD also demonstrated lower personal, household, social, and childcare
functioning (Posmontier, 2008). Edwards and Timmons’ (2005) study revealed that women’s
daily functioning was adversely affected including difficulties in basic infant care such as
changing nappies and bathing.
More serious consequences of PPD for women may manifest in the risk of suicide.
Although postnatal women as a whole appear to have a low rate of suicide, severe postpartum psychiatric disorder is associated with a high rate of deaths from natural and unnatural
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causes, particularly suicide (Appleby, 1991). The risk is especially high in the first postnatal
year and there is a need for close support for this vulnerable group within that time starting
from pregnancy.
2.4.2. Impact on the Partner
PPD can affect family functioning including interaction with partners. The impact the
women’s symptoms had on their partners was examined by Meighan (1999). In this study the
interviewed men expressed worries about their wives, confusion about PPD, frustration at
their inability to relieve their wives depressive symptoms and concerns about the future
(Meighan, 1999). The association between the quality of partner relationship and maternal
depression is well documented in another study by Mamun et al (2009). This longitudinal
study of just under 3700 Australian women with postpartum depression, found that women
suffering with PPD may also experience poor relationships and lack of support from their
partners.
Partners of women with PPD can also suffer from postpartum depression. New
fathers may experience many of the same changes and stresses as new mothers such as
relationship conflicts, sleep disruption or anger attacks (McCoy, 2011). A large meta-analysis
of 20 international studies explored paternal depressive symptoms in the first year after birth
and found that men were more likely to suffer from depression if their partner experienced
depression either antenatal or postpartum (Goodman, 2004). Paternal postpartum depression
is a relatively new field of study and it indicates the need for support for fathers.
2.4.3. Impact on the Infant
Communication between mother and infant in the postpartum period involves nonverbal communication and the mother responding to the infant’s expressions. Mothers have
the responsible role of teaching babies to regulate their feelings by tuning into the babies’
constantly changing states. The infant is dependent on the mother for dyadic inter-regulation,
through mutual gaze, mirroring, and sensitive care. Mothers who are depressed have
difficulty recognising and responding to the infant’s facial signals and clues (Murray et al.
1996). Research studies on attachment stress that the early years are particularly significant
for people’s capacity to form fulfilling relationships in later life. A not ‘good enough’ level of
responsiveness limits the brain to develop a capacity for self-regulation and the ability to link
cognitions and feelings (Schore, 2001). A lack of a consistent pattern of behaviour from the
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mother can result in confusion and a lack of self-soothing skills. As a result those children
develop dysfunctional styles of regulations (Gerhard, 2004).
Longitudinal studies have shown that mothers’ depression impacts on cognitive
development including language development and intelligence of their children (Grace et. al,
2003, Hay et al. 2003).
2.5. Mothers’ Experience of Postpartum Depression
There have been numerous qualitative studies presenting the mothers’ experience of
PPD. Research found that women with PPD held unrealistic and conflicting expectations of
motherhood (Nicolson, 1999; Mauthner, 2002). Women who developed PPD placed high
expectations on themselves and feared being judged as ‘bad mothers’ (Nahas, Hillege and
Ashmed, 1999). Motherhood was perceived as overwhelming and feelings of guilt,
humiliation and failure were experienced by the women (Beck, 2002; Lauer-Williams, 2001).
Social withdrawal and isolation are prevalent components of postpartum depression.
Women with PPD prefer to separate themselves from others due to the fear of being labelled
(Mauthner, 2002). Many women do not seek any form of medical or psychotherapeutic help
because they are afraid of being hospitalised (Mauthner, 2002). They are also afraid of public
humiliation and stigmatisation of this mental health illness (Zauderer, 2009).
Woman may experience feelings of loss of self, identity and meaningful relationships
(Beck, 2002). Studies also show that women in the postpartum period are unprepared for the
feelings of stress, loneliness and seclusion (Roux et. al. 2002, Ho& Holroyed, 2002). In
general they do not feel prepared for motherhood. Providing education classes on emotional
issues and symptoms of mood disorders increases the mothers’ confidence in the first
postpartum months (Ho& Holroyed, 2002).
In conclusion, research has shown that postpartum depression is a mental illness that
is often suffered in silence and women do not receive appropriate treatment in a timely
manner (Edwards & Timmons, 2005). An increased awareness of possible mental health
changes in the postpartum period should be offered to all new parents. At present women do
not receive proper screening, diagnosis or choice of treatments for PPD (Zauderer, 2009).
There is a gap in qualitative studies on how women access and perceive psychotherapeutic
treatments.
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2.6. Treatment for Postpartum Depression
Recent literature reflects that both pharmacological and non-pharmacological
treatments for PPD can have positive outcomes. Research shows that women in the perinatal
period experiencing depression and anxiety disorders require timely and efficient
management of their symptoms while simultaneously ensuring the baby’s safety (Misri &
Kendrick, 2007).
2.6.1. Medical Model
A medical diagnosis of PPD can be given by the General Practitioner (GP) after an
evaluation of the symptoms presented by the patient. Depending on the number of presented
symptoms the GP decides whether the depression is mild, moderate or severe. Based on the
diagnosis the GP makes a decision to prescribe an antidepressant in order to eliminate the
symptoms and get back to previous normal state. Doctors can also refer patients to other
health professionals, such as psychologists or psychiatrists.
There is a strong empirical support for the efficacy of antidepressants in treating
mood and anxiety disorders in the perinatal period (Ericson et. al, 1999; Weissman et al.,
2004; Misiri & Kendrick, 2007). However, many mothers and clinicians hesitate to use
medication during pregnancy and postpartum as there is a potential risk of negative outcome
to both mother and the baby. The long term effects of exposure to either medication or
maternal illness are unknown (Misiri & Kendrick, 2007).
In order to measure and generalise symptoms of PPD the Edinburgh Postnatal
Depression Scale is used in maternal hospitals by midwives. This tool of measurement helps
to detect PPD and assess the women’s symptoms, as well as tracks their response to
treatment.
2.6.2. Interpersonal Psychotherapy
Psychotherapy represents an alternative to the pharmacotherapy form of treatment for
PPD, particularly for women who are breastfeeding.
Interpersonal psychotherapy (IPT) for PPD focuses on the important interpersonal
changes and challenges women experience during the postpartum period. Interpersonal
psychotherapy is considered a relevant and effective treatment for women suffering from
PPD because it helps address the many interpersonal stressors that arise during the
14

postpartum period. IPT offers a specific, short-term approach to the treatment of PPD.
Problem areas covered in the short term therapy for PPD include: role transitions, personal
disputes, grief and interpersonal deficits (Stuart & O’Hara, 1995).
According to Grigoriadis (2007), the principles of IPT can be integrated easily into
primary care settings as IPT is pragmatic, specific, problem focused, short-term and highly
effective. Stuart &Clark (2008) suggested that at present IPT is the best validated treatment
and should be the first line of treatment for depressed breastfeeding women. IPT has been
proven to be effective in reducing the depressive symptoms.
There have been several promising studies examining the efficacy of psychotherapy
for postpartum depression. In a clinical trial conducted by O’Hara (2000) 120 community
women with major depression were enrolled in a 12-week course of individual IPT during the
postpartum period. The findings of O’Hara et. al. (2000) reported that IPT is an efficacious
treatment for postpartum depression, which reduces depressive symptoms and improves
social adjustment. A follow up study showed that IPT resulted in long-term benefits past the
termination of acute treatment, even for women who did not initially recover (Nylen et. al.,
2010). Another study presents some evidence suggesting that medication and psychotherapy
are equally effective in reducing PPD symptoms (Appleby et. al., 1997).
The use of IPT for the treatment of women with postpartum depression was
researched by Stuart & O’Hara (1995) who presented some specific therapeutic interventions.
The therapist plays an active role in the process and uses directive interventions to help
clients gain insight to their interactions with others. The therapist may provide direct advice
on practical issues such as childcare issues, nursing or feeding the baby. Role-play is used to
work on the communication patterns in the relationship. Psychoeducation is frequently used
as a technique which provides information on the nature of postpartum depression and
information about child development and care (Klerman et. al., 1984).
2.6.3. Psychodynamic Psychotherapy and Psychoanalytic Theories
The psychoanalytic approach stresses the importance of listening to the client as a
subject. The practitioners in this approach allow for the subject to investigate their subjective
history in relation to the other, who informed their reality and identity. The aim of the
psychoanalytic treatment is to effect change through examining and making meaning of the
women’s unconscious thoughts. Psychoanalytic practitioners assist women to understand
15

their changed identities and the relationships with their babies. In a deep uncovering
psychotherapy, women identify the roots of their depression and become aware of their new
reality.
According to Freud, women in the postpartum period may experience melancholia,
which develops when the sadness is inappropriate to the situation and becomes internalized
(Freud, 1917). Mothers suffering from melancholia identify the lost object or person with
themselves on an unconscious level, leading to ego loss (Freud, 1917).
Freud, who used the hypnotic intervention with a depressed mother, noticed that her
symptoms disappeared after his suggestion that she needed food in order to feed her baby
(Freud, 1953). He discovered in the new mother the need to be taken care of and her anger if
she feels that need is not satisfied. Following Freud’s interpretations, Blum (2007) formed a
triad of emotional conflicts, which include: dependency, anger and motherhood. The
dependency conflict refers to the mother’s wish of being cared for while caring for a newborn. The anger conflict is difficult to handle because many women are frightened or feel
guilty to admit it. Anger is often placed on the baby, however mothers tend to protect the
baby from it and as a result become depressed (Blum, 2007). The motherhood conflict refers
to a problematic relationship with women’s own mothers.
In the postpartum period the mother’s emotional world changes significantly. The
theories of Bion (1963) suggest that the mother’s role is to contain the infant’s earliest
anxieties, the infant is also equipped to recognise maternal ‘psychical quality’. Similarly,
Winnicot (1945) described the mother’s need to ‘hold’ the baby in order to provide a ‘good
enough’ integrated environment for their development.
Psychodynamic findings of Klein (1940) point out the infant fantasy that there is an
unlimited maternal resource, such as breast milk. This leads to a conflict with the mother’s
limited environment, which is represented by the absent breast (Klein, 1940). The mother’s
strong ambivalence leads to a sense of loss and depression.
The mother is expected to contain and bear the infant’s fear of death. A new mother
who struggles with her own internal objects can become overwhelmed by the infant’s
additional projections of painful and fragile emotions (Likierman, 2003). Therefore, she
needs to develop a capacity to receive infantile projections as well as seek support.
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Further research findings state that transition to motherhood requires a redefinition of
self and other (Stern, 1995, Raphael-Leff, 2001). Psychodynamic psychotherapy concentrates
on the important aspects of role changes and redefinition of significant relationships, as well
as social identity (Stern, 1995). According to Raphael-Leff (2001), the reprocessing of old
conflicts is one of the major psychological aspects of child bearing. In therapy mothers need
to recognise conscious and unconscious aspects of self and others. Childbirth can confront the
mothers’ unprocessed affects regarding loss in the family, especially the loss of a mother,
previous miscarriage or difficult emotional experiences (Raphael- Leff, 2001).
Another psychoanalytic research explored the effect of the interactions between
pregnancy risks, perception of social support and internal working models related to
attachment on PPD in women (Bessser, Priel and Wiznier, 2002). The result of this study
revealed that attachment to and social support from a spouse reduced depressive symptoms in
childbearing.
2.6.4. Non-directive Counselling
Non-directive counselling is often referred to as ‘listening visits’. It is provided
mainly by public health nurses who visit women in their homes in the early postpartum
period. Non-directive counselling provides women with PPD an opportunity to share their
thoughts and feelings with a non-judgmental, empathetic health professional who clearly
understands the issue (Hanley, 2006). Research suggests that these visits are a cost effective
and efficient form of treatment for postpartum depression (Davis et. al. 2003).
2.6.5. Cognitive- Behavioural Psychotherapy
Cognitive –Behavioural Psychotherapy focuses on the inter-relations between
thoughts, feelings, behaviours and physical reactions (Sommers, 2007). A person’s thoughts
affect how he or she feels, which in turn affect his or her behaviour. Therefore, cognitive
distortions, or thoughts that have no basis in reality, can incite negative emotions. In treating
PPD, CBT helps women recognise cognitive distortions and encourages thoughts that support
a more realistic assessment of the situation.
Cognitive–Behaviour Therapy (CBT) has been investigated as one of the effective
non-pharmacological treatments for postnatal mood disorder. The findings of Chabrol et al.
(2002) demonstrated that women who received eight weeks of CBT recovered significantly
faster than women from the untreated control group. Other studies examined the effectiveness
17

