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Abstract 

 Multiparous women with a history of postpartum depression (PPD) are an understudied 

population that share a unique and complicated journey.  How do women with a history of PPD 

proceed when planning for a subsequent birth?  A qualitative descriptive design was employed.  

data was collected through interviewing two women about their experiences.  Thematic data 

analysis revealed that despite today’s understanding of PPD being strongly influenced by 

chemical and physical factors, these women believed that they could prevent or alleviate another 

bout of PPD by improving their birth experience and postpartum period the next time they gave 

birth.  This research identified a gap in the current understanding of women’s health and 

provides a foundation for future research that may reveal the particular needs this population has 

from healthcare providers. 
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Chapter 1 

This honors thesis aimed to understand how a woman with a history of postpartum 

depression plans for a subsequent birth and how her perception of her past postpartum depression 

influences her birth planning process.  Do women believe preparing for the birth improves the 

chances to have a better birth experience, and with a good birth experience, perhaps an improved 

postpartum period?  Or have mothers felt let down by birth preparations?  Perhaps a mother feels 

she created an unrealistic expectation of labor and since the last birth did not go according to her 

ideals, she feels she would not want to put forth the preparation again for what felt like naught? 

Introduction 

 Many women have planned for the births of their babies but it wasn’t until the 1980s that 

the birth plan was introduced (Simkin & Reinke, 1980).  The birth plan was first documented by 

Simkin and Reinke as a way to encourage both informed decision-making for expectant mothers 

and communication among caregivers and clients (Simkin & Reinke, 1980; Kaufman, 2007).  

The vision was that this document would help mothers to prepare for birth by exploring and 

planning how they wanted various situations during the labor and delivery handled, despite the 

emotions of the moment, and providing a clear means of communication between the woman 

and her care provider.  Since the introduction of the birth plan, however, there has been 

inconsistent acceptance and ambivalence towards the document on the part of health care 

providers (Klein et al., 2011).  The tension that birth plans may cause reflects a larger problem 

within today’s maternity care, i.e. conflicting beliefs about birth and what constitutes safe, 

effective care (Lothian, 2006).  Ideally, a birth plan would not put the health care provider and 

client at odds, but rather aid in mutual communication, understanding, and respect, thus 

contributing to a more rewarding birth experience.  
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Simkin’s study revealed that mothers vividly remember the details of their birth 

experiences up to 20 years after their birth (Simkin, 1991).  Simkin also found significant, long-

term differences between the mothers who had fulfilling births and the mothers who had less 

satisfying experiences.  The more satisfied group of mothers tended to feel an enhanced self-

confidence and self-esteem up to 20 years after the birth (the time of the follow-up interview) 

while the less satisfied mothers tended to feel more angry and act more aggressively up to 20 

years after the birth (Simkin, 1991).  This study demonstrated the powerful effect a woman’s 

birth experience has on the rest of her life.  Knowing this, there is the question of how a 

woman’s birth experience affects her postpartum depression, should she experience it, and how 

the woman perceives this connection if at all.  Currently, it is estimated that postpartum 

depression affects 13-19% of new mothers (O’Hara & McCabe, 2013) and 41% of multiparous 

mothers with a history of postpartum depression (American Psychological Association, 2013).   

This chapter presents the background of and problems surrounding postpartum 

depression.  Specific related terminology is defined. The potential relationship between a 

woman’s preparation for birth, her intrapartum events, and postpartum depression is discussed.  

The specific aims of the present study are detailed. 

Definitions 

Postpartum depression (PPD) 

PPD is a clinical term that refers to depressive episodes associated with childbirth 

(O’Hara and McCabe, 2012).  PPD is a treatable mood disorder that may begin 24 hours after 

birth up to several months postpartum but typically its onset is between two and six weeks 

postpartum (Epperson, 1999).  A qualitative study on the recovery from PPD found that 

symptoms may last up to 5 years (Williams, 2013) 
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Intrapartum 

 Intrapartum refers to the period of time between the onset of active labor and the birth of 

the child and placenta (London, Ladewig, Ball & Bindler, 2007). 

Postpartum 

 Also known as “puerperium,” this is the time from the birth of the placenta to the time 

that the woman’s body returns to a non-pregnant state and lasts about six weeks. (Spiliopoulous 

and Mastrogiannis, 2013). 

Birth preparation 

 There are various ways for women, partners and families to prepare for birth.  For the 

purpose of this paper, birth preparation refers to the following: self education in the form of 

reading books about the labor process, writing a birth plan, with or without a provider, and 

attending birth classes. 

Gravidity & Parity 

 Gravidity refers to how many pregnancies a woman has had.  A nulligravida woman has 

never been pregnant, a primigravida woman is in her first pregnancy, and a multigravida woman 

has been pregnant more than once.  Parity is defined by how many times a woman has given 

birth to an infant over 20 weeks gestation.  A nulliparous woman has not given birth previously, 

a primiparous woman has given birth once, and a multiparous woman has given birth multiple 

times (Wong, Hockenberry, Wilson, Perry, & Lowdermilk, 2006). 

Background 

While depression can be a disabling disease, it is especially challenging for the new 

mother who is now caring for an infant while managing her previous responsibilities, which 

could include working, caring for other children, and managing a home.  PPD is a treatable mood 
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disorder, but often times it is difficult to influence women to seek help for their PPD due to 

stigma, concern regarding medications passing into the breastmilk, and reluctance to add another 

responsibility of traveling to various appointments (O’Hara and McCabe, 2012).  However, a 

striking 21.9% of new mothers may be experiencing postpartum depression during their first 

postpartum year (Wisner et al., 2013).  The rate was higher in the following demographics: 

younger, African American, publicly insured, single, and less educated (Wisner et al., 2013).  

Numerous studies identify various factors that contribute to a risk of PPD such as unplanned 

pregnancy, history of infertility, exclusive formula feeding, lack of emotional support, lack of 

education or unemployment, stressful events during the pregnancy or delivery, and medical 

complications such as gestational diabetes, heart disease, threatened abortion and cesarean 

section (A.D.A.M. Medical Encyclopedia, 2012; Burgut, Bener, Ghuloum & Sheikh, 2013; Mori 

et al., 2011).  The presence of a psychiatric history is also a risk factor for PPD, for example, a 

history of depression, anxiety, bipolar disorder, or PPD with a previous pregnancy (A.D.A.M. 

Medical Encyclopedia, 2012, Mori et al., 2011). 

Intrapartum experiences include all of the events that occur while a woman is laboring 

and delivering her infant.  These events can include positive experiences like family being 

present, guided imagery, an ecstatic birth, and pain relief from medication, or traumatic 

experiences like perineal tearing, an operative delivery, or an emergency c-section.  Any and all 

interventions have become a topic of conversation for both health care providers and 

childbearing families especially with the rise of the use of the birth plan.   

Problem and Purpose 

 With today’s rise in the number of women taking charge of their birth in the way of birth 

preparation, it is important for healthcare providers to have an evidenced-based understanding of 



Birthing Again With A History Of Postpartum Depression 5 

 

the impact that birth preparation has on a woman’s birth experience and thus her postpartum 

psychiatric health.  If preparation tools such as the birth plan and specialized childbirth classes, 

such as hypnobirthing, give women an unrealistic understanding of the labor, i.e. that it is a 

controllable event, and contribute negatively to a woman’s psychiatric health, then healthcare 

providers that have typically supported these tools in the past may reconsider their support and 

may counsel their patients differently in the future.  Conversely, if birth preparations contribute 

to a woman’s ability to make educated decisions throughout labor and delivery, thus contributing 

to a better birth experience and better postpartum psychiatric health, then healthcare providers 

that have typically dismissed tools like the birth plan may need to reconsider their position and 

incorporate these tools into their practice.   

