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Executive Summary 

	
The aim of the research presented in this thesis was to gain a better understanding 

of first-time mothers’ experiences in their transition to parenthood, obtain 

recommendations from first-time mothers about community-based initiatives to reduce 

psychological distress in the early postpartum period, and to test the feasibility and 

preliminary efficacy of a novel community support program—designed according to 

recommendations from mothers—to reduce postpartum distress in first-time mothers.  

In Chapter 1, a review of the literature relating to the challenges associated with 

mothers’ transition to parenthood is provided, and the potential roles of social support and 

maternal self-efficacy in improving mothers’ psychological outcomes in the early 

postpartum period are overviewed. Chapter 1 also includes a discussion on the efficacy of 

social support programs for mothers, with many (but not all) studies showing that such 

programs offer a variety of benefits in relation to mothers’ coping. In Chapter 2, a study is 

presented in which mothers’ changes in stress, depressive symptoms, and maternal self-

efficacy throughout the early postpartum period were investigated. It was found that first-

time mothers experienced the greatest stress and depressive symptoms at three weeks 

postpartum, and that maternal self-efficacy played a significant role in predicting levels of, 

and changes in, postpartum stress.  

In Chapter 3, a study is presented in which the nature of mothers’ stressors during 

the postpartum period were identified. Mothers’ recommendations for interventions aimed 

at supporting them during their transition to parenthood were also obtained from this study. 

It was found that mothers desired high quality, rather than high quantity, forms of support, 

and felt that high quality support could be provided by other mothers due to their 

experience, credibility, and likelihood of offering empathy. 
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Chapter 4 reports a study in which the feasibility and preliminary efficacy of a peer 

support intervention—called the Mummy Buddy Program—was examined. The Mummy 

Buddy program, which was developed based on the findings from Chapters 2 and 3, was 

found to be a feasible program for widespread dissemination in communities. Moreover, 

preliminary evidence was obtained to indicate that the program is likely to be effective in 

attenuating first-time mothers’ stress and depressive symptoms during the postpartum 

period.  

This thesis extends our understanding of psychological changes that occur as part 

of the transition to motherhood, offers possible opportunities to manage psychological 

distress experienced in the early postpartum, and proposes a viable preventive intervention 

program. It is recommended that the efficacy of the Mummy Buddy Program is tested in 

large randomised trials, and it is also recommended that the program be extended so as to 

support hard-to-reach populations such as mothers with clinical mental illness (e.g. 

depression), or mothers with Fly-In, Fly-Out partners. 
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1.0 Introduction 

 “Everybody wants to save the Earth; nobody wants to help Mom do the dishes.” 

 ~ P.J. O’Rourke. 

1.0.1 Background 

The birth of a child is a transitionary period for women to motherhood. Mercer 

(2004) conceptualises this transition to motherhood as ‘becoming a mother’ (BAM), 

where women go through a dynamic process of negotiating and renegotiating their 

current and past identities. In her theory, the transition to motherhood takes place in 

four stages: a) commitment, attachment, and preparation (which occurs during 

pregnancy), b) getting to know and learning about the baby, and physical restoration, c) 

moving towards a new normal, and d) achieving the maternal identity. Although each 

stage is distinct, there can be overlap between stages. For example, moving towards a 

new normal might take place just after the birth; however, its prominence may not 

become obvious until the mother has a better working knowledge of the baby. The time-

span for each stage is variable as well, depending not only on maternal and infant 

characteristics, but also the socio-environmental context of the woman. In response to 

these transitionary changes, women often employ strategies in their adjustment to 

motherhood.  

Despite active attempts to adjust successfully to motherhood, many new mothers 

find it difficult to cope with the new stressors (e.g., sleep disruption, potential maternal 

bonding failure, weight gain/loss, financial pressures) alongside other life demands 

(e.g., work, friendships, managing a household) (Mercer, 2004). These substantial 

demands in the postpartum period often exceed women’s expectations, and as a 

consequence of these challenges, the mental health of new mothers can suffer during the 
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year after childbirth (Fahey & Shenassa, 2013). Australian research indicates that nearly 

half of women report experiencing stressful life events or social health problems in the 

six months following childbirth (Yelland, Sutherland, & Brown, 2010). Moreover, 

maternal fatigue, which affects the body’s physiological stress response (Groer, Davis, 

& Hemphill, 2002), can persist up to four years postpartum (Giallo, Gartland, 

Woolhouse, & Brown, 2016). In severe cases, the challenges that accompany 

motherhood can even contribute to mental illness (e.g., depression, clinical anxiety), 

with the prevalence of postpartum depression estimated to be 12% in the United States 

and 10% in Australia, and the prevalence of postpartum clinical anxiety estimated to be 

18% in the United States and 13% in Australia (AIHW, 2012; Farr, Dietz, O’Hara, 

Burley & Ko, 2014; Ko, Rockhill, Tong, Morrow & Farr, 2017; Wynter, Rowe, & 

Fisher, 2013; Yelland et al., 2010). The estimated healthcare cost associated with 

postpartum mental illness is substantial - the annual economic burden associated with 

perinatal depression and anxiety is approximately $400 million per year in Australia 

(Perinatal Anxiety & Depression Australia; PANDA, 2012). Thus, difficulties in the 

adaptation to motherhood may be associated with poor maternal health and a significant 

financial burden to society. 

The negative health consequences stemming from difficulties in the postpartum 

period are not limited to the mother. Research indicates that mothers’ mental health 

during and after pregnancy can influence the behavioural and emotional adjustment of 

the child (e.g., Kingston, Tough, & Whitfield, 2012; O’Connor, Heron, & Glover, 

2002), the functioning of parent-child relationships (e.g., Burke, 2003), as well as 

children’s health and development (e.g., Giallo, Cooklin, Wade, D’Esposito, & 

Nicholson, 2014; Halligan, Murray, Martins, & Cooper, 2007). For example, mothers 

experiencing high levels of postpartum depressive symptoms show less affective speech 

patterns and positive touch towards their infants (Herrera, Reissland, & Shepard, 2004), 
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and are less likely to persist with breastfeeding, show books to their infant, play or talk 

with their infant, or follow routines (Dennis & McQueen, 2007; Hahn-Holbrook, 

Haselton, Schetter, & Glynn, 2013; Mclearn, Minkovitz, Strobino, Marks, & Hou, 

2006). Also, caregiving activities such as safety practices (e.g., using an infant car seat, 

having electrical outlet covers), attending routine vaccinations, and sleep and feeding of 

the infant are compromised when mothers experience significant (clinically diagnosed) 

depression (Field, 2010). Partners are also affected by maternal postpartum depression 

(e.g., Burke, 2003); empirical evidence demonstrates that postpartum (maternal) 

depression is associated with increased risk of marital discord (e.g., Zelkowitz & Milet, 

1996), divorce or separation (e.g., Milgrom & McCloud, 1996), and paternal depression 

(e.g., Halbreich & Karkun, 2006; Matthey, Barnett, Ungerer, & Waters, 2000). In fact, 

maternal depression is the strongest predictor of paternal depression during the 

postpartum period (Goodman, 2003). In light of the significant negative consequences 

associated with maternal maladjustment, it is essential to gain a better understanding of 

the factors that prevent such maladjustment, and explore intervention strategies that 

may help mothers cope with the significant demands of new motherhood. 

1.0.2 Chapter Structure 

This literature review is structured in three main sections. In the first section, 

discussion is devoted to the factors that contribute to, and protect against, maternal 

mental health problems. In the second section, current preventive strategies and 

interventions employed to help mothers manage their mental health are examined. In the 

final section, peer-based interventions are discussed as particularly promising initiatives 

through which mothers are likely to gain valuable forms of support. 
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1.1 Factors Associated with Maternal Mental Health 

Maternal mental health is influenced by a number of biological factors, such as 

epigenetic characteristics (e.g., Meltzer-Brody, 2011), genetics (e.g., Mahon et al., 

2009), and endocrine dis-regulations (e.g., Yim et al., 2009). In addition, psychosocial 

and socio-demographic factors have also been shown to predict, or are associated with, 

postpartum depression. For example, a previous history of depression (e.g., Faisal-

Curry & Menezes, 2012; Friedman & Resnick, 2009; Gaillard, Strat, Mandelbrot, Keita, 

& Dubertret, 2014; Heron, O’Connor, Evans, Golding, & Glover, 2004), low socio-

economic status (e.g., low income, unemployment, low education level; Katon, Russo, 

& Gavin, 2014; Robertson, Grace, Wallington, & Stewart, 2004), physical abuse by a 

partner (e.g., Gaillard et al., 2014), and being a single parent or lacking support from 

partners (e.g., Norhayati, Nik Nazlina, Asrenee, & Wan Emilin, 2015; Wynter, Rowe, & 

Fisher, 2014), have all been identified as risk factors for postpartum depression. 

Importantly, a woman’s attitude toward motherhood has also been found to be an 

important predictor of depressive symptoms experienced in the postpartum period. For 

example, Sockol and colleagues (2014) found that mothers’ beliefs about motherhood 

predicted depressive symptoms in the postpartum period, even after accounting for the 

predictive effects of interpersonal risk factors such as social support.  

1.1.1 Stress 

Stress is a significant predictor of mothers’ mental health in the postpartum 

period. A variety of physical, psychological, and social challenges can occur in early 

postpartum, and these challenges can undermine mental health (Razurel, Kaiser, 

Sellenet, & Epiney, 2013). For example, fatigue as a result of mothers’ efforts to cope 

with postpartum challenges (e.g., feeding baby, sleep deprivation) is linked to maternal 

depressive symptoms (Cheng & Pickler, 2014), and low self-esteem and a lack of social 
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support are also stressors that are correlated with depressive symptoms (Howell, Mora, 

& Leventhal, 2006; Leahy-Warren, McCarthy, & Corcoran, 2012). In addition to 

predicting maternal mental health, mothers’ stress is also associated with poorer infant 

and maternal sleep patterns (e.g., Sinai & Tikotzky, 2012), and less effective partner 

communication (e.g., Thorp, Krause, Cukrowicz, & Lynch, 2004). In light of the 

effects, it is crucial to seek out methods that are effective for alleviating stress in the 

postpartum period and in that regard, the promotion of maternal self-efficacy (i.e., 

confidence) is especially important.  

1.1.2 Maternal Self-Efficacy 

Self-efficacy is defined by Bandura (1997) as one’s “belief in one’s capabilities 

to organize and execute the courses of action required to produce given attainments”. 

Maternal self-efficacy, therefore, is characterised by a mother’s belief in her ability to 

care for her child (Bandura, 1997; Coleman & Karraker, 1998). A review by Crncec, 

Barnett, and Matthey (2010) clearly delineated current measurement approaches suited 

to the assessment of mothering self-efficacy, and these authors considered what they 

termed ‘domain general’ and ‘domain specific’ instruments. Domain general 

instruments measure efficacy appraisals that are not specifically related to any single 

parenting task (e.g., “the problems of taking care of a child are easy to solve once you 

know how your actions affect your child, an understanding I have acquired”; Johnston 

& Mash, 1989). Rather than these general or omnibus assessments, however, Bandura 

(1997) suggests that specific items—tapping into the full range of specific tasks 

associated with a given activity or role—may be more suited to providing a detailed 

self-efficacy assessment. Consistent with that premise, researchers working in the self-

efficacy domain maintain that the predictive validity of task-specific measures is greater 

compared to general measures (e.g., Coleman & Karraker, 2003; Marsh, Ellis & 

Craven, 2002). Domain specific instruments focus on the discrete tasks likely to be 
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carried out by mothers (e.g., infant care taking, building relationship with infant), and 

the majority of domain specific measures developed for the assessment of maternal self-

efficacy have been focused on infant care tasks (e.g., Crncec, Barnett, & Matthey, 2008; 

Fish, Stifter, & Belsky, 1991). Although domain specific instruments have higher 

predictive validity compared to domain general instruments, one shortcoming of domain 

specific instruments is that they only capture one facet of a larger construct. For 

example, an instrument might only measure a mother’s confidence in tasks such as 

diaper changing, bathing the baby, and/or feeding the baby, and that may not fully 

capture the other responsibilities associated with making an effective transition into 

motherhood1. 

Empirical support for maternal self-efficacy as a protective factor for mothers’ 

mental health in the postpartum period is substantial. Maternal self-efficacy has 

negative associations with aspects of mental health such as depressive symptoms (e.g., 

Choi, Kim, Ryu, Chang, & Park, 2012; Haslam, Pakenham, & Smith, 2006) and 

perceived stress (e.g., Chavis, 2016; Kunseler, Willemen, Oosterman, & Schuengel, 

2014;), and positive associations with maternal self-care (e.g., Fathi, Mohammad-

Alizadeh-Charandabi, & Mirghafourvand, 2017) and adaptations to motherhood (e.g., 

Coleman & Karraker, 2000; Reece & Harkless, 1998). Maternal self-efficacy also 

supports a mother’s caring behaviour towards her family. For example, in addition to 

postpartum functioning status, infant care and family care have been shown to be 

positively related to maternal self-efficacy (e.g., Fathi et al., 2017; Mirghafourvand & 

Bagherinia, 2017). Additionally, stronger maternal self-efficacy is associated with 

perceiving one’s baby as having a good temperament (Giallo, Treyvaud, Cooklin, & 

Wade, 2013), and is predictive of increased engagement with the baby (Giallo et al., 

2013; Ponomartchouk & Bouchard, 2015).  
                                                             

1 This issue of measurement options is further explored in Chapter 2 of this thesis. 



 8 

Beyond mothers themselves, there is evidence that stronger maternal self-

efficacy is associated with better outcomes for the child (e.g., Jones & Prinz, 2005; 

Sanders & Wooley, 2005). Quality of care, for example, provided by mothers to their 

child is associated with maternal self-efficacy. Mothers with strong maternal self-

efficacy are associated with positive parenting behaviours such as being able to interpret 

and respond appropriately to infant signals (e.g., Coleman & Karraker, 1998; Coleman 

& Karraker, 2003). Furthermore, maternal self-efficacy can also moderate the 

relationship between prenatal stress and infant crying behaviour. Specifically, even with 

a history of experiencing high levels of prenatal stress, compared to mothers who 

reported weak maternal self-efficacy, mothers with strong maternal self-efficacy have 

been shown to report having babies who cry less (Bolten, Fink, & Stadler, 2012). 

Comparatively, insecure attachments, reduced parenting effectiveness, and increased 

susceptibility to helplessness, are behaviours often displayed by mothers with weak 

maternal self-efficacy (e.g., Coleman & Karraker, 1998; Kohlhoff & Barnett, 2013). 

These maladaptive behaviours due to weak maternal self-efficacy is linked with poorer 

outcomes for the child including behavioural and emotional problems (e.g., Dumka, 

Gonzales, Wheeler, & Millsap, 2010; Haan, Prinzie, & Dekovic, 2009; Teti & Gelfand, 

1991), and increased child hospitalisations (Holland et al., 2011). Thus, maternal self-

efficacy can serve as a protector not only for a mother’s mental health, but also for her 

child’s well-being.  

Given the potential benefits that may be derived by strengthening mothers’ 

maternal self-efficacy, researchers have sought to identify the factors that can bolster 

mothers’ confidence in their parenting ability. In this regard, antenatal self-efficacy and 

the baby’s behaviour appear to be consistent predictors of maternal self-efficacy. 

Leerkes and Burney (2007), for example, found that prenatal maternal self-efficacy was 

a significant predictor of postpartum maternal self-efficacy even after accounting for 
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other significant predictors, such as current parenting context (e.g., perceived social 

support). The behaviour of babies can also contribute to maternal self-efficacy; Fulton 

and colleagues (2012), for example, found that maternal self-efficacy is supported when 

mothers perceive their children as less difficult to manage than average. Also, 

Ponomartchouk and Bouchard (2015) found that in addition to social support and 

perceptions of parental alliance (i.e., perception of agreement between parents), 

children’s temperament may have a direct effect on mothers’ self-efficacy.  

A review by Leahy-Warren and McCarthy (2011) indicated that maternal self-

efficacy was negatively related to stress, anxiety, and depressive symptoms, and 

positively related to number of children, social support, maternal parenting satisfaction, 

and marital satisfaction. Other studies have highlighted current and previous history of 

anxiety or depressive disorders (e.g., Reck, Noe, Gerstenlauer, & Stehle, 2012), and 

demographic variables (e.g., ethnicity, maternal age, parity, and family income) as key 

predictors of maternal self-efficacy in the early postpartum period (e.g., Shorey, Chan, 

Chong, & He, 2014; 2015b). Importantly, Leahy-Warren, McCarthy, and Corcoran 

(2012) further found that social support was significant in enhancing maternal self-

efficacy, and that maternal self-efficacy predicted better maternal mental health in the 

early postpartum period. Social support is also one of the most consistent factors that 

has been positively aligned with maternal self-efficacy (e.g., Angley, Divney, Magriples 

& Kershaw, 2015; Shorey et al., 2015b), and mothers themselves agree that having 

support is a key element in determining how well they manage in the postpartum period 

(Feeley, Bell, Hayton, Zelkowitz, & Carrier, 2016; McLeish & Redshaw, 2017). 

Furthermore, social support can be modified, while other risk factors for low maternal 

self-efficacy, such as age, history of depression, and family income, are either 

unmodifiable or difficult to modify.  For this reason, social support is considered in 

more detail in the material that follows. 
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1.1.3 Social Support 

Social support has been shown to assist mothers in meeting the challenges 

inherent in the postpartum period (e.g., Negron, Martin, Almog, Balbierz, & Howell, 

2012). Broadly defined, social support reflects those functions provided by significant 

others who supply emotional nourishment, companionship, information, and/or 

instrumental assistance (Berkman & Glass, 2000). These forms of support act as a 

buffer during periods of stress and transition (Hung, 2004), and evidence for the 

benefits of social support for mothers in the postpartum period is compelling. In cross-

sectional research, for example, mother-directed functional and informal social support 

was inversely related to postpartum depression (Leahy-Warren et al., 2011). In addition, 

in a longitudinal study on adolescent mothers, social support and depression were 

inversely related, with particularly strong associations over time for those mothers with 

high baseline levels of depressive symptoms (Brown, Harris, Woods, Buman, & Cox, 

2012). As well as its potential to reduce postpartum depression, social support has also 

been found to counteract both postpartum anxiety and postpartum stress (for a review, 

see Razurel, Kaiser, Sellenet, & Epiney, 2013).  

Social support has also been highlighted as an important factor that promotes 

maternal self-efficacy. Angley and colleagues (2015) found that when mothers reported 

receiving stronger social support, they tended to be more confident in their role as a 

mother. The mechanism linking social support and maternal self-efficacy can be 

explained through principles of self-efficacy theory. In self-efficacy theory, Bandura 

(1997) suggested that there are four primary sources of self-efficacy, 1) mastery, 2) 

verbal persuasion, 3) vicarious experience, and 4) affective states. Social support may, 

therefore, bolster maternal self-efficacy through processes such as verbal persuasion 

(e.g., through feedback) from partner, family, or friends, through opportunities to 

observe and learn vicariously from important others performing parenting tasks (Porter 
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& Hsu, 2003), and/or by reassuring mothers and maintaining their affective state. 

Nonetheless, although there are many potential benefits of social support, social support 

can sometimes lead to unintended outcomes.  

Some investigators have reported null or negative consequences of social 

support even when beneficial outcomes are typically expected (e.g., Bolger & Amarel, 

2007). Part of the reason for these findings appears to be due to the quality of support 

that is being provided (Coyne, Wortman, & Lehman, 1988); that is, diminished self-

evaluations (i.e. negative affect towards self; Burke & Goren, 2014), sense of inequity 

between supporter and supportee (Gleason, Lida, Shrout, & Bolger, 2008), and 

dependence (Martire, Stephens, & Schulz, 2011) can be unintended outcomes from 

well-intended partner support. Another factor that might account for these negative 

outcomes is related to the perception of support provided. In a recent study by Burke 

and Perndofer (2016), for example, mothers were more likely to experience stress and 

depressive symptoms when receiving motherhood-related support compared to 

receiving motherhood-unrelated support. Burke and Perndofer posited that mothers may 

respond negatively when receiving motherhood-related support because women 

consider motherhood a personally important domain, where autonomy and efficacy are 

salient concepts. Thus, it is essential that in addition to considering the amount or 

quantity of support provided, it is important to think also about the quality of that 

support, and how the support is received by mothers. One possible method to improve 

positive perceptions of support by mothers is to encourage the provision of support in 

an autonomy- and efficacy-supportive manner (Burke & Goren, 2014). Clearly though, 

preventive interventions aimed at providing social support to mothers in the early 

postpartum period can yield benefits to participating mothers, and such interventions 

may potentially lead to downstream benefits for children, other family members, and 

mother-infant relationship quality as well.  
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1.2 Preventive Interventions for Maternal Mental Health 

A substantial amount of effort has been directed toward developing and studying 

treatment interventions for mothers’ mental health (e.g., depression and anxiety 

disorders) in the postpartum period. Pharmacological therapy (e.g., Wisner et al., 2004) 

is one of the methods used to manage postpartum depression, but due to concerns 

associated with the effects of medication on breast milk and the breastfeeding baby 

(e.g., Austin, 2006), psychological and psychosocial intervention methods have become 

popular alternatives. Cognitive behavioural therapy and mindfulness training are among 

some of the most common psychological intervention options that have been 

researched. Cognitive behavioural therapy focuses on restructuring problematic thought 

processes in depressed mothers (e.g., Austin et al., 2008; Bledsoe & Grote, 2006), and 

mindfulness training focuses on mental awareness and fostering an acceptance attitude 

(e.g., Dunn, Hanieh, Roberts, & Powrie, 2012; Perez-Blasco, Viguer & Rodrigo, 2013). 

Another category of psychosocial interventions has been focused on educating health 

professionals to improve assessment and treatment of postpartum depression (e.g., 

Appleby et al., 2003; Wisner, Logsdon, & Shanahan, 2008), providing home visitations 

by healthcare workers to support and teach new mothers on mother-infant interactions 

(e.g., Davies, Howells, & Jenkins, 2003; Letourneau et al., 2011), providing peer 

support (e.g., Cust, 2016; Pfeiffer, Heisler, Piette, Rogers, & Valenstein, 2011), and 

improving partner support (e.g., Dennis & Brown, 2014). Although these interventions 

have generally been successful in alleviating symptoms of mental illness, it is often 

more desirable to prevent the occurrence of a disorder rather than treating it 

(Clatworthy, 2012). Therefore, many researchers have invested effort into developing 

programs to manage issues such as postpartum stress and depressive symptoms, and 

maternal self-efficacy, with the intention of attempting to prevent postpartum mental 

illness (e.g., Elliot et al., 2000).  
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One of the most common forms of universal preventive intervention (i.e., for 

women at low-risk of developing postpartum depression) is the use of psycho-education 

programs. Typical topics covered in maternal psycho-education interventions include 

managing newborn tasks (e.g., Fisher, Wynter, & Rowe, 2010; Stremler et al., 2006), 

enhancing maternal self-efficacy (e.g., Bagherinia, Mirghafourvand, & Shafaie, 2017; 

Surkan, Gottlieb, McCormick, Hunt, & Peterson, 2012), postpartum depression (e.g., 

Ho et al., 2009), and changes in relationship dynamics (e.g., Moshki, Beydokhti, & 

Cheravi, 2013; Rowe & Fisher, 2010). Shorey, Chan, Chong and He (2015a; 2015b) 

evaluated the effectiveness of a postpartum psycho-education program, delivered 

through a single home visit between 5-14 days postpartum, focused on improving 

maternal self-efficacy and social support, and reducing postpartum depressive 

symptoms of primiparas. Their results indicated that in addition to improved emotional 

well-being, newborn and self-care, and fostering help-seeking behaviour, mothers were 

highly satisfied with the program and recommended it to be offered as part of routine 

care for other new mothers. Similarly, in a study by Okamoto and colleagues (2013), a 

single education session was delivered to first-time mothers in Toyko, Japan. Compared 

to mothers who only received routine care, mothers in the intervention group did not 

report reductions in their maternal self-efficacy.  

Home visitations by a healthcare worker in the postpartum period is another 

mode of universal intervention that has been frequently tested in preventing depressive 

symptoms, and these visitations are usually in addition to those provided through 

standard care. The main focus of these visitations usually revolves around helping new 

mothers with the transition to motherhood, assisting in identifying concerns, and 

providing support and referrals if needed (e.g., Monaghan & Owen, 2012). Brugha, 

Morrell, Slade, and Walters (2011) tested a universal prevention program aimed at 

reducing depressive symptoms in postpartum women. In their randomised controlled 
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trial, trained healthcare professionals provided psycho-education to mothers in the 

postpartum period for eight weeks, through once a week home visitations. At six 

months postpartum, mothers who received the follow up visitations had lower 

depressive symptom scores compared to the control group. In another study, researchers 

promoted positive mother-infant relationships through the provision of community 

doula support consisting of weekly visits from pregnancy to three months postpartum. 

Mothers in the intervention group in this investigation displayed more positive 

interactions with their child and endorsed more child-centred parenting values, relative 

to those in the control arm (Hans et al., 2013). 

Peer support programs have also been introduced as support-based initiatives to 

reduce stress and depressive symptoms for women at high risk for developing 

postpartum depression. Peer support interventions generally take one of two forms: 

either group-based (e.g., antenatal groups) or dyadic (i.e., mother and mentor). Austin 

(2003) reviewed perinatal (i.e. during pregnancy and postpartum) group interventions 

aimed at reducing postpartum depressive symptoms for mothers at high risk for 

developing depression. The main focus of these sessions was to share and discuss issues 

that were faced by mothers at that point in time. The results indicated that there was not 

enough support for the efficacy of antenatal group interventions. On the other hand, 

there is some empirical support for the efficacy of dyadic support. Peer support 

provided through one-to-one telephone support (e.g., Dennis, Hodnett, Weston, & 

Stewart, 2009) and home-based visitations (e.g., McLeish & Redshaw, 2017) has been 

found to be effective in reducing postpartum depressive symptoms. In another 

successful trial, women who received a telephone-based peer support intervention 

consisting of on-demand (by the new mothers) telephone calls until 12-weeks 

postpartum were more likely to maintain breast-feeding to three months postpartum, 
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and experienced more satisfaction with the infant feeding experience, relative to women 

in a control group (Dennis, Hodnett, Gallop, & Chalmers, 2002). 

Findings regarding the efficacy of antenatal preventive interventions, as a whole, 

have been mixed (e.g., Mallikarjun, & Oyebode, 2005; Werner, Miller, Osborne, 

Kuzava, & Monk, 2015). For example, a review by Fontein-Kuipers and colleagues 

(2014) indicated that preventive interventions targeting stress and depressive symptoms 

show no significant effects. In some studies, however, interventions have shown 

preventive effects, with mothers in intervention groups experiencing less depressive 

symptoms and a lower proportion of depression diagnosis (e.g., Mao, Li, Chiu, Chan, & 

Chen, 2012; Moshki et al., 2013; Osman, Saliba, Chaaya, & Naasan, 2014). In support 

of preventive interventions, for instance, psychosocial and psychological interventions 

have been found to be useful in reducing the risk of postpartum depression (Dennis & 

Dowswell, 2013).  

Determining reasons for the mixed success of intervention studies in this area is 

a complex undertaking. One possible reason for the mixed results could be because 

mothers’ input and recommendations are not always considered during the development 

of the interventions. Consistent with best-practice recommendations for health 

intervention design (e.g., Bartholomew et al., 1998), it may be useful for investigators 

to adopt a bottom-up approach and gain input into intervention content and delivery 

from one’s target population (i.e., new mothers). By doing so, important ideas on 

effective intervention strategy could be acquired by considering mothers’ perspectives 

on stressors and coping mechanisms.  

It is noteworthy that mothers seem to have favourable opinions about, and are 

largely receptive of, social support interventions (Dennis, 2010; McLeish & Redshaw, 

2017). Social support can be provided to postpartum women from a variety of 
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professional and non-professional sources. Unfortunately, costs and other constraints 

associated with professional care mean that support of this nature is often difficult to 

acquire. Importantly though, despite the range of available support, many women still 

report being dissatisfied with the nature and continuity of postpartum care provided to 

them (e.g., Barimani, Oxelmark, Johansson, & Hylander, 2015; Fenwick, Butt, 

Dhaliwal, Hauck, & Schmied, 2010), and although partners are often regarded as a 

primary source of social support, a pervasive problem is that many women feel 

unsatisfied with support from their partner (e.g., Negron et al., 2012). Additionally, a 

substantial proportion of intervention strategies are targeted at mothers who are at high 

risk of, or are diagnosed with, a mental disorder that requires individual attention from 

health professionals (e.g., Caramlau, Barlow, Sembi, McKenzie-McHarg, & McCabe, 

2011). Thus, these methods may not be cost effective on a community scale in a non-

clinical population. To improve postpartum care provided to women and to reduce the 

cost involved in large-scale implementation, the use of peers (e.g., lay persons without 

formal healthcare training) to provide support to mothers might prove to be efficacious 

and feasible (e.g., Clarke, King, & Prost, 2013; Fuhr et al., 2014). Therefore, among the 

various interventions available to support mothers’ maternal health, it is possible that 

peer (i.e., dyadic) support programs may have the most potential for success and 

widespread dissemination.  

1.3 Peer Support Programs to Support Mothers’ Mental Health 

Empirical studies have provided some evidence for the potential use of 

experienced mothers as support providers for new mothers. The ‘Visiting Moms 

Program’ is one example of such a program. The ‘Visiting Moms Program’ focuses on 

communication skills, providing information about resources, and helping to improve 

parenting skills, with the aim of reducing parental stress and improving infant care 

(Paris, Gemborys, Kaufman, & Whitehall, 2007). The program involves the provision 
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of home-based visitation support by trained volunteers, up to one year postpartum, and 

has been found to be beneficial for program participants (Taggart, Short, & Barclay, 

2000). An adapted form of the ‘Visiting Moms Program’ was recently evaluated by 

Cwikel, Segal-Engelchin, and Niego (2018). In this study by Cwikel et al., peer 

supporters in the adapted program were trained to provide emotional, informational, and 

role-modelling support to mothers. The results of this evaluation indicated that women 

who experienced the program, compared to women who did not experience the 

program, had reduced postpartum depressive symptoms and were functioning well at 

work after participating in the program for a year. Mothers in the program also reported 

that the program helped improve their parenting skills, self-confidence, and 

communication with their partner. These findings indicate that peer support programs 

using experienced mothers who are trained in effective and supportive communication 

could be a cost effective method to improve mothers’ well-being in the early postpartum 

period.  

There are unique advantages to using volunteers to provide support to new 

mothers that are difficult to obtain through the use of health professionals. Peer 

volunteers are able to generate a sense of reciprocity and connection that is otherwise 

absent from usual mother-professional relationships (Paris et al., 2007). In addition, 

because of their own mothering experience, volunteer mothers may, in some cases, be 

better able to empathise and be authentic toward new mothers (Paris et al., 2007), and to 

provide practical strategies not otherwise offered by health professionals (Mead & 

MacNeil, 2006). Indeed, new mothers might feel that these volunteers have been 

through similar postpartum challenges and chose to provide support to them, and are 

thus more likely to be authentic in the relationship compared to healthcare professionals 

(Paris & Dubus, 2005; Taggart et al., 2000); such a perception allows new mothers to be 

authentic and feel less concerned about meeting any expectations of others (Dubus, 
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2014). In support of these assertions, it is noteworthy that peer support through 

volunteers has been found to be rewarding for both the supporter and ‘supportee’ (Leger 

& Letourneau, 2015). 

 Despite the promise of some peer support interventions for producing beneficial 

maternal health outcomes, other interventions of this kind have displayed mixed results. 

For example, Morrell, Spiby, Stewart, Walters, and Morgan (2000) found that mothers 

who received social support, in the form of up to 10 home visits in the first month 

postpartum from trained community support workers, displayed no greater health 

benefits than mothers who received standard care. In another trial (Letourneau et al., 

2011), a home-based peer support intervention - consisting of 12-weeks home-based 

visitations from trained peers - failed to produce beneficial outcomes (relative to a 

control group) on maternal-infant interactions.  