of CBT in combination with antidepressants and proved that those who received the
combined treatment improved significantly more than those receiving psychotherapy alone
(Appleby et. al.1997). Highet and Drummond (2004) examined the efficacy of both group
and individual CBT treatments. Their research found that the individual CBT led to
immediate positive outcomes, however after six months of the treatment all women benefited
from the therapy regardless of delivery method (Highet and Drummond, 2004).
A study of Cooper &Murray (1997) comparing four conditions: routine primary care,
nondirective counselling, CBT and psychodynamic therapy, found that all the three
psychotherapeutic treatments were equally effective in reducing depressive symptoms.
However, none of the treatments resulted in change either in the mother-child interaction
quality or in infant cognitive development and attachment style.
2.6.6. Group Psychotherapy
Psychotherapy provided in a group setting includes any helping process through
different activities such as: skills training, CBT, peer support, art, problem-solving or
psychoeducation. The recognition of shared experiences and feelings among group members
serves to remove a group member's sense of isolation, validate their experiences, and raise
self-esteem (Yalom, 2005). The group setting provides a safe and supportive environment in
which members can be inspired and encouraged by another member who has overcome the
problems with which they are still struggling (Yalom, 2005). Another therapeutic factor for
group psychotherapy is the experience of being able to help and give something to another
person, which can lift the member’s self-esteem (Yalom, 2005).
Several studies have examined the efficacy of group therapy for women who meet
the criteria for PPD. Holden et. al. (1989) conducted a large study in which sixty women
were randomly assigned either to treatment (eight weekly in-home visits from a visiting nurse
who was trained in Rogerian and nondirective counselling) or a no-contact control group. At
the conclusion of the treatment trial, 69% of the treated women no longer met criteria for
depression, compared with only 38% of women in the control group. Meagan and Milgrom’s
(1996) research found that a ten week group therapy is effective in reducing the depressive
symptoms and in dealing with parenting stress.
Several other therapies have been examined for treating PPD. Massage therapy has
been found beneficial especially for mother-child interaction and bonding (Murray et. al.,
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1996; Onozawa et.al., 2001). A study of Corral et. al. (2000) examined the efficacy of light
therapy for women with postpartum depression. Eighteen women were treated for 30 minutes
daily with bright light. The treatment group experienced no significant difference in reducing
the symptoms of depression.
On the other hand, researchers agree that specific therapeutic techniques have a far
lesser impact than common factors. Clients’ factors, in most studies have the strongest
influence on the outcome of therapy (Lambert& Bergin, 1994; Hubble, 1999). Clients have
an ability to use whatever technique is offered to them in order to remove themselves from
despair. They can use any therapeutic method as a resource. Moreover, the importance of the
therapist-client relationship has been reflected in many studies. The quality of the relationship
has been shown to contribute significantly to the outcome of counselling (Carr, 2009). Some
researchers found that a strong therapeutic alliance predicts good results from therapy
(Cooper, 2008).
2.7. The role of the therapist in treating PPD
A good relationship between a therapist and clients is considered to be necessary for
effective therapy to take place. Bordin (1994), in some of the most influential work on the
therapeutic alliance, distinguished three main components: agreement on the therapeutic
goals, consensus on the tasks that make up therapy, and the bond between client and
therapist. The image and role of the therapist in the therapeutic relationship may differ
depending on the approach. Psychodynamic therapy portrays the therapist as a container of
the client’s emotions, therefore the relationship is a place where the client can express the
most destructive feelings and be safely held in the therapeutic space (McLeod, 2009). For
Winnicot (1969) the concept of the therapist is to provide a holding environment for the
client and act like a ‘good enough mother’ who helps the client to tolerate negative feelings
and deal with them constructively. Rogers (1959) emphasises the importance of therapists’
authentic presence through acceptance, congruence and empathy. From a cognitivebehavioural perspective, the therapist can be seen as a teacher who works in collaboration
with a client to find solution to a problem (Sanders and Wills, 2002).
Countertransference is a useful concept for understanding the dynamics of the
therapeutic relationship. Countertransference is defined as the therapist’s affective, ideational
and physical responses to the client and ways of coping with those responses (Chin, 1994).
Postpartum depressed clients can displace their negative feelings at their situation on
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psychotherapists. The therapeutic alliance can be influenced by the feelings presented by
women such as helplessness, defensiveness, passivity or resistance (Simonds, 2001).
According to Simonds (2001), there are three sources of countertransference: familiar
relational images, sociocultural context and actual experiences that occur in the therapeutic
relationship. In order to manage the countertransference, therapists must have good selfawareness and be willing to examine their own issues, biases and responses.
The therapist’s self-disclosure impacts the therapeutic process and it can be helpful in
fostering the alliance, validating or normalising the client’s experience and expressing moral
solidarity (Hanson, 2005). The experiment of Barret and Berman(2001) showed that clients
who had received more self-disclosure from the therapist presented with a higher amount of
symptoms changed compared to those who had received limited self-disclosure.
Compassion fatigue and burnout are two common challenges for practitioners in the
helping professions. Figley (1995) suggests that working with clients who have suffered a
traumatic experience has specific occupational health risks: ‘There is a cost to caring and the
most effective therapists are most vulnerable to this contagion effect (…)those who have
enormous capacity for feeling and expressing empathy tend to be more at risk of compassion
stress’ (Figley, 1995, p.1). Gilroy, Carroll & Murra (2002) stress that the key to prevention of
burnout lies in the establishment of a professional ethos in which self-care is viewed as a
moral imperative.
2.8. Conclusion
Studies on the efficacy of psychotherapeutic interventions for women with PPD
primarily concentrate on reducing the mothers’ depressive symptoms and response to
treatment. There is little research done about the exploration of the therapeutic context and
the specific psychosocial interventions used in treating PPD. There is a gap in the literature
on the therapist’s experience of working with women who experience postpartum depression.
This study therefore aims to explore psychotherapy of postpartum depression from the
therapist’s perspective.
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CHAPTER THREE- Methodology
3.1. Introduction
This chapter will outline the methods used for conducting this piece of research.
Qualitative methodology has been selected for the purpose of this study. Qualitative research
aims to build theory by turning to those individuals who have personal experience with the
phenomenon under study, and giving them a voice to express their own experiences and
meanings (McLeod, 2001). It is recommended for studies which are exploratory in nature and
for topics where little research is currently available. This study focuses on individual
meaning and experience of therapists working with clients with postpartum depression. The
study aims to look at the psychotherapeutic approach used in treating PPD and seeks to
understand the phenomenon of PPD from the therapist’s perspective. This is a less researched
area that needs exploratory and inductive research. Therefore, a decision to employ
qualitative methodology was considered. Such studies aim to describe events and experiences
and notably how participants make sense of these (Creswell, 2007). This research integrates
participant’s experiences emphasising context and open-ended data on challenges of the work
with women experiencing PPD.
3.2. Aims and Objectives
This study aimed to explore, describe and interpret the perspectives and experiences
of therapists working with women experiencing postpartum depression. The research
specifically explored the role of the therapist in treating PPD and what techniques are used in
reducing the depressive symptoms. The following list outlines the specific objectives of the
research:
1) To investigate the therapist’s understanding of postpartum depression
2) To explore the nature of the therapist’s experience of dealing with postpartum
depression in women
3) To identify tasks and goals of therapy with postpartum depression women
4) To examine what specific interventions are used by therapists in the process of the
therapy
5) To classify the challenges of the therapists working with women in the postpartum
period.
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3.3. Research Method
A thematic analysis of qualitative in-depth interviews was chosen as a method for this
study. Thematic analysis is a method that identifies analyses and reports themes within data
(Braun and Clarke, 2006). Five semi-structured interviews were conducted to examine the
therapists’ individual experience and the nature of their work with postpartum depression
clients. Semi-structured interviews combine the flexibility of the unstructured, open-ended
interview with the directionality and agenda of the survey instrument to produce focused,
qualitative textual data at the factor level ((LeCompte, Schensul & Schensul, 1999). Each
interview covered the following topics:


Background information



The nature of participants practice



The participants understanding of postpartum depression



The therapist’s approach to the tasks and goals of therapy with clients with
postpartum depression



The nature of the therapeutic alliance with women experiencing PPD



The challenges of the therapeutic work with women with PPD

3.4. Participants
Five participants, who are currently working as psychotherapists specialising or
interested in the field of postpartum depression, were selected to take part in this study. The
participants experience in the field of psychotherapy varies from four to twenty years. Each
of the participants has at least two clients presenting with PPD per year. Two of the
participants have experience in running groups for PPD women. One of the participants
works as a psychiatrist in a maternity hospital. Another participant works as a public health
nurse in a local community. Participants’ training varies from humanistic and integrative,
psychodynamic and psychoanalytic.
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DEMOGRAPHICS OF THE PARTICIPANTS
Participant’s No of