With the results of this study, healthcare providers and families will have a better 

understanding of the impact that birth preparation has on not only the birth experience but also 

on a woman’s postpartum psychiatric health.   
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Chapter 2: Review of Literature 

Research has shown that women with a history of PPD are more likely to experience PPD 

with a subsequent birth, but there is a lack of research on the topic of how women with a history 

of PPD prepare for a subsequent birth and postpartum period.  Due to the lack of evidence on 

this topic, this literature review will illustrate the research on how effective the birth plan is on 

the birth experience and what, if any, effect the birth experience has on the postpartum period. 

The first portion of this literature review will assess the effectiveness of the birth plan.  

Specifically, do birth plans fulfill their purpose of ensuring better birth experiences, more 

informed decision making, and/or improved communication between patient and care providers?  

It is of note that despite the different foci of the included studies, effectiveness will be defined as 

the woman’s satisfaction with her birth experience.  The latter portion of the review will report 

what research has found in terms of how a woman’s birth experience contributes to her 

postpartum period, particularly her postpartum depression.  This sequence may grant an 

understanding of how mothers with a history of PPD plan for a subsequent birth. 

Efficacy of Birth Plans 

 The four following studies explore the efficacy of birth plans in supporting a woman’s 

fulfilling birth experience. 

Anesthesia & Analgesia Preferences and Outcomes 

 A 2011 prospective cohort study evaluated anesthesia and analgesia-related preferences, 

outcomes and satisfaction with outcomes of women who presented their health care provider 

with a written birth plan at the time of their admission for labor and delivery.  The research was 

conducted at a large, university-based tertiary-care hospital in North Carolina and included 63 

women.  Women were not included in the study if they were delivering earlier than 34 weeks of 
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gestation, had a planned cesarean section, were in advanced labor at time of admission, or did 

not speak English.  The patients’ medical records were used to collect data.  Labor and birth 

complications were abstracted from obstetrical notes and included based on their commonness 

and relevancy to anesthesia and analgesia care (Pennell, Salo-Coombs, Herring, Spielman, & 

Fecho, 2011).  A follow-up survey was mailed to the participants to obtain information on their 

expectations for and satisfaction with the birth plan and their birth experience.  According to this 

study, women were generally satisfied with the birth plan even if their preferences were not 

fulfilled, stating that the “birth plan improved communication…[and] added control to the birth 

process” (Pennell et al., 2011, p. 378). 

This study was thorough in its exploration of women’s satisfaction with their birth by 

examining the topic from multiple perspectives.  The authors significantly supplemented their 

writing by either supporting their findings with previous studies or citing other studies’ findings 

when their findings deviated from previous evidence.  A weakness of this study may be its 

sample size:  only 63 women were enrolled in this study and the fact that the population was 

primarily white, college-educated, primigravida women under the care of a certified nurse-

midwife may have skewed the results. 

Birth plans among women with high risk 

A study by Berg, Lundgren, and Lindmark (2003) explored the effects that a birth plan 

has on the childbirth experience of a mother categorized as high risk.  The control sample 

included 271 women who had received standard care in Sweden between April and August 2000.  

The intervention group was another 271 women intending to give birth at the same locations 

between November 2000 and July 2001.  The intervention consisted of a birth plan written by the 

woman and her midwife.  Both the intervention and control group received a questionnaire at the 
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end of the pregnancy.  The authors categorized the women according to the intervention as well 

as their complication status.  The complication status groups were organized as follows: 

 Normal Pregnany and Normal Childbirth (NPNC) 

 Complicated Pregnancy and Normal Childbirth (CPNC) 

 Normal Pregnancy and Complicated Childbirth (NPCC) 

 Complicated Pregnancy and Complicated Childbirth (CPCC) 

Each complicated subgroup was compared to the normal counterpart and analyzed within the 

standard group, the intervention group and between subgroups.  The significant finding of this 

study was that women with complicated pregnancies or childbirths seemed to have more 

negative feelings than women who fell under the normal category and that the intervention did 

not improve the childbirth experience in any group (Berg, Lundgren, & Lindmark, 2003).  

 This study used clear and logical categories to differentiate the various participants 

according to their complication status.  Limitations of this study include lack of randomization 

and lack of statistical validation of the questionnaire used.  

 Do Birth Plans Empower Women? 

  Moore and Hopper’s study (1995) explored the use of a standardized birth plan in two 

district hospitals in Sydney, Australia and their effectiveness in empowering and improving self-

esteem among laboring women.  The sample included 102 women who had completed the birth 

plan prenatally, regardless if they had used it during their labor; one participant was discharged 

before the questionnaire could be collected and another woman declined to participate, resulting 

in 100 finished postpartum questionnaires.  The 24 part questionnaire covered background data, 

preparations for the birth, whether the birth plan was easy to use, the birth plan’s effect in 

increasing understanding of choices available, whether the woman could express her needs and 
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preferences during labor, delivery and after birth, whether the plan helped her in this, whether the 

staff listened to and carried out her wishes, and whether she would suggest any changes to the 

birth plan.  For these women, the birth plan served as an important asset in improving 

communication between the patient and her care provider, especially when labor made 

communicating difficult and that the birth plan instilled confidence in the women by encouraging 

them to make informed decisions (Moore & Hopper, 1995) 

 Despite the small size of the sample, the sample was ethnically diverse which supports 

the universality of the birth plan.  Additionally, an extensive discussion that elaborates on how 

the birth plan affects all aspects of maternity care is included.  A limitation of this study would 

be the small sample size that did consist of mostly young (82% were 20-19 years of age), 

primigravida (66%) women.  Another limitation would be that due to the vast ethnic diversity, 

there were a fair number of women who did not write or speak English (Moore & Hopper, 1995). 

 Effects of a Birth Plan on the Childbirth Experience 

 In a randomized, single-blind controlled study done, Kuo et al. (2010) evaluated the 

effects of birth plans on a woman’s sense of fulfillment of her childbirth experience, her control 

over the birth process, and her overall experience.  The sample included 296 primiparous women 

who had no complications delivering in a hospital in Taiwan.  Participants were excluded if the 

woman’s mode of delivery was an elective cesarean section.  Data were collected when the 

participants completed a personal information and childbirth expectations questionnaire upon 

recruitment and, on the day following their delivery, completed a second questionnaire about the 

childbirth experience, control and fulfillment of their childbirth expectations.  This study found 

that the group using a birth plan had a significantly more positive perception of their childbirth 

experiences than that of the control group (Kuo et al., 2010). 
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 This study was especially thorough in explaining how the results should affect the future 

use of birth plans by discussing the need for communication while formulating the birth plan as 

well as further implementation within Taiwan.  A strong, randomized design in seven clinical 

settings and a large sample were other strengths of this study.  The authors also included a 

section elaborating on options for future research, which was helpful to remind the reader that 

despite this study’s findings, there is still more to explore in order to truly know the effects of a 

birth plan for all labors.  Limitations of this study include the inclusion criteria of first time 

mothers, thus leaving out the population of multiparous women, as well as a lack of an 

exploration of long-term postnatal outcomes (Kuo et al., 2010) 

 Summary 

 Three of these four studies found that women who had used a birth plan felt more 

satisfied with their birth experience.  The one study that did not find this to be true was the study 

that focused on complicated pregnancies and childbirths; the significant finding of this study was 

that mothers with complications during their pregnancy or childbirth had more negative feelings 

about their birth experience than mothers without complications (Berg et al., 2003).  This leads 

one to wonder, how does a mother’s perception of her birth effect her postpartum period? 