These mixed results raise questions about what features of peer support 

interventions are most effective for postpartum women. With that issue in mind, at least 

two key factors can be identified that might influence the success of maternal support 

interventions. First, successful interventions have appeared to promote substantial 

autonomy in the peer-mother pair over the course of their relationship (e.g., Dennis, 

2003; Dennis et al., 2002; Dennis et al., 2009). Trials that have resulted in less 

successful outcomes have been characterised by greater control from the 

interventionists over peer-mother interactions (e.g., Morrell et al., 2000; Letourneau et 

al., 2011). An abundance of work framed by self-determination theory indicates that 

supportive pairs (of individuals) function more effectively under conditions of 

autonomy rather than control, especially when undertaking tasks that require creativity 

and flexibility (such as providing social support) (e.g., Weinstein, Hodgins, & Ryan, 

2010). In fact, the experience of autonomy is conducive toward mental wellbeing for 
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recipients, as well as overall dyad functioning (e.g., Koestner, Powers, Carbonneau, 

Milyavskaya, & Chua, 2012).  

A second key difference between successful and unsuccessful peer support 

interventions for postpartum women reflects the nature of peer support. Although most 

interventions have involved a training component in which multiple forms of support 

are taught to peer workers (e.g., informational; affirmational; emotional; practical), the 

type of support delivered to mothers by peers seems to differ between successful and 

unsuccessful programs. Successful interventions have been characterised by positive 

and satisfying interactions between peers and mothers, as well as adequate support from 

the peer mentors on emotional/affirmational issues (see e.g., Dennis, 2003). In a 

relatively unsuccessful intervention by Letourneau et al. (2011), for example, peer 

support workers provided mothers with information about the practicalities of maternal-

infant interactions. In discussing their findings, Letourneau et al. alluded to a possible 

reason for their null findings, noting “Another possibility is that mothers… are 

uncomfortable receiving parenting advice from a peer and perceive it as judgment of 

their parenting abilities, further heightening their feelings of guilt and anxiety.” Thus, 

although practical forms of support may be valuable to many new mothers, the more 

successful interventions appear to involve a relatively greater emphasis on emotional 

and affirmational forms of support.  

 In summary, the transition to motherhood is a challenging time for women as 

they try to negotiate the changes in their identity while managing the additional 

demands that are placed on them (Mercer, 2004). During this time, women with 

inadequate resources (e.g., financial, social) can inadvertently encounter adjustment 

difficulties and experience psychological distress. Many factors (e.g., previous 

depression history, low socioeconomic status; Faisal-Curry & Menezes, 2012; Katon et 

al., 2014) that can influence mothers’ mental health during the early postpartum period 
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are difficult to change. However, strong maternal self-efficacy perceptions and high-

quality social support are two factors that can exert a positive effect on mothers’ mental 

health, and these factors are potentially modifiable (e.g., Choi et al., 2012; Leahy-

Warren et al., 2011). Previous universal interventions aimed at improving social support 

for mothers have yielded mixed results (e.g., Morrell et al., 2000). Possible reasons for 

these mixed findings are that previous interventions have not provided sufficient 

autonomy to new mothers, or that the interventions have failed to provide adequate 

emotional and appraisal forms of support to mothers (e.g., Letourneau et al., 2011). 

Thus, an intervention focused on providing sufficient autonomy, emotional and 

appraisal support, and developed based on information obtained from the target 

population (i.e., first-time mothers), could be effective. 
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1.4 Aims and Overview of Thesis Structure 

Motherhood is a challenging experience for many women, and interventions can 

help in managing the experience. Based on the literature reviewed above, the broad aim 

of the work presented in this thesis was to develop and evaluate the feasibility of a peer 

support program using experienced mother volunteers to provide practical and 

emotional forms of support. Consistent with a bottom-up approach, the early work (i.e., 

Chapter 2) presented in this thesis was focused on investigating changes (i.e., 

trajectories) in stress, depressive symptoms, and maternal self-efficacy in the 

postpartum period, as well as the predictive effects of maternal self-efficacy on mental 

health fluctuations. Findings from study one allowed us to identify the most critical 

periods when mothers require help. The second study (i.e., Chapter 3) was focused on 

obtaining a better understanding of the postpartum stressors faced by mothers in 

Australia, as well as soliciting recommendations regarding their intervention 

preferences. This process allowed for a detailed understanding of mothers’ preferences 

regarding intervention content and delivery. In the final study, we tested (in the form of 

a feasibility trial) a peer support program that was developed based on findings from 

studies one and two. 
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2.0 Chapter Foreword 

In Chapter 1, a review of existing interventions that have been developed to 

support mothers’ mental health was provided. A theme that was highlighted in this 

review was the importance of using a ‘bottom-up’ approach (i.e., incorporating 

mothers’ experiences and ideas) to improve the efficacy of maternal support 

interventions. The first two studies in this thesis reflect this ‘bottom-up’ approach, and 

in this particular chapter (Chapter 2), a study is presented in which changes in stress, 

depressive symptoms, and maternal self-efficacy are monitored and predicted from third 

trimester to 24 weeks postpartum. The overarching goal of the study was to discover the 

predictive effects of maternal self-efficacy on stress and depressive symptoms across 

the early postpartum, and to document changes in maternal self-efficacy, stress, and 

depressive symptoms across the same period. 
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2.1 Abstract 

Background: First-time mothers commonly experience stress and depressive 

symptoms in the postpartum period. Maternal self-efficacy has been shown to be an 

important protective factor against these experiences; however, research on the dynamic 

nature of stress, depressive symptoms, and maternal self-efficacy is limited. The aim of 

this study was to document changes in these psychological factors among first-time 

mothers, and determine how early maternal self-efficacy perceptions may predict 

change in stress and depressive symptoms over the first six months postpartum. 

Methods: Sixty first-time Australian mothers were recruited during their third trimester 

of pregnancy. Participants completed a baseline survey during third trimester of 

pregnancy (M = 32.87 weeks, SD = 2.62 weeks), and subsequently reported stress, 

depressive symptoms, and maternal self-efficacy every three weeks postpartum for six 

months. Latent growth curve modelling was used to estimate participants’ change over 

time for stress and depressive symptoms. Results: First-time mothers’ stress and 

depressive symptoms peaked, and maternal self-efficacy was weakest, at 3-weeks 

postpartum. Maternal self-efficacy at 3-weeks postpartum was a significant (negative) 

predictor of 3-week levels of, and also (positively) predicted later reductions in, stress. 

Conclusion: Future interventions aimed at bolstering early maternal self-efficacy may 

protect against postpartum stress for first-time mothers. 

 

 

Key Words: anxiety; maternal health; psychological distress; mental health; 

community health 
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2.2 Introduction 

Many women find it difficult to manage the physical, social, and psychological 

challenges that accompany early motherhood (Kunseler, Willeman, Oosterman, & 

Schuengel, 2014; Mercer, 2004), and nearly half of women report experiencing stressful 

life events or social health problems (e.g., financial difficulty, serious family conflict) in 

the six months following childbirth (Yelland, Sutherland, & Brown, 2010). These issues 

are particularly prominent for first-time mothers, who are more likely to experience 

stress and depressive symptoms than multiparous mothers (Australian Institute of 

Health and Welfare, 2012; Leahy-Warren & McCarthy, 2011). Aside from these health 

issues for first-time mothers, maternal maladjustment problems in the postpartum 

period can also lead to a complex series of issues in entire family units (Fahey & 

Shenassa, 2013). High levels of stress and depressive symptoms in the postpartum 

period have been associated, for example, with poorer cognitive, behavioural, and 

emotional adjustment for the child (e.g., Kingston, Tough, & Whitfield, 2012; 

Letourneau et al., 2012), and can also have a negative influence on relationships with 

other family members (e.g., Meighan, Davis, Thomas, & Droppleman, 1999). There is a 

need, therefore, for research effort to be directed toward assisting first-time mothers 

with their postpartum mental health. 

In light of the significant implications of maternal mental health (for mothers 

and others), and in order to identify appropriate intervention strategies to assist mothers 

in the early postpartum period, research attention has been directed toward 

understanding the contributors to, and protectors against, maternal stress and depressive 

symptoms. In a review of this literature, Emmanuel and St John (2010) outlined a range 

of personal (e.g., mothers’ age, parity, educational level) and interpersonal (e.g., social 

support, relationship with partner) factors commonly associated with maternal stress 

and depressive symptoms. More recently, researchers investigating mothers’ postpartum 
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experiences have also reported that a sense of loss and frustration, troublesome family 

relationships, baby management, and expectations of motherhood are common concerns 

among mothers, and often contribute to their experiences of distress (Bilszta, Ericksen, 

Buist, & Milgrom, 2010; Edhborg, Nasreen, & Kabir, 2015; Highet, Stevenson, Purtell, 

& Coo, 2014; Law, Jackson, Guelfi, Nguyen, & Dimmock, 2018).  

One psychological factor that has been frequently identified as a protector 

against stress and depressive symptoms is maternal self-efficacy (e.g., Leahy-Warren, 

McCarthy, & Corcoran, 2012). Self-efficacy beliefs represent an individual’s 

confidence in their ability within a given setting or context (Bandura, 1997). Weak 

maternal self-efficacy beliefs have been found to be associated with increased feelings 

of anxiety, depression, and stress (e.g., Bloomfield & Kendall, 2012; Leahy-Warren & 

McCarthy, 2011), whereas strong maternal self-efficacy perceptions appear to be 

associated with lower parenting stress (e.g., Liu, Chen, Yeh, & Hsieh, 2012). Maternal 

self-efficacy has also been found to positively predict a range of other outcomes, 

including parenting behaviours (e.g., Coleman & Karraker, 2003), children’s self-

efficacy, and children’s academic success (e.g., Ardelt & Eccles, 2001; Leerkes & 

Burney, 2007). In addition, maternal self-efficacy has been identified as a moderator of 

mothers’ prenatal stress and infants’ crying behaviour; specifically, infants of mothers 

who reported high levels of prenatal stress cried less when their mother had strong 

(compared to weak) maternal self-efficacy beliefs (Bolten, Fink, & Stadler, 2012). In 

sum, a relatively well-developed body of research evidence indicates that a strong sense 

of confidence in one’s maternal capabilities protects against mothers’ stress and 

depressive symptoms in the postpartum period, and promotes more adaptive parenting 

behaviour and outcomes for the child. 

Maternal self-efficacy has often been operationalised with respect to mothers’ 

confidence in their ability to perform tasks associated with caring for their baby (e.g., “I 
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can soothe my baby when he/she is distressed”), or in relation to more holistic 

perceptions about being a mother (e.g., “being a parent is manageable”; see Crncec, 

Barnett, & Matthey, 2010, for a review). Clearly, tasks associated with caring for one’s 

baby are a critically important tasks associated with motherhood; there are, however, 

additional specific behavioural and situational demands that might contribute to a first-

time mother’s overall self-efficacy. For example, mothers from zero to six weeks 

postpartum have previously highlighted challenges with respect to managing their 

family relationships (Lugina, Christensson, Massawe, Nystrom, & Lindmark, 2001). It 

has also been documented that a successful transition to motherhood requires the ability 

to negotiate changes in the relationship with one’s partner (e.g., Darvill, Skirton, & 

Farrand, 2010), and to regulate various non-baby-related behaviours, such as self-care 

(e.g., getting sufficient sleep) and household commitments (e.g., chores) (e.g., Barkin & 

Wisner, 2013; McVeigh, 1997). Consistent with Bandura’s (2006) recommendations 

that efficacy assessments include important task-related, behavioural, and cognitive 

demands, we sought to measure maternal self-efficacy in this study with respect to 

baby-related factors, mothers’ interpersonal relationships, and self-regulatory 

behaviours. Accordingly, in this present study, we adopted a broad conceptualisation of 

maternal self-efficacy, reflecting mothers’ confidence in their ability regarding the 

tasks, self-regulatory skills/behaviours, and relationship management factors associated 

with the transition to motherhood. 

A comprehensive understanding of the nature, antecedents, and consequences of 

maternal self-efficacy is paramount if intervention efforts to improve mothers’ 

confidence are to be appropriately timed and designed. Indeed, other researchers have 

suggested a need for greater investigation of maternal self-efficacy using longitudinal 

designs (Kunseler et al., 2014). Such approaches would allow for insight into within- 

and between-person variation in this construct, and the temporal relations between 
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maternal self-efficacy and relevant correlates (e.g., indicators of psychological distress). 

In order to deepen our understanding of the changes and adaptations that take place 

during the early postpartum period, it has been highlighted that a particularly important 

objective of longitudinal work in this area should be to investigate—in as much detail as 

is possible without overburdening mothers—the associations between stress, depressive 

symptoms, and maternal self-efficacy at multiple points across the early postpartum 

period (Kunseler et al., 2014). To date, however, only a limited number of longitudinal 

studies have been conducted with the aim of documenting change in perceived stress, 

depressive symptoms, and/or anxiety from pregnancy to postpartum. These studies have 

typically focused either on depressive symptoms alone (e.g., Abbasi, van den Akker, & 

Bewley, 2014; Bowen, Bowen, Butt, Rahman, & Muhajarine, 2012), on the period of 

pregnancy alone (e.g., Parcells, 2010), or on a relatively short period postpartum (e.g., 

one month; Britton, 2008). There are even fewer examples in the literature whereby 

investigators have documented changes in maternal self-efficacy during the postpartum 

period, or modelled the relations between early maternal self-efficacy (e.g., during 

pregnancy or in the early postpartum period) and changes in, or initial levels of, stress 

and depressive symptoms (Kunseler et al., 2014).  

Understanding early postpartum changes in maternal self-efficacy is important, 

but obtaining a more detailed account of the predictive nature of maternal self-efficacy 

perceptions following childbirth (on subsequent stress and depressive symptoms) is also 

necessary. Self-efficacy beliefs at a given time point have been shown, in other 

domains, to have both short- and longer-term protective effects on various outcomes. 

For example, strong self-efficacy beliefs have been found to predict later intention to 

engage in physical activity (e.g., Hamilton, Warner, & Schwarzer, 2017), lower 

depressive symptoms (Steca et al., 2014), and better outcomes from substance abuse 

treatments (see Kadden & Litt, 2011). It is possible, therefore, that the self-efficacy 
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beliefs formed in the early postpartum period may be responsible for shaping how 

important outcomes (e.g., stress, depressive symptoms) change over time. It is well 

documented that first-time mothers experience mental health challenges in the form of 

(the potential for) significant stress and depressive symptoms during the first six months 

of pregnancy (e.g., Kunseler et al., 2014). Thus, studying early postpartum maternal 

self-efficacy—with an emphasis on informing intervention design—could help 

researchers to better understand how to encourage more favourable outcomes for first-

time mothers (i.e., lower postpartum stress and depressive symptoms).  

Attempts to promote maternal self-efficacy as early as possible (e.g., pre-birth) 

may be valuable; however, expectant mothers’ self-efficacy beliefs during pregnancy 

may not be a wholly accurate predictor of postpartum stress and depressive symptoms. 

Bandura (1997) indicated that in order for self-efficacy beliefs to engender adaptive 

functional effects, respondents must be able to accurately appraise their capabilities at 

that moment in time (i.e., Bandura emphasised the importance of present-state, “can do” 

appraisals, rather than intended future-state, or “will do” appraisals). In the case of new 

mothers, therefore, it is possible that maternal self-efficacy beliefs formed during 

pregnancy may not be wholly accurate predictors of postpartum functioning, given that 

mothers have not yet faced the various challenges that accompany motherhood. For that 

reason, maternal self-efficacy beliefs in the early postpartum period may be a better 

predictor of stress and well-being outcomes (when compared to maternal self-efficacy 

measured in the prenatal period). Guided by these considerations, in this investigation 

we sought to determine if early maternal (i.e., three week postpartum) self-efficacy 

scores were predictive of changes in stress and depressive symptoms across the first six 

months postpartum. 

The use of early postpartum maternal self-efficacy as a predictor of change in 

stress and depressive symptoms is an extension to our current understanding of the 
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relations between these constructs. In longitudinal studies in which multiple mental 

health indices have been measured, the timing of assessments has often been infrequent 

enough to identify temporally meaningful fluctuations in mental health. In a recent 

study by Kunseler and colleagues (2014), for example, associations between depression, 

anxiety, and parenting self-efficacy were examined at 32 weeks of pregnancy, 3 months 

postpartum, and 12 months postpartum. Despite such research offering useful insight 

into broad trajectories on important mental health constructs, shorter intervals between 

assessments may improve sensitivity and enhance researchers’ ability to capture 

variation across time. Accordingly, in order to advance what is known about maternal 

self-efficacy and psychological distress patterns in the postpartum period, it is important 

for researchers to adopt a longitudinal design involving intensive assessments by 

introducing shorter intervals between measurement points. 

Using a longitudinal design incorporating a measurement in late pregnancy and 

regular measurements (i.e. every three weeks) through the early postpartum period, the 

aims of this study were to (a) document changes in stress, depressive symptoms, and 

maternal self-efficacy among first-time mothers from late pregnancy to 6-months 

postpartum, and (b) examine the extent to which early maternal self-efficacy beliefs 

predict initial levels of, and change in, stress and depressive symptoms across this time 

period. In adhering to these aims, we sought to (a) characterise the fluctuations in our 

primary variables by examining potential differences over time in mothers’ maternal 

self-efficacy, stress, and depressive symptoms, and (b) determine the nature of the 

associations (i.e., zero-order correlations) at each time point between our variables of 

interest. Based on past findings (Leahy-Warren et al., 2012; Yelland et al., 2010), we 

anticipated that, (a) stress and depressive symptoms would decline, and maternal self-

efficacy would become stronger with the passing of time postpartum, and (b) maternal 

self-efficacy would be negatively correlated with stress and depressive symptoms at all 
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assessment points except in late-pregnancy. In order to determine the relations between 

early maternal self-efficacy beliefs and change trajectories for stress and depressive 

symptoms, we employed a modelling technique known as latent growth curve 

modelling (LGCM; Duncan & Duncan, 2009). LGCM analysis is an increasingly 

popular statistical modelling method that enables researchers to examine, and 

understand the predictors of, change trajectories. A better understanding of how early 

maternal self-efficacy predicts stress and depressive symptoms is important for 

capturing trends in maternal well-being, and for informing future intervention efforts 

aimed at preventing psychological distress among new mothers. Based on findings 

reported by Kunseler and colleagues (2014), we hypothesised that stronger maternal 

self-efficacy at 3-weeks postpartum would (a) predict lower initial levels (i.e., 3-weeks 

postpartum), and (b) a steeper rate of decline (i.e., slope), of postpartum stress and 

depressive symptoms from 3- to 24-weeks postpartum. 

2.3 Method 

2.3.1 Participants 

Sixty-eight pregnant women registered for (and began participating in) the 

study; however, eight participants dropped out of the study after completing only the 

baseline survey (i.e., became non-contactable during the data collection period), and 

were subsequently excluded from analysis. The mean age of participants at recruitment 

was 31.5 years (SD = 2.89); all were first-time mothers who had partners, and reported 

no health (i.e. physical or mental) or pregnancy complications. Only mothers who 

scored between 1 and 13 on the Edinburgh Postnatal Depression Scale (EPDS; Cox, 

Holden & Sagovsky, 1987) (i.e., experiencing mild or moderate depressive symptoms 

rather than major depression) were included as participants in the study. One participant 

was recommended for referral at recruitment due to scoring more than 13 on the EPDS 
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scale. Participants were, on average, 32.5 weeks into their pregnancy at recruitment 

(i.e., third trimester), and 98% had completed a high school diploma or higher. All 

participants were from the Perth metropolitan area, Western Australia. 

2.3.2 Procedures 

Ethical approval to conduct the study was granted by the lead author’s 

institutional ethics review board. Participants were recruited via email, word of mouth, 

and through advertisements at maternal health centres, yoga studios (that provided 

prenatal yoga), and doulas. Upon contacting the lead author, participants were provided 

with an information sheet outlining the requirements of the study and their participant 

rights, before being asked to provide their informed consent to participate in the study. 

Participants were subsequently provided (electronically) with a link to the first survey 

once they entered their third trimester of pregnancy, in which they reported their age, 

stage of pregnancy (i.e., number of weeks pregnant), expected due date, and education 

level, and completed assessments of stress, depressive symptoms, and maternal self-

efficacy (more information on psychosocial assessments is presented in the ‘Measures’ 

section). One week after their expected due date, an email was sent to participants to 

confirm their infant’s actual date of birth. Once the birth date had been established, 

follow-up emails were sent every three weeks from that date until 24 weeks postpartum 

(i.e., at weeks 3, 6, 9, 12, 15, 18, 21, and 24 post-birth). The surveys that participants 

completed every 3 weeks included assessments of stress, depressive symptoms, and 

maternal self-efficacy. 
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2.3.3 Measures 

 Depressive symptoms. The Edinburgh Postnatal Depression Scale (EPDS; Cox, 

Holden & Sagovsky, 1987) is a 10-item instrument developed for use by both pregnant 

and postpartum women to measure risk of perinatal depression. Example items include 

“I have been able to laugh and see the funny side of things”, and “I have felt sad and 

miserable”. The instrument requires participants to indicate the response closest to how 

they have felt in the past seven days; response labels vary across items, but all range 

from 0 to 3. Scores are summed (with reverse scored items corrected) to give a total 

score. These scores compare the diagnostic criteria for depression with normative 

experiences of perinatal women, whereby higher scores indicate greater experience of 

depressive symptoms. A score greater than 13 indicates a high likelihood of depression 

and a referral is usually recommended. In this study, when any participants reported 

such scores, the first author made contact with the participant for an informal ‘check in’ 

and to recommend that the participant consider a referral to seek professional help. A 

referral was only made with participants’ consent. In total, eight women were 

recommended for referral between 3 and 24 weeks postpartum. The EPDS has been 

used in previous perinatal studies and scores derived from the EPDS have demonstrated 

evidence of internal consistency (e.g., Meltzer-Brody, Boschloo, Jones, Sullivan, & 

Penninx, 2013; Sockol Epperson, & Barber, 2014). Internal consistency estimates (α) 

for EPDS scores in this study were in the range .82 to .89 (M = 0.85, SD = 0.03). 

Stress. The Perceived Stress Scale 4 (PSS-4; Cohen & Williamson, 1988) was 

used to measure perceptions of stress. The PSS-4 is an abbreviated version of the 

original 14-item perceived stress scale (Cohen & Williamson, 1988) that requires 

participants to indicate how often they have felt a certain way in the last seven days. 

Example items include “Felt that you were unable to control the important things in 

your life”, and “Difficulties were piling so high that you could not overcome them”, 
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with a response scale anchored at 1 (never) and 5 (very often). A total score was 

computed by summing all item scores, whereby a higher score indicates higher levels of 

stress. Scores from the PSS-4 have previously demonstrated evidence of internal 

consistency (e.g., Karam et al., 2012), and in this study, estimates of internal 

consistency (α) for scores derived from the PSS-4 ranged from .67 to .82 (M = 0.75, SD 

= 0.05).  

 Maternal self-efficacy. An instrument designed to measure focal aspects of 

maternal self-efficacy was developed specifically for this study. Item content and 

breadth was developed in line with guidelines by Bandura’s (2006) recommendations 

that items cover the range of task-related, behavioral, and cognitive demands central to 

the focal domain. This instrument was developed because existing maternal self-

efficacy scales (e.g., Barnes & Adamson-Macedo, 2007; Crncec, Barnett, & Matthey, 

2008) were designed to focus largely on task-related (e.g., baby-focused) behaviours. 

Bandura (1997) suggested that for behaviours performed regularly (e.g., as part of one’s 

daily routine), it may be insufficient to only assess task-related behaviours, and 

recommended that the assessment of regulatory behaviours also be included in self-

efficacy instruments. As a result, we sought to include a range of important task and 

regulatory requirements associated with effective functioning in early motherhood.  

 To ensure we achieved appropriate item coverage, an open-ended survey was 

administered to 24 mothers, who were asked to identify capabilities, challenges 

experienced, and tasks required during an effective transition into early motherhood. 

These mothers gave birth between 1985 and 2015, and the mean age when they first 

became a mother was 30.25 (SD = 2.24). Their responses to the survey were 

incorporated into item development for the self-efficacy instrument, which was 

designed with the aim of assessing a range of aspects relating to the execution of 

important tasks (e.g., changing nappies/diapers, feeding), and key self-regulatory (e.g., 



 54 

managing physical and mental health) and relationship management (e.g., relationship 

with partner, baby) factors. In line with Bandura’s (2006) recommendations for the 

assessment of self-efficacy, participants were instructed, when responding to all items, 

to consider their confidence in their capability to carry out the issue in question at that 

moment in time. This instrument contained 14 items, including “know what your baby 

wants all the time”, and “maintain a close relationship with your partner even when you 

have difficulties with your baby” (the final instrument is presented in Table S2.1). 

Consistent with recent self-efficacy research (e.g., Jackson, Compton, Whiddett, 

Anthony, & Dimmock, 2015), items were scored on a 5-point response scale anchored 

at 1 (not confident at all) and 5 (extremely confident).  

 Internal consistency estimates (α) for scores derived from this maternal self-

efficacy instrument ranged between .86 and .93 (M = 0.90, SD = 0.02). A principal 

components analysis was also conducted to examine the dimensionality of scores 

derived from the instrument. Analyses indicated that all items loaded onto a primary 

factor (variance explained = 54.04%; eigenvalue = 7.03); the lowest factor loading for 

any item on this primary factor was .54, which, according to Comrey and Lee’s (1992) 

recommendations regarding the interpretation of factor loadings, is considered 

borderline “good” (≥.55; Comrey & Lee, 1992). Three items had factor loadings of .50 

or more on a secondary factor (variance explained = 10.52%; eigenvalue = 1.37). Of 

these three items, two had higher loadings on the primary factor. In addition, the three 

items that loaded onto this secondary factor did not appear to be conceptually ‘coherent’ 

in any meaningful (i.e., distinguishable) way. Given that (a) items were designed in line 

with Bandura’s recommendations to provide an overall (i.e., single factor) measure of 

maternal agency (and not to measure multiple different sub-domains), (b) the strength of 

the factor loadings for all items on the primary factor, and (c) that there was little 

conceptual justification or distinguishability associated with the three items that cross-
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loaded onto the second factor, a single factor solution was retained (see Matsunaga, 

2010). Item-level descriptive statistics and correlations between items at 3-weeks 

postpartum can be found in the supplementary material (see Tables S2.1 & S2.2 at the 

end of current chapter). 

2.3.4 Data Analysis  

Data were initially screened for missing values, and univariate and multivariate 

normality was examined using IBM SPSS Version 23. Primary analyses were 

conducted in three stages. First, one-way repeated measures ANOVAs were used to 

identify changes over time in stress, depressive symptoms, and maternal self-efficacy. 

Second, bivariate correlations were computed to examine (a) associations between 

stress, depressive symptoms, and maternal self-efficacy within each time point, and (b) 

relations between participants’ self-efficacy at 3-weeks postpartum and all postpartum 

scores on stress and depressive symptoms. Finally, LGCM models were estimated 

separately for stress and depressive symptoms, with 3-weeks postpartum maternal self-

efficacy specified as a predictor of initial levels of, and change in, stress and depressive 

symptoms from 3-weeks to 24-weeks postpartum. LGCM analysis allows for the 

modelling of within-person change trajectories over time in stress and depressive 

symptoms. Using structural equation modelling, a priori defined (e.g., linear, quadratic) 

growth patterns are estimated (Muthen & Khoo, 1998). LGCM can be used to 

subsequently determine if predictors explain variation in both intercept and growth 

trajectories (Duncan & Duncan, 2009). Interested readers are referred to Duncan and 

Duncan (2009) for a conceptual and statistical overview of LGCM models. In 

preparation for fitting a model with a predictor, three models (intercept only, linear, and 

quadratic) without a predictor were compared in the first instance. In making 

comparisons between models, Akaike’s Information Criterion (AIC) and Bayesian 

Information Criteria (BIC) were used, and models with smaller AIC and BIC values 
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indicate better models. Subsequently, a predictor was added to the best model and 

model fit was assessed using the χ2 
goodness-of-fit index, the comparative fit index 

(CFI), Tucker-Lewis index (TLI), and root mean square error of approximation 

(RMSEA), with evidence of adequate fit indicated by CFI/TLI ≥.90 and RMSEA ≤.08 

(Marsh, Hau, & Wen, 2004; Tabachnick & Fidell, 2007). However, it is common for 

LGCMs to have poor fit based on conventional criteria (Preacher, 2010); therefore, 

rather than depending on stringent cut-off criteria to interpret fit of the LGCMs, fit was 

interpreted based on theory and interpreting values close to the guidelines instead. 

Analyses were performed using Mplus version 7.4 (Muthen & Muthen, 1998-2015), 

with a robust maximum likelihood estimator (MLR) and full information likelihood 

(FIML) to ensure that all available data were used to estimate model parameters. 

2.4 Results 

Descriptive statistics (i.e., mean, standard deviation) for stress, depressive 

symptoms, and maternal self-efficacy at all assessments are displayed in Table 2.1. For 

maternal self-efficacy, inter-item correlations indicated that item 2 (“maintain a close 

relationship with your partner even when you have difficulties with your baby”) 

displayed negative correlations with other items at various time points; this item was 

subsequently dropped from the scale and excluded from further analyses.  

The sphericity assumption was violated when conducting all three one-way 

repeated measures ANOVAs, and as such, Greenhouse-Geisser adjustments were used. 

A p-value of .017 was used to account for the multiple ANOVAs conducted. In 

addition, Bonferroni correction was also applied within ANOVAs to account for 

multiple comparisons and reduce familywise error rate. Analyses revealed a significant 

time effect for stress, F(6.17, 253.01) = 3.60, p = .002, ηp
2 = .08, depressive symptoms 

F(5.65, 231.76) = 6.12, p < .001, ηp
2 = .13, and maternal self-efficacy F(5.20, 213.35) = 
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37.37, p < .001, ηp
2 = .48. Post-hoc comparisons revealed that participants had 

significantly higher depressive symptom scores at 3-weeks postpartum than most (six 

out of eight) assessment points. Stress scores were highest at 3-weeks postpartum, but 

only significantly higher than 12- and 24-weeks postpartum. Mean differences for stress 

and depressive symptom scores between assessment points can be found in Table S2.3 

& S2.4 (see at the end of current chapter) respectively. Mean maternal self-efficacy at 

3-weeks postpartum was significantly lower than all subsequent assessment points, but 

not significantly different to late-pregnancy scores. Mean differences for maternal self-

efficacy scores between assessment points can be found in Table S2.5 (see at the end of 

current chapter). Taken together, these analyses indicated that depressive symptoms and 

stress are relatively high, and self-efficacy relatively low, at 3-weeks postpartum. 

Table 2.1.   Changes in stress, depressive symptoms and maternal self-efficacy from late pregnancy to 6 
months post-partum in primiparous women (Mean and standard deviations; n = 60) 

 

Time point 
Stress Depressive symptoms Maternal self-efficacy 

M SD M SD M SD 

Late pregnancy 7.19 2.33 5.17 3.46 3.02 0.44 

3-weeks postpartum 8.79 2.88 7.17 4.28 3.15 0.64 

6-weeks postpartum 7.48 2.47 5.76 4.16 3.52 0.46 

9-weeks postpartum 7.71 2.65 5.19 3.88 3.63 0.41 

12-weeks postpartum 7.00 2.33 4.04 3.81 3.76 0.48 

15-weeks postpartum 7.31 2.47 4.36 3.67 3.80 0.49 

18-weeks postpartum 7.17 2.47 4.38 3.77 3.82 0.53 

21-weeks postpartum 7.55 2.50 4.83 4.13 3.78 0.56 

24-weeks postpartum 7.00 2.08 3.71 3.33 3.81 0.49 

Note. Stress scores can range from 4 to 20, where higher scores indicate greater stress. Depressive 
symptoms scores can range from 0 to 30, where higher scores indicate greater risk of perinatal depression. 
Maternal self-efficacy scores can range from 1 to 5, where higher scores indicate greater confidence. 
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Bivariate correlations (see Table 2.2) between primary variables within each 

time point indicated that scores for stress and depressive symptoms consistently 

displayed significant and moderate-to-strong positive correlations (r = .58 to .81; all p 

<.01) at all assessments. Maternal self-efficacy displayed significant negative 

correlations with stress (r = -.50 to -.66; all p < .01) and depressive symptoms (r = -.48 

to -.71; all p < .01), except at baseline (late pregnancy) for stress (r = -.22, p = .10) and 

depressive symptoms (r = -.15, p = .26). Bivariate correlations for 3-week postpartum 

self-efficacy in relation to later stress and depressive symptoms (i.e., from 6- to 24-

weeks postpartum) are displayed in Table 2.3; significant and moderate-to-strong 

negative correlations were observed for stress (r = -.32 to -.66; all p < .01) and 

depressive symptoms (r = -.39 to -.71; all p < .05) across all time points. That is, when 

mothers reported stronger self-efficacy beliefs at 3-weeks postpartum, they reported 

lower subsequent stress and depressive symptoms across the entire study period (for 

comparison purposes, correlations between baseline self-efficacy and later stress and 

depressive symptoms are presented in the supplementary material, Table S2.6 at the end 

of current chapter).  
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Table 2.2   Bivariate correlations between stress, depressive symptoms, and maternal self-efficacy at 
different time points in primiparous women (n = 60). 