Psychotherapeutic Years as

Type of

Psychotherapy

Pseudonym

Approach

practice

Qualifications

Public and

Master Level

Private

Degree

Public and

Diploma

clients

Therapists

with
PPD per
year
Participant 1

70

Psychodynamic

20

Ciaran
Participant 2

30

5

Integrative

Grainne
Participant 3

Humanistic and

12

Private

Psychoanalytic

14

Kate

Private

Master Level

and

Degree

Agency
Participant 4

2

Integrative

15

Private

Diploma

20

Humanistic and

4

Private

Master Level

and

Degree

Hannah
Participant 5
Jane

Integrative

Agency

3.5. Recruitment and Data Collection Method
The inclusion criteria stated that the sample must consist of five psychotherapists who
have experience working with women with PPD and have at least two years’ experience as
accredited practitioners. Potential candidates were contacted by email with an information
pack about the study (Appendix 1).
Additionally, a snowball sampling technique was used to recruit the participants. This
technique is used by researchers if the sample for the study is very rare or is limited to a very
small subgroup of the population (Berg, 2009).The process of snowballing involves asking
for assistance from the subject to help identify people with a similar trait of interest (Berg,
2009). In effect, the sample comes from a chain of referrals all meeting similar criteria. In
this case, the researcher contacted the head of an organisation which provides support for
postpartum depressed women and their families and asked her to nominate other
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psychotherapists working with women with postpartum depression. Name and contact details
of participants who fit the criteria were given to the researcher. The nominated
psychotherapists were contacted by email and invited to take part in the study. Initially,
respondents were asked to fill out an on-line demographic questionnaire (Appendix 2) before
the recorded interview. They were also sent a consent form (Appendix 3) that was to be
signed if participants wished to take part in this study. Then the interviewer met each
participant in the place of their convenience to conduct semi-structured interviews lasting
from approximately 40-55 minutes. Each semi-structured interview in this study is limited to
twelve open-ended questions (Appendix 4). These specific questions were purposely chosen
to elicit deeper meanings from participants (Morrow, 2005). On completion the interviews
were transcribed from the recordings. Finally, the researcher analysed the data using the
technique of thematic analysis.
3.6. Data Analysis
Through its theoretical freedom, thematic analysis provides a flexible and useful
research tool, which can potentially provide a rich and detailed, yet complex, account of data
(Braun & Clarke, 2006).The data from the interviews was prepared for content analysis
starting with the process of coding the raw data. Content analysis as reported by Berg (2009)
is a comprehensive and systematic assessment and interpretation of certain material in order
to identify patterns, themes, biases, and meanings. The open coded structure of the interviews
allowed the researcher to form different themes that emerged from the interviews (Berg,
2009). Initially, six themes were taken into consideration (Appendix 5), however after a close
review they were combined into three master themes (Appendix 6). After all data was coded
and themes had emerged, it was organised into different categories that reflected what had
been reviewed in the literature (Berg, 2009).
3.7. Ethical issues
The participants were informed about the purpose of the research and the possible
risks and benefits from participation in it. Participants were reminded about the voluntary
nature of the study, their right to choose what to disclose during the interview as well as the
right to withdraw from the study. Participants were given an opportunity by the researcher to
clarify any aspects of the study at the end of the interviews. Confidentiality was ensured by
protecting the participants’ identities. In order to protect the identity of the participants,
anonymity has been provided by the changing of participants names. The researcher has also
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removed any identifiers (e.g. place of practise, place names or the use of other people’s
names). Ethical consideration was given to aspects such as: using a gatekeeper when
approaching participants; obtaining informed consent from all participants; maintaining
confidentiality and safe storage of data.
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CHAPTER FOUR- RESEARCH FINDINGS
4.1. Introduction
Participants’ personal unique experience was analysed and interpreted by the researcher
through the lens of humanistic and integrative approach. The researcher extracted three
themes of the data which aim to give a comprehensive structure to the data provided by the
participants. These themes emerged precisely from the responses of participants and are not
pre-determined. The results of this study will be laid out under the three themes as follows:
1. Mothers’ changed reality in the postpartum period
2. The role of psychotherapy in empowering women with postpartum depression
3. Practitioners experience of working with postpartum depressed women
Each theme will be further discussed and analysed in the next section. Extracts from
participants’ interviews will be presented to support the analysis.