The Birth Experience’s Effect on Postpartum Health 

 The following studies explore the how a woman’s birth experience impacts her 

postpartum health. 

Outcomes of Childbirth in England 

 A prospective study by Green, Coupland, and Kitzinger (1990) was conducted to assess 

the connection between women’s preferences, expectations, and experiences of birth and their 

subsequent feelings as well as to investigate the relevance of control for childbearing women 
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(Green, Coupland, & Kitzinger, 1990).  The sample included 1150 semi-rural women who were 

scheduled for delivering at one of four different National Health Service districts of southeastern 

England; the final participation count was 751.  The data was gathered by the means of three 

questionnaires; one found basic demographic information, the second found the woman’s 

attitudes, knowledge and expectations of childbirth, and the third questionnaire administered 

postnatally to determine what had actually happened during the woman’s labor and to assess 

several psychological outcomes.  The main finding of this study was that obstetrical 

interventions, with the exception of cesarean section, were not related to a woman’s emotional 

well-being but that more interventions did decrease her sense of satisfaction and fulfillment.  It 

was found, however, that high expectations for birth, information and feeling in control 

contributed to a woman’s positive psychological outcome (Green et al., 1990). 

 The strengths of this study are its population size and thoroughness in exploring how both 

the expectations of a birth and the intrapartum events affected the psychological outcome.  The 

researchers also made a strong suggestion for healthcare professionals to consider and be aware 

of the aspects of labor that may make a woman feel out of control and diminish her sense of 

fulfillment (Green et al., 1990).  Some limitations of this study include lack of ethnic variety 

among the participants and that not all of the questionnaires were evidence-based. 

 Traumatic Birth Experiences 

 Anderson (2010) examined the impact that a traumatic birth experience has on Latina 

adolescent mothers.  The sample included 85 Latinas aged 13-19 who were recruited from two 

postpartum units of a large county hospital in the southwestern United States.  The data were 

collected within 72 hours of the birth using the following scales that have been statistically 

shown to be valid:  the Impact of Event Scale (IES), Edinburgh Postnatal Depression Scale and 
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the Center for Epidemiological Studies-Depression Scale.  This study found that “more than one 

third of the teens appraised their childbirth experience as traumatic with over half showing 

trauma impact (elevated IES scores) within 72 hours of delivery,” which is a comparable rate to 

what has been found in previous studies among adults (Anderson, 2010, p. 703).  These findings 

are significant because they illustrate how a traumatic birth can leave an enduring effect on the 

mother. 

 A great strength of this study was the use of scales that have been shown to be valid and 

accurate.  Extensive discussion and clinical implication sections also add to the relevancy and 

applicability of this study despite the specific demographic.  Limitations of this study include the 

fact that the sample characteristics and size may have influenced the associations between birth 

trauma and commonly noted influences on adult birth trauma, thus requiring further research.  

Another limitation of this study is the lack of data on prior traumatic experiences or depression 

among these adolescents.  The last limitation is that the author was not able to include long-term 

data in order to assess the long-term effects of a traumatic birth. 

Birth Trauma and Breastfeeding 

Beck and Watson (2008) conducted research on the impact that a traumatic birth has on 

the breastfeeding relationship.  The population was mothers over the age of 18 who found that 

they had had a traumatic birth experience and that this experience had influenced their decision 

to breastfeed and/or their breastfeeding relationship.  These mothers were recruited through the 

assistance of a charitable trust in New Zealand and each mother sent her breastfeeding story to 

the researchers.  The researchers then used Colaizzi’s method of data analysis and found multiple 

and consistent themes that could be characterized in two ways; mothers who had had a traumatic 
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birth experience were either more driven to persevere in breastfeeding or they were more 

disheartened and found more barriers to their breastfeeding attempts. (Beck & Watson, 2008).  

Strengths of this study include the use of Colaizzi’s method of data analysis for 

phenomenological studies and the size of the sample – 52 participants is a fairly large sample for 

a descriptive study.  The 52 breastfeeding stories resulted in 249 significant statements that were 

summarized into eight themes; this supports a strong and consistent trend.  One weakness of this 

study is that of the 52 participants, only 3 chose not to breastfeed and had there been a greater 

portion of mothers who chose not to breastfeed, there may have been more data discovered for 

this population.  Another weakness is the participants were from a single country which may 

have had some cultural implications in these women’s decisions to breastfeed; this leaves room 

for more research in other countries and cultures and more research questions, which is 

consistent with Colaizzi’s method (Beck & Watson, 2008). 

The Birth Experience’s Influence 

 A study by Bland (2009) examined how control over, satisfaction with, and little 

intervention in a woman’s birth experience would affect her likelihood of postpartum depression, 

predicting that the lowest incidence and severity of postpartum depression would occur in the 

homebirth sample.  Hospital data collection came from two hospitals in Kansas City and Saint 

Joseph, Missouri while homebirth data came from all over the United States.  The participants 

completed anonymous surveys at their six-week postpartum check up; these surveys used the 

Edinburgh Postnatal Depression Scale and the author’s own 25-item scale for measurement of 

sense of control and satisfaction.  The study found that women who gave birth vaginally in a 

hospital experienced more severe levels of depression than women who gave birth at home and 
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that the greatest incidence of postpartum depression occurred within the group of mothers who 

had had a cesarean delivery (Bland, 2009). 

 Strengths of this study include the use of the Edinburgh Postnatal Depression Scale, thus 

contributing to the authority of the data, and the variety of the population gained by acquiring 

participation from across the United States, thus contributing to the universality of these 

findings.  A weakness of this study is the small sample size; furthering this research by 

expanding the sample size as well as the variety of hospital locations may provide more founded 

results.  

 Labor Experience and Postpartum Mood 

Weisman et al. (2010) conducted a study to examine the associations between the birth 

experience, the mother’s perception of the infant during late pregnancy and the newborn stage, 

and the mother’s postpartum mood in order to detect potential labor-related risks that may be 

associated with elevated symptoms of postpartum depression.  The sample included 1,844 

mothers who had delivered in one of two tertiary-care hospitals in a large metropolitan area.  

Data were collected using questionnaires that addressed the patient’s demographic information 

as well as aspects of the patient’s pregnancy and labor.  This study found that there are factors 

that clearly predict postpartum depressive and anxiety symptoms, such as cesarean delivery and 

less positive and more negative emotions during labor. 

The consistent use of validated instruments for measuring the subjective aspects of a 

woman’s labor added strength to the findings of this study.  Also, the use of psychobiological 

theories to hypothetically explain the findings was constructive towards establishing the findings.  

Limitations of this study include lack of data on the mother’s antepartum mood and there was no 

short- versus long-term evaluation of mothers. 
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Summary 

 This compilation of studies shows that a birth plan may positively affect a woman’s 

perception of her birth and that a woman’s birth experience can significantly affect her 

postpartum mental health.  From this review of literature, birth plans have been found to be a 

promoting factor for a satisfying and fulfilling birth experience (Kuo et al., 2010; Moore & 

Hopper, 1995; Pennell et al., 2011), with the exception of women who experienced either a high 

risk pregnancy or birth (Berg et al., 2003).  Because a complicated birth is not always 

foreseeable, it is important to note that the birth plan should not be implemented indiscriminately 

as it can contribute even more negatively to the woman’s birth experience if she has a 

complicated birth (Berg et al., 2003).  The effects that the birth experience has on a woman’s 

postpartum mental health are also gaining definition.  These studies particularly saw the 

detrimental effect that a cesarean section delivery had on the woman’s postpartum mental health 

(Anderson, 2010; Bland, 2009; Green et al., 1990; Weisman et al., 2010).  Otherwise, these 

studies generally found that the more control, comfort, and positive emotions a woman 

experienced during her labor, the more fulfilled and satisfied she would be in her postpartum 

period (Bland, 2009; Green et al., 1990; Weisman et al., 2010).  Complicated births can also be 

perceived as traumatic as evidenced by Beck and Watson’s (2008) study on the impact of a 

traumatic birth on the breastfeeding relationship. 