  Depressive symptoms Maternal self-efficacy 
Late pregnancy Stress .67** -.22 

Depressive 
symptoms - -.15 

3-weeks postpartum Stress .78** -.66** 
Depressive 
symptoms - -.71** 

6-weeks postpartum Stress .58** -.50** 
Depressive 
symptoms - -.48** 

9-weeks postpartum Stress .75** -.65** 
Depressive 
symptoms - -.65** 

12-weeks postpartum Stress .81** -.58** 
Depressive 
symptoms - -.60** 

15-weeks postpartum Stress .77** -.59** 
Depressive 
symptoms - -.59** 

18-weeks postpartum Stress .77** -.57** 
Depressive 
symptoms - -.68** 

21-weeks postpartum Stress .74** -.55** 
Depressive 
symptoms - -.69** 

24-weeks postpartum Stress .63** -.65** 
Depressive 
symptoms - -.58** 

Note. Significant correlation * = p < .05, ** = p < .01  
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Table 2.3  Bivariate correlations between 3-week postpartum maternal self-efficacy and later stress and 
depressive symptoms in primiparous women (n = 60). 

3-week Maternal Self-Efficacy 

3-weeks postpartum Depressive symptoms -.71** 

Stress -.66** 

6-weeks postpartum Depressive symptoms -.51** 

Stress -.44** 

9-weeks postpartum Depressive symptoms -.57** 

Stress -.47** 

12-weeks postpartum Depressive symptoms -.42** 

Stress -.38** 

15-weeks postpartum Depressive symptoms -.39* 

Stress -.32** 

18-weeks postpartum Depressive symptoms -.53** 

Stress -.44** 

21-weeks postpartum Depressive symptoms -.46** 

Stress -.44** 

24-weeks postpartum Depressive symptoms -.52** 

Stress -.44** 
Note. Significant correlation * = p < .05, ** = p < .01 

Based on AIC and BIC values, the quadratic model was the best fitting model 

for stress and depression in this sample (Table 2.4). Before the addition of 3-week 

postpartum self-efficacy as a predictor, and referring to the suggestion by Hox (2002), 

the variances of both the intercept and slope were examined for significant variability. 

With the exception of linear and quadratic slope factor for stress, all other slope and 

intercept factors had significant variances (Table 2.5), which suggests that there are 

variabilities in growth trajectories in depressive symptoms and stress for the current 

sample. Thus, 3-week postpartum self-efficacy was added into the models to explain the 

variability in growth trajectories (the syntax used for the analysis is available in 

Supplementary Material S2.7 at the end of current chapter). The predictor model for 

depressive symptom scores showed evidence of inadequate fit to the data, χ2 (32) = 

62.64, p =.001, CFI = .90, TLI = .89, RMSEA = .13; however, the predictor model for 

stress scores showed evidence of acceptable fit χ2 (32) = 49.03, p =.03, CFI = .93, TLI = 
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.92, RMSEA = .10. In general, stress decreased from 3- to 24-weeks postpartum 

(estimated linear mean slope = -0.67, p < .001) and followed a curvilinear pattern 

(estimated quadratic mean slope = 0.06, p = .001; Fig 2.1). The initial level (i.e., 

intercept) of stress was significantly (and negatively) predicted by maternal self-

efficacy at 3-weeks (B = -2.82, SE = 0.46, p < .001), which indicates that stronger 

maternal self-efficacy at 3-weeks postpartum was associated with lower initial stress. 

Maternal self-efficacy at 3-weeks postpartum positively predicted the linear slope (B = 

0.56, SE = 0.24, p = .02), but not the quadratic slope of stress (B = - 0.06, SE = 0.03, p 

= .05); in other words, stronger maternal self-efficacy at 3-weeks postpartum predicted 

a more gradual decrease in stress from 3-weeks to 24-weeks postpartum. Initial levels of 

stress were also significantly (and negatively) related to the linear slope of stress (r = -

0.60, p < .001), indicating that higher initial levels of stress were associated with a 

steeper decrease in stress from 3-weeks to 24-weeks postpartum. 

Table 2.4  Baseline Growth Curve Models for Depression and Stress 

 Growth Curve Goodness-Of-Fit 
AIC BIC 

Depression Intercept 2346.32 2367.27 
 Linear 2313.73 2340.95 
 Quadratic 2301.56 2337.17 

Stress Intercept 2018.44 2039.38 
 Linear 2000.11 2027.34 
 Quadratic 1993.88 2029.48 

Note. Lower AIC and BIC values indicate better models. 

Table 2.5     Means and Variances of Study Variables Based on Quadratic Model 

 Depression Stress 
Mean Intercept 6.66* 8.57* 
Mean Linear Slope -1.04* -0.63* 
Mean Quadratic Slope 0.09* 0.06* 
Intercept Variance 12.63* 5.89* 
Linear Slope Variance 1.12* 0.66 
Quadratic Slope Variance 0.02* 0.01 
Note. * indicates p <. 05 
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Figure 2.1     Latent Growth Curve Modelling estimated trajectory of postpartum stress in study 
participants. 

 

 
Note. Stress scores can range from 4 to 20, where higher scores indicate greater stress.  
X-axis denotes the number of weeks postpartum. E.g., ‘6-weeks’ indicates 6-weeks postpartum. 

2.5 Discussion 

The aims of this study were to (a) document changes in stress, depressive 

symptoms, and maternal self-efficacy among first-time mothers from late pregnancy to 

6-months postpartum, and (b) determine the relations between early maternal self-

efficacy and later stress and depressive symptoms. Results indicated that, for our sample 

of first-time mothers, stress and depressive symptoms peaked at 3-weeks postpartum 

and followed a decreasing trend soon thereafter. This peak (at 3-weeks postpartum) may 

be attributed to difficulties associated with adjusting to the substantial physical, social, 

and psychological changes and challenges that commonly occur in the early postpartum 

period (Mercer, 2004). One specific contributor to this early postpartum peak in these 

variables might be the lack of support from health professionals (e.g., GPs and child 

health nurses) until their six week check. Another contributor is that partners (in 

Australia) often return to work at this point following two weeks paid leave (Federal 

Register of Legislation, 2010). Supporting this explanation, a recent study showed that 
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new mothers’ perceptions of social support are highest in the week postpartum 

compared to 4-weeks postpartum (Li, Long, Cao, & Cao, 2017), and social support has 

previously been found to be negatively associated with stress and depressive symptoms 

in the postpartum period (Leahy-Warren et al., 2012). Finally, it is also possible that a 

lack of sleep—and difficulties adjusting to sleep disruption—during this period may 

have contributed to the observed peak in stress and depressive symptoms; it is well 

documented, for example, that poor maternal sleep patterns align with higher levels of 

depressive symptomology (e.g., Dennis & Ross, 2005). 

In general, after the 3-week postpartum assessment (at which point maternal 

self-efficacy beliefs were relatively weak), mothers in the present study began to 

develop greater confidence and reported reductions in stress and depressive symptoms. 

In line with Bandura’s (1997) writing about mastery achievements and verbal 

persuasion, it is perhaps unsurprising that mothers’ confidence beliefs were weakest in 

late pregnancy and the early postpartum period (due to the limited time for enactive 

mastery experiences to accrue), and subsequently began to increase as mothers received 

positive feedback and developed their repertoire of mothering skills (e.g., learning 

baby’s signs and body language, managing their time and relationships) (see Haslam, 

Pakenham, & Smith, 2006). It is also possible, of course, that the (relatively) high stress 

and depressive symptoms observed at 3-weeks postpartum might have also weakened 

maternal self-efficacy perceptions. Bandura (1997) outlined that adverse emotional 

states might compromise individuals’ self-efficacy judgments (for support, see 

Hoeppner, Kahler, & Gwaltney, 2014), and it is plausible that mothers may have 

interpreted the stress and depressive symptoms as a marker that they were not wholly 

competent at that point in time. In support of this notion, we also observed that as stress 

and depressive symptoms reduced over the course of the study period, this was 

accompanied by a strengthening of participants’ maternal self-efficacy perceptions. In 
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addition, the lack of significant correlations between self-efficacy and stress and 

depressive symptoms during late-pregnancy supports Bandura’s claim that the 

predictive effects of self-efficacy on relevant outcomes will be the weakest when the 

rating criteria are ambiguous. This finding is unsurprising as ratings of self-efficacy in 

late pregnancy may not be wholly accurate given that, at this point, mothers have not 

given birth.  

Latent growth curve analysis revealed evidence of a general decreasing trend in 

stress across the course of the study period. What was perhaps most interesting about 

our correlational and LGCM analyses, however, was the finding that maternal self-

efficacy at 3-weeks postpartum was associated with lower intercept and slope values for 

stress. Based on the correlations (see Table 5), higher maternal self-efficacy at 3-weeks 

postpartum was related to lower stress and depressive symptoms later in the postpartum 

period. In addition, LGCM analysis indicated that maternal self-efficacy at 3-weeks 

postpartum significantly predicted lower stress scores at 3-weeks postpartum. Although 

LGCM analysis also showed a decreased rate of decline in stress over time, the 

decreased decline is most likely due to floor effects. 

Taken together, the findings in this study highlight the importance of maternal 

self-efficacy in the early postpartum period, demonstrating that maternal self-efficacy at 

3-weeks postpartum is negatively related to stress and depressive symptoms, and 

predictive of changes in stress at later times. This evidence implies that efforts directed 

toward improving maternal self-efficacy, especially in the early postpartum period (or 

during pregnancy – in preparation for the early postpartum period), could support 

positive downstream effects on stress experienced by new mothers. The pregnancy 

period has been identified as a teachable moment because mothers might view their 

baby’s and their own physical health to be at risk, foresee changes in their social role 

and self-concept, and because of their emotional response to the pregnancy (Phelan, 
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2010). New mothers might be the most receptive, therefore, to the provision of 

interventions in the pregnancy period, and our results indicate that interventions focused 

on maternal self-efficacy might be particularly beneficial. Strategies that new mothers 

perceive to be effective for improving maternal self-efficacy in the early stages of 

motherhood have been provided in a recent qualitative study (see Chapter 3 for more 

information), and include education for mothers and their social support group, 

clarifying expectations, and making available structured peer support.  

 The results of this study advance our understanding of stress, depressive 

symptoms, and self-efficacy; however, it is important to highlight design limitations. 

These findings are restricted to first-time, healthy mothers with a singleton pregnancy, 

and the extent to which the relationships observed in the study are similar for mothers 

with different characteristics and circumstances is unknown. Also, although all 

participants reported having partners, the precise live-in situations (e.g., domestic 

helpers, family members) of the participants were not assessed. We cannot know, 

therefore, whether differences may exist between mothers who have live-in support 

versus those who do not. We also did not assess the type of delivery (i.e. natural or 

caesarian section) or whether mothers in our study experienced delivery complications. 

It is possible that these factors may contribute to stress and depressive symptoms (e.g., 

Sarah, Forozan, & Leila, 2017), and we encourage the assessment of these variables in 

future studies. In addition, although significant correlations were found between early 

maternal self-efficacy and postpartum depression symptoms, LGCM analysis for 

depression symptoms did not yield a good fit.  

It is also important to note that in devising our study, we did consider potential 

alternative approaches that may have offered different insight into the process under 

investigation (e.g., latent change analysis). Ultimately though, for the model-based part 

of our analyses, we were most interested in examining the way in which ‘early’ 
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maternal self-efficacy predicted intercept and slope in those psychological ‘outcomes’. 

For that reason, LGCM was chosen as the method of analysis in this study. Future 

studies can adopt other potential alternative analytic approaches that may complement 

findings from this study. On the issue of modelling and analyses for repeated measures 

studies of this kind, there appear to be no widely accepted rules of thumb for sample 

size. For example, some researchers have argued that a sample size of at least 100 is 

optimal for fitting structural equation models (e.g., Boomsma, 1982); however, others 

contend that the total number of person-by-time observations is a more important 

consideration (e.g., Curran, Obeidat, & Losardo, 2010). That being the case, although 

we fell short of the ‘100 participants’ recommendation, our relatively high number of 

measurement points per participant arguably resulted in the sample size being sufficient 

(or close to sufficient). In that respect, we took confidence from the fact that the models 

we estimated were able to run (and in some cases, demonstrate adequate model fit). All 

that said, we do acknowledge that the sample size, at the person level, may be 

considered modest. It is also possible that due to the number of repeated assessments, 

participants might be influenced by practice effects. 

Despite these limitations, this study offers important insight into maternal 

experiences in the postpartum period, provides preliminary evidence to support a novel 

measurement approach for maternal self-efficacy, and highlights the predictive effects 

of maternal self-efficacy at 3-weeks postpartum on maternal stress (as well as 

correlations with depressive symptoms). In order to help first-time mothers better cope 

in the postpartum period, and to potentially engender additional positive effects for 

family units and children, future intervention efforts should be targeted at bolstering 

first-time mothers’ postpartum self-efficacy.
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2.7 Supplementary 

Table S2.1. Descriptive statistics for individual maternal self-efficacy items at 3-weeks postpartum      
(n= 60). 

Item Your confidence as a mother to… M SD Skew Kurt 

1. Consistently manage your physical health in 
order to take care of your baby. 

3.54 0.77 0.00 -0.29 

2. Know what your baby wants all the time. 2.56 0.79 -0.19 -0.30 

3. Maintain a harmonious relationship with your 
parents, siblings & in-laws even when you have 
difficulties with your baby. 

3.61 0.88 -0.88 1.51 

4. Always be bonded closely with your baby. 3.70 0.90 -0.32 0.20 

5. Differentiate all the different type of cries your 
baby makes. 

2.44 0.72 0.04 -0.16 

6. Soothe your baby to sleep quickly all the time. 2.41 0.86 0.02 -0.58 

7. Consistently manage your sleep schedule to 
have sufficient rest to care for your baby. 

2.87 0.91 -0.05 -0.50 

8. Feed your baby to meet all of his/her nutritional 
needs. 

3.83 1.04 -0.59 -0.33 

9. Perform all the individual tasks required to care 
for your baby. 

3.59 0.94 -0.21 -0.78 

10. Maintain meaningful relationships with friends 
even though you are occupied with your baby. 

3.35 0.83 0.08 -0.48 

11. Consistently schedule all daily chores required 
to care for your baby. 

3.17 1.01 -0.23 -0.32 

12. Consistently stay in control of your emotions to 
care for your baby. 

3.17 1.01 -0.12 -0.65 

13. Consistently manage your mental health in 
order to take care of your baby. 

3.59 0.88 -0.47 0.39 
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Table S2.2 Correlations between individual maternal self-efficacy items at 3-weeks postpartum (n=55). 

Item 3. 4. 5. 6. 7. 8. 9. 10. 11. 12. 13. 14. 

1. .55** .37** .50** .41** .58** .61** .49** .57** .44** .39** .57** .55** 

3. -- .43** .47** .69** .72** .47** .34* .51** .42** .51** .50** .47** 

4.   .47** .28** .21 .50** .34* .58** .48** .55** .50** .60** 

5.   -- .38 .62** .53** .47** .65** .37** .55** .64** .68** 

6.    -- .59** .21 .25 .25 .30* .29** .39** .32* 

7.     -- .48** .39** .49** .41** .43** .55** .47** 

8.      -- .51** .66** .46** .56** .70** .71** 

9.       -- .49** .38** .44** .55** .60** 

10.        -- .38** .63** .69** .71** 

11.         -- .47** .43** .41** 

12.          -- .65** .61** 

13.           -- .78** 

14.            -- 
 
Note. Significant correlation * = p < .05, ** = p < .01
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Table S2.3 Mean changes in stress from late pregnancy to 6 months post-partum in primiparous women (n = 60).  

Stress 3-weeks 
postpartum 

6-weeks 
postpartum 

9-weeks 
postpartum 

12-weeks 
postpartum 

15-weeks 
postpartum 

18-weeks 
postpartum 

21-weeks 
postpartum 

24-weeks 
postpartum 

Late 
pregnancy 

1.60 (.04) 0.29 (1.00) 0.52 (1.00) -0.21 (1.00) 0.12 (1.00) -0.02 (1.00) 0.36 (1.00) -0.19 (1.00) 

3-weeks 
postpartum 

 -1.31 (.03) - 1.07 (.39) -1.81* (.01) -1.48 (.12) -1.62 (.07) -1.24 (.35) -1.79* (.00) 

6-weeks 
postpartum 

  0.24 (1.00) -0.50 (1.00) -0.17 (1.00) -0.31 (1.00) 0.07 (1.00) -0.48 (1.00) 

9-weeks 
postpartum 

   -0.74 (1.00) -0.41 (1.00) -0.55 (1.00) -0.17 (1.00) -0.71 (1.00) 

12-weeks 
postpartum 

    0.33 (1.00) 0.19 (1.00) 0.57 (1.00) 0.02 (1.00) 

15-weeks 
postpartum 

     -0.14 (1.00) 0.24 (1.00) -0.31 (1.00) 

18-weeks 
postpartum 

      0.38 (1.00) -0.17 (1.00) 

21-weeks 
postpartum 

       -0.55 (1.00) 

* Indicates significant difference between assessment time-points after Bonferroni correction (p < .017). 
p-values are indicated in parentheses. E.g., (.05) indicates a p-value of .05.
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Table S2.4 Mean changes in depressive symptoms from late pregnancy to 6 months post-partum in primiparous women (n = 60). 

Depressive 
symptoms 

3-weeks 
postpartum 

6-weeks 
postpartum 

9-weeks 
postpartum 

12-weeks 
postpartum 

15-weeks 
postpartum 

18-weeks 
postpartum 

21-weeks 
postpartum 

24-weeks 
postpartum 

Late pregnancy 2.00* (.02) .60 (1.00) 0.02 (1.00) -1.12 (1.00) -0.81 (1.00) -.79 (1.00) -0.33 (1.00) -1.45 (.31) 

3-weeks 
postpartum 

 -1.41 (1.00) -1.98*(.01) -3.12* (.00) -2.81* (.00) -2.79* (.00) -2.33 (.03) -3.45* (.00) 

6-weeks 
postpartum 

  -0.57 (1.00) -1.71 (.59) -1.41 (1.00) -1.38 (1.00) -0.93 (1.00) -2.05 (.19) 

9-weeks 
postpartum 

   -1.14 (1.00) -0.83 (1.00) -0.81 (1.00) -0.36 (1.00) -1.48 (.14) 

12-weeks 
postpartum 

    0.31 (1.00) 0.33 (1.00) 0.79 (1.00) -0.33 (1.00) 

15-weeks 
postpartum 

     0.02 (1.00) 0.48 (1.00) -0.64 (1.00) 

18-weeks 
postpartum 

      0.45 (1.00) -0.67 (1.00) 

21-weeks 
postpartum 

       -1.12 (.83) 

Note. * indicates significant difference between assessment time-points after Bonferroni correction (p < .017)  
p-values are indicated in parentheses. E.g., (.10) indicates a p-value of .10 
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Table S2.5 Mean changes in maternal self-efficacy from late pregnancy to 6 months post-partum in primiparous women (n = 60). 

Assessment 
Point 

3-weeks 
postpartum 

6-weeks 
postpartum 

9-weeks 
postpartum 

12-weeks 
postpartum 

15-weeks 
postpartum 

18-weeks 
postpartum 

21-weeks 
postpartum 

24-weeks 
postpartum 

Late pregnancy -0.13 (1.00) 0.50 (.00)* 0.61 (.00)* 0.74 (.00)* 0.78 (.00)* 0.80 (.00)* 0.76 (.00)* 0.79 (.00)* 

3-weeks 
postpartum 

 0.36 (.00)* 0.48 (.00)* 0.61 (.00)* 0.65 (.00)* 0.67 (.00)* 0.63 (.00)* 0.66 (.00)* 

6-weeks 
postpartum 

  0.11 (.70) 0.24 (.01)* 0.28 (.00)* 0.31 (.01)* 0.26 (.08) 0.30 (.01)* 

9-weeks 
postpartum 

   0.13 (.34) 0.17 (.04) 0.20 (.04) 0.15 (1.00) 0.19 (.05) 

12-weeks 
postpartum 

    0.04 (1.00) 0.06 (1.00) 0.02 (1.00) 0.05 (1.00) 

15-weeks 
postpartum 

     0.03 (1.00) -0.02 (1.00) 0.01 (1.00) 

18-weeks 
postpartum 

      -0.04 (1.00) -0.01 (1.00) 

21-weeks 
postpartum 

       0.03 (1.00) 

Note. * indicates significant difference between assessment time-points after Bonferroni correction (p < .017)  
p-values are indicated in parentheses. E.g., (.44) indicates a p-value of .44 
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Table S2.6 Bivariate correlations of late pregnancy maternal self-efficacy  
with depressive symptoms and stress. 

Baseline Maternal Self-Efficacy 

3-weeks postpartum Depressive 
symptoms -.31* 

Stress -.10 
6-weeks postpartum Depressive 

symptoms 
-.04 

Stress -.03 

9-weeks postpartum Depressive 
symptoms 

-.22 

Stress -.18 

12-weeks postpartum Depressive 
symptoms 

-.26 

Stress -.22 

15-weeks postpartum Depressive 
symptoms 

-.25 

Stress -.20 

18-weeks postpartum Depressive 
symptoms 

-.29* 

Stress -.26 

21-weeks postpartum Depressive 
symptoms 

-.18 

Stress -.25 

24-weeks postpartum Depressive 
symptoms 

-.23 

Stress -.22 
 
Note. * = p < .05 
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S2.7 Mplus Syntax for conditional latent growth curve modeling with 3-weeks maternal self-efficacy as 
predictor. 

TITLE: Conditional Growth Curve for Stress with 3-weeks maternal self-efficacy as predictor; 
DATA: FILE IS Data for Mplus.dat; 
 
VARIABLE: eff_3 Str_0 Str_3 Str_6 Str_9 Str_12 Str_15 Str_18 Str_21 Str_24; 
 
USE VARIABLE are eff_3 Str_3 Str_6 Str_9 Str_12 Str_15 Str_18 Str_21 Str_24; 
MISSING = ALL (999); 
 
MODEL: i s q |Str_3@0 Str_6@1 Str_9@2 Str_12@3 Str_15@4 Str_18@5 Str_21@6 Str_24@7; 
 i s q ON eff_3; 
 
OUTPUT:  sampstat standardized residual tech1 tech4; 
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Chapter 3: Understanding and Alleviating Maternal 

Postpartum Distress: Perspectives from First-time 

Mothers in Australia 

 
 
 
 
 
 
 
 
 
 
This chapter is based on the peer-reviewed paper accepted and published in Social 

Science & Medicine: 

Law, K. H., Jackson, B., Guelfi, K., Nguyen, T., & Dimmock, J. A. (2018). 

Understanding and alleviating maternal postpartum distress: Perspectives from 

first-time mothers in Australia. Social Science & Medicine, 204, 59-66. 

https://doi.org/10.1016/j.socscimed.2018.03.022 
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3.0 Chapter Foreword 

In Chapter 2, we identified that stress and depressive symptoms were the 

highest, and maternal self-efficacy was the lowest, at three weeks postpartum. In 

continuing with a ‘bottom-up’ approach, Chapter 3 was focused on understanding 

factors that contribute to, or mitigate against, stress and depressive symptoms in first-

time mothers in the early postpartum. With an eye toward guiding future intervention 

design, intervention preferences on how to best manage those stressors were also sought 

from first-time mothers.  
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3.1 Abstract 

Background: Numerous factors have been shown to cause (or alleviate) 

maternal psychological distress in the early postpartum period, and a variety of 

interventions have been developed with the goal of preventing and/or managing such 

distress. However, only a few studies have explored new mothers’ perspectives on the 

sources of their distress in the first six months postpartum alongside their 

recommendations for interventions to address those sources. The aim of this work was 

to (a) identify factors associated with normal response to stress in the first 6-months 

postpartum by healthy Australian first-time mothers, and (b) outline practical methods – 

rooted in those factors – deemed to be effective for preventing maternal psychological 

distress. Method: Semi-structured interviews with 32 first-time mothers, and thematic 

content analysis. Results: Factors associated with maternal psychological distress 

emerged in relation to cognitive, behavioural, baby, and social factors. Mothers also 

indicated that interventions targeting reductions in psychological distress should include 

education – for mothers and significant others – prior to the postpartum period, which 

should be delivered by credible information sources (e.g., other mothers, child-health 

nurses), and which should focus on confidence-enhancement and social support 

provision. Conclusion: As well as reinforcing evidence regarding common postpartum 

stressors, this study revealed novel insight into issues associated with normal response 

to stress for new mothers (e.g., self-compassion). Perhaps most significantly, mothers 

also identified a range of clear practical strategies for community-based intervention 

designs that target psychological distress. As a result, these findings provide guidelines 

for interventions aimed at reducing psychological distress in the early postpartum period 

for Australian mothers. 

Key Words: Qualitative, Australia, Stress, Self-Efficacy, Maternal 
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3.2 Introduction 

 The early postpartum period is challenging for new mothers. Alongside 

significant physical and physiological changes, mothers are faced with a range of 

demands that include, but are not limited to, caring for their new baby, breastfeeding, 

managing familial relationships and friendships, and maintaining one’s daily activities 

(Ajslev et al., 2010; Emmanuel & St John, 2010; Nemeroff, 2008; Thung & Norwitz, 

2010). It is due in part to these demands that new mothers can experience psychological 

distress, which can be understood as a set of responses to the difficulties and challenges 

of motherhood that vary along a continuum (see e.g., Emmanuel & St John, 2010). 

Specifically, some mothers may experience relatively little psychological distress (i.e., 

may feel worry or concern, but navigate these concerns adaptively and adjust to 

parenthood successfully), others may experience moderate levels of psychological 

distress (i.e., feel overly troubled at times, but generally adapt and adjust successfully), 

and a small proportion of mothers may experience psychological distress to the point 

where they suffer from mental health problems such as postnatal depression and anxiety 

disorders (Fisher et al., 2002; Emmanuel & St John, 2010). Importantly, a rich body of 

literature has emerged to show that high levels of psychological distress can undermine 

maternal-infant bonding and infant development, as well as mothers’ well-being, 

sensitivity, and sense of competence (e.g., Brand & Brennan, 2009; Hung, 2007; 

Kingston et al., 2012; McVeigh, 2000; O’Hara & McCabe, 2013).  

Aside from studying the consequences of maternal psychological distress, 

researchers have also identified several factors that are commonly associated with (i.e., 

that may contribute to or protect against) such distress. In their review, for instance, 

Emmanuel and St John (2010) outlined a range of personal (e.g., mothers’ age, parity, 

educational level) and inter-personal (e.g., social support, relationship with partner) 

issues that were commonly associated with maternal psychological distress. In addition, 
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researchers investigating mothers’ postpartum experiences have reported that mothers 

are concerned by a sense of loss and frustration, troublesome family relationships, baby 

management, and expectations of motherhood, and that these concerns often contribute 

to psychological distress (Edhborg et al., 2015; Highet et al., 2014; Bilszta et al., 2009). 

In sum, maternal distress in the early postpartum period has been shown to (a) disrupt 

mothers’ well-being, functional ability, and interpersonal relationships, and (b) be 

influenced by a range of personal and inter-personal factors.  

As postpartum mental illness is likely due to an interaction of genetic 

vulnerability and adjustment difficulties, it may be possible to prevent the onset of 

postpartum mental illness if factors causing psychological distress are addressed. 

Perhaps not surprisingly, then, researchers have devoted sustained research effort 

toward the development of interventions designed to prevent or reduce maternal 

psychological distress. Broadly speaking, these interventions have often been focused 

on providing education and/or postnatal support to mothers. Education-focused 

programs have targeted maternal distress by providing mothers with knowledge and 

skills for alleviating postpartum challenges (e.g., Moshki et al., 2014; Osman et al., 

2014; Shorey et al., 2015). In one investigation (Rowe & Fisher, 2010), for example, 

education topics focused on the changes that occur in the relationship between mothers 

and their partners, and information was provided to enhance mothers’ abilities to settle 

their baby. Interventions focusing on postnatal support, on the other hand, have often 

addressed maternal psychological distress through the provision of increased support for 

mothers in the form of visits and/or phone calls from health professionals (e.g., Brugha 

et al., 2011; Miller et al., 2014; Shorey et al., 2015). Extensive reviews of this literature 

are available elsewhere (e.g., Lavender et al., 2016), and, in summary, although some 

intervention studies have shown significant (desired) results in terms of preventing or 

reducing maternal distress (Dennis, 2010; Shorey et al. 2015), the outcomes reported in 
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other trials have been somewhat mixed (Miller et al., 2014; Morrell et al., 2000; 

Letourneau et al., 2011).  

Determining reasons for the mixed success of intervention studies in this area is 

a complex undertaking. Nonetheless, a bottom-up approach, whereby mothers’ opinions 

are solicited for effective intervention content, may be particularly useful to guide the 

development of effective programs, and this method aligns with best-practice 

recommendations for the design of health interventions (see e.g., Bartholomew, Parcel, 

& Kok, 1998). Our contention is that mothers who have experienced normative levels 

of distress (i.e., sub-clinical levels of distress in the low-to-moderate range of the 

distress continuum) may provide especially important perspectives on stressors and 

coping during the early postpartum period, and by reflecting on these issues, they may 

also provide useful ideas for the development of community programs to target 

maternal distress. More specifically, by considering their own stressors and successful 

coping experiences, mothers who have navigated the early postpartum experience with 

normative levels of distress are likely to be well positioned to suggest program content 

for community-based efforts to reduce or prevent maternal distress. In the present study, 

we aimed to (a) identify key factors associated with causing and reducing psychological 

distress for Australian mothers who had experienced normative levels of psychological 

distress in the first 6-months postpartum, and (b) obtain ideas from the mothers for 

community-based interventions aimed at reducing distress during this time. An 

interpretivist approach (Lincoln et al., 2011) was utilised to explore the aims of the 

study. The interpretivist approach is based on the belief that multiple realities exist, can 

be explored, and are constructed through human interactions. In addition, from an 

interpretivist approach, knowledge is believed to be subjective and constructed socially. 

Therefore, the interpretivist approach supports the exploration and understanding of 

‘lived experiences’ from the perspective of individuals within the activity or activity 
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given context (Gratton & Jones, 2004; Schwandt, 2000). In order to develop this study 

in line with the tenets of the interpretivist approach, a qualitative design was adopted. 

3.3 Method 

3.3.1 Participants 

Participants were 32 first time mothers (M age = 31.2, SD = 3.1) with healthy 

singleton pregnancies and were living with their partner. Participants were between six 

to eight months postpartum when the interview was conducted, and they were the 

primary caregivers for their baby. Participants completed the Edinburgh Postnatal 

Depression Scale (EPDS), which is a tool used to assess risk of postnatal depression 

(Cox et al., 1987). All participants completed the EPDS at third trimester and every 

three weeks after their baby was born up to 6-months postpartum. A score of 13 or more 

on this scale indicates high risk for postnatal depression. Participants in this sample 

covered the EPDS spectrum beneath the designation for clinical disorder, and the mean 

score from third trimester to 6-months postpartum ranged from 3.5 to 7.7. This indicates 

low risk for postnatal depression, but also shows that most participants were likely to 

have experienced at least some distress (albeit at different stages) during the study 

period. In terms of highest educational level, 31 participants had a diploma or higher, 

and one participant was a high school graduate. 