4.2. Mothers changed reality in the postpartum period
All five participants presented a rich data illustrating how the topic of postpartum
depression manifests in the therapy room. The participants clearly indicated that a lot of
mothers begin to experience the symptoms of PPD in pregnancy. Common symptoms present
in pregnant and new mothers are anxiety, fear and obsessive thoughts. Those strong feelings
can be related to fear of labour, thoughts of harming the baby, concerns about the baby’s
health, worrying about the future and other.
Jane gives an example of a client who is overly anxious and protective over the baby.
Jane admits that the topic of intrusive thoughts of harming the baby is not unusual. In this
case the mother’s anxiety of hurting her baby counteracts with her protective instinct towards
her baby.
Jane: One of my first clients with PND used to knit and she wouldn’t put the knitting
needles pointed facing near her child, or she’d be very conscious of having a picture on the
wall just in case it fell down and hurt her child. I think that probably stemmed from thoughts
about hurting the child. I’ve seen it on number of occasions in my clients.
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Kate voiced that women’s concerns start in the pregnancy and continue when the baby is
born. She recognises the mothers’ confusion and lack of understanding around their changed
reality and the fact that mothers are not prepared for parenthood.
Kate: I have clients coming into me anywhere from five or six months pregnant,
because usually the concern I think is in the early stages, it is more on the physical side and
when they get reassurance and scans that the baby is fine, then they begin to worry about the
emotional depending on the situation. Furthermore, she recalls: A lot of it I think can be
sudden or it can be a kind of a sudden experience of maybe quite unaccounted for symptoms,
you know maybe something that would shock the mother herself, like she might while she was
pregnant hate the baby and she can't make sense of this because herself and her partner had
planned it and then there can be a huge concern of what's going to happen when the baby is
born.
Hannah articulated her own experience of postpartum anxiety which was a result of
lack of support and sleep deprivation. She specifically distinguished the frustration and
anxiety from depression and recognised them as normal symptoms present in every mother.
Hannah: It's certainly a theme I’ve experienced and I also wonder about something
that's not ever spoken about or a phrase that's not used but for me postnatal anxiety, that’s a
postnatal frazzledness of motherhood, of oh my God I haven't had enough sleep and of oh my
God the kids are driving me mad, it's not depression, it's the frustration and anxiety and
you're tense because it's your first child and you don't know what to hell to do with them and
you don't have enough support. You’re tense because you haven't had enough sleep. You're
tense because you don't get to sit down and have a normal cup of tea. So postnatal anxiety,
postnatal tension is never spoken of but for me it's a thing, I didn't experience postnatal
depression but I had a very active first child, very active, non-stop, and I was just so frazzled,
I didn't have support.
Postpartum depression manifests in women’s feelings of total isolation as they feel
convicted that they are the only ones experiencing negative thoughts and feelings around
motherhood. All participants voiced mothers’ difficulties in adjustment to the changed reality
and their confusion around the new role. The mothers’ expectations from the motherhood are
very different to the reality.
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Grainne provides an accurate description of characteristics of PPD and women’s
experience of loneliness, confusion and isolation.
Grainne: I think actually what the women would say and just from my experience is
that feeling, they all say they're not themselves. They want to be normal, to feel normal, so
that they're hit with feelings that they didn't realise that they had. And they're finding it very
confusing. While everybody loves a new baby, oh this beautiful baby, but they're not having
those feelings. And they feel very lonely and very isolated with it.
Hannah also referred to the mothers’ isolation which is related to the physical
tiredness and exhaustion. She also mentions the importance of support in dealing with fear of
going out.
Hannah: I do it myself, you get so caught up in your exhaustion that it's really hard to
be motivated to go out the door so if you have someone putting that as an option to you, and
helping you, it's seeing the wood from the trees is a phrase I use a lot. You can't see the wood
from the trees when you're in this cycle of tiredness and especially when it's your first and it's
terrifying.
Jane also found that many of her clients have withdrawn into themselves, for example
they would not leave their house or they would not go out without their child. She described
their experience as’ being in their little bubble with their child’.
Hannah’s experience illustrated another aspect of postpartum changed reality for
women. In here she voiced her own feelings of loss related to having a baby including the
loss of freedom, independence and sleep.
Hannah: I find the loss of just being able to walk out, grabbing your bag and walk
out the door, I don't find it so much now but I used to, yeah the loss of freedom. The loss of
your independence and lots of different choices you lose. The ability to sleep through the
night is pretty...that's a major loss, I think because I often think generally around any
emotional health issue if you're sleeping well and eating well, that's a good sign, you've got
your basics. You've got some of your lower Maslow’s hierarchy of needs.
Motherhood brings other disruptions to the balance in the mother’s life, such as
adjustment with partner and relationship disturbances.
Ciaran: If it's milder to moderate, the massive transformation of motherhood, you
know women will talk about that, suddenly they're responsible for a little baby. So you have
all that. Also the adjustment with the partner or husband because if you think of the couple,
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and suddenly, a baby present, and often the woman's focus shifts to the baby and the partner
or husband can feel quite excluded and just recognising that is often useful. It is interesting
that there are statistics about post natal depression in men.
Hannah felt very strongly about partners being involved in supporting the new
mother. She openly expressed her anger and frustration towards chauvinism and the
unfairness of the male and female roles in caring for a new-born.
Hannah: I had a reasonably supportive husband who’s actually more supportive now
on my second child. I got sucked into the chauvinism of my husband's parents, because they
are very modern I didn't think they would be chauvinistic, so I wasn't prepared for their
preciousness around his sleep. I'm so angry because I bought into it. So that's a thing I think
for some women that might still be the case, you know this preciousness that husband has to
get up for work and my point is now (…).From that chauvinistic point of view, from that, the
word traditional, that drives me mad because often, sometimes traditional means quaint but
in my experience since becoming a mum, traditional when I hear it usually means
chauvinistic and outdated.
There are certain expectations that women put on themselves before they become
mothers and they do not always match their reality. These expectations are often influenced
by social media and the way they portray motherhood. Women feel pressurised to live up to
the unrealistic images created by media. Some women take up the role of a martyr and do not
accept help that is offered to them. They feel they do not deserve to go out or that they need
to do certain things to be a good mother. Participants of this research found that was a
common theme among their PPD clients.
Grainne: The ‘should’ is a common theme: I shouldn't be like this, I should be a
better mum, I should, so a lot of should. We look then at the inner critic, the conflict with
partners, not understanding, so the anger issues would come up, the inner critic is a big.
Anxiety levels, this group would be quite intense, quite a lot of anxiety, the worrier, the real
worrier. We go into the worrier, the inner critic, the perfectionist setting standards so high, so
that they have these very high standards. All of a sudden they have a baby who doesn't
actually go along with certain rules because a baby in the house has its own needs and that
just totally disrupts the balance.
Kate: I suppose I'm very concerned because it's such a step in life to take and there's
so much fantasy. When you look on whether it's TV or books, it's all about baby showers and
doing up the nursery fabulous, latest whatever, to engage the baby in whatever. You know it
might be psychologically or emotionally beneficial but I suppose the reality can be very
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different, that when the mother is there with her baby it's a very different experience for her
and she can find it very difficult to find a space to say that, that “I feel lost” or “I don't know
what to do when he cries” “am I at fault”, you know these type of things. These are questions
I'm sure that mothers since mothering began asked. So there can be a lot of external
pressures and also the idea that my friends, they make it look so easy or my sister-in-law and
that type of thing.
Finally, it was evident from all participants’ responses that women in the postpartum
period suffer from lack of confidence and feel powerless to communicate their own needs, to
ask for help and to admit how they really feel.
Kate’s clinical experience was that women often feel persecuted and pressured by
their family or society. They also lack freedom of choice because of the external pressures.
Kate: I think because the stay in hospital is so short, young mothers, new mothers can
feel quite at sea, and the little one anchored because the husband is around. Perhaps the
partner is around for a couple of weeks, he'll get a couple of weeks off work and he has to go
back so there are long days, there can be very long days and it depends on her own
confidence then whether she can go out with the baby and I suppose new babies, either
mothers take them out all the time and that feels also like a pressure. ‘I have to go to the
shopping centre or ‘I have to meet them for coffee’ when really all she wants to do is sit at
home and just be with the baby. It's interesting what the new mother experiences as a
demand. Sometimes I think with the psychotic mother she can feel a little bit persecuted
maybe so it would depend then who she felt the persecutor was, it might be the husband, it
might be somebody from her own family, and one can work with that. If she thinks it's the
baby, that could be very difficult.
Jane presented another case illustrating women not being able to voice themselves
during the labour.
Jane: I have heard that experience (about birth) and it's nearly like the power is taken
away from the woman. It's not like they're engaged in the birth, I think it’s quite specific to
Ireland as it is at the moment, I've seen different examples in the UK, anecdotal examples
where by a lot of clients feel that they were not listened to adequately.
Feelings of being out of control and her own changed identity were voiced in
Hannah’s response, where she described her personal experience of motherhood.
Hannah: I couldn't believe it and I’ve always been a very independent person and
relatively successful in anything I put my mind to but suddenly you're out of control and I
think that's the thing when you ask about themes. Certainly with the one to one women that I
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worked with, a lot of them would have been like myself in their thirties, becoming a mum,
having had a career being used to being in control, being used to being in control of their
destiny and their day to day lives, and feeling competent, and suddenly something comes in to
your life that you can't be sure if you're going to ever be rested again. You can't be sure if
you're going to be able to be dressed and out the door by the time you have an appointment,
to get out the door is a major effort. Those things, they completely change your whole sense
of your identity if you're used to being competent.
The presented material proves that becoming a mother can be a challenging and
vulnerable time for some women. It is a time that requires a serious adjustment to a newly
changed reality for women and their families.
4.3. The role of psychotherapy in empowering women in the postpartum period
Psychotherapy has an important role in helping women in the postpartum period. All
five participants despite the difference in their therapeutic approach highlighted the
importance of psychotherapy in treating postpartum depression. Ciaran very strongly voiced
psychotherapy’s primary role in this field. He also stressed that psychotherapy should be a
starting point offered to the depressed mothers.
Ciaran: I see that as primary. For someone who presents with depression, the first
approach is the psychotherapeutic approach. Then you have to decide whether or not
medication should be added to that, but the first approach is psychotherapeutic. ( …) So it's a
full spectrum of therapies, but psychotherapy I’d see as the starting point. And it's what you
add to that, it's not like a luxury that you add in at the end, you start with it.
Each of the practitioners mentioned a variety of different psychotherapeutic
interventions they use, ranging from: listening visits, CBT, mindfulness, relaxation training,
anxiety management, desensitisation, group therapy, art work, psychoeducation,
psychodynamic and psychoanalytic work. These interventions are useful in dealing with the
mothers’ anxieties and fears. Regardless of what intervention was chosen, they all lead to
empowering women and providing them with a safe listening environment.
Listening is an important and necessary aspect of all therapies. Kate is a
psychoanalytic therapist who works with client’s words and their significance and believes
that listening is the key intervention. Psychotherapy in her eyes allows a space for mothers to
make sense of deep feelings such as loss, fear or adjustment to motherhood and the meaning
of it. Kate gives an example of a mother who engaged in the therapeutic process, which
allowed her to connect to the fear of enjoying the experience of having a baby with the loss.
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The therapy also concentrates on working through unresolved grief.
Kate: Well the intervention would be very much based on the client's words, whatever
is of significance to them. I don't touch behaviour or anything like that, it's more on the plane
of allowing the woman to come into being as mother and to somehow face all that comes with
that. (…)I suppose for someone and they're able to speak, they're able to articulate and put
into words and others are not, but for the mother who speaks and wishes to speak and to
engage, basically it's centred around listening to her and working from a position very much
of listening and ascertaining or hypothesising perhaps what form of structure the woman
might have because if she has a hysterical or let’s say neurotic structure, the treatment would
be different to say a psychotic subject. So often it can be allowing her to make sense of things,
to elaborate on things that are important to her. Like she might link the pregnancy say for
instance to loss. And so she's afraid that even though the baby is born and he is healthy and
thriving, if she was quite affected by loss early in life by a very significant person, then there
can be a fear of being happy.
Similarly, Ciaran, who works in a psychodynamic way, believes in a deep uncovering
psychotherapy and linking the present experiences with the past, as well as understanding
where the symptoms come from. He gave an example of exploring grief in pregnancy and
working through the woman’s self-blame around the death of her own mother. For many
years this woman believed that she killed her mother, who died giving birth to her. The
therapy helped her to explore what the mother died from and discovered the real reason of her
death.
Ciaran: So as opposed to carrying with her for years I killed my mother it became my
mother died from apoleamus. She went from being significantly depressed in pregnancy with
significant self-blame to actually working through getting lots of information from an aunt,
her mother's sister and having a changed view of herself and her own history and by the time
of labour and delivery she was well. She had a very normal good experience of child birth
with wonderful bonding with the baby, and this woman had been depressed for years.
Psychotherapy can be seen as a gift that women can give to themselves. It can be a
journey that postpartum depressed women enter to explore and develop their new changed
identity and where they are free to bring up any issue they want.
Grainne: So if you're asking about psychotherapy, yes, I really do actually think that
women, when they have babies, something can happen to them. And when it does it's a cry of
the soul, and where they go, the psychic, the soul to have some psychotherapy.
I would always encourage them as a gift to themselves.
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Kate: Psychotherapy deals with everything really, the medication issue is invariably a
few minutes with a psychiatrist and just checking the physical aspects as well. The therapy is
about life, relationships, the prime relationship, the one with the baby but then all those other
relationships, the partner, parents, parents-in-law, extended family and friends, work
colleagues – all these things. A lot of the psychotherapy deals with, of course those
underlying feelings but people speak about their lives, they speak about every aspect.
Grainne and Jane also stressed the significance of listening which is the key factor to
empowering women and helping them deal with their changed reality. The role of the
therapist is to allow clients to express their feelings in a non-judgmental environment.
Grainne: I would have done six listening visits and again the PND research would
have shown, the nurse going in and just listening, even offering six, sometimes after two or
four people would say actually I think I’m ok, I don't think I need it anymore. The fact that
somebody can say what they're feeling, that is the whole thing. Everyone is telling them what
to do, but to actually listen, to really listen and just be with them.
Jane: I think the role of psychotherapy is huge because like I said I've seen such
positive effects with really very little- I know I wouldn't have specific interventions or
anything like that, but the act of talking I feel has been such a game changer, it's really
changed things for people. And also that social piece whereby if clients feel comfortable
enough to talk about something in a place where they're not judged, they may feel
comfortable enough to talk about that outside of that place with others thereby destigmatising it on the wider scale and I think that’s huge.
On the contrary, Hannah described the postpartum depression work as being more at
surface level. She also brought attention to the role of the therapist, which can be directive in
actively minding the client. Sometimes clients do need to be reminded about the importance
of self-care and practical support. Hannah believes that it is the therapist’s duty to care for
clients’ basic needs especially when children are involved. Possibly the fact that she is a
mother of young children her need to care for women as well as for their babies is stronger.
The research also indicates that postpartum depressed women want to be minded and perhaps
this is Hannah’s own wish as well.
Hannah: The postnatal depression work tends not to get very deep. So I do believe
that anti-depressants get in the way of deep work but the postnatal depression is much more
here and now work as opposed to deeply cathartic about the past. So it's very much how do
you feel about yourself, what kind of sleep are you getting and how are you eating, not that it
would be as diagnostic as that but in terms of, those are the questions that would need to be
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addressed, your relationships, your supports, I'll even mention some playgroups and things
like that. Because it's quite here and now I don't believe that it's counter indicative or it's
even a waste of time or whatever or less significantly, certainly not significantly less powerful
because of being on medication. I do think with deeper work, with historical work it would be
but it's a bit like firefighting with the initial sessions of postnatal depression.
Other practitioners also mentioned exploring practical issues with the clients
additional to the deeper work. Exploration of support system and empowering women to use
both internal and external resources were indicated by some of the practitioners. Ciaran gave
an example of practical support which includes an involvement of women’s partners in the
therapy and encouraging them to be more supportive.
Limited timing of the therapy was mentioned by all participants. The length of
treatment ranged from six sessions to twelve months.
Another role for psychotherapy highlighted by the interviewed practitioners was
normalising the symptoms of PPD. Verbalising the anxieties and intrusive thoughts and
understanding their source help women to manage their symptoms. The therapy has a role in
normalising the clients’ struggle and admitting that what they experience is difficult. Group
work has a strong and powerful role in this aspect. Both Hannah and Grainne emphasised the
benefits of the group in understanding that stress, anxiety and intrusive thought are normal to
new mothers.
Hannah: So just bringing people together and understanding what's normal and what
isn't, I love doing group work because I love the rapport, but part of it is the support that
builds between people and the energy that you get and I think that there is some healing that
you can't get in one to one that you can get in group and there's healing that you can't get in
group but you can get in one to one.
Grainne: (…)often it's just a chance for people to talk and what usually happens that
first day is the great feeling of relief that they're not the only ones and that is one of the big
things that comes out of it. And then we go in to looking at stress, we become stress aware.
Stress is normal, anxiety is normal, it's only when it becomes exaggerated that it becomes a
distress, and what is one individual stressor to one person, to another person may be very
different.
Both participants also stressed the benefits of groups, which are meeting new mothers
with the same problems and validating the women’s feelings in a supportive group
environment. The other factors to group psychotherapy, which both participants considered
helpful, were psychoeducation and breaking the social isolation.
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Psychotherapy has an important role in providing a supportive non-judgmental space
for women. This allows them to work through their struggles around the motherhood and
empowers them to communicate their own needs to enjoy their changed reality.
4.4. Practitioners experience of working with postpartum depressed women
The interviewer was interested in how the work with postpartum depressed women
influences the practitioners own lives. All participants were asked to express their own
feelings around their work with PPD. Passion for the work was a significant element
noticeable in four of the therapists. They spoke about their work in a very engaged and
desirable way. They also expressed their aspiration to expand the role of psychotherapy and
introduce new initiatives in the field of postpartum depression.
For instance, Ciaran spoke about his desire to support pregnant women with bipolar
disorder and schizophrenia and by engaging with their community mental health team.
Grainne and Hannah had initiatives to form new groups for women with postpartum
depression in different communities. Moreover, Hannah was trying to develop a new course
for parents with young children.
Hannah: I’ve a lot of passion about people who actually, even the ones who aren't
postnatally depressed, that every mother needs an enormous amount of support so that's
something that I’m passionate about and I’m actually currently designing a programme that I
want to run, I have an idea of somewhere I’m going to approach, but I want to run it for
parents, the mums and dads, to support them in parenting, because I think it's not just about
the postnatal depression.
Some positive countertransference responses were present in the practitioners’
answers. Satisfaction from the job and good outcome from therapy were mentioned as
positive aspects of working in the field of PPD. It can be rewarding for a therapist to
experience positive change in the client and be part of their personal journey. Ciaran
expresses his admiration for women and his fascination with women’s ability to transform
their identity. His response also indicates his passion and satisfaction from the work.
Ciaran: Most of the time the countertransference is very positive because women are
remarkable. What women will do for their children is phenomenal, I find it phenomenal, it's
really impressive, and also even with some partners who come in who have tattoos and who
look rough, and they're up doing the night feeds, and they're committed. (…)You do see a lot
of really impressive women, like what they do and also, if you think too the actual change in a
woman's identity with motherhood, her world becomes what's good for us as opposed to
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what's good for me. It's quite fascinating to see it, that transformation and I think that's
wonderful.
The work with postpartum depression as well as rewarding can also be challenging.
Negative countertransference feelings presented by participants included: concerns for the
women, anger towards the society, sense of injustice, sadness, exhaustion after the sessions
and rejection from the client. Three of the therapists also expressed their desire to help
women and wanting to fix their problems for them.
Grainne finds it challenging not to take up the role of the mother when facilitating
group sessions. Self-awareness and debriefing after each session help her to deal with those
responses.
Grainne: I have to watch I’m not the mother, constantly I have to watch that. I have
to watch that I’m not the fixer. I usually am very positive, I feel a sense of, I’m thinking of the
people, just a profound love and connection to them, but I have to watch I don't become the
expert in telling them so I’d always have to watch that if they're looking to me for the
answers, that it keeps coming back to them. So I’d say that would be one of the things I would
watch out. After each session, my colleague and myself would check out what's going on for
us, but, we would be very aware.
Ciaran presented an example of his client, mother of three young children, who lived
in a flat on the seventh floor, where the lift was broken. His own feeling towards this mother
is a deep empathy to her every day struggles with lifting the buggy up the steps. He also
expressed anger with the lack of support and his own desire to fix the lift in order to help the
woman.
Ciaran: So when you see what women are trying to deal with, and the reason the lifts
weren't working is because there was an industrial relations dispute, I felt like going out and
fixing it myself if I knew how. You know, a woman with three children, twins and a two year
old, it's outrageous.
Working with clients on a severe spectrum can be particularly challenging for the
therapist. When working with trauma and depression the therapist may feel impacted by the
client’s material. Self-care and supervision are important in dealing with those challenging
aspects. Jane’s experience illustrates the effects her clients had on her own well-being.
Jane: I remember feeling really challenged, I remember having two particular clients
who were severely, what I was saying to you about the spectrums, on the severe end of the
spectrum and I had them each on the same night. I remember coming home just feeling
absolutely knackered, now I made probably a questionable decision of not staying to write my
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notes. I said I'd record them on my way home in the car, my drive home usually helps me to
debrief, to leave stuff behind but this was making me bring the stuff home to a certain extent.
Working with women with severe personality disorders, drug addicts and women who
do not want to engage in therapy can be additionally challenging for practitioners. Ciaran
describes two cases of pregnant women who demanded morphine from him, as they were
drug addicts. His assertive response not to give them the medicine was met with hostility and
aggression. Even though Ciaran felt very confident about his approach, he was still affected
by their harsh rejection of the therapy.
Ciaran: Good practise is actually saying no, I'm not going to do this. So despite the
hostility and the aggression and verbal threats that you sometimes can get, that's more now
in the emergency department here, but good practise is saying no that you can't enable an
addiction. And then also when you think of, I work with two other psychiatrists here so there
is a good peer support network.
Kate draws attention to a danger of the therapist becoming one of the mothers’
persecutors by pressurising them to speak and engage in therapy. She describes the process as
a delicate manner and it is important for the therapist not to be part of the coercion.
For Hannah it is challenging to distinguish her personal experience from her
professional role of a therapist. She seems more personally involved in the client’s story,
because she can identify with the mothers being a mother herself with young children with
similar experience. That can be an advantage in terms of understanding and providing
empathy for the client, but also challenging in terms of subjectivity and temptation to give
personal advice. Hannah is aware of a strong passion to the subject of motherhood, which
triggers her to self- disclose to the clients.
Hannah: I'm so passionate about speaking about it and I have so many opinions
around it, you know like chauvinism in society and things like that and often that's women of
an older generation. So sometimes I have to check myself that I'm not getting on my own
soapbox and that if I'm disclosing something or bringing something of my own, opinion wise
or experience wise, that it's not for me that it's for them, that it's for a specific reason.
On the contrary, Kate’s psychoanalytic principles strongly separate her own feelings
from the client’s material. Throughout the interview Kate avoided to reveal any
countertransference feelings as well as any information about her personal life.
Kate: Part of my work is being in my own analysis and supervision so my personal
life is separate completely. Of course one hears very tough difficult cases, particularly if
there's been a very difficult birth, a lot of aftermath, you hear loss of blood, rushing up to
37