 These findings have clinical significance and should influence healthcare provider’s 

attitudes as well as practices regarding birth plans.  Knowing that postpartum depression can 

affect even up to 20.5% of new mothers (Green et al., 1990), it is imperative that healthcare 

teams collaborate to develop new practices and alter old ones in order to improve these statistics.  

Birth plans may be a good start as they are a tool that can be used to encourage open 
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communication between healthcare providers and their patients in order to obtain a more holistic 

sense of health and well-being. 

 As the aim of this study is describing the experience women go through as they plan for a 

subsequent birth after a bout of postpartum depression, it is important to incorporate the findings 

of this literature review with the findings of this study, which will hopefully shed some light on 

the decision making processes that women go through at such a tumultuous time. 
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Chapter 3: Methods 

This chapter discusses the methods implemented for this research.  This chapter also 

includes rationale for the chosen research methods and concludes with a discussion of data 

collection procedures. 

Design 

 A descriptive, qualitative research design was chosen to answer the primary research 

question of how does a mother with a history of postpartum depression proceed when preparing 

for a subsequent birth?  This question was researched by asking the following questions: 

1) How did the mother prepare for her first childbirth? 

2) Did the mother feel her preparations for her first childbirth helped with the labor, 

birth and postpartum period? 

3) What was it like for the mother to experience postpartum depression? 

4) How did the first birth experience with postpartum depression inform preparations 

for the subsequent birth and postpartum period? 

5) How did the first birth experience compare with subsequent birth experiences? 

6) How did the first postpartum period compare with the subsequent postpartum 

periods? 

7) What would the mother like to change about her childbirth experiences? 

8) How could healthcare professionals have better assisted this mother in preparing 

for birth? 

These questions are more specific in order to gain the small details and create a well-rounded 

concept of these women’s experience. 
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Sample 

As mentioned in the review of literature, multiparous mothers are underrepresented in 

research on postpartum depression as most studies conducted have a population of primarily or 

strictly primigravida women (Anderson, 2010; Beck & Watson, 2008; Kuo et al., 2010; Moore & 

Hopper, 1995; Pennel et al, 2010).   

After requesting approval from the University of Arizona Institutional Review Board 

(IRB) and being informed that IRB approval was not necessary [see appendix A], advertisement 

for the research project began.  Participants were recruited through the help of a birth center in 

Tucson and a local non-profit dedicated to supporting perinatal women with postpartum 

depression.  These organizations advertised the researcher’s flyer [see Appendix B] at meetings, 

through list-servs, as well as through social media websites.  Inclusion criteria for participants 

was comprised of women over the age of 25 who have given birth at least twice, had 

implemented birth planning for at least one of these births, the neonate was not preterm and did 

not require NICU care, able to communicate verbally in English, and available for two 1 hour 

long interviews.  To control for confounding variables, subjects with certain risk factors for 

postpartum depression were excluded from this study.  Exclusion criteria were maternal age over 

45 years, neonates that were preterm or required NICU care, a history of infertility, and a history 

of psychiatric illness.  In order to not exclude women who did not seek treatment for their 

postpartum depression, mothers did not need to have been formally diagnosed with postpartum 

depression but the depressive symptoms were required to have lasted longer than six weeks.  

Women were not excluded based on how long it had been since their last birth due to the 

research that showed that mothers remember details up to 20 years after their birth (Simkin, 

1995). 
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Interested mothers were instructed to contact the researcher by phone or email; this 

resulted in five mothers who contacted the researcher.  The expected sample size was 2-3 

participants.   

Data Collection Procedures 

After having been contacted by a potential participant, the researcher confirmed 

eligibility by disclosing the exclusion criteria, explained that there would be no monetary 

compensation for participation, and answered any questions [See Appendix C for telephone 

script].  The remaining two participants were still interested and appointments were made to 

meet for interviewing purposes.  The researcher and participant met in a public and quiet place of 

the participant’s choosing, a private room in local libraries, to review the nature of the study and 

to answer any questions.  If the mother was still interested at that time, she and the researcher 

began the interview and, at the conclusion of the first interview, the researcher and participant 

determined the time and date for the second interview. 

Data was gathered through these two interviews with each participant.  The interviews 

were conducted between January 2014 and March 2014.  Each subject was interviewed twice.  

The first interview lasted approximately 60 minutes to review each of the mother’s memories of 

her pregnancies, births and postpartum periods.  The second interview was conducted after the 

researcher contemplated the information from the first interview and could tailor the second 

interview to capture data missed in the first interview.  The second interviews were more flexible 

time- and content-wise and served to supplement the first interviews.  Each interview was 

recorded through an audio recording device, transcribed and analyzed for reoccurring ideas and 

emotions.  The analyses of the participants’ interview transcriptions were individually considered 

and then compared to one another in order to identify shared themes. 
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Data Management 

The interviews were recorded on a mini cassette recorder and transcribed within two 

weeks of the interview.  Names and locations were changed in the transcriptions in order to 

remove personal identifiers that could link the data back to the study’s participants.  The honors 

thesis chair then compared the transcriptions to the audio data to check the accuracy of the 

transcription.  The data on the tapes were then destroyed. 

Data Analysis 

The transcriptions of each participant were individually qualitatively analyzed for 

reoccurring ideas and emotions.  Then the analyses of each participant were compared to the 

other participant’s in order to identify shared themes. 
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Chapter 4:  Results 

Introduction 

 This chapter describes the sample and reviews the results of this case study by specific 

research questions.  This chapter will also address common themes found among the results. 

Sample 

Interested mothers were instructed to contact the researcher by phone or email; this 

resulted in five women contacting the researcher.  Three women were disqualified from the study 

due to certain exclusion factors.  Both remaining participants were Caucasian, non-Hispanic 

females in their 30s who were employed and married.  One participant, named Felicity for the 

purpose of this study, had three children and the other participant, named Abigail for the purpose 

of this study, was pregnant with her third child at the time of the interviews. 

Research Findings 

 This qualitative descriptive study aimed to answer eight questions.  These questions were 

aimed at understanding how a woman with a history of PPD proceeded when planning for a 

subsequent birth.  In order to capture the women’s stories accurately, the following questions 

were designed: 

1) How did the mother prepare for her first childbirth? 

2) Did the mother feel her preparations for her first childbirth helped with the labor, 

birth and postpartum period? 

3) What was it like for the mother to experience postpartum depression? 

4) How did the first birth experience with postpartum depression inform preparations 

for the subsequent birth and postpartum period? 

5) How did the first birth experience compare with subsequent birth experiences? 
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6) How did the first postpartum period compare with subsequent postpartum 

periods? 

7) What would the mother like to change about her childbirth experiences? 

8) How could healthcare professionals have better assisted this mother in preparing 

for birth? 

The answers to these questions are displayed in Appendix G.  Each research question is 

in the left column and each participant’s correlating statements are in the right column. 

 How did the mother prepare for her first childbirth? 

 One participant, pseudonym Abigail, did not prepare very much for her first birth.  