3.3.2 Procedures 

Ethical approval to conduct the study was granted by The University of Western 

Australia ethics review board. At the end of a separate longitudinal motherhood (i.e., 

survey-based) data collection, all participants from the larger study were invited to 

participate in this interview study. In the larger study, participants completed surveys at 

third trimester, followed by one survey every three weeks after the baby was born until 
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six months postpartum. The surveys measured their stress and depression symptoms, as 

well as their maternal confidence. A subset of the participants in the larger study 

registered their interest and formed the sample described in this interview study. Having 

registered their interest, participants were provided with an information sheet outlining 

the requirements of the study and their participant rights, before being asked to provide 

their informed consent. Participants were informed that (a) participation was voluntary, 

(b) their comments would be recorded but would be anonymised in any reports, (c) they 

could choose not to answer a question, and (d) they could withdraw from the study at 

any time. An interview appointment – at a time and place of the participant’s choosing – 

was arranged once consent was given. Upon completion of the interview, participants 

were thanked for their time and given the opportunity to ask any questions that they 

might have about the study. Audio recordings were transcribed following the 

completion of each interview. 

3.3.3 Interview Guide 

The lead author conducted all interviews. Prior to data collection, a semi-

structured interview guide was developed by the research team and was used in all 

interviews. The interview guide consisted of two main sections. In the first section, 

participants were encouraged to discuss the factors that contributed to, or helped buffer 

against, their personal experiences of psychological distress (i.e., stress, anxiety, and 

depression) in the early postpartum period. Specifically, participants were asked to 

recall, using their own words (Creswell, 2009), the events, thoughts, and feelings that 

caused them any psychological distress (i.e., that made them feel stressed, anxious, 

and/or sad), as well as any factors that had helped them to manage psychological 

distress (e.g., “could you describe, as best as you can recall, the things that caused you 

stress from the third trimester of pregnancy through to six months postpartum?” and 

“what are some of the things that you did that helped relieve stress?”). In the second 
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section, participants were invited to discuss their preferences and opinions regarding the 

content, delivery, and timing of any future community-based interventions aimed at 

alleviating psychological distress among new mothers. Participants were asked to 

respond to questions such as “can you describe what you think could be done in the 

future to better help new mothers manage stress?” and “who do you think is best placed 

to deliver information to new mothers?” Probing and clarification cues where employed 

to avoid taking common sense assumptions and understandings for granted (Bogdan & 

Taylor, 1984). At the end of the interview, participants were given the opportunity to (a) 

ask questions regarding the study, (b) provide any information that had not been 

covered, and (c) provide feedback on the study and interview. The average duration of 

the interviews was 60 minutes. 

3.3.4 Data Analysis 

Guided by the interpretivist nature of this study, analyses were conducted with a 

thematic analysis approach (Sparks & Smith, 2014). This study (and the associated data 

analysis strategy) was exploratory in nature, and as such, thematic analysis was not 

focused on classifying participants’ responses according to any pre-existing framework 

or constructs. A thematic approach was chosen for its strong emphasis on interpretation 

of the data (Sparks & Smith, 2014). In addition, thematic analysis is not based on any 

specific theory, which allows more flexibility during analysis and can provide a rich, 

detailed, and complex account of the data (Braun & Clarke, 2006). Analyses were 

conducted according to guidelines for thematic analysis outlined by Braun and Clarke 

(2006). Based on these guidelines, the first author examined the transcripts, coded 

meaning units, and proposed candidate themes. Similar meaning units were then sorted 

into candidate themes. Internal-homogeneity and external-heterogeneity were 

established by reviewing candidate themes and associated meaning units to determine if 

1) the meaning units fit well within the theme, and 2) themes were distinct. Meaning 
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units that fit into multiple themes were collated to form a new candidate theme, and 

candidate themes that did not have sufficient data support were discarded from the 

analysis. For the purpose of analysis, meaning units represented any phrase, sentence, or 

paragraph containing conceptually relevant information (Tesch, 1990). Meaning units 

were isolated in instances where participants described either a cause of psychological 

distress or an intervention preference/recommendation. Themes – representing groups 

of meaning units that shared the same focal content – were created in an inductive 

manner, in accordance with Braun and Clarke (2006). Meaning units were isolated and 

grouped into themes using QSR NVivo for Mac version 11.4.0, and, for clarity, similar 

themes were grouped into higher-order categories (Sparks & Smith, 2014). Upon data 

saturation (i.e. no new themes emerged from last two transcripts), data collection was 

terminated (Miles & Huberman, 1990).  

 To support interpretation of analyses, rich participant quotes are presented as 

examples to depict emergent themes (Cope, 2014). Also, based on suggestions by Smith 

and McGannon (2017), a “critical friend” approach was used to support analytic rigor. 

The first author created themes, then identified and assigned meaning units to those 

themes. During each stage of the process, discussions took place with two other co-

authors, and critical feedback on the interpretation of data was provided. This provided 

a theoretical sounding board where the first author could reflect on and explore 

alternative interpretations of the data. The first author then made changes as required 

based on this process. Consequently, some of the themes were collapsed together to 

form a single theme, while others were divided into separate themes that more 

accurately reflected the participants’ responses.  
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3.4 Results 

In total, the 32 interviews produced 177 meaning units describing factors 

associated with maternal psychological distress in the early postpartum period (see 

Table 3.1), and 167 meaning units for intervention preferences and recommendations 

(see Table 3.2). Higher-order categories, lower-order themes, theme definitions, and 

exemplar meaning units (in addition to those shown in text) are displayed in Table 3.1 

and Table 3.2.  

3.4.1 Factors Associated with Maternal Psychological Distress 

 Four distinct higher-order categories were formed to describe the factors that 

contributed to, or helped buffer against, maternal psychological distress. These 

categories represented cognitive, behavioural, baby, and social factors, and each 

category contained either two or three distinct themes. 

Cognitive Factors. Two distinct themes emerged within this higher-order 

category. The first theme, common humanity, indicated that new mothers experienced 

reduced psychological distress when they understood that the stressors they were facing 

were common to many other new mothers, and that they were contending with similar 

challenges. For example, one participant reflected, “you’re kind of going through the 

same experience and the same problems, and it’s always easier [mentally] to know that 

everything is normal when you hear that other people are going through the same thing 

as well.” Meaning units indicated that this realisation originated from participants 

interacting with other mothers. One participant highlighted, for example, that “the 

reassurance of just hearing other people’s stories, and other people’s experiences, and 

the fact that they were going through the same things. It has been really reassuring and 

obviously it relieved that stress.” Another participant commented, “…once you start 



 

 

93 

talking about and listening to other people, you kind of [think] ‘no, okay that’s normal. 

I’m not the only one going through this.’” 

The second ‘cognitive’ theme that was cited reflected uncertainty about what to 

expect in the postpartum period. Meaning units in this theme revealed that new mothers 

experienced psychological distress as a result of not knowing what to expect once the 

baby was born, and being unsure about the most appropriate course of action in 

response to common challenges. One participant commented, for example, “we flew 

with her on the plane and I was like what if she [the baby] does a massive poo?”, and 

another participant highlighted that she was uncertain about “what to do with the baby 

after [birth]… how do you do this, and what sort of things to look out for?”. 

Behavioural Factors. Two distinct themes were classified as behavioural 

factors. Within the first theme, mother’s sleep, participants identified that their ability to 

cope with challenges and manage stress was dependent on their recent sleep quantity 

and quality. New mothers indicated that their ability to function properly was 

compromised, and that they experienced distress and tended to catastrophize when they 

had not had sufficient sleep. For example, one participant commented, “you always feel 

more stressed and catastrophize more with less sleep”, and another commented, “[lack 

of] sleep was overwhelming… I was pretty up and down, very anxious, and really 

overwhelmed by everything.” Conversely, at times when new mothers felt (relatively) 

well rested, they reported feeling that they could cope more effectively with challenge 

and stressors, and experienced less psychological distress. To illustrate, one participant 

mentioned that “I’m still not getting too much sleep, but I’m getting some sleep. So I 

am coping better with things.” 



 

 

94 

Table 3.1  Themes, definitions, and exemplar meaning units for factors associated with maternal psychological distress. 

Higher Order 
Category Lower Order Theme Definition Exemplar Meaning Unit 

Cognitive Common Humanity (15)  Keeping in mind that one’s experience is normal, and that 
others have faced similar problems 

“so, you realise, you know, it’s very normal, and that you’ve just got to keep 
trying until you find something that works. I think that helped.” 
 

 Uncertainty (12) Uncertainty about what to expect in early motherhood 
contributes to maternal psychological distress 
 

“so, I was very nervous about what to expect, if I could meet his needs and will I 
know what to do when the time comes because I’ve never experienced it?” 
 

Behavioural Mother’s Sleep (21)  A lack of sleep contributes to maternal psychological distress “your sleep deprivation is probably fifty percent [contributing to distress]. I think 
you’re feeling really down because you’re physically not functioning and 
everything is a haze.” 
 

 Methods of Relief (29) Strategies employed to reduce stress or improve mood without 
external support (e.g., getting out of the house, going for a 
walk) 
 

“I do some exercise, go to a class, I think that’s very, very helpful to de-stress.” 
 

Baby Baby’s Health and 
Development (12)  
 

Maternal psychological distress resulting from illness and 
concerns about developmental milestones 

“when she got sick, that stressed me out, her being unwell.” 
“I think it was the three month meeting that they expect them to be pushing 
themselves [up] in the elbows and she wasn't doing that yet. I mean, she did it a 
couple of days later but she was like, we need to track this because she's not 
progressing enough. Just little things that stressed me out.” 
 

 Baby’s Sleep (8) Baby’s sleep, including duration and ease of settling “there were nights where, for a couple of weeks, he wouldn’t settle in the evening 
so that was stressful, so we’d put a dummie in his mouth and held it in there for 
two hours.” 
 

 Breastfeeding (27) Maternal psychological distress related to breastfeeding  “I had to stop breastfeeding for a couple of days which made me stressed.” 
 

Social Support (37) How social support (or lack of) can lead to decrease or 
increase in maternal psychological distress 
 

“so even just like the family support, having that family supportive network just 
kind of de-stresses you with you know, cooking your meals and just helping 
around.” 
“we’ve got given so much different information from so many different people in 
the hospital…we were just left further confused. It was just stupid but, you know, 
it was unnecessary stress.” 
 

 Social Pressure (16) Perceptions of external and normative pressures (e.g., social 
media, societal expectations) as a contributor to maternal 
psychological distress 
 

“I think a lot of people feel a little bit pressured or kind of measure themselves 
against what they’re seeing on social media.” 
 

 
Note. The number in the parentheses found in the second column represents frequency counts of meaning units within that theme. For example, within “uncertainty” there were 12 meaning units. 
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In the second theme, methods of relief, participants described the methods or 

strategies that they employed in order to relieve psychological distress (aside from 

getting sufficient sleep). The most commonly highlighted method within this theme was 

for new mothers to get out of the house and go for a walk (even a short one). It appeared 

that being ‘stuck at home’ or ‘stuck inside’ for prolonged periods of time was associated 

with an increased tendency to experience maternal psychological distress, and that a 

‘change of scenery’ (in some cases, including physical activity) helped buffer against 

negative feelings. On this issue, one participant articulated that “just getting out of the 

house was the most effective method [for alleviating stress]”, and another indicated that, 

“just being outside and getting some fresh air would always make everything feel 

better.” Another commonly mentioned method used by new mothers to manage 

psychological distress was taking some time away from their baby. This allowed new 

mothers to have a physical and mental break from the demands of their baby, which in 

turn allowed them to cope better. One participant captured this issue when noting that 

“doing things on my own seems to be a really good way to centre myself again”, with 

another recalling, “I think de-stressing is probably like, when you find time for yourself, 

even sometimes just having a shower and having five minutes to yourself… that’s 

certainly like a way to relax a little bit.” 

Baby Factors. Three themes emerged within this category. The first theme, 

baby’s health and development, demonstrated that new mothers’ psychological distress 

increased when there were concerns regarding their baby’s physical health and/or 

development – episodes, for example, when their baby was sick or unwell, or developed 

conditions such as a rash. For example, one participant stated, “at the early stages, she 

did come up with a rash. That freaked me out.” Another noted, “she [baby] had gastro 

last week… then she had a cold before the gastro, that might have been in May or 
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earlier, and she wasn’t breathing very well, so that was a bit scary as well.” On the other 

hand, when new mothers felt that their baby had achieved a developmental milestone, 

this contributed to lower distress. For example, one new mother outlined, “he [baby] is 

pretty much meeting all his milestones and actually ahead of most of them, so I have 

been pretty chilled out.” 

Meaning units in the second theme, baby’s sleep, documented how new 

mothers’ psychological distress was dependent, in part, upon issues relating to how well 

their baby was sleeping. Sleep considerations included the duration of sleep, and how 

well (or not) baby was settling for sleep. For example, one participant described the 

psychological distress she had experienced because her baby was not sleeping for long 

periods through the night, “she [baby] just lost the plot with her sleep, and she was up, 

like, every hour at night, couldn’t get her to go back down, and that was really awful.” 

Another participant described a similar experience, noting, “since his [baby’s] birth, the 

main stress factor has been probably the sleeping… he [baby] initially had a solid four, 

five hours of sleep at night and then after that he may wake up potentially every two 

hours on a bad day.” Other participants described difficulties getting their baby to fall 

asleep. One participant, for example, noted, “I wasn’t prepared for how hard it was 

going to be to settle her and get her to sleep... I’d be up at one am in the morning, 

jiggling her, rocking her, marching her, bouncing her for hours at a time, until she’d 

eventually fall asleep, but that was stressful.” Another participant recalled, “when she’s 

asleep she sleeps, but to get her to sleep it would be shushing and bouncing and it would 

range from anywhere between twenty minutes to like two hours to get her to sleep… so 

that was quite stressful.” 

The final theme within this category was focused on how mothers’ ability to 

breastfeed contributed to their psychological distress. In particular, meaning units in 

this theme revealed that breastfeeding difficulties attributed to the mother herself (e.g., 
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lack of milk production, lack of skill mastery), or the baby (e.g., tongue tie, lip tie), 

were a prominent cause of psychological distress. For example, one participant 

mentioned that, “breastfeeding was really stressful from straight up because he had a 

tongue tie and lip tie so he couldn’t latch on properly.” Another participant noted that, 

“I felt like a total failure because I can’t breastfeed exclusively [without 

supplementing].” 

 Social Factors. Two themes were classified as social factors. The first theme 

contained meaning units related to new mothers’ social support. Within this theme, new 

mothers indicated that effective and appropriate social support was essential for their 

coping ability (and for alleviating psychological distress). For example, one mother 

mentioned, “my husband was very helpful and supportive, and the fact that he wanted to 

be so involved was very helpful, and kind of made me less stressed.” Another 

participant commented, “there was a lot of family around at the same time, so that 

probably helped a lot… it was really helpful because there was someone to look after 

her for a while and give me a break.” It was also apparent, however, that social support 

could increase distress when (intended) support was provided at inappropriate times 

and/or by unwanted people. To illustrate, one participant highlighted, “I find my family 

quite stressful to be around, so maybe there was a bit of anxiety around spending a lot 

of time with them.” Similarly, another participant said, “it’s more stressful with them 

[family] there than not. It’s not a big house, having an extra person or extra two people 

in your house can be stressful.” Furthermore, having visitors could result in more work 

for new mums. For example, one participant recalls, “everybody wants to come and see 

the baby, which is great, but at the same time it kind of puts a little bit of pressure on 

you to be the host.” Another participant emphasised, “that was actually more difficult 

than I thought it would have been, because I thought they [family] were coming over to 

help, but actually while they were here it really felt like they were coming here to just 
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visit… I felt like I had to have the house cleaned and everything done and they didn’t 

offer to do anything for me… so that was actually quite stressful.”  

 The second theme within this category, social pressure, indicated that new 

mothers experienced psychological distress when they felt societal pressure about the 

things that make someone a ‘good mother’. One of the most commonly cited topics in 

this theme reflected pressures associated with breastfeeding (but not specifically 

problems associated with the act of breastfeeding, as covered previously). Specifically, 

new mothers experienced psychological distress as a result of societal norms dictating 

that – as one mother articulated – “breast is best.” One participant mentioned, “there is a 

whole lot of like ‘breast is best’, ‘breastfeeding must be attempted’, ‘blah-blah-blah’,” 

and another participant commented, “they [society] push you so hard to encourage you 

to breastfeed that it makes you feel more inadequate or bullied… a couple of mothers in 

our mothers’ group have actually stopped breastfeeding because the push was too 

strong, too much pressure, and I was borderline on that as well.” It appeared that this 

pressure was created in part by messages that “push breastfeeding a lot”, and hospital 

staff that “made it difficult to give formula”. Another topic identified as a distressing 

normative perception was the notion that new mothers are expected to ‘handle 

everything’; new mothers did not want to be “that mum that can’t handle it.” Social 

media communications, such as those appearing on Facebook and Instagram, also 

appeared to contribute to pressure – one participant noted that “people post the 

highlights of their life online”, and another commented that friends keep “putting up all 

these beautiful pictures of her and her baby.” One participant also highlighted that 

“seeing stuff on Facebook was just really making me feel quite bad about how much I 

wasn’t feeling this ‘glowing love phase’ at all. I remember between three and nine 

weeks [postpartum], that I was like ‘I don’t know what I’ve done, why have I decided to 

have a child?’” 
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3.4.2 Intervention Preferences 

 There were two distinct higher-order categories representing new mothers’ 

preferences and recommendations regarding the content, delivery, and timing of any 

future interventions aimed at alleviating psychological distress. The two categories were 

termed ‘education’ and intervention ‘mechanisms’. 

Education. Two themes emerged in the education category. In the first theme, 

planning, new mothers described the importance of education regarding what to expect 

from motherhood, and strategies for dealing with challenges in the postpartum period. 

Within this theme, new mothers described that information sessions would be most 

valuable if the topics discussed were not only restricted to the antenatal period, but also 

“beyond the birth” as a means for “preparing you for post birth.” One participant 

mentioned, for example, “I think it would be good [for information sessions] to go 

beyond the birth just to give a little bit of, say, ‘the first month will be hard and this is 

what is going to happen’, and you know, the signs to look out for, how to manage 

stress. That is probably a good way to help mums.” Participants also mentioned the 

need for new mothers to be provided with strategies or practical tips for dealing with 

issues like meal preparation or managing sleep. For example, one participant indicated 

that, “I think strategies to manage sleep, I think it will be really good”, and another 

participant commented, “I think about expectations. Whether it’s about feeding, 

sleeping, how much you might get done, how your relationship will be like, or how 

everyone else will react. You know, at least one of your expectations will end up 

coming back to bite you, or being wrong. So, I think learning how to manage those.”  
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Table 3.2  Themes, definitions, and exemplar meaning units for intervention preferences 
Higher Order 

Category 
Lower Order 

Theme Definition Exemplar Meaning Unit 

Education Planning (30) Managing expectations and 
having plans in place to 
overcome postpartum 
issues/stressors 

“beforehand, I feel like it would 
have been nice if someone would 
have said, like, ‘your hormones are 
going to go crazy,’ you know, ‘just 
prepare for that.’” 
 

 Educating 
Others (27) 

The importance of educating 
the mother’s support group 
with respect to how they can 
most appropriately provide 
support 

“it would be helpful, I guess, in some 
situations to have some sort of 
information to give to the extended 
family, to read or something like 
that.” 
 

Mechanisms Information 
Source (34) 

New mothers’ opinions 
regarding the credentials and 
characteristics of preferred 
information sources 
 

“I’d say child health nurse, probably 
not so much midwives. I feel like a 
child health nurse does help people 
a lot through the postpartum period, 
whereas the midwife helps you 
through labour. The doctor probably 
not.” 
“if something comes up where 
either I don't know how to do it or… 
Then I speak to other mothers 
[about it].” 
 

 Mode & Time 
of Delivery (26) 

Preferred modes and timing of 
delivering information (or 
support) to new mothers  
 

“[my preferred method of support 
would be] anything that’s really 
convenient and doesn’t require you 
to read some books.” 
 
“maybe... you can write all these 
[helpful] things down and give it to 
a mother, but it’s got to be time-
appropriate.” 
 

 Bolstering 
Confidence (37) 

Factors that contribute to 
mothers’ self-efficacy (i.e., 
confidence in their ability as a 
mother) 

“I think she [baby] is just a serious 
person, but when people do that, 
"Oh she’s so cute. Look at her 
smiling,” that always boosted my 
confidence.” 
“I think as he [baby] started feeding 
and as I started to figure out what 
his different cries meant… I become 
much more confident.” 
 

 Social Support 
(13) 

The importance of effective 
social support for new mothers 

“not just me, but everyone, they 
[new mothers] need the support… 
it’s really isolating.” 
 

 
Note. The number in the parentheses found in the second column represents frequency counts of meaning 
units within that theme. For example, within “social support” there were 13 meaning units. 
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 In the second theme, educating others, new mothers described the importance of 

providing information to their wider social support network (e.g., partner, parents, close 

friends), to enable those people to provide effective support. Meaning units 

demonstrated that new mothers felt “some education to the support team” would help 

inform those individuals about how best they can assist new mothers. For example, one 

participant mentioned, “my friends who don’t have babies often say ‘I want to help but I 

don’t know how, because I don’t know what to do with your baby’… so I think that 

[education] would be really helpful not just for family members, but for friends as 

well.” Another participant noted, “bring the dads into it as well, or the partner… if they 

[partners] know where to go for themselves, where to go to ask about ‘how do I help the 

situation? What can I do to make this easier or better, or what support people can I call 

in to help the mum and the baby?’ That would be really beneficial, I think.” Similarly, 

another participant agreed that well-informed partners were better supporters, stating, 

“they [partners] need to be up to speed about what’s going on. They haven’t had those 

hormonal, physical, emotional changes that we [mothers] have physically gone 

through… I found that once my husband knew and had a better understanding of what 

was going on, he was a lot more supportive and then that was a lot easier for me.” 

 Mechanisms. Four distinct themes emerged that highlighted mothers’ 

reflections on intervention mechanisms. In the first theme, new mothers described the 

characteristics and credentials that they looked for in effective information sources. 

Meaning units showed that mothers wanted, and were most receptive to, information 

from reliable, credible sources. For example, mothers cited “appropriate authorities” 

and the “Raising Children Network” as reliable sources. Participants also frequently 

cited that child health nurses were a valuable source of information and support. One 

participant indicated, for instance, that “the visits from the [child] health nurse, 

especially for someone whose partner has gone back to work, is really, really good”, 
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and another participant said, “I love my child health nurse, she is the best person ever… 

I would listen to her.” Participants also indicated that (in most instances) other mothers 

were often viewed as a credible source of information. One participant noted that, “I 

think probably other mums and the Child Health Nurse [were highly credible], only 

because a Child Health Nurse sees so many babies all day everyday… They’re 

definitely the ones that you’d be more receptive to for advice.” Another participant 

indicated that other mothers were more credible than midwives or doctors, noting, 

“previous mums are good, but I think that the child health nurse has a bit more 

[experience]… probably ranking the [child health] nurse one, mums two, midwives 

three, and doctors four.” Mothers did describe, however, that a sense of connection and 

compatibility was important for the effectiveness of professional and non-professional 

support providers, particularly since visits take place when new mothers are at “such a 

vulnerable time”. On this issue, one participant explained, “it really has to be a person 

with the right personality. It really depends personally whether you can relate to them, 

whether you’re comfortable with them… at that point in time you don’t want to feel 

judged and threatened.” 

 The second theme in this category, time and mode of delivery, included 

information about when and how new mothers would most appreciate additional help 

(e.g., through interventions). Mothers described that they would benefit from 

information before their baby was born (e.g., during antenatal classes) or in anticipation 

of events and developmental milestones. It was at these periods when new mothers 

indicated that they would pay closest attention to the information. For example, one 

participant indicated that, “before the baby’s born, that’s a good intervention time… to 

have time to actually read things and look through things.” Supporting this statement, 

another participant reflected that, “I want it [information] maybe before the baby [was 

born], or to be given in a hospital pack. Like, the week before [events happen], or when 
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you go to the nesting stage. If someone says ‘read this’ or ‘watch this’, it would make 

everything easier… because you just want to know what’s going to happen.” Another 

participant highlighted that “you don’t pay attention to information unless it’s 

something that you’d require or are going to need.” One other common consideration 

was that information had to be easily accessible. That being the case, mobile 

applications (apps), videos, and online tools – platforms that can easily be accessed via 

mobile phones – appeared to be the most preferred modes of delivery. One participant 

explained, “there are a couple of apps out there, like the Baby Centre… I found that 

quite useful”, and another stated that she would most benefit from “having videos rather 

than having to sit down reading, because your eyes are hanging out of your head 

because you’re so tired.” 

 The third mechanism theme related to different ways of bolstering confidence 

for new mothers. Mothers indicated that one of the primary ways through which they 

derived confidence in their mothering ability was through mastery of day-to-day tasks. 

For example, one mother commented that, “you get a lot more confidence after you’ve 

got to know what your baby needs and what the cries mean,” and another noted that, “I 

think confidence comes from just my relationship with my baby. Knowing that I can get 

her to sleep and I am feeding her adequately, those sorts of things. Just seeing her grow, 

change, and become a little person… that gives me confidence that she is doing okay 

and I’m doing okay.” Mothers also derived confidence in their ability when they 

received positive comments and feedback from their social support group. For example, 

one participant mentioned, “[my partner] is very supportive and that helps me feel 

confident as well. He doesn’t make me second guess myself or question my 

judgement”, and another participant stated, “my mum telling me I know what I’m 

doing, that was one of my confidence builders.”  
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 The fourth and final mechanism theme encompassed generic comments about 

the importance of having effective social support mechanisms for new mothers (outside 

of the positive, confidence-building comments outlined above). In terms of what new 

mothers considered ‘effective’, they stressed the importance of ensuring that they can 

access support from “other women who are in the same situation”, such as mothers’ 

group, and/or “friends and family who you can rely on that will come.” Another 

participant explained, “I feel like someone needs to have that person, just one person or 

two people that you can call and go, ‘I haven’t had a shower for two days, and haven’t 

slept for more than thirty minutes in a row. Can you come look after him [the baby] for 

two hours?’” Another participant suggested, “if some kind of buddy system could be set 

up for new parents… cause when you’ve got a new baby, the parents need to be looked 

after.” Mothers also indicated that having support people who are “aware to look out for 

signs of stress and depression” and “having someone who is there to say, ‘look – you 

know if you need help – I can help point you in the right direction’”. 

3.5 Discussion 

The aims of this study were to (a) identify factors associated with causing and 

reducing psychological distress for Australian mothers who had experienced normative 

levels of psychological distress in the first 6-months postpartum, and (b) explore 

mothers’ recommendations for interventions aimed at preventing maternal distress 

during this time. The overarching aim was to use these findings to inform and provide 

recommendations for future universal preventive intervention efforts aimed at 

preventing maternal psychological distress in Australian women.  

Various themes that emerged from this study overlap with findings from 

previous studies on maternal distress. These factors included mother’s sleep, baby’s 

health and development, baby’s sleep, and breastfeeding as sources of stress (Emmanuel 
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& St John, 2010; Highet et al., 2014), and methods of relief as a facet of self-care to 

manage stress (Barkin & Wisner, 2013). Social support was also seen to be an important 

factor that influenced how new mothers coped in the postpartum period. New mothers 

felt that how support was provided was key in determining their receptivity and 

appreciation of the support. For example, partners, friends, and family members were 

considered to be supportive when they offered to look after the child for a short time, so 

as to allow the mother an opportunity to catch up on sleep, to shower, or to have some 

time to herself. On the other hand, friends and family were sometimes considered as 

burdensome or sources of stress, such as when they visited but did not offer assistance 

of any kind. These findings highlight the nuanced nature of social support perceptions 

in new mothers, and we recommend that support agents are sensitive to this issue (e.g., 

by asking mothers for their support preferences, becoming sensitive to social cues, and 

asking permission before giving advice). 

Mothers were also sensitive to societal norms around, and judgments about, 

bottle-feeding versus breastfeeding. Participants discussed the pressure to become the 

‘ideal mother’ as being draining, and in this study, social media was highlighted as a 

medium through which idealistic notions of motherhood and parenting were displayed. 

Exposure to such media made some mothers feel inadequate as a parent, made them feel 

that their baby was ‘unusual’, and/or that their bond with the baby was not strong by 

normative standards. This finding is not surprising, as research on social media has been 

shown to have a strong influence on women’s beliefs and attitudes (Djafarova & 

Trofimenko, 2017; Perloff, 2014). Recent work by Henderson et al. (2016) suggests that 

even women who do not subscribe to mothering ideologies face similar pressure and 

guilt for not living up to high mothering expectations from society. The results from the 

present study indicate that because social media consistently presents other mothers in a 
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positive light, women who interact with such media can experience negative affect 

associated with feelings of inadequacy. 

Mothers’ perspectives on whether the challenges they experienced were 

commonly shared by others (i.e., perceptions of common humanity) was key in 

determining their adaptive responses to stressors. Therefore, one possible method of 

preventing psychological distress may be to develop interventions that encourage 

personal insight and self-reflection such as self-compassion programs, in which 

perceptions of common humanity are focused upon. For example, in previously reported 

self-compassion interventions, phrases such as “challenges are something we all share”, 

or “encountering challenges are just part of the human experience”, are taught to 

participants to address the issue of common humanity (Neff & Germer, 2013; Smeets et 

al., 2014). In a similar manner, new mothers could be taught to use (and hopefully 

endorse) the phrase “every new mother experiences challenges” when they encounter 

difficulties in the postpartum period.  

What did mothers recommend in terms of community-level interventions to help 

them to receive positive, as opposed to negative, social experiences? A few ideas were 

consistently articulated by mothers in the present study. Peer support programs were 

discussed as offering significant potential for helping them, and mothers highlighted 

that partners, family, and friends could be better educated on how to communicate with, 

and support, them. In order for future new mothers to better manage factors such as 

uncertainty and social pressure, participants indicated that their own education (to 

establish expectations and coping skills) was an area that required improvement. 

Specifically, mothers felt that new mothers should be taught to plan for what to expect 

in the postpartum period and how to deal with postpartum challenges. This is an 

important finding, as discordance between expectations and the reality of motherhood 

has been previously found to be a risk factor for postpartum depression (Beck, 2002). 
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Mothers in this study also indicated that they would appreciate more information from 

credible sources such as health authorities (e.g., health department, child health nurse, 

GP) or other mothers. The information should also be easily accessible, and delivery 

during antenatal sessions appeared to be considered a good time to provide such 

information. These findings suggest a lack of good resources to manage maternal 

psychological distress in the postpartum period. Agencies providing antenatal 

information sessions could integrate these additional topics into existing sessions in 

order to address important issues that could prevent maternal psychological distress. In 

addition, these agencies could also provide informational material (e.g., brochures, 

fridge magnets) to the social support group on how they can better support new mothers 

in the postpartum period. Interestingly, new mothers felt receptive to other mothers who 

were considered to be good sources of information. Some mothers even ranked other 

mothers higher, in terms of a preferred source of information, than midwives or GPs. 

This finding is consistent with recent evidence underscoring the importance of non-

professionals (e.g., Gale et al., 2018); accordingly, researchers designing interventions 

aimed at preventing maternal distress might consider using other mothers as agents to 

provide support and information to new mothers. 

3.6 Limitations 

Our findings may provide insight into sources of distress and intervention 

preferences for new mothers; however, it is important to balance the value of these 

findings against important design limitations. One such limitation is that the majority of 

our participants were well-educated, and information regarding their living situation 

(i.e. who else they might be living with) was not collected in this study. We recommend 

future research in which participants with more diverse backgrounds are recruited and 

information regarding their living situation to be collected. These findings also provide 

no insight into whether parents expecting their second or subsequent child have similar 



 

 

108 

intervention preferences compared to first time mothers. Furthermore, given the 

potential for social media to influence new mothers, and in light of the growth in social 

media usage (Statista, 2017), future studies would be valuable in which investigators 

examine how social media could best be used to improve new mothers’ mental health 

(or, at the very least, may be used to avoid any detrimental effects on mothers’ 

psychological well-being).  