ICU. All this type of thing, It brings home how what's supposed to be such a natural thing can
be quite unnatural and quite traumatic. But I think to be effective one has to have a separate
life and to have a fulfilling life so that when you come in to work you're completely free to
take up your position, whatever that is.
However, at the end of the interview, Kate does take interest in the question of the
impact of the work on her personal life. Interestingly, she states that it's probably not the type
of work she would do if she had small babies or young children. Her reason for that was to
keep a distance between work and personal life.
Jane also claims that the work in the field of PPD does not affect her personal life,
because she is not a mother yet and enjoys not having children.
Jane: I think it will affect me when I do have children, it doesn't affect my decision to
have children now. It might affect the way I decide to have children, what I do when I'm
having children, how I voice myself when I'm having children.
Finally, all participants mentioned the lack of resources for PPD as a challenge of the
work. They voiced the unavailability of affordable counselling and psychotherapy services
specialising in postpartum depression, as well as lack of funding for new initiatives for PPD.
They wish for more resources to support parents with babies.
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CHAPTER FIVE –DISCUSSION
5.1. Introduction
The aim of this dissertation has been to explore the topic of postpartum depression
within a psychotherapeutic context and to gain an authentic perspective of the role of
psychotherapy in treating postpartum depression. This research has captured a therapeutic
exploration of working with postpartum depressed women . It has explored feelings, attitudes
and experiences of practitioners and their clients. Firstly, the study highlighted how mothers’
reality changes after having a baby. Secondly, the study revealed some important aspects of
psychotherapeutic interventions effective in the treatment. Finally, the research explored
practitioners’ personal responses and challenges to the work with postpartum depression.
5.2. Mothers changed reality
The study found that mothers who come to therapy have difficulty adjusting to their
changed reality after having a baby. The participants expressed their clients’ expectations of
motherhood and the reality of their experiences as highly incongruent. The existing literature
identifies this incongruence, for example Nicolson (1999) points out the mothers’
disappointed expectations of motherhood and the danger of believing in myths of perfectly
fulfilling and happy motherhood.
Some of the participants’ clients strived to be perfect mothers but perceived
themselves as not good enough. Feelings of guilt, inadequacy, failure, fear and anxiety were
present in the therapy room. A series of unfulfilled expectations occurred as a result of
adjustment to motherhood. This is in agreement with research carried out by Mauthner,
(1999), who describes the conflict experienced by mothers trying to live up to their image of
a perfect and ideal mother. Roux et al. (2002) argue that the transition into parenthood is a
time of intense stress.
The participants of this study presented examples of women feeling powerless, out of
control and voiceless. Kate highlighted her clients feeling persecuted by their families and
environment. This links with the pervasive loss of own identity. Beck (1993) reported that
after having the baby, postpartum depressed mothers struggle with a loss of who they are and
a loss of former self. Mothers’ normal selves are no longer present. Nicolson (1999) explains
that postpartum depressed mothers in her study felt out of control because they no longer had
time to take care of themselves and to process their daily experiences. Loss of relationships
and loss of voice were also mentioned in this study.
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Another aspect of mothers’ changed reality highlighted by Hannah was anger towards
chauvinism and a sense of unfairness between perceived male and female duties in terms of
caring for a baby. Hannah was a career orientated and ambitious professional who found it
highly demanding to adjust to the societal role of a mother. It can be challenging for women
to give up their paid employment to become full time mothers. Some women experience
feelings of a loss of occupational status, as well as loss of power (Beck, 2003). However, on
the other hand research proves that postpartum depression has a negative impact also on
partners and their adjustment to parenthood. The study of McCoy (2001) reveals that fathers
experience the same stresses as mothers, such as anger attacks, relationship conflicts and
sleep deprivation.
As shown in other studies, this study also highlighted mothers’ isolation and
loneliness. Mothers are afraid to admit their distressing emotions in case they would be seen
as bad mothers, therefore they want to escape from the critical eye of the external world. The
participants of this study revealed that mothers often have difficulty in asking for help and
take up the roles of martyrs. According to Blum (2007) a mother’s dedication to proving she
can manage without help can be the biggest psychological risk factors for postpartum
depression. Postpartum depression is often suffered in silence. These findings echo those of
another study exploring stigma in postpartum depression (Edward& Timmons, 2005).
Anxiety and obsessive thoughts can be major components of postpartum depression.
The roots of mothers’ anxieties can vary and depend on mothers’ personal experience. This
study found that mothers often worry about the emotional well-being of their babies starting
from pregnancy, they are concerned about the future and about bonding with their babies.
Similarly, in Beck’s (1993) study two women vividly related their experiences with an
intensive and overpowering anxiety. The responsibility of caring for the infant can lead
women to feelings of being on the edge and of being unable to control their obsessive
thinking (Beck, 2002). The participants of this study reported that thoughts of harming the
baby are not unusual in postpartum depressed women and can leave women with fear and
feelings of failure. Sleep deprivation and fatigue were also mentioned as factors contributing
to women’s anxieties and disturbing thoughts. This is in concurrence with the research of
White, White & Fox (2009), which suggests that fatigue is common in the post-partum
period, usually resulting from the physical demands of parenting or from the changes in
sleeping patterns.
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5.3. The role of psychotherapy in empowering women in the postpartum period
Dealing with the changed reality can be challenging and distressing for some women
in the perinatal and postpartum period. Psychotherapy offers them a space where they can
explore their painful feelings around the transition to motherhood. The participants of this
study presented various aspects of their psychotherapeutic work, which lead to efficient
management of their clients’ symptoms and understanding of their changed identity.
In this study listening to the mothers’ stood out as the most important factor in the
therapeutic treatment. Listening to the PPD women gives them an opportunity to share their
thoughts and feelings with a non-judgmental and empathic health professional. In this safe
psychotherapeutic space women can process and understand the intense affective changes in
their psychic functioning. Listening to the clients is a necessary component of a strong
therapeutic alliance. Research on common factors highlights the importance of the therapistclient relationship. The quality of the relationship has been shown to contribute significantly
to the outcome of counselling (Carr, 2009). It has been proven that a strong therapeutic
alliance predicts good results from therapy (Cooper, 2008).
In this study Kate drew attention to the interaction between the reality and fantasy,
which can be revealed and clarified in the therapy room. In therapy mothers recognise
conscious and unconscious aspects of the self and others. Psychoanalytic research proves that
these are important aspects of the psychotherapeutic treatment (Raphael-Leff, 2000,
Likierman, 2003).
Psychotherapy seeks the roots of the mothers’ conflicts in relation to their ambivalent
emotional responses. Kate and Ciaran reported that together with their clients they process
their anxieties, fears and depression by working psychodynamically through linking and
confronting the clients’ emotions with their past experiences. However, Ciaran showed more
flexibility in his approach and admitted that he uses other psychotherapeutic techniques, such
as desensitisation or mindfulness. Kate, on the other hand seemed very rigid with her
psychoanalytic style, which concentrated on listening to the clients’ words and helping them
to make sense of them. The study of Stern (1995) confirms that psychodynamic
psychotherapy concentrates on role changes, significant relationships and redefining of self
and others through exploring the past events and connecting them with the present (Stern,
1995). The disadvantage of a deep uncovering psychotherapy is that it tends to be a longterm and unspecific treatment, which is not always a possible option for expecting mothers.
Grainne, Hannah and Jane believed in a more specific and problem focused approach
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to the treatment of PPD. However, they all agreed that the focus of therapy was on exploring
relationships, loss, change or conflict. These components were identified and described in
both psychoanalytic (Blum, 2007) and interpersonal psychotherapy studies (Giorgiadis,
2007). It became evident from the participants examples that the psychotherapeutic work
concentrates on redefining significant relationships and creating a new identity for the
mothers. The findings of Raphael-Leff (2001) and Stern (1995) also suggest that transition to
motherhood requires a redefinition of self and others.
There is evidence supporting the use and effectiveness of all types of approaches
including CBT (Chabrol et al., 2006), non-directive counselling (Davis et al. 2003) or
interpersonal psychotherapy (Giorgiadis, 2007). According to a comparative study of
Cooper& Murray (2003), nondirective counselling, CBT and psychodynamic therapy were
equally effective in treating PPD.
Group activities were also mentioned by Hannah and Grainne as being particularly
beneficial in dealing with the social isolation and increasing women’s self-esteem. In a
supportive group therapy women can validate their experiences as well as share their
struggles around motherhood. These presented aspects are in concurrence with Yalom’s
(2005) findings on therapeutic factors for group psychotherapy.
Basic treatment for PPD that psychotherapy can offer is to encourage coping
strategies, normalise the symptoms and explore the women’s resources. It was highlighted by
Jane that in therapy women need to feel taken care of, but without telling them what to do. In
order to care for a baby, it helps if the woman feels taken care of (Blum, 2007). Therefore,
psychotherapeutic space can fill the woman’s wish of a counter dependency and practitioners
can offer a proper attention and understanding of the women’s needs. The participants gave
examples of practical support that can be offered for women in a postpartum period. This was
their way of minding their clients in order to assure the mothers’ and their babies’ safety. The
therapists’ were acting as ‘good enough’ caregivers by stepping into the caring roles and
fulfilling the mothers’ dependency needs. However, there is a challenge for practitioners to
remain neutral and not to become persecutors for the vulnerable women, because the goal of
the therapy is to empower them. Giving practical support can be helpful but there is a risk for
therapists to become overly involved and too directive.
Another characteristic of psychotherapy for postpartum depressed women is
exploring the women’s support systems and empowering them to ask for help. Social support
is an important aspect of the postpartum period. Marriage problems and lack of social support
have been proven to be the main psychosocial factors contributing to the development of PPD
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(Hagen, 1996). Psychotherapy addresses those significant risk factors in a practical way. One
of the ideas presented by Ciaran was to involve partners in the treatment in order to discuss
the shared responsibility of caring for the baby and supporting the depressed mother. A good
relationship and social support from a spouse can reduce depressive symptoms in the mothers
(Besser, Priel& Wiznier, 2002). As other research has shown, women in the postpartum
period have difficulty asking for help because of their misconception that they should be
doing it themselves (Blum, 2007). It is also well documented that postpartum depression has
a negative impact on the partners, who often experience a high level of stress and confusion
around their role in the family (McCoy, 2001, Meighan, 1999).
Grainne and Hannah mentioned exploring the topics of self-esteem and how to accept
help in a group setting through psychoeducation. Group settings allow for more directive and
structured themes that can be explored by participants. Both Grainne and Hannah believed
that the topics of self- esteem and support systems deserved a special attention, therefore they
were the topics of their group psychotherapy. Similarly, a psychoeducation group for women
with PPD achieved a significant reduction in depressive symptoms (Milgrom, 1996). Setting
up a group for PPD can be challenging though, as women who suffer from low self-esteem
and depression may hesitate to join and commit to a group. Also, there is an issue of childcare
arrangements which involves additional cost to the therapy.
5.4. Practitioners experience of working with postpartum depressed women
The emotional response of the therapist to the clients is an essential source of data
about what is happening in the therapy room (McLeod, 2009). This research proved that
working with postpartum depressed clients is a positive experience, however there are
challenging aspects for the practitioners. The participants of this study differ in personal
styles, with some favouring strictly regulated boundaries and others being more flexible.
Their emotional reaction to their PPD clients was also different. According to research,
countertransference derives from familiar relational images, sociocultural context and actual
experiences that occur in the therapeutic relationship (Simonds, 2001). Ciaran viewed women
as powerful, remarkable and strong, therefore his countertransference was admiration for
women and their abilities. Hannah’s reactions were triggered by her passion and desire to
support other mothers. Therefore, she had a need to share her personal experience with the
interviewer but also with her clients. This self-disclosure can be helpful in validating and
normalising the mothers’ symptoms as well as in showing solidarity with them. The research
on self-disclosure proves the positive outcome from self-disclosure (Hanson, 2005).
43