Abigail said that her birth mother was a flower child and exuded a relaxed attitude of 

“Everything’s going to happen that needs to, just take it as it comes;” Abigail said that she 

adopted this same attitude for her first birth and viewed it as a “learning process.”  Felicity, also 

a pseudonym, on the other hand, recognized that she was ignorant when it came to childbirth and 

jumped at the opportunity to read what “felt like every single book out there at the time over and 

over again.”  Felicity chose to go with a doctor for her first birth; she chose this obstetrician 

because of his lower c-section rate, rejection of episiotomies and his support for her pain 

preferences. 

 Did the mother feel her preparations for her first childbirth helped with the labor, 

birth and postpartum period? 

 Abigail chose to keep her childbirth preparation minimal.  The preparation that she did 

do, a birth plan and the general idea that she wanted an unmedicated birth, were not effectively 

communicated to her healthcare providers, as evidenced by Abigail stating she didn’t get to show 

the birth plan to her care provider as well as her nurse giving her a medication through her IV 
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that she did not feel she consented to.  Felicity also did not experience the birth she wanted.  

Felicity was able to avoid a c-section and an episiotomy but she did consent to medicated pain 

relief as she felt she needed to keep her head clear during a very tumultuous time. 

 What was it like for the mother to experience postpartum depression? 

 Abigail’s PPD manifested as an uncertainty about this new person in her life; this mother 

questioned what was wrong with her for not being immediately smitten with the baby she just 

birthed.  Was it something that had to do with her upbringing that resulted in her detachment 

from her own child?  Abigail had to work through feelings of numbness and guilt, but by month 

2, Abigail felt in love with her child.  Felicity also struggled to bond with her new child, stating 

that it wasn’t until she was 3-4 months that Felicity could even say she liked her own child.  

Even after that had resolved, however, Felicity’s PPD symptoms continued and altered to 

become more anxiety- and OCD-ridden.  Abigail and Felicity both stated that their PPD crept up 

on them in an insidious fashion. 

 How did the first birth experience with postpartum depression inform preparations 

for the subsequent birth and postpartum period? 

 Abigail, who took a very relaxed stance with her first birth, stated that she felt more 

“proactive” when preparing for her second birth.  She delved into research by reading books and 

searching “mommy forums,” and writing a detailed birth plan that spanned four pages.  For the 

child that Abigail was pregnant with at the time of the interview, Abigail had already made plans 

to give birth at the birth center with a midwife and she was preparing for an appointment to 

compose the birth plan.  Abigail stated that she wanted her labor to be as “undisturbed as 

possible” and that she had made preparations for the upcoming postpartum period by working 

through her past, ensuring that she had a solid source of support, preemptively setting up 
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counseling appointments and finding someone to dry and encapsulate her placenta for her to take 

in order “to help with some of the hormones.” 

Felicity, who had already done a great deal of research with her first child, chose to seek 

out a midwife-assisted birth center birth, a doula, and placental encapsulation for her second 

birth.  While her birth was still assisted by a midwife, those three other aspirations were hindered 

by the timing of the birth and finances, but when it came time for her third birth, Felicity secured 

the birth she had always wanted: a completely unmedicated homebirth.  Felicity stated, “I wanted 

to experience that whole thing…I want to feel every pain…I thought if I felt everything that 

maybe I wouldn’t experience any postpartum depression…My reasoning was I was going 

through all of this because I had something blocked in feeling a natural birth so I went and I 

chose [homebirth].”  Unfortunately, the other side of this decision was rooted in Felicity’s deep 

grief in finding out she was expecting another child which led her to continue that statement – 

“And I thought, ‘Well, if the baby dies with the homebirth then it doesn’t matter cause I won’t 

really care’ because I didn’t really want the baby anyways.” 

How did the first birth experience compare with subsequent birth experiences? 

Abigail stated that the second birth wasn’t necessarily easier than the first; she said “it 

was just different.”  With her first birth experience, she felt she had been drugged against her 

will.  With the second, she was able to labor at her own pace in the shower and in a very casual 

manner.  However, Abigail’s wishes went unheeded once again; instead of allowing the placenta 

to deliver on its own, the doctor tugged on the umbilical cord and a nurse administered Pitocin.  

So while Abigail got a peaceful and unmedicated birth, her desires in the early postpartum period 

were disregarded.  Felicity stated that her second birth was “a lot less traumatic;” she had had 

another epidural due to staying up the night before “like an idiot ironing clothes for two weeks” 
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and felt as though in some ways she had “ruined” her labor, but “everything else seemed to go 

okay.”  Felicity made statements that sounded like she was more in control during this labor; she 

was able to request that the epidural anesthesia be stopped for the last few hours so that she could 

feel her baby being delivered.  For her third delivery, Felicity talks about it very affectionately.  

“It was what every woman should experience in a birth…I had all of my friends…it was such an 

experience of women and community.  It was fantastic.” 

How did the first postpartum period compare with the subsequent postpartum 

period? 

Abigail stated that although she struggled with PPD for “close to a year” with her second 

child, it was easier in some ways because “his birth was a lot easier so [she] didn’t have anything 

to work through.”  Abigail said that she thought that her circumstances with her first child had 

caused her depression and the “second time around there weren’t any specific stressors” so she 

didn’t think she’d have the same problems.  However, Abigail did think that a lot of her second 

bout of PPD had to do with her hormones because she had had problems with her progesterone 

in the beginning of the pregnancy.  Felicity didn’t have the same issue of bonding with her 

second child as she had had with her first; although she had been depressed throughout her 

second pregnancy, her postpartum period was more wrought with anxiety than anything else.  

Felicity never received treatment for her PPD after her first birth and, had it not been for the 

nurse at the birth center making a follow-up call, Felicity may never have “put two and two 

together” to realize that she was suffering from excessive anxiety with her second birth.  For her 

third postpartum period, Felicity was receiving medical treatment for her PPD, so she said that 

while she still felt those moments of “this is hard, I can’t deal with this,” she did say that it was 

more manageable.  Compared to the last two rounds with postpartum depression, she said this 
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one felt nearly perfect even though she knew it wasn’t perfect.  She knew she had “depression 

and some anxiety.” 

What would mothers like to change about their childbirth experiences? 

Abigail believed that her birth experiences could have been greatly improved if her care 

providers had listened to her preferences and treated her more sensitively.  She would have been 

able to avoid two unwanted medications, her personal space being encroached upon, and her 

placenta being “forcibly” delivered.  These were Abigail’s complaints against her birth 

experiences.  Felicity believed her birth experiences would have been much better if her care 

providers had treated her more sensitively as well.  Her first birth would have been much less 

traumatic if the nurse hadn’t invaded her personal space by “reaching up into her vagina without 

permission” and if there hadn’t been “so much back and forth” over Felicity having a C-section.  

Both of these women stated they had experienced a traumatic birth experience that may have 

been ameliorated if care providers had been more sensitive and heeded their patients’ requests. 

Additional findings 

 Beyond this study’s initial aims of answering the research questions, this study found 

some similar trends between each mother’s stories.   

 Bonding and attachment issues.  Abigail’s first moments with her firstborn were not 

what she expected.  She thought she would “feel this overwhelming emotion” of love for this 

child and instead she “just kind of felt…numb.”  She worried that she didn’t love her baby and 

she spent the next 6-8 weeks questioning herself and feeling guilty for her feelings.  After 

working through her feelings about her own childhood, Abigail said those “warm feelings” for 

her child did come.  Felicity struggled with similar feelings, stating that she would get so 

desperate that she would want to take her newborn back to the hospital and just leave her there.  
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Felicity stated that she didn’t bond with her firstborn until she was 3 or 4 months old and “when 

[she said] bonded that was only when [she] began to enjoy the smiles and coos of [her child].”  