3.7 Conclusions 

In closing, the results from this study indicate that societal norms, often 

propagated through social media platforms, may place undue pressure on even 

relatively well-adjusted new mothers. The first-time Australian mothers interviewed in 

this study also highlighted issues related to the notion of common humanity, and 

emphasised the role of this factor in normalising the postpartum experience and 

reducing psychological distress. Mothers in the present study also discussed a variety of 

preventive intervention options through which effective forms of support could be 

offered. In particular, mothers expressed a need for peer support programs provided by 

individuals who are trained to communicate in an effective, sensitive manner. We 

encourage interventionists to take these issues into account when designing future 

community-level preventive interventions for first-time Australian mothers.   
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4.0 Chapter Foreword 

In Chapters 2 and 3, we identified that first-time mothers experienced the most 

psychological distress in the early postpartum phase, and highlighted a need for more 

education (for their support group and themselves) and better (i.e., non-judgemental and 

compassionate) support. In addition, first-time mothers indicated that support from 

other experienced mothers would be well received. Accounting for these considerations, 

we developed a new peer-support intervention—referred to as the Mummy Buddy 

Program—aimed at promoting well-being and preventing psychological distress among 

first-time mothers. A feasibility trial of the Mummy Buddy Program was undertaken 

and findings are reported in Chapter 4.  In Western Australia, mothers are typically 

discharged within 48 hours after birth (barring any complications). The usual standard 

care postpartum includes a follow up visit from a midwife within seven days after 

discharge, a visit from the child health nurse between 0-14 days, at 8-weeks, and 4-

months postpartum. The Mummy Buddy program and its’ components are in-addition 

to what is received as part of usual care in Western Australia. This program is partly 

funded by Healthway and the research team wrote the grant. 
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4.1 Abstract 

 Background: Many women find the transition to motherhood difficult and 

stressful, and professional support for postpartum mothers is often limited in 

availability. Peer support programs may offer a viable and cost-effective method to 

provide support for new mothers in a community-based setting. To determine the 

feasibility of a peer support program—The Mummy Buddy Program—in which 

experienced mothers are trained to offer social support to first-time mothers in the 

postpartum period. Methods: A total of 33 experienced mothers undertook “Mummy 

Buddy’ training to provide social support to new mothers, with a particular focus on the 

provision of affirmational and emotional support. These women were subsequently 

paired one-on-one with first-time mothers (n = 33), and were encouraged to provide 

support until 12-weeks postpartum. Results: Majority of Mummy Buddies (92.8%) 

agreed that they were sufficiently trained to perform their role, and 95.3% of new 

mothers were satisfied with the support provided by their buddy. Preliminary efficacy 

analyses revealed that the program may help mothers cope with postpartum distress, 

with no increases in stress or depressive symptoms observed across the period 

monitored. Conclusion: Overall, the Mummy Buddy Program was well received by 

both new and experienced mothers, and participants were willing to recommend the 

program to others. Preliminary data support the efficacy of the program in preventing 

statistically significant increases in stress and depressive symptoms in the postpartum 

period. Future studies should aim to examine the utility of the program in the context of 

a larger and longer-term randomised controlled trial. 
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4.2 Introduction 

Postnatal depression and anxiety are debilitating mental health conditions that 

can affect a significant proportion (e.g., up to 17%) of first-time mothers (e.g., AIHW, 

2012; Yelland, Sutherland & Brown, 2010). In addition to undermining mothers’ 

wellbeing, postnatal depression and anxiety can also be negatively associated with the 

wellbeing of mothers’ partners and babies, and can compromise relationship functioning 

in entire family units (e.g., Giallo, Cooklin, Wade, D’Esposito, & Nicholson, 2014; 

Halbreich & Karkun, 2006; Zelkowitz & Milet, 1996). Even for first-time mothers who 

do not suffer from significant (or clinical levels of) depression and/or anxiety, the 

transition to motherhood is often experienced as stressful, complicated, and challenging 

(Mercer, 2004). Accordingly, various preventive interventions have been developed 

with the goal of reducing mothers’ distress during the postpartum period, but evidence 

supporting the efficacy of these interventions has been mixed (e.g., Werner, Miller, 

Osborne, Kuzava, & Monk, 2015). One possible reason for these mixed results is that 

few interventions to reduce mothers’ postpartum distress have been developed with a 

‘bottom-up’ approach whereby mothers’ preferences for intervention content are 

solicited and applied. Such an approach—in which preferences for program-related 

support are gained from the target population—is often considered to be best-practice 

for intervention design (e.g., Bartholomew et al., 1998). Thus, in the case of programs 

aimed at assisting new mothers to manage psychological distress in the early 

postpartum period, new mothers are likely to be well positioned to offer guidance on 

effective program content and delivery. 

In a recent study by Law and colleagues (2018; see Chapter 3), a sample of 

Australian first-time mothers described the factors they associated with mild to 

moderate symptoms of postpartum distress, and also provided ideas for community-

based intervention that would be effective in reducing such distress. Mothers desired 
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more education on planning for postpartum challenges, and they also sought more 

effective social support to help them manage in the postpartum period. In particular, 

new mothers desired peer support, and considered other (slightly more experienced) 

mothers as a preferred source of such support. These findings underscore the 

importance of using non-professionals in the delivery of social support (Gale, Kenyon, 

MacArthur, Jolly, & Hope, 2018), and suggest that in addition to wanting support in a 

general sense, mothers specifically sought support from another mother in the form of a 

‘buddy system’. Compared to professional sources of support, there is less cost and 

there are fewer constraints surrounding peer support interventions, thus making support 

of this nature relatively accessible. In light of this evidence, it appeared that the use of 

experienced mothers to provide support to new mothers might prove to be efficacious 

and feasible as a means for supporting mental health and protecting against 

psychological distress (e.g., Clarke, King, & Prost, 2013; Fuhr et al., 2014). 

Studies focused on the efficacy of peer support interventions for mothers are 

vast (e.g., Cwikel, Segal-Engelchin, & Niego, 2018; Pfeiffer, Heisler, Piette, Rogers, & 

Valenstein, 2011); in some of these studies, interventions have been successful at 

helping women manage or prevent postnatal depression. For example, in a study by 

Dennis et al. (2009), women with postnatal depression who received telephone peer 

support from trained mothers experienced reductions in anxiety relative to a control 

group. Other interventions on peer support for mothers, however, have been less 

effective (e.g., Letourneau et al., 2011; Morrell, Spiby, Stewart, Walters, & Morgan, 

2000). In a study by Letourneau et al. (2011), for example, new mothers who received 

home-based peer support from trained mothers actually showed more depressive 

symptoms compared to a control group. 

Identifying factors that are likely to influence the effectiveness of peer support 

interventions for mothers is a difficult undertaking. However, successful interventions 
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of this type have often shared at least two characteristics. First, effective interventions 

have often been characterised by supporting the autonomy of the mother-peer pair (e.g., 

Dennis, 2003; Dennis et al., 2009). That is, perhaps due to the creativity and flexibility 

needed for the provision of effective social support, pairs often function better in 

programs in which interventionists support participants’ autonomy (e.g., Koestner, 

Powers, Carbonneau, Milyavskaya, & Chua, 2012; Weinstein, Hodgins, & Ryan, 2010). 

A second characteristic that is often shared by effective peer support interventions for 

mothers relates to the focus of peer support. Successful interventions are often 

characterised by positive and satisfying interactions between peers and mothers, as well 

as adequate support from the peers on emotional/affirmational issues (see e.g., Dennis, 

2003). Examples of emotional/affirmational support include the provision of care, 

concern, empathy, and trust (House, 1981). 

Based on the recommendations from mothers in the study by Law et al. (2018), 

together with the evidence regarding the importance of providing autonomy and 

appropriate (e.g., emotional, affirmational) support, we developed ‘The Mummy Buddy 

Program’, a peer support program aimed at preventing or reducing psychological 

distress in first-time mothers. A recognised and important first stage in the development 

and optimisation of any intervention is to assess elements associated with program 

feasibility (Craig, Dieppe, Macintyre, Michie, Nazareth, & Petticrew, 2008). 

Acceptability of testing procedures and intervention components, and rates of 

recruitment and retention are all components of a well-designed feasibility study that 

provide insight into the structure, effectiveness, and ‘scalability’ of an intervention 

(Lancaster, 2015). Therefore, the primary purpose of this study was to test the 

feasibility and preliminary efficacy of the ‘Mummy Buddy’ program, a peer support 

program aimed at preventing or reducing psychological distress in first-time mothers 

(i.e., mothers expecting their first baby). 
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4.3 Method 

4.3.1 Participants   

Two groups of participants (i.e., Mummy Buddies and New Mothers) were 

recruited through emails within the author’s institution, local businesses, social media 

(i.e., Facebook), and local media releases. Prospective participants were informed that 

the purpose of the study was to determine if peer support could help new mothers 

manage better during the postpartum period. Mothers with at least one child under the 

age of five and who lived within the Perth metropolitan region in Western Australia 

were recruited as Mummy Buddies for the study. First-time mothers who expected to 

give birth between September 2017 and February 2018 were recruited as New Mothers. 

Only new mothers who scored below 13 on the Edinburgh Postnatal Depression Scale 

(EPDS; Cox, Holden, & Sagovsky, 1987), were in a committed relationship, reported 

no health (i.e., physical or mental) or pregnancy complications, and were under the age 

of 35 were included as participants in the study. In keeping with a bottom-up approach, 

these criteria were chosen as they were consistent with the cohort recruited by Law et 

al. (2018; Chapter 3).  

4.3.2 Intervention Development and Design 

All procedures were approved by the Human Research Ethics Committee at the 

author’s institution. A single intervention group trial was adopted, as is standard for 

non-randomised feasibility studies (Eldridge et al., 2016). The intervention consisted of 

five components: a) ‘Mummy Buddy’ workshops for the Mummy Buddies, b) antenatal 

information sessions for the New Mothers, c) ‘Ready to Go’ planning sessions, in which 

Mummy Buddy/New Mother pairs were introduced and worked together to develop 

their personalised support plans, d) ongoing support (i.e., practical, emotional, and 

appraisal forms of support) given to New Mothers by Mummy Buddies until 12-weeks 
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postpartum, and e) a phone call to New Mothers by a non-profit, community-based 

parenting support organisation (Ngala) at four weeks postpartum (see Figure 4.1). The 

intervention was developed based on the findings from an earlier qualitative study by 

the first author, in consultation with Ngala, and a multidisciplinary team experienced in 

community program development and perinatal mental health. A rolling recruitment 

format was used; Mummy Buddy workshops were held frequently (10 sessions for new 

Mummy Buddies), and five antenatal information and ‘Ready to Go’ planning sessions 

were held. Data were collected using online and/or paper surveys that were provided to 

Mummy Buddies at recruitment and 12-weeks postpartum, and to New Mothers at 

baseline (i.e., third trimester of pregnancy), six weeks postpartum, and 12-weeks 

postpartum.  

4.3.3 Intervention Components and Delivery 

Mummy Buddies. The role of Mummy Buddies is to provide emotional (e.g., 

active listening, showing empathy), practical (e.g., directing to relevant website, sharing 

of own experience/technique), and appraisal (e.g., providing validation) support to new 

mothers up to 12-weeks postpartum. Mummy Buddies first completed a baseline survey 

(including basic demographic items) and then attended a two-hour workshop. The 

workshop was delivered by the lead author and included education about informational, 

practical, emotional, and appraisal support. Emphasis was given to the latter two forms 

of support (emotional and appraisal), with significant coverage of techniques for active 

listening, empathy (Wiseman, 1996), self-compassion, stress management, and mental 

health literacy (Jorm, 2012). The training workshop consisted of three parts (a) 

introduction to the program, (b) communication techniques, and (c) scenario training. 

The workshop was designed by the research team, which comprised of researchers and 

practitioners with extensive experience in health psychology, psychiatry, maternal 

health, and intervention design.  
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The first part of the workshop provided participants with an overview of the 

program and highlighted the roles and responsibilities of Mummy Buddies. Participants 

were encouraged to educate and support the New Mothers in the areas discussed in the 

workshop, and to assist the mothers in navigating the complex network of help and 

advice available to them. If New Mothers were suspected of experiencing postpartum 

depression, Mummy Buddies were advised to (a) encourage New Mothers to contact 

their General Practitioner or a health professional, and (b) contact the first author if they 

felt that the condition was not improving. Mummy Buddies were subsequently informed 

that if they contacted the first author expressing concern about a New Mother’s 

condition, then the first author would contact the New Mother for an informal ‘check-

in’ and to recommend that they (the New Mother) consider a referral to seek 

professional help. A referral was only made with the New Mother’s consent. In part 

two, the “Mummy Buddy Wheel”—a three segment circle—was introduced and 

covered topics pertaining to (a) communication skills including active listening (Bodie, 

Vickery, Cannava, & Jones, 2015), (b) using supportive and compassionate language 

(Neff, 2003), and (c) suggestions on how participants can work with their buddies as a 

team. Each topic was discussed in detail using real-life examples and videos (where 

available), and participants practiced their skills by completing activities at the end of 

each topic. In part three, participants completed role-playing scenarios of common 

situations faced by first-time mothers in the postpartum—which were drawn from the 

previous study by Law et al. (2018; Chapter 3). 

New Mothers. New Mothers attended an antenatal session between 28-38 

weeks gestation. An existing antenatal information session from a parenting support 

organisation (Ngala) was utilised to provide educational support for New Mothers. 

Topics covered in the session included feeding the baby, baby’s developmental 

milestones, baby’s sleep, changes in relationship dynamics, and the role of individual 
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parents. The research team, in consultation with Ngala, developed an additional 

component to the session in which participating New Mothers were provided with an 

overview of the Mummy Buddy program. Also provided in this additional component 

of the session was information on the importance of self-compassion and maternal self-

efficacy, as these topics were found to be important for first-time mothers’ mental 

health management in the postpartum period (please also see Chapters 2 and 3 for 

material related to these topics). To aid New Mothers in remembering the information, a 

“Me and You” framework was used. In the framework, “Me” referred to what New 

Mothers themselves, and “You” referred to what others, can do to help New Mothers 

manage stressors in the postpartum period. The New Mothers were introduced to their 

paired Mummy Buddy at the conclusion of the antenatal session. Women were paired 

based on their availability to attend the antenatal session and the proximity of their 

geographical location. Separate “Ready to Go’ planning sessions were organised for 

New Mothers who were unable to attend the scheduled antenatal sessions. Each pair 

then spent 45 minutes in a ‘Ready to Go’ planning session in which they designed a 

personalised support plan for the New Mother based on the priorities and desires of the 

New Mother and her Mummy Buddy. This session was designed based on previous 

findings that first-time mothers desired assistance in making plans for postpartum 

management (see Law et al., 2018). The ‘Ready to Go’ planning session involved the 

use of behaviour change approaches that have been shown to be effective in various 

settings (e.g., Michie et al., 2013), including goal setting, prompting and cueing, self-

monitoring strategies, and action planning. Mummy Buddies were then encouraged to 

support their New Mother for at least 12-weeks. The frequency and modality of support 

(e.g., face-to-face, text, calls) were not structured to allow for the individual preferences 

and needs of the new mother. The follow up call was provided by Ngala and served as a 
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health professional follow up call to answer any medical or health related questions 

associated with the mother or baby. 

4.3.4 Assessment of Intervention Feasibility  

To assess the feasibility of the intervention, all aspects of recruitment were 

documented, as were attrition rates for Mummy Buddies and New Mothers. In instances 

where participants withdrew from the program, the lead author made contact with those 

participants to identify reasons for their withdrawal. 

4.3.5 Mummy Buddies 

Mummy Buddy workshop. At the conclusion of the Mummy Buddy 

Workshop, Mummy Buddies were provided with a 12-item paper based survey (see 

Table 4.1, Results section) to assess their perceptions of the usefulness and 

comprehensibility of workshop material, as well as their confidence in utilising the 

skills developed in the workshop. All items were scored on a 5-point Likert scale 

ranging from 1 (strongly disagree / not at all true for me) to 5 (strongly agree / 

completely true for me), with higher scores corresponding to more positive evaluations. 

Mummy Buddies’ program perceptions. At the end of the intervention, a 12-

item online questionnaire was administered to assess Mummy Buddies’ experiences of 

the program. The questionnaire was based on the Peer Volunteer Experience 

Questionnaire (Dennis et al., 2010), and the questions in this instrument focused on 

Mummy Buddies’ provision of support based on their training (see Table 4.2, Results 

section). An example item is: “I helped my New Mother deal with stressors after her 

baby was born”.  All items were scored on a 5-point Likert scale ranging from 1 

(strongly disagree) to 5 (strongly agree).  



 

 

126 

An additional nine-item online survey was administered at the end of study to 

evaluate the Mummy Buddies’ perceptions of the training and support provided to 

them, as well as their willingness to rejoin the program or invite others to do so (see 

Table 4.3, Results section). All items were scored on a 5-point Likert scale ranging from 

1 (strongly disagree) to 5 (strongly agree), with higher scores reflecting more positive 

evaluations. 

4.3.6 New Mothers 

Antenatal information and ‘Ready to Go’ planning session. After their 

engagement in the information and ‘Ready to Go’ planning sessions, New Mothers 

reported their perceptions of the sessions by completing a 15-item paper based survey 

(see Table 4.4, Results section). In addition, two items in the survey measured New 

Mothers’ confidence in managing postpartum stress. All items were scored on a 5-point 

Likert scale ranging from 1 (strongly disagree) to 5 (strongly agree), or 1 (not true at all 

for me) to 5 (completely true for me), with higher scores denoting more positive 

evaluations. 

Follow-up call experience.  To assess perceptions of the follow-up call, New 

Mothers provided feedback on the call in an online survey sent at 6-weeks postpartum. 

The four-item online survey (see Table 4.5, Results section) measured perceptions about 

the usefulness and satisfaction of the call. All items were scored on a 5-point Likert 

scale ranging from 1 (strongly disagree) to 5 (strongly agree) with higher scores 

indicating more positive evaluations. 

New Mothers’ program perceptions. At the end of the study, an online 

questionnaire was administered to assess New Mothers’ experiences in the program. A 

modified version of the Peer Support Evaluation Inventory (PSEI; Dennis, 2003) was 

included in this questionnaire to measure each New Mother’s perceptions of support 
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from her Mummy Buddy (see Table 4.6, Results section). The PSEI contains four 

subscales assessing supportive interactions (e.g., “My Mummy Buddy listened to me 

about my concerns”), relationship qualities (e.g., “I felt accepted by my Mummy 

Buddy”), perceived benefits (e.g., “I feel less isolated”), and satisfaction with support 

(e.g., “I liked the support from my Mummy Buddy”). Internal consistency estimates (α) 

for scores derived from the PSEI subscales in this study ranged from .91 to .94. Items 

relating to ‘stress and coping’, ‘social construction’, and ‘social integration’ were 

removed because other measures (i.e., Depression, Anxiety, and Stress Scale-21, 

Edinburgh Postnatal Depression Scale, and Barkin Index of Maternal Functioning) were 

used to assess these constructs. All items were scored on a 5-point Likert scale ranging 

from 1 (strongly disagree) to 5 (strongly agree). 

An additional eight-item online survey was administered to New Mothers at the 

end of study to assess their willingness to rejoin the program (as Mummy Buddies), and 

their attitudes toward inviting others to join the program (see Table 4.7, Results 

section). All items were scored on a 5-point Likert scale ranging from 1 (strongly 

disagree) to 5 (strongly agree), with higher scores corresponding to more positive 

evaluations. 

4.3.7 Assessment of Preliminary Efficacy of the Intervention  

New Mothers were sent links to online surveys at 6- and 12-weeks postpartum 

in order to determine preliminary efficacy of the intervention. The online surveys 

assessed the following constructs: 

 Depressive symptoms. The Edinburgh Postnatal Depression Scale (EPDS; Cox, 

Holden & Sagovsky, 1987), which is a 10-item instrument developed for use by both 

pregnant and postpartum women, was used to measure risk of perinatal depression. 

Example items include “I have been able to laugh and see the funny side of things”, and 
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“I have felt sad and miserable”. The instrument requires participants to indicate the 

response closest to how they have felt in the past seven days. Response labels vary 

across items—but all range from 0 to 3—and scores are summed (with reverse scored 

items corrected) to give a total score. Higher scores indicate greater experience of 

depressive symptoms, and a score greater than 13 indicates a high likelihood of 

depression and a referral is usually recommended. In this study, when any participants 

reported such scores, the first author made contact with the participant to recommend 

that they seek professional help. A referral was only made with participants’ consent. 

Internal consistency estimates (α) for EPDS scores in this study ranged from .81 to .90. 

Extensive support for the reliability and validity of scores derived from the EPDS can 

be found elsewhere (e.g., Affonso, De, Horowitz, & Mayberry, 2000; Coates, Ayers, & 

de Visser, 2017). 

 Stress and Anxiety. The Depression, Anxiety, and Stress Scale-21 (DASS-21; 

Henry & Crawford, 2005) is a validated and widely used tool to measure depression, 

anxiety, and stress symptoms and has been applied in an antenatal population (e.g., 

Guelfi et al., 2016). The DASS-21, which consists of 21 items, invites respondents to 

consider their feelings over the previous week. Example items include: “I found myself 

getting agitated” (stress), and “I felt I was close to panic” (anxiety), and “I felt that I had 

nothing to look forward to” (depression), with response options anchored at 1 (never) 

and 4 (almost always). The DASS-21 consists of three subscales (i.e., depression, stress, 

and anxiety), with total scores for each subscale obtained from the sum of scores from 

subscale items. Previous studies have provided support for the internal consistency of 

DASS-21 subscales (e.g., Bolten, Fink, & Stadler, 2012; Byrne, Hauck, Fisher, Bayes, 

& Schutze, 2014). Only the stress and anxiety subscales were used in this study because 

depression was measured with the EPDS. In the present study, internal consistency 
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estimates (α) for scores derived from this instrument ranged from .44 to .65 for the 

anxiety, and .71-.85 for the stress subscales. 

Maternal functioning status. The Barkin Index of Maternal Functioning 

(BIMF; Barkin et al., 2010)—a 20-item self-reported measure designed for use in the 

year postpartum—was used to assess mothers’ perceptions of maternal functioning. 

Respondents were asked to consider their feelings over the previous week. Example 

items include “I am getting enough adult interaction” and “I am able to take care of my 

baby and my other responsibilities”. All items were scored on a 7-point Likert scale 

ranging from 0 (strongly disagree) to 6 (strongly agree). Scores derived from the BIMF 

have previously demonstrated evidence of internal consistency (e.g., Barkin, Wisner, & 

Wisniewski, 2014; Heberlein et al., 2016), and internal consistency estimates (α) for 

BIMF scores in this study ranged from .81 to .89.  

4.3.8 Data Analysis  

Data were initially screened for missing values. When participants failed to 

respond to items for an entire variable or subscale, data were not replaced. Analysis was 

conducted based on all available data. Descriptive data were generated to illustrate 

participant demographics. Feasibility data are presented in the form of attrition and 

survey completion rates, individual item scores, as well as aggregate means and 

standard deviations. Changes in outcome variables measured at baseline, 6- and 12-

weeks postpartum were assessed using one-way ANOVAs and paired samples t-tests as 

appropriate.  

4.4 Results 
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4.4.1 Recruitment and Baseline Characteristics 

Mummy Buddies. A total of 40 experienced mothers expressed interest in 

joining the program as Mummy Buddies. Out of those 40, two did not fit the inclusion 

criteria because they lived outside the designated metropolitan area. All remaining 

participants undertook the training workshop, but three dropped out after training, and 

of the remaining 35 participants, 33 were matched with a New Mother. Two Mummy 

Buddies were not matched due to the number of New Mothers recruited for the study 

(i.e., due to these Mummy Buddies not having a ‘partner’ to be paired with). No 

Mummy Buddy withdrew from the program after they had been paired with a New 

Mother. See Figure 4.1 for a flow diagram illustrating the number of participants 

recruited, those lost to follow-up, and those used for feasibility analyses. The 

completion rate for Mummy Buddy surveys was 84.8%. The mean age of participants at 

recruitment was 33.20 years (SD = 3.59), and all participants had completed at least 

high school, with 22 participants having completed an undergraduate university degree 

or higher. The majority (90.1%) of Mummy Buddies had one or two children, with the 

average age of their ‘qualifying’ child 2.44 years (SD = 1.51). 

New Mothers. A total of 38 first-time expectant mothers expressed interest in 

the study. Of those who expressed interest, only 35 registered for the study and were 

assessed for eligibility between September 2017 and Mach 2018, with 33 individuals 

consenting to participate (one person fell above the cut-off age and another scored more 

than 13 on the EPDS scale). None of these 33 participants dropped out of the study, and 

survey completion rates were 97.0% at 6-weeks postpartum and 90.9% at 12-weeks 

postpartum. The mean age of New Mothers at recruitment was 30.83 years (SD = 3.30), 

and the mean EPDS score was 4.97 (SD = 3.49). One participant was recommended for 

referral at baseline due to scoring more than 13 on the EPDS scale. All New Mother 
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participants had completed a high school diploma or had obtained higher education 

qualifications. 

4.4.2 Assessment of Feasibility  

Mummy Buddies. Results from the post-workshop evaluation questionnaire 

assessing the dose received (see Saunders, Evans, & Joshi, 2005) during the training 

workshop are shown in Table 4.1. More than 90% of participants agreed or strongly 

agreed with 11 out of 12 of the items in the questionnaire, but only 45.5% of 

participants indicated that they referred to their handbook during the workshop. Results 

for Mummy Buddies’ perceptions of their volunteer experiences (assessed at 12-weeks 

postpartum) are shown in Table 4.2. Mummy Buddies felt that they were able to fulfil 

certain parts of their roles; for example, all Mummy Buddies agreed or strongly agreed 

that they were able to use supportive and compassionate language, be an active listener, 

show empathy, and provide encouraging feedback. Similarly, 85.7% of Mummy 

Buddies agreed or strongly agreed that they were able to ask for permission before 

giving advice, and encourage self-compassion in New Mothers. However, other parts of 

the role appeared harder to fulfil, such as helping New Mothers deal with stressors after 

the baby was born (46.4% agreed or strongly agreed), working together as a team 

(28.6% agreed or strongly agreed), and sticking to plans that were set (57.1% agreed or 

strongly agreed). Approximately two-thirds (67.8%) of Mummy Buddies agreed or 

strongly agreed that they were able to build a good relationship with their New Mothers, 

and 71.4% of Mummy Buddies agreed or strongly agreed that they enjoyed their 

experience. More than 90.0% of participants agreed or strongly agreed to seven out of 

nine items that were included in the survey at the end of the study (Table 4.3). Only 

44.3% agreed—and 14.3% strongly agreed—that it was easy to contact the health 

professional organization and that the contact was useful. 
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New Mothers. Five participants (15.2%) were unable to attend the antenatal 

information session due to scheduling difficulties. However, all participants attended 

the ‘Ready to Go’ planning session. Results from the post-session evaluation 

questionnaire assessing the dose received during these sessions are shown in Table 4.4. 

More than 80.0% of the New Mothers agreed or strongly agreed with all the items in the 

post-session evaluation questionnaire. Similarly, more than 90.0% of participants 

agreed or strongly agreed with five out of six of the items related to the ‘Ready to Go’ 

planning session, although only 55.9% of the New Mothers felt that it was important to 

have a written agreement in this session. Less than half of the participants (45.5%) 

received the scheduled follow-up call in the postpartum period. The main reason for not 

receiving the follow-up calls was that New Mothers were unreachable when contacted. 

Among the participants who received the call, 60.0% were satisfied with the discussion 

they had. Individual item scores for their perceptions of the follow-up call are shown in 

Table 4.5. Results for participants’ perceptions of the peer support provided to them by 

Mummy Buddies revealed that New Mothers felt that Mummy Buddies provided a high 

level of emotional, appraisal and information support, and were trustworthy and 

sensitive towards them (Table 4.6). 

  



 

 

133 

Table 4.1  Mummy Buddies’ perceptions of the training workshop.  

n = 33 Agree/Strongly Agree (%) 

The section on active listening and empathy was useful in 

preparing me to support my New Mother. 
100.0 

The section on using supportive & compassionate language was 

useful in preparing me to support my New Mother. 
100.0 

The section on giving advice and teamwork was useful in preparing 

me to support my New Mother. 
97.1 

I referred to the Mummy Buddy handbook during the workshop. 45.5 

I understood the information that was presented to me during the 

workshop. 
100.0 

I found the workshop to be interesting. 100.0 

The workshop facilitator was effective. 100.0 

The workshop was convenient for me to attend. 94.1 

Overall, the workshop was useful to prepare me for my role as a 

Mummy Buddy. 
100.0 

The workshop made me confident to be an active listener. 100.0 

The workshop made me confident to use supportive and 

compassionate language. 
100.0 

The workshop made me confident to give advice and to work as a 

team with my New Mother. 
100.0 
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Table 4.2. Mummy Buddies’ perceptions of their peer volunteer experience.  

n = 28 Agree/Strongly Agree (%) 

I have managed to build a good relationship with my New 

Mother. 

67.8 

I have helped my New Mother become more self-

compassionate. 

85.7 

I have used supportive and compassionate language towards 

my New Mother. 

100.0 

I have been an active listener to my New Mother. 100.0 

I have been empathetic to my New Mother. 100.0 

I helped my New Mother deal with stressors after her baby 

was born. 

46.4 

I have given encouraging feedback to my New Mother. 100.0 

I have asked for permission from my New Mother before 

giving advice. 

85.7 

I have felt like my New Mother and I have worked as a 

team. 

28.6 

My New Mother and I have managed to stick to the plans 

we set during the antenatal session. 

57.1 

Being a Mummy Buddy has helped me grow as an 

individual. 

46.4 

I have enjoyed my experience as a Mummy Buddy. 71.4 

 
 

Table 4.3 Mummy Buddies’ end-of-study evaluations. 

n = 28 Agree/Strongly Agree (%) 

I have had sufficient training to confidently carry out my 

duties as a Mummy Buddy. 

92.8 

It has been easy to contact the research team. 95.4 

The research team provided sufficient support. 95.8 

It has been easy to contact the health professional 

organisation when needed. 

44.4 

The health professional organisation has provided me with 

useful support. 

14.3 

I think the Mummy Buddy Program is important. 100.0 

I would recommend this program to others. 100.0 

I would recommend others to volunteer to be a Mummy 

Buddy. 

100.0 

I would volunteer to be a Mummy Buddy again. 91.3 
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Figure 4.1. Flow diagram of the recruitment and analysis process. 

 
  

Assessed for eligibility  
Mummy Buddy (n= 40) 

New Mother (n= 35) 

• Attended training workshop 
(n= 38) 

• Did not attend training 
workshop (n= 0) 

• Attended antenatal information 
session (n= 28) 

• Did not attend antenatal 
information session due to 
personal commitments (n= 5) 

Allocation	

Follow up call 
Received (n= 15) 
Did not receive (n= 18) 

Follow-Up	

Did not complete survey 
•  (n= 5) 

Did not complete survey 
• 6-weeks (n=1) 
• 12-weeks (n= 3) 

Follow-Up	

Paired (n= 33) 

Meet & Greet 
Mummy Buddy & New 

Mother Pair (n= 33) 
New Mother (n= 29) 

Assessment 
• 6 –Weeks (n= 32) 
• 12-Weeks (n = 30) 

Assessment 
• 12 –Weeks (n= 28) 

Assessment	

Excluded		
• Not	meeting	inclusion	

criteria	(n=	2)	
	

Excluded	
• Not	meeting	inclusion	

criteria	(n=	2)	

Mummy Buddy 
New Mother 



 

 

136 

Table 4.4 New Mothers’ perceptions of antenatal information and ‘Ready to Go’ planning sessions. 

Antenatal Information Session (n = 28) Agree/Strongly Agree 

(%) 

The “You & Your New Baby” section was useful in preparing me to be 

a mother. 

100.0 

The “Me & You” section was useful in preparing me to be a mother. 91.2 

I referred to the New Mum handbook during the antenatal session. 88.3 

I understood the information that was presented to me during the 

antenatal session. 

100.0 

I found the antenatal session to be interesting. 100.0 

The Ngala facilitator was effective. 100.0 

The UWA facilitator was effective. 100.0 

The antenatal session was convenient for me to attend. 93.1 

Overall the antenatal session was useful to prepare me for the 

postpartum period. 

100.0 

 
True/ Completely True 

for me (%) 

The session made me more confident to be self-compassionate towards 

myself in the postpartum period. 

90.9 

The session made me more confident to deal with challenges in the 

postpartum period. 

84.8 

‘Ready to Go’ Planning Session (n = 33) Agree/Strongly Agree 

(%) 

The Meet & Greet was useful. 94.1 

It was important to have a written agreement. 55.9 

It was important to discuss the support plans 91.2 

The session was an initial step to building a strong relationship. 94.1 

The session was well facilitated. 97.1 

Overall I am satisfied with the session. 100.0 

 

Table 4.5 New Mothers’ perceptions of their follow-up call experience. 

n = 15 Agree/Strongly Agree (%) 

The call came at the right time. 60.0 

The call was useful. 46.6 

Overall, I was satisfied with the call. 60.0 

I would have liked more than one follow-up call. 33.4 
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Table 4.6 New Mothers’ perceptions of peer support ratings 

Domain Subscale Item 

Agree/Strongly Agree % 

6-Weeks 

(n=32) 

12-Weeks 

(n=30) 

Emotional Support   

My Mummy Buddy listened to me talk about my feelings of 

concerns. 