Almost all of the participants reported passion and job satisfaction, which was
manifested in their responses and their initiatives for new projects supporting PPD.
The therapist working with postpartum depressed women takes up the role of a ‘good
enough’ mother and recreates the holding environment that resembles mother-infant
interactions (Winnicott, 1953). This was evident especially in Grainne and Kate’s styles of
working, as they both highlighted their role as containers for the women’s feelings and
emotions. Hannah, on the other hand, took up a more directive and active role of a helper or
even coach. The desire to actively help mothers was also a strong countertransference
response among the other participants.
The high emotional traumatic themes that emerge in the therapeutic relationship can
evoke strong countertransference reactions in practitioners (McLeod, 2009). The impact of
the material presented by PPD women was more significant in Kate and Hannah’s responses.
Negative countertransferences such as: anxiety, sadness, concern and anger were articulated
as present in the therapy room. Kate seemed particularly influenced by her clients’ stories. In
Kate’s case the personal qualities of the therapist and limited professional experience could
have contributed to those reactions. It is possible that the mothers’ anxieties and fears were
projected onto the therapist.
As mentioned in the literature review, self-care and self-monitoring, as well as
personal values and support from peers, spouses and supervisors help practitioners to observe
and maintain ethical standards of practice (Norcross, 2000, Gillroy, Caroll &Murra, 2002). A
balanced personal life can also help to reduce the stress of clinical work.
Moreover, the study brought attention to the subject of therapists as mothers and how
the work with postpartum depression affects their personal life. Interestingly, two of the
participants stressed that they would not like to work with clients with PPD if they had small
children themselves. Further exploration of the impact of this type of work on the therapists
who are also mothers is needed. Hannah was the only participant who openly talked about her
own struggles around adjustment to motherhood. She also admitted that her passion and
engagement in this area is challenging in the work as a therapist.
Finally, the study revealed the lack of affordable resources for postpartum depression
and lack of funding for developing new initiatives, which is a challenge for practitioners.
According to statistics PPD is a significant problem that affects up to 15% of all new mothers
(O’Hara, 1997) and more than half of the women go undetected and undiagnosed, because
women struggle to find their voice to admit their symptoms (Beck, 2006). Therefore, more
initiatives to raise awareness of PPD are needed.
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5.5. Strengths and Limitations
Strengths
This qualitative research presented a powerful and compelling human experience
which was examined in a detailed way. The strength of this study is the fact that it presents a
rich and valuable data on the role of psychotherapy in treating PPD. It also contributes to the
gap in the literature by presenting the practitioners experience of working in the field of PPD.
The study highlighted the importance of supporting both parents in the postpartum period and
indicated the need for further research in this area. Furthermore, the study brought attention
to the lack of resources and insufficient research on the impact of the work on practitioners.
Limitations
This study examined the perceptions of five practitioners working in the field of PPD.
While this number of in-depth interviews provides a generous data source, it does not permit
generalisation to the larger population. A qualitative enquiry believes that reality is subjective
and that social environments are personal constructs created by individual interpretations that
are not generalisable (Gall, Gall & Borg, 2003).
It is possible that some of the participants avoided talking openly about their personal
experiences in order to protect their anonymity. It can also be challenging to open up in front
of a strange person bearing in mind that the responses will be critically analysed.
The participants presented a lot of rich material relevant for the topic of postpartum
depression. Unfortunately, only the most relevant data was selected for the purpose of this
study. It was a challenging task for the researcher to pick the most valuable responses that
contribute to this study.
Another limitation of this study involves a potential interviewer bias. Although strong
measures were taken to avoid clouding the data collection and analysis, it is likely that some
aspects of the researcher interacted with the research process. The researcher was actively
involved in the study and was passionate about the subject of PPD. Moreover, the researcher
is also a mother and currently expecting a baby herself, therefore the topic of motherhood
was very close to her personal experience. At times it was challenging for the researcher to
remain neutral to the participants’ responses and detach the personal views. This could
perhaps lead to an inability to see other explanations for what was presented.
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5.6. Recommendations
The study revealed that perinatal depression deserves more attention in research, as
the symptoms of PPD often begin in early pregnancy. Moreover, at present the terms
perinatal or postpartum depression are not used in the international classification system. An
improvement of early screening and detection of risk factors is needed in hospitals.
There is a need for increasing the availability of support for women and their families
by creating psychotherapy units in maternity hospitals. More funding is needed for training
health professionals and delivering group psychotherapy in communities.
Satisfaction between couples frequently decreases during early parenthood and both
parents should be assisted in coping with parenting and relationship changes. Therefore,
psychotherapy would benefit from involving partners in the treatment.
Finally, psychotherapy has a role in destigmatising PPD and normalising the difficulty
of transition to parenthood. Both women and men should be educated and better prepared for
the reality of parenthood. This could be achieved by raising awareness of PPD, reconstructing
the ante-natal programs available for parents in the hospitals and educating health
practitioners.
5.7. Concluding comments
Postpartum depression is a concerning problem that negatively affects the entire
family unit. Women’s reality changes significantly in the postpartum period and a lot of
women struggle with the difficult transition to motherhood. This research highlighted that
women with PPD suffer from anxiety, lack of confidence, feelings of guilt, fear, confusion,
isolation and loss. Society creates unrealistic images of motherhood and roles for women and
men, which creates pressure for new mothers. Transition to motherhood requires from them a
redefinition of self and others.
Adaptation to motherhood is totally underestimated and requires proper attention and
intervention. Psychotherapy helps women to understand their changed reality and deal with
the symptoms of PPD. It also supports women in developing a new identity and empowers
them to find their voices. In a non-judgemental and empathic environment women can
express and process their painful feelings. Listening and the therapeutic relationship are key
aspects in therapy for PPD. Therapy allows women to express their feelings of harming their
babies which helps them to deal with the intrusive thoughts. Exploring the clients’ resources
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and support systems are also valid aspects of the therapy. ‘Good enough’ therapists play an
important role in supporting the PPD mothers and containing their emotions. However, the
treatment tends to be short-term and requires some specific and directive interventions. The
research discovered that the work on treating PPD is both rewarding and challenging.
Therapists highlighted the need for more resources and funding for PPD.
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Appendix 1
Research Study: Psychotherapeutic Exploration of
Postpartum Depression
PARTICIPANT INFORMATION SHEET

Introduction

My name is Kasia Purcell and I am a studying for an MA in Psychotherapy in Dublin
Business School. I am researching the role of psychotherapy in treating postpartum
depression.
I am inviting experienced psychotherapists, who work with women with postpartum
depression, to participate in this study by agreeing to a 45-60 minute interview. If you
would like to participate please read the detailed information provided below.
Who is organizing this study?
This study is part of a Masters Degree in Psychotherapy being undertaken at Dublin Business
School, Dublin, Ireland.
What is the purpose of the study?