Felicity didn’t mention bonding issues with her second child, but with her third, her son, she said 

that there was a “period of time where [she] didn’t know what to do with him;” she attributed the 

bonding issues to the fact that her third child was her only son.  Felicity felt that this bonding 

took a full two years to become complete, but now she feels especially close to her son.  Both of 

these mothers experienced extended periods of the time in the postpartum period where they felt 

they were emotionally distant from their children. 

 Pregnant after a recent miscarriage.  Felicity’s first pregnancy was a miscarriage and 

after the disappointment and what she felt was a “horrible, traumatic experience,” she decided 

she would try to recover by becoming pregnant again.  It was a “few months later” that she 

became pregnant again.  Abigail also miscarried but she miscarried right before becoming 

pregnant with her second child. Both of these mothers expressed that the pregnancy following 

the miscarriage was fearful as they worried if the pregnancy would last or if it would be healthy. 

 Insidious depression.  The mothers who participated in this study could only vaguely 

identify when they thought the postpartum depression had begun.  Abigail described the PPD as 

it had snuck up on her.  Felicity struggled to pinpoint its grip on her on a timeline. 

 What was causing the depression?  Felicity thought that having medicated childbirths 

may have contributed to her postpartum depression.  She stated that perhaps if she felt every pain 

of childbirth, she would not have experienced postpartum depression as bad.  Abigail thought 

that her postpartum depression was very circumstantial and that by targeting each circumstance 

she believed to compound her depression (a difficult labor, a lack of support during her 

postpartum, and her husband being stationed away), she could prevent it from interfering with 
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her next postpartum period.  Both of these women were using this information that they had 

surmised to plan for subsequent births in the hopes that it would prevent or alleviate another bout 

of postpartum depression. 

 Husband’s role and occupation.  Both of these participants’ had husbands were in 

arguably dangerous service positions.  Abigail’s husband was in the Air Force and was 

frequently stationed throughout the world.  Felicity’s husband was a policeman.  These women’s 

husbands’ occupations may have been an additional stress on these women’s lives that not every 

new mother has to deal with. 

 Importance of support.  Abigail believed that a main contributor to her postpartum 

depression with her first child was that she lacked support.  She was alone for the majority of her 

labor and despite having family stay with her for the first few weeks postpartum, Abigail stated 

that she spent most of her time alone and that she felt unsupported.  Abigail chose to remedy that 

by hiring a birth and postpartum doula for her subsequent births.   

Felicity stated that while her mom was supportive and excited during her pregnancies, 

“when it came to postpartum period she wasn’t…the mom who came over to help or clean…and 

if [she] ever complained or something, [her mom] always magnified what she [herself] went 

through.”  With her mother downplaying Felicity’s postpartum struggles, Felicity expressed she 

lacked support.  Thankfully, she had support at each of her births and stated that she always felt 

supported by her husband.  When speaking about the birth of her son, however, she seemed to 

have found her epitome of community.  “I had all my friends and I remember going through a 

contraction…it was really intense and I grabbed onto the back of the chair and I had one friend 

rubbing my back and one holding my hand and the other one talking me through it and it was 

such an experience of women and community.”  At another interview, Felicity pondered, “I think 
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I look more for a friend’s support as opposed to a close family member and I don’t know.  That’s 

kind of odd now that I think about it.  I’ve never realized that before.”  Felicity may not have 

found her sense of support from her mother or even have wanted it directly from her husband, 

but she was able to find it among her close friends. 

Summary 

 These women, while having two very different stories, still shared some of the same 

experiences.  Both of these women had taken it upon themselves to find what was missing in 

their birth experience that they felt had contributed to their postpartum depression and to rectify 

that for a subsequent birth.  These mothers found that in order to meet their personal needs they 

needed to find a more sensitive healthcare provider; both mothers ended up seeing midwives for 

their care at some point, stating that they felt heard and they felt their desires were respected by 

these practitioners. 
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Chapter 5: Discussion and Conclusion 

 This chapter concludes this honors thesis by discussing the findings and their 

implications for the clinical setting and future research.  Strengths and limitations of this study 

are detailed.  The findings are summarized. 

Comparison of Literature 

 The efficacy of the birth plan on improving a woman’s satisfaction with her birth 

experience may be supported by the data found in this study.  Abigail was not as concerned with 

birth planning for her first birth and did not even show her birth plan to her doctor when she was 

admitted to the labor and delivery unit.  Abigail said that she found this birth experience to be 

traumatic and for her next birth, she planned heavily.  Presenting a four-paged birth plan to her 

care provider, Abigail stated that she found her second birth to be much less traumatic than her 

first.  Abigail relayed this experience with a greater sense of control as she spoke about what she 

did (“I got into the hot shower because it felt nice”) rather than what was done to her, i.e. an 

unwelcome drug.  This is consistent with the finding that the more control, comfort, and positive 

emotions a woman experienced during her labor, the more fulfilled and satisfied she would be in 

her postpartum period (Bland, 2009; Green et al., 1990; Weisman et al., 2010). 

Felicity, on the other hand, had written up a birth plan for her first birth specifying that 

she did not want an epidural, a Cesarean section, or an episiotomy.  While she was able to avoid 

the last two on that list, she still had a complicated and, in her perspective, traumatic birth 

experience.  This is consistent with the literature that stated that women with complicated 

pregnancies or childbirths have more negative feelings about their childbirth experiences than 

women who fell under the normal category (Berg et al., 2003).  For Felicity’s second and third 
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births, she was able to take more control and comfort in who was caring for her; by having the 

midwives care for her, Felicity felt like she could have a better birth experience. 

Fewer interventions and a labor “as undisturbed as possible,” may not necessarily have 

directly affected these women’s PPD, but it may have been what these women needed in order to 

feel a greater sense of satisfaction and fulfillment in their birth experiences; this finding is 

consistent with the literature (Green et al., 1990). 

 Clinical Implications 

 The findings of this small study can be applied to the clinical setting by reminding 

practitioners that a woman’s labor is not a disease process but rather a deeply emotional and life 

changing moment.  When these women felt most stripped of their autonomy and right to a 

fulfilling birth experience, they struggled to heal from what they felt were traumatic birth 

experiences.  The words that a clinician used during labor stuck with a mother for years, so 

encouraging sensitivity may be a good lesson to take from this study. 

 Secondly, Felicity’s story presented how important holistic health consideration and 

follow-up calls can be for women.  Without the care providers’ sensitivity to Felicity’s concerns 

about her pregnancy and past struggles as well as that one revealing follow-up call, Felicity may 

have never received treatment for her PPD.  With a better understanding of how PPD can 

present, it is also important that care providers are cognizant of the transition from PPD to 

perinatal mood disorder and in explaining to their patients what that means.  Patients may not 

understand that the mood disorder is now recognized during pregnancy as well and that it isn’t 

just depression, it’s also anxiety and OCD-like behavior.  With better patient education and more 

sensitive care, healthcare providers may be able to help women seek help sooner.  
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Future research 

 This case study is only a very small start in understanding how women with a history of 

postpartum depression are a new priority population.  Future research to be done on this topic 

would include expanding this study’s sample size to see how consistent these themes are or if 

there were missed themes that many women experience but this data did not capture.  Future 

research on this topic should also consider cultural influences and may want to recruit their 

sample size across many different communities, states, or countries.  Continued research on the 

efficacy of the birth plan and intrapartum events’ effects on the postpartum period would also be 

helpful in understanding their full potential. 