96.9 96.7 

My Mummy Buddy helped me feel that I was not alone in my 

situation. 

96.9 100.0 

My Mummy Buddy expressed interest and concern about how I 

was doing. 

100.0 83.3 

My Mummy Buddy told me that help was available when I needed 

it. 

84.4 90.0 

My Mummy Buddy accepted me for who I was. 96.9 100 

Informational Support   

My Mummy Buddy told me what was usual for my current 

situation. 

93.8 76.6 

My Mummy Buddy suggested other ways of doing things. 78.2 66.7 

My Mummy Buddy told me what to expect in a certain situation. 84.4 80.0 

My Mummy Buddy assisted me to solve my problems or concerns. 87.5 86.6 

My Mummy Buddy provided me with practical information. 96.9 96.6 

My Mummy Buddy gave trustworthy advice. 93.7 93.3 

Appraisal Support   

My Mummy Buddy told me that I did something well. 87.8 83.3 

My Mummy Buddy helped me feel what I was going through was 

‘normal’. 

96.9 96.7 

My Mummy Buddy expressed admiration for a personal quality of 

mine. 

68.8 66.7 

My Mummy Buddy gave me feedback on how I was doing. 68.7 76.7 

Perceived Peer Responsiveness   

If something important happened to me I could share the 

experience with my Mummy Buddy. 

87.5 83.4 

I know that whatever I said was just between my Mummy Buddy 

& I. 

100.0 96.7 

My Mummy Buddy could tell when I was worried about 

something. 

50.0 46.7 

My Mummy Buddy was trustworthy. 100.0 93.3 

My Mummy Buddy was dependable. 96.9 80.0 

My Mummy Buddy responded to me in a supportive way. 96.9 96.6 

I felt accepted by my Mummy Buddy. 96.9 100 

I felt comfortable ‘just being myself’ with my Mummy Buddy. 93.8 100 
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With my Mummy Buddy I could confide my most inner feelings. 59.4 50.0 

My Mummy Buddy understood my point of view. 96.9 100.0 

My Mummy Buddy felt bad if thing didn’t go well for me. 65.8 80.0 

I feel comfortable getting close with my Mummy Buddy. 84.4 76.7 

I depended on my Mummy Buddy. 31.3 40.0 

Nature and Extent of Interdependence   

I felt close to my Mummy Buddy. 53.2 60.0 

My Mummy Buddy influenced how I felt or acted. 40.7 53.3 

My Mummy Buddy was an important source of support for me. 71.9 56.6 

My Mummy Buddy worked at maintaining a relationship with 

me. 

87.5 76.7 

I looked forward to talking to my Mummy Buddy. 84.4 76.7 

My Mummy Buddy invested time to help me. 87.5 80.0 

Peer Qualities    

My Mummy Buddy revealed personal information. 81.2 83.4 

My Mummy Buddy was interesting and enjoyable to talk to. 96.9 93.3 

My Mummy Buddy presented a good first impression. 96.9 96.7 

My Mummy Buddy seemed like she would be able to talk to 

anyone. 

84.4 96.7 

My Mummy Buddy was sensitive and understanding. 90.6 93.3 

My Mummy Buddy talked too much 0.0 0.0 

Sentiment   

My Mummy Buddy would get over-involved in my problems. 0.0 0.0 

My Mummy Buddy pressured me to change. 0.0 0.0 

My Mummy Buddy made me feel guilty. 0.0 0.0 

My Mummy Buddy made me feel angry. 0.0 0.0 

My Mummy Buddy was critical of me. 0.0 0.0 

My Mummy Buddy minimised my problems. 9.4 16.7 

Self-Efficacy   

I am more confident in my ability to care for my baby. 87.5 86.7 

I am more confident with my abilities to be a mother. 93.8 83.3 

I am more confident to deal with my situation. 87.5 86.6 

Perceived Quality   

My Mummy Buddy provided the assistance I needed. 93.7 83.3 

My Mummy Buddy met my expectations. 87.5 76.7 

My Mummy Buddy was respectful to me. 96.9 100.0 

I liked my Mummy Buddy. 96.9 100.0 

There is nothing I would have liked done differently. 75.0 66.7 

Convenience    

Receiving support from my Mummy Buddy was convenient for 

me. 

87.5 90.0 

I like the support provided to me, based on our agreed upon 90.4 86.7 
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method(s). 

I had very few problems with the support I received. 90.6 83.3 

Access   

I was able to talk to my Mummy Buddy when I needed to. 90.6 90.0 

My Mummy Buddy contacted me as planned. 96.9 90.0 

I had enough contact with my Mummy Buddy. 71.9 63.3 

General Satisfaction   

I would recommend the Mummy Buddy Program to a friend. 93.8 96.6 

Overall, I am satisfied with my Mummy Buddy support 

experience. 

93.8 96.7 

 

Results from the eight-item survey administered at the end of the study indicated 96.7% 

of New Mothers were willing to recommend the program to others, and 75.0% would 

volunteer to be a Mummy Buddy (Table 4.7). 

Table 4.7 New Mothers’ end-of-study evaluations 

n = 30 Agree/Strongly Agree (%) 

It has been easy to contact the research team. 91.7 

The research team provided sufficient support. 88.0 

It has been easy to contact the health professional 

organisation when needed. 

83.3 

The health professional organisation has provided me with 

useful support. 

80.0 

I think the Mummy Buddy Program is important. 100.0 

I would recommend this program to others. 96.7 

I would recommend that others volunteer to be a Mummy 

Buddy. 

100.0 

I would volunteer to be a Mummy Buddy in the future. 75.0 

 

4.4.3 Assessment of Preliminary Efficacy  

A summary of scores relating to preliminary efficacy of the intervention—with 

respect to New Mothers’ depression, stress, anxiety, and maternal functioning scores—

can be seen in Table 4.8. Scores from the EPDS were below clinical threshold (i.e., less 

than 13) at baseline, 6- and 12-weeks postpartum. Four New Mothers were 

recommended for referral between 6 and 12 weeks postpartum. Analysis revealed that 
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there were no significant differences in EPDS scores between all time points, F(1.63, 

45.58) = 0.59, p = .23, ηp
2 = .02, and mean scores at baseline, 6-weeks, and 12-weeks 

were 4.76 (SD = 3.43), 5.44 (SD = 4.64), and 4.60 (SD = 4.51), respectively. 

Scores on anxiety and stress subscales from the DASS-21 revealed that New 

Mothers experienced (what would be considered) normal levels of stress and anxiety. 

One-way repeated measures ANOVAs did not reveal any significant differences in any 

of the subscales over time (Stress, F(2, 56) = 0.66, p = .52, ηp
2 = .02; mean scores at 

baseline, 6-weeks, and 12-weeks were 3.76 (SD = 2.44), 3.72 (SD = 2.95), and 4.00 (SD 

= 3.11), respectively; Anxiety, F(2, 56) = 0.13, p = .88, ηp
2 = .01 mean scores at 

baseline, 6-weeks, and 12-weeks were 1.21 (SD = 1.69), 0.97 (SD = 1.38), and 0.93 (SD 

= 1.26), respectively). Based on BIMF scores that were in the upper quartile of the 

scale, New Mothers appeared to be functioning well overall. There was no significant 

difference between BIMF scores at 6- and 12-weeks postpartum, t(28) =  -1.40, p = .17, 

d = .21 (BIMF was not measured during baseline assessments). Mean BIMF scores at 6-

weeks, and 12-weeks were 94.16 (SD = 10.92), and 97.13 (SD = 14.34) respectively. In 

addition, at least 83.3% of mothers agreed or strongly agreed that they were confident in 

managing their baby (see Table 4.6) and challenges after giving birth (see Table 4.4).   

Table 4.8. Means and standard deviations (in brackets) of scales used to assess preliminary efficacy. 

 Baseline 
(n=33) 

6-Weeks 
Postpartum (n=32) 

12-Weeks Postpartum 
(n=30) 

EPDS 4.76 (3.43) 5.44 (4.64) 4.60 (4.51) 
DASS-21 Anxiety 
Subscale 

1.21 (1.69) 0.97 (1.38) 0.93 (1.26) 

DASS-21 Stress 
Subscale 

3.76 (2.44) 3.72 (2.95) 4.00 (3.11) 

BIMF  94.16 (10.92) 97.13 (14.34) 
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4.5 Discussion 

Empirical evidence indicates that mothers are positively disposed toward peer 

support programs, and often see other experienced mothers as a valuable source of 

social support (e.g., Dennis, 2010; Law et al. 2018). In this study, a peer support 

program was developed based on support preferences from first-time mothers (Law et 

al., 2018), as well as on two characteristics that have marked other successful peer 

support interventions for mothers (i.e., a focus on relationship autonomy and on 

emotional support). The feasibility of the program was assessed by monitoring and 

recording participants’ recruitment, retention, and survey completion rates, as well as 

their perceptions of acceptability and satisfaction with the program. The preliminary 

efficacy of the program was assessed by examining participating New Mothers’ stress, 

depression, anxiety, and maternal functioning throughout the course of the program. 

4.5.1 Program Feasibility and Preliminary Efficacy  

In general, similar to other peer support programs (e.g., Cwikel et al., 2018), 

findings from the current study indicate that the Mummy Buddy Program is both 

feasible and relatively well received by both new and experienced mothers. 

Mummy Buddies. The data from this study show that, in general, mothers were 

open to, and willing to join, the peer-support program. The main difficulty faced, 

however, was that even though experienced mothers were enthusiastic, unforeseen 

commitments caused some to withdraw their participation. It is possible that these 

withdrawals may be attributed to unrealistic expectations held by participants about the 

commitments involved with joining the program. Therefore, in the future, it would be 

worthwhile to reinforce and clarify the expected commitments of the program and 

remind potential participants, during recruitment, to consider and plan for possible 

future commitments that might affect their participation in the study. Interestingly, none 
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of the Mummy Buddies that were paired with a first-time mother withdrew from the 

study. Perhaps being able to meet and connect with New Mothers led to an increase in 

personal satisfaction (Thoits & Hewitt, 2001) and a sense of community (Narushima, 

2005), and prevented the relationship from deteriorating (Dennis, 2012; Gillard, Gibson, 

Holley, & Lucock, 2015). Thus, matching pairs as quickly as possible, by improving the 

recruitment efforts for New Mothers, could prevent participants from leaving the 

program prematurely.  

In general, Mummy Buddies felt that they were provided with sufficient 

information and guidance to fulfil their role. Ratings provided by the Mummy Buddies 

for the post workshop and end-of-study surveys indicated that they felt sufficiently 

trained and confident in providing support to their New Mothers throughout the study. 

This is supported by New Mothers’ perceptions that their interactions with their 

Mummy Buddies were positive and supportive. This finding supports the suggestion 

that extensive training may not always be necessary for peer supporters (Dennis, 2002). 

Mummy Buddies also had positive perceptions of the Mummy Buddy program—they 

felt that the program was important and were largely willing to recommend others to 

join. 

Despite numerous encouraging findings from the study, some Mummy Buddies 

seemed to have difficulty forming close relationships with their New Mothers. Quantity 

of contact within peer support pairs has been suggested to indirectly affect the quality of 

a support relationship (Coatsworth-Puspoky, Forchuk, & Ward-Griffin, 2006; Dennis, 

2002). It is possible, therefore, that some Mummy Buddies found it difficult to form a 

bond with their New Mothers due to insufficient contact in their relationship. In 

addition, some Mummy Buddies encountered difficulty in working with New Mothers 

as a team and helping them deal with postpartum stressors. This difficulty might stem 

from a weak bond between the Mummy Buddy and her New Mother. It is also possible 
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that there is an inherent hierarchy within the relationship that results in less likelihood 

of the pairs acting as a team. Possible ways to strengthen the bond and improve the 

relationship dynamics might be to provide guidelines that encourage more contact (e.g., 

weekly), organising social gatherings for participants or by opening up the program to 

first-time mothers with pre-existing relationships (e.g., parents, siblings, friends).  

Alternatively, pairs could be better matched by increasing matching criteria to include 

factors such as age and/or parenting style. 

New Mothers. Many potential participants who declined to join the program 

often cited already having sufficient support as the main reason for refusals. Thus, the 

biggest challenge in recruitment of New Mothers is to make them aware of the 

importance of having additional support, and the added value of joining the program. In 

terms of attrition rates, however, none of the New Mothers dropped out of the program 

once formally recruited. This may be a result of being satisfied with the quality of 

support that was provided to them by their Mummy Buddies (Cust, 2016), and possibly 

due to the method of support (i.e., frequency, modality) being suited to the needs of the 

new mothers. This is supported by New Mothers’ positive ratings of their perceptions of 

support provided by their Mummy Buddies. 

New Mothers were highly positive about the antenatal information and ‘Ready 

to Go’ planning sessions. The antenatal information was effective as all New Mothers 

felt that the session better prepared them for the postpartum period. However, a handful 

of New Mothers were unable to attend the antenatal information session due to 

scheduling difficulties, which is a challenge commonly faced when implementing 

prevention programs (e.g., Coleman-Phox et al., 2013). To circumvent this issue, more 

antenatal sessions could be scheduled, or alternative delivery platforms (e.g., webinars) 

could be used to provide relevant information at flexible and convenient times. Findings 

from a recent systematic review (Ashford, Olander, & Ayers, 2016) indicate that web-
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based interventions may be effective in improving perinatal mental health, are easily 

accessible, and are potentially cost effective for wide-scale dissemination (e.g., Griffiths 

& Christensen, 2007; Munoz, 2010). It is, therefore, worth considering using a website 

as a delivery medium for the antenatal information session in the future. 

Less than half of the New Mothers received follow-up calls between the four to 

six week postpartum period. In addition, only about two-thirds of New Mothers were 

positive about their call experience, and an even lower proportion desired additional 

follow-up calls (33.3%). It is unclear why the acceptability of the calls was low, and in 

order to address this issue, it is recommended that mothers are interviewed about their 

experiences with the follow-up call.  

Overall, the support provided by Mummy Buddies, as reflected by the positive 

ratings from New Mothers, seems to be acceptable, and is similar to findings from other 

peer support studies (e.g., Cust, 2016; Dennis, 2010). New Mothers were satisfied with 

the support that was provided to them through the Mummy Buddies, and were willing 

to recommend the program to others. Importantly, more than two thirds of New 

Mothers were willing to re-join the program as Mummy Buddies. In combination, these 

results indicate that participants perceived value in the program and validated the 

support provided by the Mummy Buddies. 

In general, depressive symptoms, stress, and anxiety scores for New Mothers 

were below clinical thresholds. Importantly, there were no significant differences in 

stress and depressive symptoms scores between baseline, 6-, and 12-weeks postpartum. 

The lack of significant effects provides preliminary evidence for the program, as the 

goal was to prevent increases in anxiety, stress, and depressive symptoms in the 

postpartum period. Similarly, New Mothers in this study seemed to be functioning 

relatively well, with maternal functioning scores remaining in the higher quartiles 
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throughout the study. In combination, these results lend initial (albeit tentative) support 

to the potential efficacy of the program.  

4.5.2 Limitations and Future Directions 

Although the results support the feasibility and preliminary efficacy of the 

Mummy Buddy Program, study limitations need to be highlighted. As is commonly the 

case with feasibility studies, the sample size was insufficient to provide adequate power 

and the sampling strategy did not support conclusions based on a comparison (control) 

group. In addition, the participant pool in this study was relatively homogenous in terms 

of demographics such as socioeconomic status and ethnicity, with the majority of 

participants being above average income and Caucasian compared to the national 

average (ABS, 2016). Therefore, it is unclear if the program would be as warmly 

received by members of other demographic groups. Subsequent iterations of the 

Mummy Buddy Program should utilise recruitment methods that appeal to and include a 

more diverse group. Lastly, it was important to note that the anxiety subscale of the 

DASS-21 had low internal reliability, thus conclusions drawn with regards to anxiety 

outcomes need to be taken with caution. 

In conclusion, it is well recognised that the postpartum period can be 

challenging for mothers, and the results of this study indicate that this peer-support 

intervention may be both feasible and efficacious for the prevention of maternal 

psychological distress.  Feasibility assessments indicated areas for improvement (e.g., 

improving matching criteria between Mummy Buddy and New Mother, offer more 

antenatal sessions); however, Mummy Buddies and New Mothers appeared to be 

receptive toward, and hold favourable opinions of, the Mummy Buddy Program and its 

components. In addition, preliminary data showed that the program may have potential 

in terms of supporting maternal functioning and protecting first-time mothers against 
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psychological distress in the postpartum period. In combination, the data from this study 

provide initial support for the feasibility and efficacy of the Mummy Buddy Program, 

and offer justification for a future randomised controlled trial of this intervention in a 

large sample of diverse women.  
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5.0 Chapter Foreword 

Chapter 5 is the final chapter of this thesis. Key findings from the previous 

studies are presented, and consideration is given to the implications of the work as a 

whole. Broad limitations and future research directions are also discussed.  
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5.1 Research Summary 

The purpose of the research presented in this thesis was (1) to track changes in 

psychological distress among first-time mothers in the early postpartum period, (2) to 

highlight factors associated with (e.g., predictors of) psychological distress, (3) to 

obtain recommendations from first-time mothers about community-based initiatives to 

reduce psychological distress in the early postpartum period, and (4) to test the 

feasibility and preliminary efficacy of a novel community support program—designed 

according to recommendations from mothers—to reduce postpartum distress in first-

time mothers.  

In Chapter 1, a review of the literature relating to the challenges associated with 

mothers’ transition to parenthood was provided. As well as highlighting that the 

transition to parenthood is often a difficult and complex time, the roles of social support 

and maternal self-efficacy in improving mothers’ mental health were also considered. 

Chapter 1 was also used to provide coverage of literature on the efficacy of social 

support programs for mothers, with many (but not all) studies showing that such 

programs offer a variety of benefits in relation to mothers’ coping. A series of research 

gaps and opportunities were highlighted, and some of these gaps and opportunities were 

addressed in studies presented in subsequent chapters of the thesis.   

 In Chapter 2, a study was presented to highlight changes in new mothers’ stress, 

depressive symptoms, and maternal self-efficacy throughout the early postpartum 

period. It was found that first-time mothers experienced the greatest stress and 

depressive symptoms at three weeks postpartum, and that maternal self-efficacy played 

a significant role in predicting levels of, and subsequent changes in, postpartum stress. 

The study presented in Chapter 3 was focused on identifying factors associated with 

maternal stress during the postpartum period, and obtaining mothers’ recommendations 
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for interventions aimed at supporting them (i.e., their well-being) during their transition 

to parenthood. Results from this study reinforced findings outlined in prior literature on 

common stressors experienced by first-time mothers (e.g., difficulty breastfeeding, 

managing baby’s sleep); however, a particularly important outcome of the study 

presented in Chapter 3 was that mothers emphasised the importance of high-quality 

(and not just the quantity of) support. In discussing issues associated with the quality of 

support, mothers felt that support provided by other mothers was especially beneficial 

because of other mothers’ experience, credibility, and empathetic nature. 

Based on the findings from Chapters 2 and 3, a peer support program was 

developed, and a study assessing the feasibility and preliminary efficacy of this 

intervention—which was called the Mummy Buddy Program—was presented in Chapter 

4. The program was largely well received and acceptable to both peer mentors (i.e., 

Mummy Buddies) and mentees (i.e., first-time mothers). Preliminary assessments also 

indicated that the program may be efficacious in preventing the development of stress 

and depressive symptoms, and supporting maternal functioning and self-efficacy during 

the postpartum period. 

5.2 Implications 

The research conducted in this thesis has valuable conceptual and practical 

implications, and it is these broad considerations that are addressed in the following 

sections.  

5.2.1 Conceptual implications  

Although there is an abundance of research on the factors associated with 

maternal stress and depressive symptoms (e.g., Giallo, Cooklin, & Nicholson, 2014), 

this thesis offers new insight into the nature of maternal mental health changes in the 

postpartum period. More specifically, due to the frequency of assessments, the first 
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study (i.e., Chapter 2) in this thesis offered detailed conceptual insight into the 

fluctuations in psychological health for mothers, and advanced our understanding of 

how maternal self-efficacy predicts distress in the early postpartum period. Findings 

from Chapter 2 highlight that the first few weeks postpartum is the period where 

distress is experienced most and maternal self-efficacy is lowest among first-time 

mothers. It was also found that maternal self-efficacy at 3-weeks postpartum was a 

predictor of later changes in mothers’ levels of stress, with higher maternal self-efficacy 

associated with a more gradual decrease in stress.  

The findings from the study presented in Chapter 3 reinforced frequently cited 

stressors for new mothers (e.g., breastfeeding, changes in relationship with partner); 

however, a key contribution of this study was the recommendations provided by 

mothers for interventions aimed at supporting them during their transition to 

parenthood. This approach—to obtain recommendations for intervention program 

content from the target audience of interventions—is often considered to be best practice 

in the formative stages of implementation design (e.g., Bartholomew et al., 1998). 

Participating mothers in the study provided a variety of ideas that they felt would be 

useful in helping them to cope during the early postpartum period. Although some of 

these ideas have been noted in previous research, a number of novel suggestions were 

provided that shed light on mothers’ preferences for intervention content. Particularly 

noteworthy in this regard were mothers’ ideas about the provision of social support 

within a community setting. Mothers emphasized that the quality of support they 

receive is a more important consideration for interventionists than the absolute amount 

of support they receive. Indeed, some mothers even highlighted that low-quality 

‘support’, such as when friends/family/acquaintances visit and offer little assistance, can 

be perceived as burdensome and distressing. In relation to ideas for offering high-

quality social support, mothers described their desire for emotional/affirmational 
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support provided by credible and compassionate individuals in a non-judgemental and 

sensitive manner.  

In addition, the finding that social media can be a medium to propagate social 

norms is something important to consider. Individuals tend to disclose information that 

portrays themselves positively on social media (Kuznekoff, 2012), so observing others’ 

social media entries relating to parenthood might distort mothers’ perceptions of 

‘normal’ parent experiences. Numerous mothers in the study presented in Chapter 3 

highlighted that social media had caused them to feel inadequate and/or distressed in 

relation to their parenting. Future research is recommended to acquire deeper insight 

into the mechanisms that underpin the effects social media, and to discover methods to 

alleviate the potentially harmful effects of social media use among new mothers.  

5.2.2 Practical implications 

Findings concerning the trends in maternal mental health changes in the 

postpartum period represent an important source of information for health practitioners 

and interventionists (e.g., about when help is most needed for mothers in the postpartum 

period). On the basis of results presented in this thesis, interventionists are 

recommended to implement strategies aimed at mitigating or alleviating maternal 

distress in the first few weeks postpartum. A focus for such intervention efforts is on 

(promoting) maternal self-efficacy, which has shown to be a negative predictor of stress 

and depressive symptoms. Methods to promote maternal self-efficacy include assisting 

expectant mothers to develop personalised plans for the postpartum (i.e., action 

planning), and educating the support group as to other methods for bolstering efficacy 

judgments (e.g., through verbal persuasion. These strategies can be delivered through 

antenatal information sessions or other education programs. Incidentally, one other 

noteworthy practical implication of this thesis—related to the notion of self-efficacy—
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was the development of a novel, theoretically-grounded self-efficacy instrument that 

captures mothers’ confidence with respect to a broad range of postpartum demands (see 

Chapter 2). The continued use of this instrument stands to not only benefit researchers 

in studying the development and correlates of maternal self-efficacy, but also provides a 

useful tool for practitioners who seek to understand mothers’ perceptions about their 

adjustment to parenthood.   

Another key finding from the research presented in this thesis was that first-time 

mothers desired more parenting-related education on stress management. On the basis 

of this finding, it is recommended that antenatal information sessions include 

information on coping in the postpartum period, with a focus on normalising common 

postpartum experiences and providing a realistic, rather than idealistic, view on 

motherhood. However, in order for this strategy to be effective, it is important to 

identify means to highlight–to mothers–the importance of forward planning given that 

to-be mothers tend to be focused on the birth rather than the postpartum period. Health 

organisations, such as hospitals, should also look at educating not just the partner, but 

also the support group that surrounds first-time mothers (e.g., family members, friends). 

As mentioned previously in this chapter, the quality (and not simply the quantity) of 

support provided by friends and family seems to be key in determining first-time 

mothers’ coping outcomes during the postpartum period. Thus, it is important that 

mothers’ social groups are provided with training in effective support, as social support 

groups can help buffer psychological distress experienced by first-time mothers. 

Effective support appears to be characterised by mothers as non-judgemental, 

encouraging, empathetic, and accessible (i.e., easily contactable). Thus, in support 

situations (e.g., social support, peer programs) the provision of emotional and appraisal 

support, rather than (or at least in addition to) informational or instrumental support, 

should be emphasised. A method of achieving this, for example, would be to educate 
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support groups to employ active listening and show empathy toward first-time mothers. 

In addition, for peer support programs, autonomy should be encouraged within the peer 

support dyad. This can be achieved by allowing for flexibility in terms of the way 

support is provided. For example, basic guidelines for contact can be encouraged (e.g., 

making contact once every fortnight), but pairs might subsequently be allowed to decide 

on a support strategy that works best between the pair (e.g., via calls, text messages, 

Skype). 

In support of earlier research findings (e.g., Dennis, 2010), the findings from the 

studies in this thesis highlight that first-time mothers consider other mothers to be 

credible and valuable as sources of peer support. First-time mothers indicated that they 

considered other mothers as credible, would approach them for (or were open to 

receiving) advice, and were receptive to interventions where other mothers acted as peer 

supporters. Importantly, findings from the study presented in Chapter 4 indicate that 

programs in which first-time mothers form ‘buddy’ relationships with experienced 

mothers may be a feasible and effective support mechanism for first-time mothers. 

Although a simple ‘buddy’ pairing system may offer some benefits to first-time 

mothers, data indicated that the training provided to Mummy Buddies (in the form of a 

single two hour face-to-face workshop) assisted these key support agents to optimise 

their support provision. In addition, the formal ‘meet-and-greet’ session between 

Mummy Buddies and New Mothers was seen as a valuable platform to begin the 

relationship, outline expectations, and formulate support plans.  

In summary, the key practical implications of the studies presented in this are 

that first-time mothers (a) desire effective emotional and appraisal support, and (b) 

consider experienced mothers to be particularly well positioned to provide such support, 

and (c) value support from experienced mothers. In addition, key practical 

considerations from this thesis are that a community-based ‘buddy’ peer support 
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programs is feasible to implement, and appears effective for attenuating postpartum 

stress and depressive symptoms increase. Importantly, the effectiveness of such 

programs is likely to be improved when they include training for participants, as well as 

formal opportunities for relationship development. 

5.3 Limitations and Future Directions 

 The studies presented in this thesis are noteworthy from both a conceptual and 

practical perspective; however, there are important broad limitations against which 

these strengths should be balanced. These issues relate to the generalizability of 

findings, lack of inclusion of potential moderators, lack of focus on vulnerable groups, 

and the length of the studies. 

The first broad limitation of the work presented in this thesis is that participants 

in the studies may not be highly representative of the community at large. Data in each 

of the studies were obtained from women who lived in a metropolitan area of Western 

Australia (WA), and when compared with national (Australian) statistics, participants 

had above-average household income and above-average levels of higher education 

(ABS, 2016). In addition, two further factors limit the conclusions drawn from the 

research in the thesis. First, the sample size utilised in the study presented in Chapter 4 

was appropriate for a feasibility assessment of the program, but was insufficient to draw 

firm conclusions about the efficacy of the program for mental health outcomes in first-

time mothers. Second, an inherent limitation of any single-group study design (i.e., a 

design without a control group) is that it is impossible to determine whether pre-to-post 

changes on outcome variables are a function of the intervention or of other factors 

unrelated to intervention content such as placebo effect or regression to the mean (e.g., 

Sibbald & Roland, 1998). Therefore, one of the most important directions that future 

research with the Mummy Buddy Program can take is to conduct a randomised 
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controlled trial guided by CONSORT recommendations (see Moher et al., 2010); such 

approaches are considered the gold standard for testing the efficacy of interventions 

(e.g., Kabisch, Ruckes, Seibert-Grafe, & Blettner, 2011). Such work would require the 

recruitment of a large sample size (approximately 107 participants per group based on 

results from Chapter 2 and 4, 80% power, α = .05, and 10% dropout rate), and inclusion 

of a control group, in order to assess the efficacy of the program with sufficient power. 

In addition to a larger sample size, a more diverse sample—including different 

demographics (e.g., social economic status, ethnicity)—will also contribute to improved 

generalizability of the results.  

Another limitation is that potential moderators of effects were not considered in 

the studies reported in this thesis. For example, information on the relationship 

dynamics between new mothers and their partners were not collected in any of the 

studies. Previous research has indicated that partner support is important for mothers’ 

mental health in the postpartum period (e.g., Pilkington, Whelan, & Milne, 2016). 

Partners can further increase their involvement by helping mothers care for the baby, 

share household chores, and provide emotional support, which serves as a buffer against 

mothers’ distress (e.g., Rini, Schetter, Hobel, Glynn, & Sandman, 2006). Similarly, 

first-time mothers’ living arrangements (e.g., if they had any family members staying 

with them) may influence mothers’ well-being, support preferences, and support 

outcomes, and data on these living arrangements were not collected. Although evidence 

supporting the effects of social support is abundant (e.g., Leahy-Warren & McCarthy, 

2007; Mcleish & Redshaw, 2017), the effects of live-in support (e.g., in-laws, parents) 

on the mental health of first-time mothers is not as well understood and requires further 

investigation. Another possible moderator to consider in the future would be the number 

of children in the home. Mothers who need to care for a newborn, in addition to caring 

for an older child, are likely to face challenges that are different from first-time mothers. 
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In addition, researchers have shown that first-time compared to second-time mothers 

experience higher levels of depressive symptoms in the postpartum period (e.g., Iwata et 

al., 2016). As such, it is likely that trends in stress and depressive symptoms would 

differ between first-time mothers and mothers with subsequent children. It is essential, 

therefore, for investigators to identify and explore how such potential moderators effect 

maternal mental health trends and intervention preferences in the postpartum period. 

The third limitation in this study relates to the lack of focus on mothers in 

situations that require more support, such as mothers whose partners are part of the Fly-

In, Fly-Out (FIFO) workforce. Fly-In, Fly-Out is a common work arrangement in 

Australia, with an estimated 276,300 workers in the mining industry (ABS, 2013)—the 

main industry for FIFO workforce. It is also estimated that 65% of the FIFO workforce 

have children (CME, 2015). Work arrangements for the FIFO workforce are commonly 

characterised by extended periods away from home (e.g., two weeks or longer), and 

short periods of respite (e.g., one week) between each period of work. Partners of FIFO 

workers often remain at home without their partner for extended periods, and this can 

lead to feelings of anxiety, stress and depression (Dittman, Henriquez, & Roxburgh, 

2016). Especially in the case of first-time mothers, this lack of support is likely to be 

precarious and difficult. Therefore, future work is recommended in which the Mummy 

Buddy Program is targeted specifically toward partners of FIFO workers who are 

raising a child for the first time.  Another vulnerable group would be mothers who are at 

high risk for postpartum depression or mothers diagnosed with a mental illness. Beyond 

all of the challenges faced by mentally healthy mothers, those diagnosed with a clinical 

disorder also experience significant additional difficulty in the postpartum period (e.g., 

Bilszta, Ericksen, Buist, & Milgrom, 2010), and as such may benefit from added 

support (e.g., Dennis & Chung-Lee, 2006). Similar peer support programs for mothers 

diagnosed with clinical depression have been trialled outside of Australia and have 
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shown promise (e.g., Dennis, 2010). Therefore, it seems worthwhile to determine if the 

Mummy Buddy Program could be adapted to provide support for mothers with clinical 

illness in Australia. Given the importance of maternal self-efficacy for mothers without 

a clinical disorder, it is worthwhile for researchers to investigate in the future how 

maternal self-efficacy might play a role in postpartum functioning, and determine the 

usefulness of strategies aimed at improving self-efficacy for mothers diagnosed with 

clinical depression or anxiety.  