The purpose of this study is to understand how psychotherapy treats postpartum
depression.
What are the criteria for participation in the study?
Participants in this study must be experienced psychotherapists (at least 2 years, accredited)
currently practicing, and must have an experience working with women suffering from
postpartum depression.
What is involved in participation?
If you choose to contribute to this study, you will be invited to take part in a face-to-face
interview at a place of your convenience. The interview will take approximately 45 - 60 minutes
and will seek to understand your experience of working with women with postpartum
depression. The interview will be taped and later transcribed by the researcher. No names or
location will be used.
Are there any risks/benefits?
There are no known risks to you from taking part in this research. The results of the study will
be made known to you and may benefit the psychotherapeutic interventions for postpartum
depression.
Will my identity be protected?
Your identity will be protected and known only to the researcher. All identifying information
will be removed during transcription to protect your anonymity. Notes about the research will
be stored in a locked file. Each person who participates in the research will be given a code
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number so that the researcher will be the only person who can identify the participant. The key
to the code numbers will be kept in a separate locked file. The audio recordings of the sessions
will only be accessible to the researcher and will be destroyed once transcripts have been made
of the sessions.
Can I withdraw from the study?
If you initially decide to take part you can subsequently change your mind. You can request to
have your data removed from the study. Additionally, under the Freedom of Information Act
(1997) you have the right of access to information concerning you, which you may request from
the researcher in writing.
How can I get further information?
For additional information please contact:
Researcher:

Ms Kasia Purcell

kasia.purcell@gmail.com

Research
Supervisor:

Mr Cathal O’ Keeffe

cathal.okeeffe@dbs.ie

http://www.dbs.ie/psychotherapy-ma
DBS School of Arts,
13-14 Aungier Street, Dublin 2.
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Appendix 2

Postpartum Depression Research Study
Kasia Purcell, M. Ed. Dublin Business School

Participants Information Sheet
What level of psychotherapy qualifications do you hold:
a) Diploma
b) Undergraduate Degree
c) Master Level Degree
d) Doctorate Level Degree
e) Other:________________________
How many years have you been practicing as a psychotherapist?_______________________
Please outline any of your post qualification psychotherapy training:
___________________________________________________________________________
___________________________________________________________________________
What would best describe your psychotherapeutic approach?
a) Integrative
b) Psychodynamic
c) Humanistic
d) CBT
e) Psychoanalytic
f) Person Centred
g) Gestalt
h) Counselling Psychology
i) Other:___________________________________
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How would you describe your practice?
a) Private
b) Agency
c) Mix
d) Other___________________________________

Please give an approximate number of your clients presenting with postnatal depression per
year:______________________________________________________________
____________________________________________________________________
Please name some psychotherapeutic interventions you use with clients presenting
Postnatal Depression:
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________

Please add any background information that you feel might be relevant, but is not covered
in the questionnaire.
___________________________________________________________________________
__________________________________________________________________________

Thank you .
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Appendix 3
CONSENT Form
Protocol Title:
Psychotherapeutic Exploration of Postpartum Depression

Please tick the appropriate answer.

I confirm that I have read and understood the Information Leaflet attached, and that I have had
ample opportunity to ask questions all of which have been satisfactorily answered.

YesNo

I understand that my participation in this study is entirely voluntary and that I may withdraw at any
time, without giving reason.

YesNo

I understand that my identity will remain confidential at all times.

YesNo

I am aware of the potential risks of this research study.

Yes No

I am aware that audio recordings will be made of sessions

Yes No

I have been given a copy of the Information Leaflet and this Consent form for my records. Yes

Participant ___________________

_______________________

Signature and dated

Name in block capitals

To be completed by the Principal Investigator or his nominee.
I the undersigned, have taken the time to fully explained to the above participant the nature and
purpose of this study in a manner that he/she could understand. We have discussed the risks
involved, and have invited him/here to ask questions on any aspect of the study that concerned
them.
________________
Signature

_____________________
Name in Block Capitals
60

________
Date

N

Appendix 4

Interview Questions
1) Please tell me a little about your experience of working with women with PND?
2) Who are your clients referred by? Where do they come from?
3) What is your understanding of PND?
4) What psychotherapeutic interventions do you find most useful for women presenting
with PND?
5) What is the average time of the treatment?
6) Are there any common themes that women present in therapy?
7) Do any of the women have other underlined health conditions and how does it affect
their therapy?
8) What challenges have you encountered working with women with PND?
9) Have you ever had a concern about women harming themselves or their babies? How
did you deal with it?
10) What is your countertransference when working with PND women?
11) What is your view on the medical model for PND?
12) How accessible psychotherapy is for women with PND?
13) In your opinion, what is the role of psychotherapy in treating PND?
14) How does working with PND clients affect your own personal life?
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Appendix 5: Interview Themes and Coding-Phase 1
Theme 1
Mothers’
Changed
Reality

50% of women
with PND the
symptoms
began in
pregnancy

Pregnancy
related issues
Anxiety
symptoms due
to a miscarriage
Demanding
cesarian section
because of
anxiety of
labouravoidance of
fear

Example of
grief and
confronting and
challenging the
safe blame
around the
death of the
mother
Looking for
roots of the
anxiety in
pregnancy
Obsessional
thoughts in
PND upsetting
and distressing
Emotional
adjustment

Theme 2
Psychotheraputic
interventions

Theme 3
Therapy
Empowering
women

Theme 4
Normalising the
symptoms

Theme 5
Challenges for
practitioners

4 listening visits
offered after
delivery from the
maternity hospital
with a midwife with
a counselling
training

Comprehensive
assessment
Risk factors

Working on
anxiety and
facing fear

Large number of
women and not
enough hours
70 women a year

Working through
the problem and
changing view of
herself

Exploring Grief
in pregnancy

Satisfying and
Brilliant work but not rewarding work
enough resources
Desire and initiative
Not enough hours to to do a lot more for
follow up with
bipolar schizophrenia,
clients who are
psychosis
referred
Positive
Negative
countertransferencecountertransference- admiration for
hostility from 2
women
clients
severe personality
Good peer support for
disorder, drug
therapist
problems- woman
left therapy
Work with PND gives
slamming doors
great respect for
women
Difficulties with
some clients, who do Therapist desire to
not want help, ie.
help the womansaying no to drug
wanting to fix the lift
seeking addict
Therapist anger
Unavailabilty of
towards the social
counselling and
aspect
psychotherapy,
medical model fills
Satisfaction from
the gap
working
psychotherapeutically
Long waiting list to
psychologist

Psychodynamic
approach- looking
at the past

Psychodynamic
approach- looking
at the past
Midwives trained in
mindfulness
4 sessions of
mindfulness
Mindfulness CBT
Corrective
emotional
experience
Psychotherapeutic
informative work

TIME OF
TREATMENT
Limited timing of
the therapy
Focal therapy
10 weeks therapybrief intervention
before delivery
Length of
treatment up to 6

Being well
prepared for the
labour
Realising that
normal delivery
can bring relieve,
self-esteem and
confidence

Looking for
roots of the
anxiety in
pregnancy
Coping with
unplanned
pregnancy
Distress, anxiety
and depressive
symptoms

SUPORT
Basic supportengaging partner

Understanding
and addressing
fears

Woman’s
relationship with
her mother

Understanding
where the
symptoms come
from and
dealing with
them

Interfamilial
conflicts
Practical support
–woman with
twins- involving
partner

Group FactorFeeling of
relief that they
are not the only
one

Psychoeducation
and letting the
Normalising
group lead
stress and
anxiety
Being listened to
and expressing
Therapist
feelings is
allows for
helpful
women to
express
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Nothing available,
bad press for GP

Challenge of
forming a group-

Theme 6
Practitioners
countertransference
responses
Satisfaction from the
job- good outcome
from therapy

Bringing in
creativity
The challenges for
therapist: watching
own responses, try
not to fix

reaction in
unplanned
pregnancy
perceived
traumatic
delivery, life in
danger, PTSD,
unplanned
pregnancy
Transformation
of motherhood
Adjustment
with partner
Coreinadequacy,
failure

Inadequate
expectations
Impressive
women, change
in identity,
transformation
Depressive
illness
hopeless,
suicidal
thoughts

PND feeling
of not being
yourself
Wanting to
feel normal
Confusion,
loneliness and
isolation
Confused
feelings,
bonding with
the baby

months, few up to
12 months
Anxiety
management
techniques:
Pregnancy yoga,
mindfulness
The coretherapeutic
relationship

Behavioural
therapy approach
to overcome
anxiety
Blue scrubsdesensitisation

Listen and just
be with them
ome women
high agitation
and no ego
strength to do
the deep work

Psychotherapy not
simply saying there
is an illness-holistic
approach
Identifying risk
factors and putting
strategies in place
Recommending
psychotherapy to
clients
Linking with other
professionals and
monitor
Psychotherapy
primary role in
treating PND

Individual or group
therapy depending

Looking at
intrusive
thoughtsnormalising
them
Stopping the
tape,
reprogramming

Psychotherapy
for Women’s cry
of the soul
Becoming
aware of them
Psychotherapy- Bringing in the
gift to
other part of
themselves
yourself

Psychic journey
Using medication in is a deeper more
secret space
severe and
moderate cases to
engage in therapy

intrusive
thoughts of
harming the
baby

Therapistlistening,
asserting or
hypothesising of
she has neurotic,
or hysterical
structure or
psychotic
structure
Allowing to
make sense of
things, elaborate
on important
things
Exploring loss
Understanding
she is not her
own mother
Team of
psychiatrists
working on this
structure,
husband

Therapeutic
effect –
meeting
mothers with
the same
problem
Breaking the
isolation
Being
supported in
the group
Normalising
some
symptoms,
directing some
women to
social groups
Dealing with
social isolation
Trusting the
process
Let women
control their
lives
Understanding
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creche places and
funding for it
Challenges in
managing the
group
Allowing everyone
to speak
Difficulty getting
funding in the
community to run
the groups
Cut backs on home
visits

Self care, trusting
the process
Containment of the
group
Countertransference:
being the mother
and the fixer
Profound love and
connection to people
Self-awarenesschecking in after
each group

Cost element of
psychotherapy
Creche place

Tiredness preparing
for the group
Self care and
supervision

Lack of affordable
resources and
funding

Being nervous the
same as women
coming in the group

Women pulling out
close to the start of
the course

Bowl of energy for
cleansing
Minding yourself

Challenging
situationdescribing a case of
woman with
undercurrent
mental health
problem
Be careful for burn
out
Advertising the
course
Challenging doing
two professions
Hard to finish the
group because no
continuum after 8
weeks