Strengths and Limitations 

 One strength of this study is that the participants and the researcher had no connection 

previous to or outside of the study.  The researcher found that this fact allowed the participants to 

speak freely about their experiences without fear of judgment or the information coming back to 

someone they knew.  Data collection methods were another strength as the researcher recorded 

the interviews, transcribed them by hand, and had her thesis chair compare the transcripts to the 

audio cassettes for accuracy.  The researcher was also responsive to noticeable directions that the 

interviews and research were going and could adjust the focus of the study accordingly. 

 There were several limitations to this study.  The sample size was a decent size for a case 

study but in order to really find consistent data, the study would have required more participants. 

This study did not require IRB approval due to its small sample size which excluded it from 

being considered generalizable human research; therefore the findings of this study are not 

considered generalizable at this current sample size.  Lastly, one of the participants had an 

element of the exclusion criteria that should have excluded her from the study; Abigail had a 
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history of depression and infertility.  Although these traits were included in the original 

exclusion criteria, in future research, should the same researcher carry on this project, these 

exclusion criteria may not be maintained; the researcher finds that these women have stories just 

as valid as the others and should be shared accordingly. 

Conclusion  

 This case study presents new data on a patient population that is often underrepresented 

in research; multiparous mothers with a history of postpartum depression.   In this case study, it 

was revealed that these two mothers sought to have a subsequent birth experience that would 

fulfill what they thought was missing from their previous birth experiences and what they 

thought had  contributed to their postpartum depression.  To these mothers, that meant achieving 

an unmedicated and intervention free childbirth.  By seeking care from sensitive healthcare 

providers that listened to and supported their beliefs about birth, both of these mothers felt 

confident in their choices to use midwives to deliver their subsequent babies.  By supporting 

women in their choices to have a holistically healthy birth, healthcare providers may be greatly 

supporting these women’s mental wellness.  The women who strive against PPD are a significant 

portion of mothers and clinicians would be supporting a great deal of those who are rearing the 

next generation. 
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FORM: Application for Human Research 

NUMBER FORM DATE PAGE 
F200 01/2013 35 of 24 

 

 

 Only electronic submissions will be accepted (see directions for electronic submission at the 

end of this form) 

UACCESS EDOC NUMBER (FOR PROJECTS REQUIRING AN IRB FEE)  

PROJECT TITLE: Birthing Again With A History Of Postpartum Depression  

  

  

INVESTIGATOR 

Principal Investigator Name, Degree(s): Genevieve Smith 

Status/Rank: Undergraduate Nursing Honors Student 

Center:  NA 

Section: NA 

Department: NA 

College: College of Nursing 

Contact phone:  480-392-7347 Fax: None 

Official University Email: Gsmith2@email.arizona.edu 

  

ADVISOR CONTACT INFORMATION (REQUIRED FOR ALL STUDENTS AND RESIDENTS) 

Name, Degree(s): Elaine G. Jones, PhD,RN, FAANP 

Contact phone:  520-241-4099 (Cell) Fax: 520-626-7891 

Official University Email: Ejones1@email.arizona.edu 

  

ALTERNATE/COORDINATOR CONTACT INFORMATION 

Name: None 

Contact phone:   Fax:  

Official University Email:  

SECTION 1: REQUIRED SIGNATURES 

mailto:Gsmith2@email.arizona.edu
mailto:Ejones1@email.arizona.edu
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1. PRINCIPAL INVESTIGATOR 
I will conduct my research according to the University of Arizona HSPP Investigator Manual. 

     

  

Signature  Date  Print Name 

 

2. SCIENTIFIC/SCHOLARLY REVIEW 
I have examined the proposal cited above, and find that the information contained therein is complete and that the scientific or 

scholarly validity of the project appears appropriate.   

     

  

Signature  Date  Print Name 

   

Official University Email  Phone number   

 

3. DEPARTMENT/CENTER/SECTION REVIEW 
I have reviewed this application and determined that all departmental requirements are met and that the investigator has 

adequate resources to conduct the Human Research. 

     

  

Signature  Date  Print Name 

   

Official University Email  Phone number     
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SECTION 1b: SIGNATURES REQUIRED IF APPLICABLE 

 

THIS PAGE MAY BE DELETED IF NOT APPLICABLE. 

 

4. ADVISOR (FOR ALL STUDENTS AND RESIDENTS ACTING AS THE PI) 
I will oversee the student researcher according to the University of Arizona HSPP Investigator Manual. 

 

  10-23-2013  College of Nursing 

  

Signature  Date  Department 

 

Ejones1@email.arizona.edu 

  

(520)626-5543 (office)/ 520 2414099 (cell) 

Official University Email  Phone number   

 
 

SECTION 2: GENERAL INFORMATION 

1. How many Human Research studies is the PI involved in as key personnel? -0- 

2. How many active subjects are there in the PI’s currently open Human 

Research study/ies? 
-0- 

3. How many investigators are involved on the PI’s currently open Human 

Research studies? 
-0- 

4. How many research coordinators are involved on the PI’s currently open 

Human Research studies? 
-0- 

5. What is the expected length of this project?  8 months 

6. Where will the original signed consent and PHI Authorization 

documents be stored (building name and room)? 
Room 410, College of Nursing 

7. If the Human Research project is funded, identify all 

sponsoring entity/ies): 
Not funded 

8. If funding support is from a federal agency (such as a 

training grant, infrastructure grant, salary support, project 

grant, etc.), list federal agency and grant number 

 

9. Total funding amount OR per subject amount: None 

10. The Principal Investigator hereby affirms that ALL individuals who meet the definition of 

“investigator” (http://www.orcr.arizona.edu/coi/uapol/investigator#investigator) for this 

project in the current “Policy on Investigator Conflict of Interest in Research” 

(http://www.orcr.arizona.edu/coi/uapol/investigator) have completed the mandatory 

Conflict of Interest training (http://www.orcr.arizona.edu/coi/training) and have submitted 

the required Disclosure of Significant Financial Interests 

(http://www.orcr.arizona.edu/coi/forms) 

  

x Yes 

mailto:Ejones1@email.arizona.edu
http://grants.nih.gov/Grants/glossary.htm#k
http://www.orcr.arizona.edu/coi/uapol/investigator
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11. Please also select the appropriate statement below: 

X  All investigators  have certified in their submitted Disclosure of Significant Financial 

Interests (http://www.orcr.arizona.edu/coi/forms) that they have no Significant Financial 

Interests to disclose 

OR 

 One or more investigators have Disclosed Significant Financial Interests and the principal 

Investigator has attached a copy of the final determination of the COI Program Office or the 

Institutional Review Committee 

 

12. Are either a or b below true?  x No 

a. the local PI is the sponsor of the clinical trial (including NIH-funded clinical trials where the local 

PI is the funding recipient OR IND holder);  

OR 

b. The PI has been designated by a sponsor, contractor, grantee, or awardee to register the clinical 

trial to ClinicalTrials.gov, as the Responsible Party (responsible for conducting the trial, and has 

sufficient data rights). 

 

If Yes, Public Law 110-85 (FDA Amendments Act) requires registration of clinical trials.  Indicate 

which of the following is true: 

 ClincialTrials.gov “NCT” number for this trial (define): 

 Registration pending 

 Clinical trial does not require registration (click above to see what studies qualify) 
  

http://www.clinicaltrials.gov/
http://prsinfo.clinicaltrials.gov/s801-fact-sheet.pdf
http://clinicaltrials.gov/ct2/manage-recs/fdaaa
http://www.clinicaltrials.gov/
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SECTION 3.  PROJECT NARRATIVE 

1) Background 

  
Purpose:  to describe perceptions of mothers about how first-childbirth experiences with postpartum 

depression (PPD) informed preparations for subsequent births. 