The final broad limitation relates to the duration of the studies in this thesis 

being limited to three- (Chapter 4), and six- (Chapter 2 & 3) months postpartum. 

Stressors experienced by mothers often extend beyond the first six months postpartum 

(e.g., Seimyr, Edhborg, Lundh, & Sjogren, 2004). Thus, given that the mental health of 

new mothers can suffer during the year after childbirth (e.g., Fahey & Shenassa, 2013), 

it is recommended that future research be undertaken to extend the program of research 

in this thesis to at least one year postpartum. Added investigation into later changes in 

mental health trends may identify other critical time points where first-time mothers 

might require support. Similarly, the nature of support that is sought by mothers at later 

stages of the postpartum might change. For example, rather than desiring emotional and 

appraisal support, perhaps mothers might have a stronger preference for instrumental 

forms of support (e.g., when should I bring my child to the paediatrician) at later 

postpartum stages. Future research could help to explore these issues.  

5.4 Conclusions 

The work conducted as part of this doctoral thesis has provided new and 

important insight into the transitional experience (into motherhood) of first-time 

mothers in Australia. Studies in the thesis highlighted a number of key findings, such as 

moments in the early postpartum period when first-time mothers experienced significant 
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distress, the nature of parenting stressors, and the support preferences of first-time 

mothers. Quantitative and qualitative assessments of these issues provided key 

information for the design and implementation of the Mummy Buddy Program, which 

was subsequently found to be a feasible and potentially efficacious community-based 

peer support program for first-time mothers. Future work is recommended in which a 

randomised controlled trial of the Mummy Buddy program is undertaken, and it is also 

recommended that a focus is given to providing the program to populations in particular 

need of parenting support (e.g., partners of FIFO workers). Mothers play a critical, 

demanding, stressful, and, at times, underappreciated role in developing the next 

generation of Australians. As such, their wellbeing is of paramount importance for an 

effective and healthy society; it is hoped, therefore, that the continuation of the research 

presented in this thesis will bring about the betterment of mental health for first-time 

mothers in Australia.  
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Appendix A: Participant Information Sheets & Consent Forms 

 

 

Chapter 2 & 3 

Participant Information Sheet – Study 1 & 2 

Participant Consent Form – Study 1 & 2 

Chapter 4 

Participant (New Mother) Information Sheet – Study 3 

Participant (Mummy Buddy) Information Sheet – Study 3 

Participant (New Mother) Consent Form – Study 3 

Participant (Mummy Buddy) Consent Form – Study 3
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Documenting depression, stress, efficacy, and physical activity changes in late pregnancy to early 

motherhood 
— Participant Information Sheet Study 1 & 2— 

Purpose  
This PhD student project aims to monitor mothers’ depression symptoms, stress, confidence and physical 
activity from week 35 of pregnancy to 6-months postpartum (after the baby is born). The rationale for this 
study is to determine (particularly) stressful time points during early motherhood so that future 
interventions can be introduced at those times.  
 
Procedures  
Your participation is voluntary and if you do not wish to be involved you can inform the researcher at any 
time during data collection. If you decide to participate, we will ask you to complete a short questionnaire 
every three weeks, from week 35 of your pregnancy to 6-months postpartum. The time required to 
complete each questionnaire will be less than 5 minutes. The questionnaire will consist of items related to 
your mothering self-confidence, depression symptoms, stress, and physical activity levels. You will also 
be invited to a focus group interview at the end of data collection period (6 months after the birth of your 
baby), where auditory recordings will be made of group discussions about the issues and challenges you 
faced that affected your responses on the questionnaires. Your baby will not be involved in the study at 
any time. 
 
Risks 
There are no major risks associated with this research to you or your baby. If your score on some items or 
the overall score in the surveys indicate a cause for concern, then we will contact you to recommend that 
you speak to your general practitioner or obstetrician. Only upon your consent, will we release data to 
your GP or obstetrician. An information sheet with useful postnatal depression information and contact 
details of health professionals will be provided to you. The investigators in this study are not trained to 
diagnose or provide treatment options.  
 
Benefits 
Your participation will enable to us monitor your mental health with validated measures of efficacy, 
stress, and depression. In addition, your participation will possibly help future mothers cope with the 
demands of early motherhood.  
 
Confidentiality  
Any information that is obtained in connection to this study and that can be identified with you will 
remain confidential and will not be accessible to any other parties except the primary investigators unless 
required by law. If you give us permission by signing the consent form, we plan to publish the results in 
research journals. In any publication of the findings, information will be presented in a way that you 
cannot be identified. You will also be assigned a unique participant number that will used during the 
study in order to minimise any form of identification. 
 
 
 
 
 
 
 
 
  

James	Dimmock	
Law	Kwok	Hong	
School	of	Sport	Science,	Exercise	and	Health	

	

M408 
The University of Western Australia 
35 Stirling Highway, Crawley WA 6009 
Location: Parkway Entrance #3, Nedlands 

Phone: +61 8 6488 1705 

School of Sport Science, Exercise and Health 
M408, The University of Western Australia 
35 Stirling Highway, Crawley WA 6009 
T +61 8 6488 2361 
F +61 8 6488 1039  
www.sseh.uwa.edu.au 
CRICOS Provider Code: 00126G 
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Participant Rights  
Upon completion of the study, we will give you the findings of the 
research as a whole. Participation in this research is voluntary and 
you are free to withdraw from the study at any time without 
prejudice. You can withdraw for any reason and you do not need to 
justify your decision. If you do withdraw we may wish to retain the 
data that we have recorded from you but only if you agree, otherwise your records will be destroyed. 
Your participation in this study does not prejudice any right to compensation that you may have under 
statute of common law. If you have any questions concerning the research at any time please feel free to 
ask the researcher who has contacted you about your concerns. Further information regarding this study 
may be obtained from Brian Law on 0403438811 or brian.law@research.uwa.edu.au. 
 
Approval to conduct this research has been provided by the University of Western Australia, in 
accordance with its ethics review and approval procedures. Any person considering participation in this 
research project, or agreeing to participate, may raise any questions or issues with the researchers at 
any time. 
In addition, any person not satisfied with the response of researchers may raise ethics issues or concerns, 
and may make any complaints about this research project by contacting the Human Ethics Office at the 
University of Western Australia on (08) 6488 3703 or by emailing to humanethics@uwa.edu.au 

All research participants are entitled to retain a copy of any Participant Information Form and/or 
Participant Consent Form relating to this research project. 

 
You will be given a copy of this form to keep. 
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Participant Consent Form – Study 1 & 2 

Documenting depression, stress, efficacy, and physical activity changes in late pregnancy to early 
motherhood. 

 — Consent Form — 

I ___________________________ have read the information provided and any questions I have asked 
have been answered to my satisfaction.  I agree to participate in this activity, realising that I may 
withdraw at any time without reason and without prejudice. 
I understand that all information provided is treated as strictly confidential and will not be released by the 
investigator unless required to by law.   I have been advised as to what data is being collected (including 
auditory recordings of the group discussions), what the purpose is, and what will be done with the data 
upon completion of the research. 
I agree that research data gathered for the study may be published provided my name or other identifying 
information is not used.  
 
 
 
 
 
 
______________________                    __________________ 
 Participant Signature                              Date 

 

Approval to conduct this research has been provided by the University of Western Australia, in 
accordance with its ethics review and approval procedures. Any person considering participation in 
this research project, or agreeing to participate, may raise any questions or issues with the researchers 
at any time. 

In addition, any person not satisfied with the response of researchers may raise ethics issues or 
concerns, and may make any complaints about this research project by contacting the Human Ethics 
Office at the University of Western Australia on (08) 6488 3703 or by emailing to 
humanethics@uwa.edu.au 

All research participants are entitled to retain a copy of any Participant Information Form and/or 
Participant Consent Form relating to this research project. 

James	Dimmock	
Law	Kwok	Hong	
School	of	Sport	Science,	Exercise	and	Health	
	
 
 

M408 
The University of Western Australia 
35 Stirling Highway, Crawley WA 6009 
Location: Parkway Entrance #3, Nedlands 

Phone: +61 8 6488 1705 
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Dr. James Dimmock 
Chief Investigator 
School of Human Sciences 
The University of Western 
Australia 
35 Stirling Highway, Crawley 
WA 6009 
0864881384 
james.dimmock@uwa.edu.au 

	

Participant (New Mother) Information Sheet – Study 3 

An Intervention to Improve Maternal Mental Health: A Feasibility Study. 

— New Mother Information Form — 

Purpose  

Motherhood can be incredibly satisfying and joyous, but it can also be challenging and stressful. This 

project will evaluate the design of a new intervention aimed at reducing maternal distress in first-time 

mothers. We seek to accomplish this aim by providing new mothers with social support from trained 

Mummy Buddies, who will have experienced the challenges of early motherhood previously. This 

project is part of a student (Law Kwok Hong’s PhD) project. 

 

Procedures  

Your participation is voluntary, and if you do not wish to be involved you can inform the researcher at 

any time during data collection. If you choose to participate, you will be assigned a “Mummy Buddy” 

who will act as a support person. In addition, you will be invited to attend an antenatal information 

session, and receive a follow-up support call at four weeks postpartum. Your Mummy Buddy will 

provide you with support and non-medical advice until 3 months postpartum (until the end of study). 

Importantly, in consultation with your Mummy Buddy, you will be allowed to structure the amount 

and type of support you receive. You will be invited to complete some questionnaires that relate to 

your stress, depression, and confidence as a mother upon signing up and at the end of the study. In 

addition, you will also be offered the opportunity to give feedback about the ‘Mummy Buddy’ 

program. This will be achieved through a questionnaire and an interview at the end of data collection 

period, where auditory recordings will be made. Your baby will not be involved in the study at any 

time. 

 

Risks 

There are no major risks associated with this research to you or your baby. If your score on some 

items or the overall score in the surveys indicate a cause for concern, then we will contact you to 

recommend that you speak to your general practitioner or obstetrician. Only upon your consent will 

we release data to your GP or obstetrician. An information sheet with useful postnatal depression  
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information and contact details of health professionals will be provided to you. The investigators in 

this study are not trained to diagnose or provide treatment options. Mummy Buddies in this study are 

not medically trained. 

 

Benefits 

Your participation will provide us with input that will help us determine areas of the program that 

require improvement and how those improvements might be carried out. 

 

Confidentiality  

Any information that is obtained in connection to this study and that can be identified to you will 

remain confidential and will not be accessible to any other parties except the primary investigators 

unless required by law. If you give us permission by signing the consent form, we plan to publish the 

results in research journals. In any publication of the findings, information will be presented in a way 

that you cannot be identified. You will also be assigned a unique participant number that will used 

during the study in order to minimise any form of identification. 

 

Participant Rights  

Upon completion of the study, we will give you the findings of the research as a whole. Participation 

in this research is voluntary and you are free to withdraw from the study at any time without 

prejudice. You can withdraw for any reason and you do not need to justify your decision. If you do 

withdraw we may wish to retain the data that we have recorded from you but only if you agree, 

otherwise your records will be destroyed. Your participation in this study does not prejudice any right 

to compensation that you may have under statute of common law. If you have any questions 

concerning the research at any time please feel free to ask the researcher who has contacted you about 

your concerns. Further information regarding this study may be obtained from Brian Law on 

0403438811 or brian.law@research.uwa.edu.au. 

 
Sincerely, 
Chief Investigator 
Dr. James Dimmock 
 
 
Approval to conduct this research has been provided by the University of Western Australia with 
reference number RA/4/1/8959, in accordance with its ethics review and approval procedures.  Any 
person considering participation in this research project, or agreeing to participate, may raise any 
questions or issues with the researchers at any time.  In addition, any person not satisfied with the 
response of researchers may raise ethics issues or concerns, and may make any complaints about this 
research project by contacting the Human Ethics office at UWA on (08) 6488 4703 or by emailing to 
humanethics@uwa.edu.au. All research participants are entitled to retain a copy of any Participant 
Information Form and/or Participant Consent Form relating to this research project. 
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Dr. James Dimmock 
Chief Investigator 
School of Human Sciences 
The University of Western Australia 
35 Stirling Highway, Crawley WA 
6009 
0864881384 
james.dimmock@uwa.edu.au 

	

Participant (Mummy Buddy) Information Sheet – Study 3 

An Intervention to Improve Maternal Mental Health: A Feasibility Study. 
— Mummy Buddy Information Form — 

 
Purpose  
Motherhood can be incredibly satisfying and joyous, but it can also be challenging and stressful. This 
project will evaluate the design of a new intervention aimed at reducing maternal distress in first-time 
mothers. We seek to accomplish this aim by providing new mothers with social support from trained 
Mummy Buddies, who will have experienced the challenges of early motherhood previously. This 
project is part of a student (Law Kwok Hong’s PhD) project. 
 
Procedures  
Your participation is voluntary, and if you do not wish to be involved you can inform the researcher at 
any time during data collection. If you choose to participate, you will be asked to attend a support 
workshop, in which you will develop your skills in social-emotional support, and learn about support 
that you are able to offer new mothers. Then, you will be assigned to support a new mother over their 
first 3 months postpartum (until the end of the study). Importantly, in consultation with your new 
mother(s), you will be allowed to structure the amount and type of support you provide. You will not 
be required, and nor are you in a position, to provide medical advice to your new mother(s) at any 
time. You will be offered the opportunity to give feedback about the ‘Mummy Buddy’ program at the 
conclusion of the study, where auditory recordings will be made.  
 
Risks 
There are no major risks associated with this research to you. If you are at any time overly burdened 
by your commitments, then you are free to withdraw from the study without prejudice. Your will be 
give advice on what to do if you encounter difficult situations with your assigned new mother(s). 
 
Benefits 
Your participation will provide us with input that will help us determine areas of the program that 
require improvement and how those improvements might be carried out. 
 
Confidentiality  
Any information that is obtained in connection to this study and that can be identified to you will 
remain confidential and will not be accessible to any other parties except the primary  
investigators unless required by law. If you give us permission by signing the consent form, we plan 
to publish the results in research journals. In any publication of the findings, information will be 
presented in a way that you cannot be identified. You will also be assigned a unique participant 
number that will used during the study in order to minimise any form of identification. 
 
Participant Rights  
Upon completion of the study, we will give you the findings of the research as a whole. Participation 
in this research is voluntary and you are free to withdraw from the study at any time without 
prejudice. You can withdraw for any reason and you do not need to justify your decision. If you do  
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withdraw we may wish to retain the data that we have recorded from you but only if you agree, 
otherwise your records will be destroyed. Your participation in this study does not prejudice any right 
to compensation that you may have under statute of common law. If you have any questions 
concerning the research at any time please feel free to ask the researcher who has contacted you about 
your concerns. Further information regarding this study may be obtained from Brian Law on 
0403438811 or brian.law@research.uwa.edu.au. 
 
Sincerely, 
Chief Investigator 
Dr. James Dimmock 
 
 
Approval to conduct this research has been provided by the University of Western Australia with 
reference number RA/4/1/8959, in accordance with its ethics review and approval procedures.  Any 
person considering participation in this research project, or agreeing to participate, may raise any 
questions or issues with the researchers at any time.  In addition, any person not satisfied with the 
response of researchers may raise ethics issues or concerns, and may make any complaints about this 
research project by contacting the Human Ethics office at UWA on (08) 6488 4703 or by emailing to 
humanethics@uwa.edu.au. All research participants are entitled to retain a copy of any Participant 
Information Form and/or Participant Consent Form relating to this research project. 
  



  

 

180 

 

Dr. James Dimmock 
Chief Investigator 
School of Human Science 
The University of Western Australia 
35 Stirling Highway, Crawley WA 
6009 
0864881384 
james.dimmock@uwa.edu.au 

Participant (New Mother) Consent Form – Study 3 

An Intervention to Improve Maternal Mental Health: A Feasibility Study. 

 — New Mother Consent Form — 

I ___________________________ have read the information provided and any questions I have asked 
have been answered to my satisfaction.  I agree to participate in this activity, realising that I may 
withdraw at any time without reason and without prejudice. 
 
I understand that all information provided is treated as strictly confidential and will not be released by 
the investigator unless required to by law.   I have been advised as to what data is being collected 
(including auditory recordings of the interview session), what the purpose is, and what will be done 
with the data upon completion of the research. 
 
I agree that research data gathered for the study may be published provided my name or other 
identifying information is not used. 
 
 
I consent to audio recordings being made during interview sessions. 
 
 
I consent to providing my contact number and given name to Ngala for the  
purpose of a “follow-up” call.  
 
 
 
______________________                       __________________ 
 Participant Signature                                  Date 

 

Approval to conduct this research has been provided by the University of Western Australia, in 
accordance with its ethics review and approval procedures. Any person considering participation in 
this research project, or agreeing to participate, may raise any questions or issues with the 
researchers at any time. 

In addition, any person not satisfied with the response of researchers may raise ethics issues or 
concerns, and may make any complaints about this research project by contacting the Human Ethics 
Office at the University of Western Australia on (08) 6488 3703 or by emailing to 
humanethics@uwa.edu.au 

All research participants are entitled to retain a copy of any Participant Information Form and/or 
Participant Consent Form relating to this research project. 

Yes/No 

Yes/No 
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Dr. James Dimmock 
Chief Investigator 
School of Human Science 
The University of Western Australia 
35 Stirling Highway, Crawley WA 
6009 
0864881384 
james.dimmock@uwa.edu.au 

Participant (Mummy Buddy) Consent Form – Study 3 

An Intervention to Improve Maternal Mental Health: A Feasibility Study. 

 — Mummy Buddy Consent Form — 

I ___________________________ have read the information provided and any questions I have asked 
have been answered to my satisfaction.  I agree to participate in this activity, realising that I may 
withdraw at any time without reason and without prejudice. 
 
I understand that all information provided is treated as strictly confidential and will not be released by 
the investigator unless required to by law.   I have been advised as to what data is being collected 
(including auditory recordings of the interview session), what the purpose is, and what will be done 
with the data upon completion of the research. 
 
I agree that research data gathered for the study may be published provided my name or other 
identifying information is not used.  
 
I consent to audio recordings being made during interview sessions.  
 
 
I understand and agree that I am not allowed to disclose any information  
with regards to other study participants (Mummy buddies, new mums). 
 
 
 
 
 
______________________                       __________________ 
 Participant Signature                                  Date 

 

Approval to conduct this research has been provided by the University of Western Australia, in 
accordance with its ethics review and approval procedures. Any person considering participation in 
this research project, or agreeing to participate, may raise any questions or issues with the 
researchers at any time. 

In addition, any person not satisfied with the response of researchers may raise ethics issues or 
concerns, and may make any complaints about this research project by contacting the Human Ethics 
Office at the University of Western Australia on (08) 6488 3703 or by emailing to 
humanethics@uwa.edu.au 

All research participants are entitled to retain a copy of any Participant Information Form and/or 
Participant Consent Form relating to this research project. 

  

Yes/No 

Yes/No 
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Chapter 2 Baseline Questionnaire 
The questions in this scale ask you about your feelings and thoughts during THE SEVEN DAYS.   In 
each case, please indicate your response by circling the number representing HOW OFTEN you felt a 
certain way. 

 
 

   

 

1. In the last 2 weeks, how often have you felt that you 
were unable to control the important things in your life? 0 1 2 3 4 

2. In the last 2 weeks, how often have you felt confident 
about your ability to handle your personal problems? 0 1 2 3 4 

3. In the last 2 weeks, how often have you felt that things 
were going your way? 0 1 2 3 4 

4. In the last 2 weeks, how often have you felt difficulties 
were piling so high that you could not overcome them? 0 1 2 3 4 

 
To complete this set of questions, you should select the number next to the response that comes 
closest to how you have felt IN THE PAST SEVEN DAYS. 

1. I have been able to laugh and see the funny side of things 

As much as I always 
could Not quite so much now Definitely not so much 

now Not at all 

2. I have looked forward with enjoyment to things 

As much as I ever did Rather less than I used to Definitely less than I 
used to Hardly at all 

3. I have blamed myself unnecessarily when things went wrong 

Yes, most of the time Yes, some of the time Not very often No, never 

4. I have been anxious or worried for no good reason 

No, not at all Hardly ever Yes, sometimes Yes, very often 

5. I have felt scared or panicky for no very good reason 

Yes, quite a lot Yes, sometimes No, not much No, not at all 

6. Things have been getting on top of me 

Yes, most of the time I 
haven’t been able to 

cope at all 

Yes, sometimes I haven’t 
been coping as well as 

usual 

No, most of the time I 
have coped quite well 

No, I have been 
coping as well as 

ever 
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7. I have been so unhappy that I have had difficulty sleeping 

Yes, most of the time Yes, quite often Not very often No, not at all 

8. I have felt sad or miserable 

Yes, most of the time Yes, quite often Only occasionally No, never 

9. I have been so unhappy that I have been crying 

Yes, quite often Sometimes Hardly ever Never 

10. The thought of harming myself has occurred to me 

Yes, most of the time Yes, sometimes Not very often No, not at all 

 
The questions below relate to your expected experience as a mother with your child. As this is your 
first child, we would like you to indicate how confident you think you will be AFTER your child is 
born. Please respond honestly. At this point in time, rate how confident you will be in your ability as a 
mother to... 

 

     

1. CONSISTENTLY MANAGE your physical health in 
order to take care of your baby. 1 2 3 4 5 

2. Maintain CLOSE relationship with your partner 
EVEN WHEN you have difficulties with your baby. 1 2 3 4 5 

3. Know what your baby wants ALL THE TIME. 1 2 3 4 5 

4. Maintain a HARMONIOUS relationship with your 
parents, siblings & in-laws EVEN WHEN you have 
difficulties with your baby. 

1 2 3 4 5 

5. ALWAYS be bonded CLOSELY with your baby. 1 2 3 4 5 

6. Differentiate ALL the different type of cries your 
baby makes. 1 2 3 4 5 

7. Soothe your baby to sleep quickly ALL THE TIME. 1 2 3 4 5 

8. CONSISTENTLY MANAGE your sleep schedule to 
have sufficient rest to care for your baby. 1 2 3 4 5 

9. Feed your baby to meet ALL of his/her nutritional 
needs. 1 2 3 4 5 
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10. Perform ALL the individual tasks required to care for 
your baby. 1 2 3 4 5 

11. Maintain MEANINGFUL relationships with friends 
even though you are occupied with your baby. 1 2 3 4 5 

12. CONSISTENTLY SCHEDULE ALL daily chores 
required to care for your baby. 1 2 3 4 5 

13. CONSISTENTLY stay in control of your emotions to 
care for your baby. 1 2 3 4 5 

14. CONSISTENTLY MANAGE your mental health in 
order to take care of your baby. 1 2 3 4 5 

	
Name:				___________________________________ 
	
Age:						___________	years	 	 	 Ethnicity:	________________	 	

Height:	___________	 	

Current	Weight:	___________	 	 Pre-pregnancy	Weight:__________	

No.	of	Weeks	Pregnant:	____________	 Due	Date:		_____________	

Are	you	currently	in	a	committed	relationship	(please	circle)?	 Yes/	No	

Excluding	your	partner,	do	you	have	or	plan	to	get	help	at	home	(i.e.	someone	

moving	in,	such	as	domestic	helper,	mother,	mother-in-law,	etc.)	between	now	until	

six-months	postpartum	(please	circle):	 Yes	/	No	

Highest	Educational	Qualification	Attained:		_______________	

Type	of	Planned	Birth	(please	circle):	Caesarean	(C-Section)	or	Vaginal.	

Are	you	currently	part	of	a	mother’s	group	(please	circle)?	 								Yes	/	No	

What	is	the	average	number	of	hours	you	are	currently	in	paid	employment	each	

week	(please	indicate	0	if	you	are	not	currently	in	paid	employment)?		

________________	

When	do	you	intend	to	return	to	paid	employment	postpartum?	 	 ______	/	

Not	returning	to	paid	employment	

Do	you	have	specific	dietary	requirements	(e.g.,	gluten	free,	vegetarian)?	

	 Yes	/	No	

IF	YES	please	state	your	dietary	requirements:_______________________________	
	
	 	

Thank you for completing the questionnaire. 
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Chapter 2: Three Weekly Questionnaire 

 
The questions in this scale ask you about your feelings and thoughts during THE SEVEN DAYS.   In 
each case, please indicate your response by circling the number representing HOW OFTEN you felt a 
certain way. 

 
 

   

 

5. In the last 2 weeks, how often have you felt that you 
were unable to control the important things in your life? 0 1 2 3 4 

6. In the last 2 weeks, how often have you felt confident 
about your ability to handle your personal problems? 0 1 2 3 4 

7. In the last 2 weeks, how often have you felt that things 
were going your way? 0 1 2 3 4 

8. In the last 2 weeks, how often have you felt difficulties 
were piling so high that you could not overcome them? 0 1 2 3 4 

 
To complete this set of questions, you should select the number next to the response that comes 
closest to how you have felt IN THE PAST SEVEN DAYS. 

1. I have been able to laugh and see the funny side of things 

As much as I always 
could Not suite so much now Definitely not so much 

now Not at all 

2. I have looked forward with enjoyment to things 

As much as I ever did Rather less than I used to Definitely less than I 
used to Hardly at all 

3. I have blamed myself unnecessarily when things went wrong 

Yes, most of the time Yes, some of the time Not very often No, never 

4. I have been anxious or worried for no good reason 

No, not at all Hardly ever Yes, sometimes Yes, very often 

5. I have felt scared or panicky for no very good reason 

Yes, quite a lot Yes, sometimes No, not much No, not at all 

6. Things have been getting on top of me 

Yes, most of the time I 
haven’t been able to 

cope at all 

Yes, sometimes I haven’t 
been coping as well as 

usual 

No, most of the time I 
have coped quite well 

No, I have been 
coping as well as 

ever 
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7. I have been so unhappy that I have had difficulty sleeping 

Yes, most of the time Yes, quite often Not very often No, not at all 

8. I have felt sad or miserable 

Yes, most of the time Yes, quite often Only occasionally No, never 

9. I have been so unhappy that I have been crying 

Yes, quite often Sometimes Hardly ever Never 

10. The thought of harming myself has occurred to me 

Yes, most of the time Yes, sometimes Not very often No, not at all 

 
The questions below relate to your expected experience as a mother with your child. As this is your 
first child, we would like you to indicate how confident you think you will be AFTER your child is 
born. Please respond honestly. At this point in time, rate how confident you will be in your ability as a 
mother to... 

 

     

15. CONSISTENTLY MANAGE your physical health in order to 
take care of your baby. 1 2 3 4 5 

16. Maintain CLOSE relationship with your partner EVEN 
WHEN you have difficulties with your baby. 1 2 3 4 5 

17. Know what your baby wants ALL THE TIME. 1 2 3 4 5 

18. Maintain a HARMONIOUS relationship with your parents, 
siblings & in-laws EVEN WHEN you have difficulties with 
your baby. 

1 2 3 4 5 

19. ALWAYS be bonded CLOSELY with your baby. 1 2 3 4 5 

20. Differentiate ALL the different type of cries your baby makes. 1 2 3 4 5 

21. Soothe your baby to sleep quickly ALL THE TIME. 1 2 3 4 5 

22. CONSISTENTLY MANAGE your sleep schedule to have 
sufficient rest to care for your baby. 1 2 3 4 5 

23. Feed your baby to meet ALL of his/her nutritional needs. 1 2 3 4 5 

24. Perform ALL the individual tasks required to care for your 1 2 3 4 5 
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baby. 

25. Maintain MEANINGFUL relationships with friends even 
though you are occupied with your baby. 1 2 3 4 5 

26. CONSISTENTLY SCHEDULE ALL daily chores required to 
care for your baby. 1 2 3 4 5 

27. CONSISTENTLY stay in control of your emotions to care for 
your baby. 1 2 3 4 5 

28. CONSISTENTLY MANAGE your mental health in order to 
take care of your baby. 1 2 3 4 5 
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Chapter 3 Interview Guide 
 

AIM:  
A. DETERMINE FACTORS THAT LEAD TO STRESS/DEPRESSION FOR NEW 

MOTHERS. 
B. DETERMINE FACTORS THAT AFFECT NEW MOTHERS’ MOTHERING SELF-

EFFICACY LEVELS. 
C. DETERMINE SOLUTIONS TO THOSE BARRIERS/ISSUES/FACTORS. 
D. TO GENERATE INFORMATION FOR PREVENTION INTERVENTION. 

Stress/Depression 
1) What are the things that stressed you or got you down the most as a new mother? (e.g., sick 

child, house work, relationship with partner). 
2) Is the focus of your stress/troubles different during late pregnancy compared to post 

childbirth? 
3) Do you experience difficulty in helping your family? 
4) How do you deal with those things/issues? 
5) What do you do to reduce stress/troubles? What other options do you think can help your 

mental health (e.g., joining a mother’s group)? 
6) Is having social support (friends, family, partner) important for your mental health? How? 

Why? Does it affect you practically or emotionally? What are some of your practical and 
emotional sources of support? 

7) ‘Has there been anything that has caught you off-guard about being a Mum? Have you found 
some aspects of motherhood to be more stressful/troublesome than you expected? 

8) In general did the motherhood experience so far match what you had expected prior to 
pregnancy? 

9) What kinds of help would you have wanted during the postpartum period? 

 
Mothering Self-Efficacy 

1) What is your biggest concern about being a new mother? 
2) How confident are you as a mother to your child? What makes you feel that way? 
3) What are some of the significant problems you have encountered that challenged your 

confidence as a mother? 
4) What are some things that you have done which help make you feel more confident as a 

mother? 
5) Did you attend prenatal class? Did you think it helped you be more confident as a new 

mother? 
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Chapter 4 New Mothers Baseline Questionnaire 
To complete this set of questions, you should select the number next to the response that comes 
closest to how you have felt IN THE PAST SEVEN DAYS. 

1. I have been able to laugh and see the funny side of things 

As much as I always 
could Not suite so much now Definitely not so much 

now Not at all 

2. I have looked forward with enjoyment to things 

As much as I ever did Rather less than I used to Definitely less than I 
used to Hardly at all 

3. I have blamed myself unnecessarily when things went wrong 

Yes, most of the time Yes, some of the time Not very often No, never 

4. I have been anxious or worried for no good reason 

No, not at all Hardly ever Yes, sometimes Yes, very often 

5. I have felt scared or panicky for no very good reason 

Yes, quite a lot Yes, sometimes No, not much No, not at all 

6. Things have been getting on top of me 

Yes, most of the time I 
haven’t been able to 

cope at all 

Yes, sometimes I haven’t 
been coping as well as 

usual 

No, most of the time I 
have coped quite well 

No, I have been 
coping as well as 

ever 

7. I have been so unhappy that I have had difficulty sleeping 

Yes, most of the time Yes, quite often Not very often No, not at all 

8. I have felt sad or miserable 

Yes, most of the time Yes, quite often Only occasionally No, never 

9. I have been so unhappy that I have been crying 

Yes, quite often Sometimes Hardly ever Never 

10. The thought of harming myself has occurred to me 

Yes, most of the time Yes, sometimes Not very often No, not at all 
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The questions in this scale ask you about your feelings and thoughts during the last week.   In each 
case, please indicate your response by circling the number representing HOW OFTEN you felt a 
certain way. 

 Never  Sometimes  Often  Almost 
Always  

I found it hard to wind down 0 1 2 3 

I was aware of dryness of my 
mouth. 0 1 2 3 

I couldn’t seem to experience 
any positive feeling at all  0 1 2 3 

I experienced breathing 
difficulty (e.g., excessively 
rapid breathing, 
breathlessness in the absence 
of physical exertion).  

0 1 2 3 

I found it difficult to work up 
the initiative to do things  0 1 2 3 

I tended to over-react to 
situations.  0 1 2 3 

I experienced trembling (e.g., 
in the hands).  0 1 2 3 

I felt that I was using a lot of 
nervous energy.  0 1 2 3 

I was worried about situations 
in which I might panic and 
make a fool of myself.  

0 1 2 3 

I felt that I had nothing to 
look forward to.  0 1 2 3 

I found myself getting 
agitated.  0 1 2 3 

I found it difficult to relax.  0 1 2 3 

I felt down-hearted and blue.  0 1 2 3 

I was intolerant of anything 
that kept me from getting on 
with what I was doing.  

0 1 2 3 

I felt I was close to panic. 0 1 2 3 

I was unable to become 
enthusiastic about anything.  0 1 2 3 

I felt I wasn’t worth much as 
a person.  0 1 2 3 

I felt that I was rather touchy.  0 1 2 3 

I was aware of the action of 
my heart in the absence of 
physical exertion (e.g., sense 

0 1 2 3 
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of heart rate increase, heart 
missing a beat). 