Concern about
women

Work doesn’t affect
personal life
Being in own
analysis and
supervision
Separate life
To be effective
separate fulfilling
life for therapist
Being free to take up
position in work
Not the type of work
for mothers with
young children
Keep the distance

Intrusive
thoughts
Fear

on availability
Listening visits
Full spectrum of
therapies

Women’s
expectations
towards
motherhood,
inner critic,
conflicts with
partner,
Anxieties,
worries

Holding the group
Connecting in
Here and now
Visualistation

Disruption of
the balance

Working with the
energy of the
group

Working with
inner critic,
perfectionist,
victim,
worrier
Anxiety to
admit the
intrusive
thoughts due
to fear of
being judged
by others
Horrendous
social history
but a lot of
strenght

Centering
exercise
Artwork

CBT forms of
twisted thinking
Fun in the group
Group is
psychoeducational
with humanistic
and integrative
approach
Deep
psychotherapy,
connecting the
fear of a enjoying
the experience
with the loss

Traumatic birth

Working through
unresolved grief

IVF babydifferent
expectations,
not enjoying
the experience

Working with
clients words and
their significance

Women after
having a baby
is open,
exposed
Unresolved

Psychotheray
deals with
everything
therapy about life,

included in the
treatment

the struggle

Knowing you
A lot of stress
are not alone
and a lot support There is some
needed for the
positive at the
whole family
end
Working on will
to find her own
way
Allowing the
mother to come
into being as a
mother
Allowing the
mother to enjoy
motherhood
Realising that
the baby is
separate being
Some women
read books for
advise
It’s ok to trust
yourself
The need for
freedom of
choice for client
Group tasks:
Communicating
own needs,
accepting help
Self esteem
Clients seen by
this therapist did
not have clinical
diagnosis of PND
just looking for
support
People look for

Intrusive
thought
common but no
concerns over
them
Looking for a
meaning
behind the
thoughts

Its important for
the the therapist not
to be part of the
coercion
(persecuted
women)
Lack of funding to
run the groups
Not enough support
from maternal
hospital
Challenge- selfdisclosure and
passion

Psychoeducation
is important

Normalising the
client’s struggle
and admitting it
is hard

Checking in with self
Having many
opinions and
experiences and
wanting to share
them with clients

Whistl-blow
being ordinary
mam is har

Wishing for more
resources for
parents with babies

Being on the
same boat as
other mums
The power of
being in the
group of people
and sharing
problems
Normalising is
an important
aspect of the
work
In therapyunderstanding
what is normal
and what is not
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Passion for running
the group
Passion about people,
belives every mother
needs a lot of support
Designing new
programme for
parents to support
them in parenting

Passionate about how
hard motherhood is
Therapist’s own
experience of
motherhood,
Personal experience
of postnatal anxiety
due to lack of support
Difficult adjustment
for the therapist lack
of support
Therapist sometimes
carefully shares
personal experience
with clients
Being wary of own
strong passion to the
subject
Tricky self-disclosure,
Therapist being a
whistle-blower
Countertransferenceanger toward
chauvinism

Angry towards men
on behalf of the client
Outrage and
unfairness

issues
Fear, beating
yourself up,
the critic
Concern about
the future
Traumatic
birth

relationships ,
relationship with
the baby,
underlying
feelings
every aspect of
life
Talking about
expectations-super
women

support around
communicating
with partner
Exploring the
issue
Make men more
supportive
Help men
understand and
connect

Mothers worry Self-care part of the
Opportunity to
psychotherapy
about
think about the
emotional
self
being of their
unborn babies Therapist being
Neurotic
mother
description
It’s all my
fault
PND is about
becoming a
mother and
what that
means
It depends on
the woman’s
reality
As opposed to
phantasy
Sudden
shocking
experience for
the mother
Can’t make
sense of
hating the
baby-huge
concern

directive around
self-care

Strong suggestions
to rest
Motivating the
client

Support and
energy of the
group- healing
better than one
to one
Intrusive
thoughts-only
images
Normalising,
having space to
take a moment
and reflect on
own needs

Motivation to
break the cycle of
tiredness

PND work not very
deep
Here and now work
As opposed to
cathartic about the
past
Exploring
relationship, selfcare, supports

Fear of being
happy
Blending the
first family

CBT useful tool
when people need

Work with PND make
the therapist
appreciate what she
has

Envy the client an
easy baby
Work triggers passion
Frustrating about the
myth and secret that
being a mum is hard

Breaking the
isolation, getting
out of the house

Therapist’s duty to
care for client’s
basic needs,
especially when
child is involved

Dealing with the
same themes and
interventions on a
surface level is
most effective in a
group

Empathy

65

with the
second
Unplanned
pregnancy in
older women
can be a risk
factor
Shock or
surpriseanticipation

clarity
Humanistic mixed
with CBT
To feel understood
and heard

Adjustement
and different
way viewing
the
relationships
Feeling
persecuted
Women
feeling
pressured by
the family to
come and
speak to
therapist but
they feel fine
Different
reality then
expectations
Difficulty to
find space to
say what they
feel
So much
phanatasy
influenced by
media
External
pressures
Adjusting to
the new
situation
Mothers
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feeling quite
at sea
Partners
working long
days
Pressure form
society
Expectations
from women to
be perfect
hopelessness
Difficulty
bonding, lack of
self-esteem
Difficulty
understanding
the new
situation
Frustration
Physical
tiredness
Psychotic
episodes as a
result of sleep
deprivation
Feeling out of
control
Not enough
support hense
frustration and
anxiety
Therapist’s
Feeling of
unfairness of
the role of men
and women
Chauvinism
Unfair that
mums stay at
home
67

Different
expectations to
reality
Disappointment
with the birththeme
Birth not
according to
plan- big loss
and struggle
Loss of
freedom,
independence
Loss of choices

Loss of ability
to sleep
Women being
the martyr
Not accepting
the help
offered by the
partner
Feelings of not
having the right
to go out
results in
resentment
Feelings’ I need
to do that’
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Appendix 6: Interview Themes and Coding –Phase 2
Theme 1

Theme 2

Theme 3

Mothers changed reality

The role of psychotherapy in
empowering women with PPD

Practitioners experience

50% of women with PND the
symptoms began in pregnancy

Working on anxiety and facing
fear

Satisfaction from the job- good
outcome from therapy

Pregnancy related issues

Exploring Grief in pregnancy

Satisfying and rewarding work

Obsessional thoughts in PND
upsetting and distressing

Looking for roots of the anxiety
in pregnancy

Desire and initiative to do a lot
more for bipolar schizophrenia,
psychosis

Emotional adjustment reaction
in unplanned pregnancy

Coping with unplanned
pregnancy
Distress, anxiety and depressive
symptoms

perceived traumatic delivery,
life in danger, PTSD, unplanned
pregnancy

Good peer support for therapist
Understanding and addressing
fears

Transformation of motherhood
Adjustment with partner
Core- inadequacy, failure
Inadequate expectations
Impressive women, change in
identity, transformation

PND feeling of not being
yourself
Wanting to feel normal

Positive countertransferenceadmiration for women

Normalising stress and
anxiety
Therapeutic effect – meeting
mothers with the same
problem
Understanding where the
symptoms come from and
dealing with them
Comprehensive assessment
Risk factors

Work with PND gives great
respect for women
Therapist desire to help the
woman- wanting to fix the lift
Therapist anger towards the
social aspect
Satisfaction from working
psychotherapeutically

Working through the problem
and changing view of herself

Bringing in creativity
The challenges for therapist:
watching own responses, try
not to fix

SUPORT
Basic support- engaging partner

Self care, trusting the process
Containment of the group

Woman’s relationship with her
mother

Countertransference: being
the mother and the fixer

Being listened to and
expressing feelings is helpful

Profound love and
connection to people

Disruption of the balance

Listen and just be with them

Working with inner critic,
perfectionist, victim, worrier

Psychotherapy- gift to
themselves

Self-awareness- checking in
after each group

Confusion, loneliness and
isolation
Intrusive thoughts
Fear
Women’s expectations
towards motherhood, inner
critic, conflicts with partner,
Anxieties, worries
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Tiredness preparing for the

Anxiety to admit the
intrusive thoughts due to fear
of being judged by others
Women after having a baby
is open, exposed
Unresolved issues
Fear, beating yourself up, the
critic
Concern about the future
Traumatic birth
Mothers worry about
emotional being of their
unborn babies
Neurotic mother description
It’s all my fault
Sudden shocking experience
for the mother
Can’t make sense of hating
the baby-huge concern

Psychic journey is a deeper
more secret space

Being nervous the same as
Therapist- listening, asserting women coming in the group
or hypothesising of she has
neurotic, or hysterical
Bowl of energy for cleansing
structure or psychotic
structure
Minding yourself
Allowing to make sense of
things, elaborate on
important things
Exploring loss
Understanding she is not her
own mother
A lot of stress and a lot
support needed for the whole
family
Working on will to find her
own way
Allowing the mother to come
into being as a mother

Fear of being happy
Adjustement and different
way viewing the
relationships
Feeling persecuted
Women feeling pressured by
the family to come and speak
to therapist but they feel fine

group
Self-care and supervision

Allowing the mother to enjoy
motherhood
The need for freedom of
choice for client
Group tasks: Communicating
own needs, accepting help
Self esteem

Different reality then
expectations
Difficulty to find space to say support around communicating
with partner
what they feel

Concern about women

Work doesn’t affect personal
life
Being in own analysis and
supervision
Separate life
To be effective separate
fulfilling life for therapist
Being free to take up position
in work
Not the type of work for
mothers with young children
Keep the distance
Passion for running the group
Passion about people, believes
every mother needs a lot of
support
Designing new programme for
parents to support them in
parenting
Passionate about how hard
motherhood is
Therapist’s own experience of
motherhood,

Exploring the issue

Personal experience of
postnatal anxiety due to lack of
support

External pressures

Make men more supportive
Help men understand and
connect

Difficult adjustment for the
therapist lack of support

Adjusting to the new
situation

Opportunity to think about the

Therapist sometimes carefully
shares personal experience

So much phanatasy
influenced by media
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self

Mothers feeling quite at sea
Partners working long days
Pressure form society

Breaking the isolation, getting
out of the house
Normalising the client’s
struggle and admitting it is hard

Expectations from women to
be perfect

with clients
Being wary of own strong
passion to the subject
Tricky self-disclosure,
Therapist being a whistleblower
Countertransference- anger
toward chauvinism

hopelessness
Difficulty bonding, lack of selfesteem

Angry towards men on behalf
of the client
Outrage and unfairness

Difficulty understanding the
new situation

Empathy

Frustration

Work triggers passion

Physical tiredness
Psychotic episodes as a result
of sleep deprivation

Lack of resources

Feeling out of control
Not enough support hense
frustration and anxiety
Therapist’s Feeling of
unfairness of the role of men
and women
Chauvinism
Unfair that mums stay at home
Different expectations to reality
Disappointment with the birththeme
Birth not according to plan- big
loss and struggle
Loss of freedom, independence
Loss of choice
Loss of ability to sleep
Women being the martyr
Not accepting the help offered
by the partner
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