I felt scared without any good 
reason.  0 1 2 3 

I felt that life was 
meaningless  0 1 2 3 

 
 
What is your age (round off to the nearest year)? 

_______________________________________________________________ 
 
What is your postal code? 

_______________________________________________________________ 
 
Are you a first time mum?          Yes / No 
 
Do you have a singleton pregnancy (i.e. one baby)?   Yes/No  
 
Have you experienced any medically related complications during your pregnancy?   Yes/No 
 
 If ‘Yes’ please indicate what complication: ______________________________________________ 
 
How many weeks pregnant are you? 

_______________________________________________________________ 
 
What is your expected due date? 

_______________________________________________________________ 
 
Are you currently in a committed relationship? Yes / No  
 
Q7 What is your ethnicity? 

Caucasian  

Indigenous  

Asian   

Other - if so please indicate: _____________________________________________________ 
 
What country were you born in? ______________________________________________________ 
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What is your nationality? ____________________________________________________________ 
 
What is your annual household income? ________________________________________________ 
 
What is your highest educational qualification attained? 

Primary School 

High School 

Diploma   

Bachelors Degree   

Postgraduate Diploma  

Masters   

Doctorate 

Other - if so please indicate: ________________________________________________ 
 
Are you currently diagnosed with depression?   Yes / No  
 
Are you currently part of a mother's group?  Yes / No   
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Chapter 4 New Mother Post-workshop Questionnaire 

We are interested in your experience today. Please circle the extent to which you agree or disagree 
with each of the following statements. 

 Strongly 
Disagree 

   Strongly 
Agree 

The “You & Your New Baby” 
section was useful in preparing 
me to be a mother. 

1 2 3 4 5 

The “Me & You” section was 
useful in preparing me to be a 
mother. 

1 2 3 4 5 

I referred to the New Mum 
handbook during the antenatal 
session. 

1 2 3 4 5 

I understood the information 
that was presented to me during 
the antenatal session. 

1 2 3 4 5 

I found the antenatal session to 
be interesting. 1 2 3 4 5 

The Ngala facilitator was 
effective. 1 2 3 4 5 

The UWA facilitator was 
effective. 1 2 3 4 5 

The antenatal session was 
convenient for me to attend. 1 2 3 4 5 

Overall the antenatal session 
was useful to prepare me for 
the postpartum period. 

1 2 3 4 5 

 

The following questions focus on your confidence in being able to manage the postpartum period. 
Please circle how true each of the following statements are for you at this moment. 

 Not true at 
all for me 

   Completely 
true for me 

The antenatal session made me 
more confident to be self-
compassionate towards myself 
in the postpartum period. 

1 2 3 4 5 

The antenatal session made me 
more confident to deal with 
challenges in the postpartum 
period. 

1 2 3 4 5 
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Chapter 4 New Mother Post ‘Ready to Go’ Questionnaire 

 

We are interested in your experience of the ‘Ready to go’ session. Please circle the extent to which 
you agree or disagree with each of the following statements. 

 Strongly 
Disagree 

   Strongly 
Agree 

I felt that the activities in the 
“Ready to Go” session were 
useful for me. 

1 2 3 4 5 

I felt that it was important to 
sign the “Mummy Buddy 
Agreement.” 

1 2 3 4 5 

I felt that it was important to 
discuss our support plans (e.g., 
mode of communication, 
frequency of contact) during 
the “Ready to Go” session. 

1 2 3 4 5 

I felt that the “Ready to Go” 
was an initial step to building a 
strong relationship. 

1 2 3 4 5 

I felt that the “Ready to Go” 
session was well facilitated. 1 2 3 4 5 

Overall, I was satisfied with the 
“Ready to Go” session. 1 2 3 4 5 

 
  



196 

 

Chapter 4 New Mothers 6-Weeks Questionnaire 
The following questions focus on your experiences with your Mummy Buddy. Please indicate the 
extent to which you agree or disagree with each of the following statements. 

 Strongly 
disagree Disagree Neutral Agree Strongly 

agree 

My Mummy Buddy listened to 
me talk about my feelings or 
concerns.  

1 2 3 4 5 

My Mummy Buddy helped me 
feel that I was not alone in my 
situation.  

1 2 3 4 5 

My Mummy Buddy expressed 
interest and concern about how 
I was doing.  

1 2 3 4 5 

My Mummy Buddy told me 
that help was available when I 
needed it.  

1 2 3 4 5 

My Mummy Buddy accepted 
me for who I was.  1 2 3 4 5 

My Mummy Buddy told me 
what was usual for my current 
situation.  

1 2 3 4 5 

My Mummy Buddy suggested 
other ways of doing things.  1 2 3 4 5 

My Mummy Buddy told me 
what to expect in a certain 
situation.  

1 2 3 4 5 

My Mummy Buddy assisted me 
to solve my problems or 
concern.  

1 2 3 4 5 

My Mummy Buddy provided 
me with practical information.  1 2 3 4 5 

My Mummy Buddy gave 
trustworthy advice.  1 2 3 4 5 

My Mummy Buddy told me 
that I did something well.  1 2 3 4 5 

My Mummy Buddy helped me 
feel what I was going through 
was “normal”.  

1 2 3 4 5 

My Mummy Buddy expressed 
admiration for a personal 
quality of mine.  

1 2 3 4 5 

My Mummy Buddy gave me 
feedback on how I was doing.  1 2 3 4 5 

If something important 
happened to me I could share 1 2 3 4 5 
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the experience with my 
Mummy Buddy.  

I knew that whatever I said was 
just between my Mummy 
Buddy & I.  

1 2 3 4 5 

My Mummy Buddy could tell 
when I was worried about 
something.  

1 2 3 4 5 

My Mummy Buddy was 
trustworthy.  1 2 3 4 5 

My Mummy Buddy was 
dependable.  1 2 3 4 5 

I knew my Mummy Buddy 
would respond to me in a 
supportive way.  

1 2 3 4 5 

I felt accepted by my Mummy 
Buddy.  1 2 3 4 5 

I felt comfortable ‘just being 
myself’ with my Mummy 
Buddy.  

1 2 3 4 5 

With my Mummy Buddy I 
could confide my most inner 
feelings.  

1 2 3 4 5 

My Mummy Buddy understood 
my point of view.  1 2 3 4 5 

My Mummy Buddy felt bad if 
things didn’t go well for me.  1 2 3 4 5 

I felt comfortable getting close 
to my Mummy Buddy.  1 2 3 4 5 

I depended on my Mummy 
Buddy.  1 2 3 4 5 

I felt close to my Mummy 
Buddy.  1 2 3 4 5 

My Mummy Buddy influenced 
how I felt or acted.  1 2 3 4 5 

My Mummy Buddy was an 
important source of support for 
me.  

1 2 3 4 5 

My Mummy Buddy worked at 
maintaining a relationship with 
me.  

1 2 3 4 5 

I looked forward to talking with 
my Mummy Buddy.  1 2 3 4 5 

My Mummy Buddy invested 
time to help me.  1 2 3 4 5 
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My Mummy Buddy revealed 
personal information.  1 2 3 4 5 

My Mummy Buddy was 
interesting and enjoyable to talk 
to.  

1 2 3 4 5 

My Mummy Buddy presented a 
good first impression.  1 2 3 4 5 

My Mummy Buddy seemed 
like she would be able to talk to 
anyone.  

1 2 3 4 5 

My Mummy Buddy was 
sensitive & understanding  1 2 3 4 5 

My Mummy Buddy talked too 
much.  1 2 3 4 5 

My Mummy Buddy would get 
over-involved in my problems.  1 2 3 4 5 

My Mummy Buddy pressured 
me to change.  1 2 3 4 5 

My Mummy Buddy made me 
feel guilty.  1 2 3 4 5 

My Mummy Buddy made me 
feel angry.  1 2 3 4 5 

My Mummy Buddy was critical 
of me.  1 2 3 4 5 

My Mummy Buddy minimised 
my problems.  1 2 3 4 5 

I am more confident in my 
ability to care for my baby.  1 2 3 4 5 

I am more confident in my 
abilities to be a mother.  1 2 3 4 5 

I am more confident to deal 
with my situation.  1 2 3 4 5 

My Mummy Buddy provided 
the assistance I needed.  1 2 3 4 5 

My Mummy Buddy met my 
expectations.  1 2 3 4 5 

My Mummy Buddy was 
respectful to me.  1 2 3 4 5 

I liked my Mummy Buddy.  1 2 3 4 5 

There is nothing I would have 
liked done differently.  1 2 3 4 5 

For my situation the Mummy 
Buddy program is better than 
Mothers’ Group.  

1 2 3 4 5 
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Receiving support from my 
Mummy Buddy was convenient 
for me.  

1 2 3 4 5 

I liked the support provided to 
me, based on our agreed upon 
method(s).  

1 2 3 4 5 

I had very few problems with 
the support I received.  1 2 3 4 5 

I was able to talk to my 
Mummy Buddy when I needed 
to.  

1 2 3 4 5 

My Mummy Buddy contacted 
me as planned.  1 2 3 4 5 

I had enough contact with my 
Mummy Buddy.  1 2 3 4 5 

I would recommend the 
Mummy Buddy Program to a 
friend.  

1 2 3 4 5 

Overall, I am satisfied with my 
Mummy Buddy support 
experience.  

1 2 3 4 5 

 

To complete this set of questions, you should select the number next to the response that comes 
closest to how you have felt IN THE PAST SEVEN DAYS. 

1. I have been able to laugh and see the funny side of things 

As much as I always 
could Not suite so much now Definitely not so much 

now Not at all 

2. I have looked forward with enjoyment to things 

As much as I ever did Rather less than I used to Definitely less than I 
used to Hardly at all 

3. I have blamed myself unnecessarily when things went wrong 

Yes, most of the time Yes, some of the time Not very often No, never 

4. I have been anxious or worried for no good reason 

No, not at all Hardly ever Yes, sometimes Yes, very often 

5. I have felt scared or panicky for no very good reason 

Yes, quite a lot Yes, sometimes No, not much No, not at all 

6. Things have been getting on top of me 

Yes, most of the time I 
haven’t been able to 

Yes, sometimes I haven’t 
been coping as well as No, most of the time I No, I have been 

coping as well as 
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cope at all usual have coped quite well ever 

7. I have been so unhappy that I have had difficulty sleeping 

Yes, most of the time Yes, quite often Not very often No, not at all 

8. I have felt sad or miserable 

Yes, most of the time Yes, quite often Only occasionally No, never 

9. I have been so unhappy that I have been crying 

Yes, quite often Sometimes Hardly ever Never 

10. The thought of harming myself has occurred to me 

Yes, most of the time Yes, sometimes Not very often No, not at all 
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The questions in this scale ask you about your feelings and thoughts during the last week.   In each 
case, please indicate your response by circling the number representing HOW OFTEN you felt a 
certain way. 

 Never  Sometimes  Often  Almost 
Always  

I found it hard to wind down 0 1 2 3 

I was aware of dryness of my 
mouth. 0 1 2 3 

I couldn’t seem to experience 
any positive feeling at all  0 1 2 3 

I experienced breathing 
difficulty (e.g., excessively 
rapid breathing, 
breathlessness in the absence 
of physical exertion).  

0 1 2 3 

I found it difficult to work up 
the initiative to do things  0 1 2 3 

I tended to over-react to 
situations.  0 1 2 3 

I experienced trembling (e.g., 
in the hands).  0 1 2 3 

I felt that I was using a lot of 
nervous energy.  0 1 2 3 

I was worried about situations 
in which I might panic and 
make a fool of myself.  

0 1 2 3 

I felt that I had nothing to 
look forward to.  0 1 2 3 

I found myself getting 
agitated.  0 1 2 3 

I found it difficult to relax.  0 1 2 3 

I felt down-hearted and blue.  0 1 2 3 

I was intolerant of anything 
that kept me from getting on 
with what I was doing.  

0 1 2 3 

I felt I was close to panic. 0 1 2 3 

I was unable to become 
enthusiastic about anything.  0 1 2 3 

I felt I wasn’t worth much as 
a person.  0 1 2 3 

I felt that I was rather touchy.  0 1 2 3 

I was aware of the action of 
my heart in the absence of 
physical exertion (e.g., sense 

0 1 2 3 
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of heart rate increase, heart 
missing a beat). 

I felt scared without any good 
reason.  0 1 2 3 

I felt that life was 
meaningless  0 1 2 3 

 
 
Did you receive the scheduled follow-up call from Ngala? Yes / No  
 
The following questions focus on your experience with the follow-up call from NGALA. Please 
indicate the extent that you agree or disagree with each of the following statements 

 Strongly 
disagree Disagree Neutral Agree Strongly agree 

The call came 
at the right 
time.  

1 2 3 4 5 

The call was 
useful.  1 2 3 4 5 

Overall I was 
satisfied with 
the call.  

1 2 3 4 5 

I would have 
liked more 
than one 
follow-up call.  

1 2 3 4 5 

 
Please indicate the extent to which you agree or disagree with the following statements in terms of 
how you have felt over the past week. Please try to answer each question as honestly as possible, as 
your responses will help us better understand the postpartum experience. 

 Strongly 
disagree Disagree 

Somewh
at 

disagree 
Neutral Somewh

at agree Agree Strongly 
agree 

I am a good 
mother.  0 1 2 3 4 5 6 

I feel rested.  0 1 2 3 4 5 6 

I am 
comfortable 
with the way 
I've chosen to 
feed my baby 
(either bottle or 
breast, or both).  

0 1 2 3 4 5 6 

My baby and I 
understand each 
other.  

0 1 2 3 4 5 6 

I am able to 
relax and enjoy 
time with my 

0 1 2 3 4 5 6 
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baby.  

There are 
people in my 
life that I can 
trust to care for 
my baby when I 
need a break.  

0 1 2 3 4 5 6 

I am 
comfortable 
allowing a 
trusted friend or 
relative to care 
for my baby 
(can include 
baby's father or 
partner).  

0 1 2 3 4 5 6 

I am getting 
enough adult 
interaction.  

0 1 2 3 4 5 6 

I am getting 
enough 
encouragement 
from other 
people.  

0 1 2 3 4 5 6 

I trust my own 
feelings 
(instincts) when 
it comes to 
taking care of 
my baby.  

0 1 2 3 4 5 6 

I take a little 
time each week 
to do something 
for myself.  

0 1 2 3 4 5 6 

I am taking 
good care of my 
baby's physical 
needs (feedings, 
changing 
diapers, doctor's 
appointments)  

0 1 2 3 4 5 6 

I am taking 
good care of my 
physical needs 
(eating, 
showering, etc).  

0 1 2 3 4 5 6 

I am making 
good decisions 
about my baby's 
health and well 
being.  

0 1 2 3 4 5 6 

My baby and I 0 1 2 3 4 5 6 
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are getting into 
a routine.  

I worry about 
how other 
people judge me 
(as a mother).  

0 1 2 3 4 5 6 

I am able to 
take care of my 
baby and my 
other 
responsibilities.  

0 1 2 3 4 5 6 

Anxiety or 
worry often 
interferes with 
my mothering 
ability.  

0 1 2 3 4 5 6 

As time goes 
on, I am getting 
better at taking 
care of my 
baby.  

0 1 2 3 4 5 6 

I am satisfied 
with the job I 
am doing as a 
new mother.  

0 1 2 3 4 5 6 
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Chapter 4: New Mothers 12-Weeks Questionnaire 
 
The following questions focus on your experiences with your Mummy Buddy. Please indicate the 
extent to which you agree or disagree with each of the following statements. 

 Strongly 
disagree Disagree Neutral Agree Strongly 

agree 

My Mummy Buddy listened to 
me talk about my feelings or 
concerns.  

1 2 3 4 5 

My Mummy Buddy helped me 
feel that I was not alone in my 
situation.  

1 2 3 4 5 

My Mummy Buddy expressed 
interest and concern about how 
I was doing.  

1 2 3 4 5 

My Mummy Buddy told me 
that help was available when I 
needed it.  

1 2 3 4 5 

My Mummy Buddy accepted 
me for who I was.  1 2 3 4 5 

My Mummy Buddy told me 
what was usual for my current 
situation.  

1 2 3 4 5 

My Mummy Buddy suggested 
other ways of doing things.  1 2 3 4 5 

My Mummy Buddy told me 
what to expect in a certain 
situation.  

1 2 3 4 5 

My Mummy Buddy assisted me 
to solve my problems or 
concern.  

1 2 3 4 5 

My Mummy Buddy provided 
me with practical information.  1 2 3 4 5 

My Mummy Buddy gave 
trustworthy advice.  1 2 3 4 5 

My Mummy Buddy told me 
that I did something well.  1 2 3 4 5 

My Mummy Buddy helped me 
feel what I was going through 
was “normal”.  

1 2 3 4 5 

My Mummy Buddy expressed 
admiration for a personal 
quality of mine.  

1 2 3 4 5 

My Mummy Buddy gave me 
feedback on how I was doing.  1 2 3 4 5 

If something important 
happened to me I could share 1 2 3 4 5 
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the experience with my 
Mummy Buddy.  

I knew that whatever I said was 
just between my Mummy 
Buddy & I.  

1 2 3 4 5 

My Mummy Buddy could tell 
when I was worried about 
something.  

1 2 3 4 5 

My Mummy Buddy was 
trustworthy.  1 2 3 4 5 

My Mummy Buddy was 
dependable.  1 2 3 4 5 

I knew my Mummy Buddy 
would respond to me in a 
supportive way.  

1 2 3 4 5 

I felt accepted by my Mummy 
Buddy.  1 2 3 4 5 

I felt comfortable ‘just being 
myself’ with my Mummy 
Buddy.  

1 2 3 4 5 

With my Mummy Buddy I 
could confide my most inner 
feelings.  

1 2 3 4 5 

My Mummy Buddy understood 
my point of view.  1 2 3 4 5 

My Mummy Buddy felt bad if 
things didn’t go well for me.  1 2 3 4 5 

I felt comfortable getting close 
to my Mummy Buddy.  1 2 3 4 5 

I depended on my Mummy 
Buddy.  1 2 3 4 5 

I felt close to my Mummy 
Buddy.  1 2 3 4 5 

My Mummy Buddy influenced 
how I felt or acted.  1 2 3 4 5 

My Mummy Buddy was an 
important source of support for 
me.  

1 2 3 4 5 

My Mummy Buddy worked at 
maintaining a relationship with 
me.  

1 2 3 4 5 

I looked forward to talking with 
my Mummy Buddy.  1 2 3 4 5 

My Mummy Buddy invested 
time to help me.  1 2 3 4 5 
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My Mummy Buddy revealed 
personal information.  1 2 3 4 5 

My Mummy Buddy was 
interesting and enjoyable to talk 
to.  

1 2 3 4 5 

My Mummy Buddy presented a 
good first impression.  1 2 3 4 5 

My Mummy Buddy seemed 
like she would be able to talk to 
anyone.  

1 2 3 4 5 

My Mummy Buddy was 
sensitive & understanding  1 2 3 4 5 

My Mummy Buddy talked too 
much.  1 2 3 4 5 

My Mummy Buddy would get 
over-involved in my problems.  1 2 3 4 5 

My Mummy Buddy pressured 
me to change.  1 2 3 4 5 

My Mummy Buddy made me 
feel guilty.  1 2 3 4 5 

My Mummy Buddy made me 
feel angry.  1 2 3 4 5 

My Mummy Buddy was critical 
of me.  1 2 3 4 5 

My Mummy Buddy minimised 
my problems.  1 2 3 4 5 

I am more confident in my 
ability to care for my baby.  1 2 3 4 5 

I am more confident in my 
abilities to be a mother.  1 2 3 4 5 

I am more confident to deal 
with my situation.  1 2 3 4 5 

My Mummy Buddy provided 
the assistance I needed.  1 2 3 4 5 

My Mummy Buddy met my 
expectations.  1 2 3 4 5 

My Mummy Buddy was 
respectful to me.  1 2 3 4 5 

I liked my Mummy Buddy.  1 2 3 4 5 

There is nothing I would have 
liked done differently.  1 2 3 4 5 

For my situation the Mummy 
Buddy program is better than 
Mothers’ Group.  

1 2 3 4 5 
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Receiving support from my 
Mummy Buddy was convenient 
for me.  

1 2 3 4 5 

I liked the support provided to 
me, based on our agreed upon 
method(s).  

1 2 3 4 5 

I had very few problems with 
the support I received.  1 2 3 4 5 

I was able to talk to my 
Mummy Buddy when I needed 
to.  

1 2 3 4 5 

My Mummy Buddy contacted 
me as planned.  1 2 3 4 5 

I had enough contact with my 
Mummy Buddy.  1 2 3 4 5 

I would recommend the 
Mummy Buddy Program to a 
friend.  

1 2 3 4 5 

Overall, I am satisfied with my 
Mummy Buddy support 
experience.  

1 2 3 4 5 

 
 
To complete this set of questions, you should select the number next to the response that comes 
closest to how you have felt IN THE PAST SEVEN DAYS. 

1. I have been able to laugh and see the funny side of things 

As much as I always 
could Not suite so much now Definitely not so much 

now Not at all 

2. I have looked forward with enjoyment to things 

As much as I ever did Rather less than I used to Definitely less than I 
used to Hardly at all 

3. I have blamed myself unnecessarily when things went wrong 

Yes, most of the time Yes, some of the time Not very often No, never 

4. I have been anxious or worried for no good reason 

No, not at all Hardly ever Yes, sometimes Yes, very often 

5. I have felt scared or panicky for no very good reason 

Yes, quite a lot Yes, sometimes No, not much No, not at all 

6. Things have been getting on top of me 

Yes, most of the time I 
haven’t been able to 

cope at all 

Yes, sometimes I haven’t 
been coping as well as 

usual 

No, most of the time I 
have coped quite well 

No, I have been 
coping as well as 

ever 
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7. I have been so unhappy that I have had difficulty sleeping 

Yes, most of the time Yes, quite often Not very often No, not at all 

8. I have felt sad or miserable 

Yes, most of the time Yes, quite often Only occasionally No, never 

9. I have been so unhappy that I have been crying 

Yes, quite often Sometimes Hardly ever Never 

10. The thought of harming myself has occurred to me 

Yes, most of the time Yes, sometimes Not very often No, not at all 
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The questions in this scale ask you about your feelings and thoughts during the last week.   In each 
case, please indicate your response by circling the number representing HOW OFTEN you felt a 
certain way. 

 Never  Sometimes  Often  Almost 
Always  

I found it hard to wind down 0 1 2 3 

I was aware of dryness of my 
mouth. 0 1 2 3 

I couldn’t seem to experience 
any positive feeling at all  0 1 2 3 

I experienced breathing 
difficulty (e.g., excessively 
rapid breathing, 
breathlessness in the absence 
of physical exertion).  

0 1 2 3 

I found it difficult to work up 
the initiative to do things  0 1 2 3 

I tended to over-react to 
situations.  0 1 2 3 

I experienced trembling (e.g., 
in the hands).  0 1 2 3 

I felt that I was using a lot of 
nervous energy.  0 1 2 3 

I was worried about situations 
in which I might panic and 
make a fool of myself.  

0 1 2 3 

I felt that I had nothing to 
look forward to.  0 1 2 3 

I found myself getting 
agitated.  0 1 2 3 

I found it difficult to relax.  0 1 2 3 

I felt down-hearted and blue.  0 1 2 3 

I was intolerant of anything 
that kept me from getting on 
with what I was doing.  

0 1 2 3 

I felt I was close to panic. 0 1 2 3 

I was unable to become 
enthusiastic about anything.  0 1 2 3 

I felt I wasn’t worth much as 
a person.  0 1 2 3 

I felt that I was rather touchy.  0 1 2 3 

I was aware of the action of 
my heart in the absence of 
physical exertion (e.g., sense 

0 1 2 3 
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of heart rate increase, heart 
missing a beat). 

I felt scared without any good 
reason.  0 1 2 3 

I felt that life was 
meaningless  0 1 2 3 

 
Please indicate the extent to which you agree or disagree with the following statements in terms of 
how you have felt over the past week. Please try to answer each question as honestly as possible, as 
your responses will help us better understand the postpartum experience. 

 Strongly 
disagree Disagree 

Somewh
at 

disagree 
Neutral Somewh

at agree Agree Strongly 
agree 

I am a good 
mother.  0 1 2 3 4 5 6 

I feel rested.  0 1 2 3 4 5 6 

I am 
comfortable 
with the way 
I've chosen to 
feed my baby 
(either bottle or 
breast, or both).  

0 1 2 3 4 5 6 

My baby and I 
understand each 
other.  

0 1 2 3 4 5 6 

I am able to 
relax and enjoy 
time with my 
baby.  

0 1 2 3 4 5 6 

There are 
people in my 
life that I can 
trust to care for 
my baby when I 
need a break.  

0 1 2 3 4 5 6 

I am 
comfortable 
allowing a 
trusted friend or 
relative to care 
for my baby 
(can include 
baby's father or 
partner).  

0 1 2 3 4 5 6 

I am getting 
enough adult 
interaction.  

0 1 2 3 4 5 6 

I am getting 
enough 0 1 2 3 4 5 6 
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encouragement 
from other 
people.  

I trust my own 
feelings 
(instincts) when 
it comes to 
taking care of 
my baby.  

0 1 2 3 4 5 6 

I take a little 
time each week 
to do something 
for myself.  

0 1 2 3 4 5 6 

I am taking 
good care of my 
baby's physical 
needs (feedings, 
changing 
diapers, doctor's 
appointments)  

0 1 2 3 4 5 6 

I am taking 
good care of my 
physical needs 
(eating, 
showering, etc).  

0 1 2 3 4 5 6 

I am making 
good decisions 
about my baby's 
health and well 
being.  

0 1 2 3 4 5 6 

My baby and I 
are getting into 
a routine.  

0 1 2 3 4 5 6 

I worry about 
how other 
people judge me 
(as a mother).  

0 1 2 3 4 5 6 

I am able to 
take care of my 
baby and my 
other 
responsibilities.  

0 1 2 3 4 5 6 

Anxiety or 
worry often 
interferes with 
my mothering 
ability.  

0 1 2 3 4 5 6 

As time goes 
on, I am getting 
better at taking 
care of my 
baby.  

0 1 2 3 4 5 6 
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I am satisfied 
with the job I 
am doing as a 
new mother.  

0 1 2 3 4 5 6 

 
 
The following questions focus on your experiences so far in the Mummy Buddy program. Please 
indicate the extent to which you agree or disagree with each of the following statements. 
 

 Strongly 
disagree Disagree Neutral Agree Strongly 

agree 
Not 

Applicable 

It has been easy to 
contact the UWA 
research team.  

1 2 3 4 5 0 

The UWA research 
team has provided 
sufficient support.  

1 2 3 4 5 0 

It has been easy to 
contact Ngala for 
support when needed.  

1 2 3 4 5 0 

The Ngala support 
staff have provided me 
with useful support.  

1 2 3 4 5 0 

I think that the 
Mummy Buddy 
program is important.  

1 2 3 4 5 0 

I would recommend 
this program to others.  1 2 3 4 5 0 

I would recommend 
that others volunteer to 
be a Mummy Buddy.  

1 2 3 4 5 0 

I would volunteer to 
be a Mummy Buddy in 

the future.  
1 2 3 4 5 0 
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Chapter 4 Mummy Buddy Baseline Questionnaire 

What is your age (round off to the nearest year)? 

_______________________________________________________________ 
 
What is your ethnicity? 

Caucasian  
Indigenous  
Asian  
Other - if so please indicate: ______________________________________________________ 

 
What country were you born in?_______________________________________________________ 
 
What is your nationality?_____________________________________________________________ 
 
What is your postal code? ____________________________________________________________ 
 
Are you currently in a committed relationship? Yes /  No  

What is your highest educational qualification attained? 

Primary School  
High School  
Diploma  
Bachelors Degree  
Postgraduate Diploma  
Masters  
Doctorate  
Other - if so please indicate: ______________________________________________________ 

 
How many children do you have?______________________________________________________ 
 
Age of child(ren)___________________________________________________________________ 
 
Gender of Child(ren)________________________________________________________________ 
 
No. of employment hours per week (please indicate '0' if not currently employed)________________ 
 
What is your annual household income? ________________________________________________ 
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Chapter 4: Mummy Buddy Post Workshop Questionnaire 
 

We are interested in your experience today. Please circle the extent to which you agree or disagree 
with each of the following statements. 

 Strongly 
Disagree 

   Strongly 
Agree 

The section on active listening 
and empathy was useful in 
preparing me to support my 
New Mother. 

1 2 3 4 5 

The section on using supportive 
& compassionate language was 
useful in preparing me to 
support my New Mother. 

1 2 3 4 5 

The section on giving advice 
and teamwork was useful in 
preparing me to support my 
New Mother. 

1 2 3 4 5 

I referred to the Mummy 
Buddy handbook during the 
workshop. 

1 2 3 4 5 

I understood the information 
that was presented to me during 
the workshop. 

1 2 3 4 5 

I found the workshop to be 
interesting. 1 2 3 4 5 

The workshop facilitator was 
effective. 1 2 3 4 5 

The workshop was convenient 
for me to attend. 1 2 3 4 5 

Overall, the workshop was 
useful to prepare me for my 
role as a Mummy Buddy. 

1 2 3 4 5 

 

 

The following questions focus on your confidence in offering peer support to your New Mother. 
Please circle how true each of the following statements is for you. 

 Not true at 
all for me 

   Completely 
true for me 

The Mummy Buddy workshop 
made me confident to be an 
active and empathetic listener. 

1 2 3 4 5 
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The Mummy Buddy workshop 
made me confident to use 
supportive and compassionate 
language. 

1 2 3 4 5 

The Mummy Buddy workshop 
made me confident to give 
advice and to work as a team 
with my New Mother. 

1 2 3 4 5 
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Chapter 4: Mummy Buddy 12-Weeks Questionnaire 
 
The following questions focus on your experiences so far when supporting your New Mother. Please 
indicate the extent to which you agree or disagree with each of the following statements. 

 Strongly 
disagree Disagree 

Neither 
agree nor 
disagree 

Agree Strongly 
agree 

I have managed to build a good 
relationship with my New Mother.  1 2 3 4 5 

I have helped my New Mother 
become more self-compassionate.  1 2 3 4 5 

I have used supportive and 
compassionate language toward my 
New Mother.  

1 2 3 4 5 

I have been an active listener to my 
New Mother.  1 2 3 4 5 

I have been empathetic to my New 
Mother.  1 2 3 4 5 

I helped my New Mother deal with 
stressors after her baby was born.  1 2 3 4 5 

I have given encouraging feedback 
to my New Mother.  1 2 3 4 5 

I have asked permission from my 
New Mother before giving her 
advice.  

1 2 3 4 5 

I have felt like my New Mother and 
I have worked as a team.  1 2 3 4 5 

My New Mother and I have 
managed to stick to the plans we set 
during the Antenatal Information 
Session.  

1 2 3 4 5 

Being a Mummy Buddy has helped 
me to grow as an individual.  1 2 3 4 5 

I have enjoyed my experience as a 
Mummy Buddy.  1 2 3 4 5 

 
The following questions focus on your experiences so far in the Mummy Buddy program. Please 
indicate the extent to which you agree or disagree with each of the following statements. 

 Strongly 
disagree Disagree 

Neither 
agree nor 
disagree 

Agree Strongly 
agree 

Not 
Applicable 

I have had sufficient 
training to confidently 
carry out my duties as 

a Mummy Buddy.  

1 2 3 4 5 0 

It has been easy to 1 2 3 4 5 0 
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contact the UWA 
research team.  

The UWA research 
team has provided 
sufficient support.  

1 2 3 4 5 0 

It has been easy to 
contact Ngala for 

support when needed.  
1 2 3 4 5 0 

The Ngala support 
staff have provided me 

with useful support.  
1 2 3 4 5 0 

I think the Mummy 
Buddy program is 

important.  
1 2 3 4 5 0 

I would recommend 
the Mummy Buddy 
program to others.  

1 2 3 4 5 0 

I would recommend 
others to volunteer to 
be a Mummy Buddy.  

1 2 3 4 5 0 

If I could do it over 
again, I would become 

a Mummy Buddy.  
1 2 3 4 5 0 
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Appendix C: Mummy Buddy Program Materials 

 

New Mothers Handbook 

Mummy Buddy Handbook 

 