   

Research questions to be answered:  

a) How did mothers prepare for their first childbirth? 

b) Did preparations for childbirth help with their first childbirth experience? 

c) What was it like to experience postpartum depression? 

d) How did the first birth experience with postpartum depression inform preparations                         

for subsequent births? 

e) How did the first birth experience compare with subsequent birth experiences?  

f) What would mothers like to change about their childbirth experiences?   

g) How could health care professionals better assist mothers in preparing for birth?  

  

Lay Summary (approximately 400 words) 

Post Partum Depression (PPD) is a clinical term that refers to depressive episodes associated with 

childbirth (O’Hara and McCabe, 2012).  PPD is a treatable mood disorder that usually begins 24 hours 

after birth up to several months postpartum but typically its onset is between two and six weeks 

postpartum (Epperson, 1999). Currently,PPD affects an estimated 13-19% of new mothers (O’Hara & 

McCabe, 2013) and 41% of multiparous mothers with a history of postpartum depression (American 

Psychological Association). There is some evidence that childbirth preparation can have variable effects 

on mothers’ childbirth experiences and that the disparity between expectations and actual childbirth may 

contribute to postpartum depression. However, most research in this area focus on first-time mothers.  

Many women who experienced postpartum depression with their first birth go on to have more children. 

Yet, little is known about how their first birth experience influences their subsequent birth experiences.  

The purpose of this study is to learn from mothers themselves how their first birth experiences with 

postpartum depression influenced their preparations for later births. The results may contribute to 

improved preparation among women with a history of postpartum depression for subsequent births, 

hopefully decreasing the 41% who currently experience PPD again with subsequent births.    

  

2) Setting of the Human Research: 
 

Two women will be interviewed twice at public locations of their choice, such as a 

coffee shop or a park.  

 

3) Resources available to conduct the Human Research  
 

The student will recruit participants from two community based organizations:  
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El Rio Birth Center Midwives and Mothers’ Oasis. (Site authorizations to follow as 

soon as possible). Both sites serve childbearing women.  The El Rio Center provides 

care to pregnant women and provides well woman care. Mothers’ Oasis is part of the 

Tucson Postpartum Depression Coalition, an unfunded organization (501C) which 

provides support groups for women who have experienced postpartum depression.  

The two consented participants will be interviewed in public locations of their 

choosing, with attention to privacy for the two audiotaped interviews. The researcher 

will utilize her own recorder and she will transcribe the interviews herself. No 

additional resources are needed. The student’s advisor will supervise analysis of the 

transcribed interviews for recurrent themes.  

 

Study Population 

Participants in the study will be women who experienced postpartum depression after 

the birth of their first child and who have had more children since that time. They will 

be recruited through flyers (See appendix for the proposed flyer)  provided to El Rio 

Birth Center and Mothers’ Oasis group. The flyer includes the purpose of the study, 

inclusion criteria, and the researcher’s name and contact information. The researcher 

will review exclusion criteria for potential participants who contact her for more 

information after seeing the flyer.  

 

Inclusion criteria:  

1) Women age 25-45 years who have given birth at least twice  

2) Both mothers received prenatal care 

3) The first newborn was not preterm and did not require NICU care 

4) Experienced depression for the first time after the first birth 

5) Able to communicate verbally in English language 

6) Available for two interviews in December 2013-January 2014.  

7) Available for interviews alone (without children or others accompanying her) with 

the researcher, and can arrange transportation to the interview location 

8) Willing to have the interview audiotaped 

  

 

 

Exclusion criteria: 

1) Under age 25 or over age 45 years 

2) The first newborn was preterm and/or required NICU care 

3) Unable to communicate verbally in English 

4) Unable to meet with the researcher twice in December 2013-January 2014 
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Unable to meet with the researcher alone and/or cannot arrange transportation to the 

interview location 

5) Has a history of psychiatric illness, such as substance abuse or bipolar disorder. 

6) Received treatment for infertility prior to her first pregnancy 

7) Unwilling to have the interview audiotaped 

 

It’s possible that the participants may be pregnant at the time of the interviews. 

However, participating in the interviews should not present any additional risk of 

harm, compared to participating in interviews when they were not pregnant.  

Recruitment Methods and Consenting Process 

Flyers will be distributed to mothers at Mothers’ Oasis meetings and an online flyer 

will be posted to the El Rio Birth Center’s official Facebook page. Staff at these 

locations will make the flyers available, but will not participate in any other way in 

recruitment.   

The flyers will have the study purpose, inclusion criteria, and the researcher’s phone 

number and email address 

Interested mothers may contact the researcher by phone or email 

The researcher will repeat the purpose of the study and the inclusion criteria, and the 

researcher will read the exclusion criteria to the potential participant and then ask 

“After hearing the criteria for being in the study, and reasons someone would not be 

eligible for the study, are you still interested in participating?” This approach avoids 

asking potential participants specific personal questions related to exclusion criteria.   

If the potential participant is still interested, the researcher will make an appointment 

with her at a location convenient for her, such as a private room in a public library 

(during daylight hours).  

If the potential participant is not interested after hearing more detail about the study, the 

researcher will thank her for her interest and wish her well.  

For potential participants who are still interested, the researcher will make an 

appointment for an in-person meeting at a public location convenient to the 

participant.  

At the first meeting, the researcher will provide the participant with the consent form 

and answer any questions. If the mother consents to participation, the researcher will 

give her the choice of going ahead with the first interview at that time or making 

another appointment for the first interview. If the mother decides not to participate, 

the researcher will thank her for her time, and wish her well.  
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4) Procedures involved in the Human Research 

After the participant is consented, the researcher will proceed with the first interview 

(either at the same meeting as the consent was given or at a later meeting- as the 

participant chooses).  The interview will be audiotaped and the participant’s name and any 

other identifying information will be changed when the interview is transcribed. 

Interview guide for the first interview:  

1) Let’s start with your first pregnancy. What was that experience like?[prompts: 

what were your circumstances at the time?] 

2) What did you do to get ready for the birth? [prompt: childbirth classes? Reading? 

Talking with other mothers? Talking with your doctor/nurse midwife?] 

3) Tell me about that first birth experience.  

4) How prepared did you feel for what actually happened? 

5) Tell me about your postpartum experience. [prompts: in the first hours and days 

after the birth? The first few weeks? The first year or so? How would you 

describe your mood during these time periods?  When did the postpartum 

depression begin? What was the depression like?] 

6) Tell me about your next pregnancy.[prompt: what did you do this time to prepare 

for the birth? Did you do anything in particular to address the earlier experience 

with postpartum depression?] 

7) What would you like to have been different for your birth experiences? 

8) How could your [physician/midwife/other health care provider] help mothers 

who have had postpartum depression  in the past, better prepare for subsequent 

births?  

 

At the end of the first interview, the researcher will make an appointment for the 

second interview. Then the researcher will transcribe the first interview within a 

week, changing identifying information that has been transcribed, e.g. the 

participant’s name.  Once the tape has been transcribed, the student’s advisor will 

listen to the tape and check the transcription for accuracy. Then, the tape will be 

destroyed. Using the transcription, the researcher will begin to identify themes from 

the first interview, and will draft follow-up questions for the second interview.   

After the second interview, the researcher will again transcribe the audiotaped 

interview, changing the names and any other identifying information. The student’s 

advisor will listen to the tape and check the transcript for accuracy. Then, the 

audiotape of the second interview will be destroyed.  
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Interview data will be analyzed using qualitative content analysis to identify themes 

about the experiences described by the participants.  

   

5) Risks to subjects 

Participants may feel upset talking about past birth experiences. If this occurs, the 

researcher will express understanding and sympathy, and remind her that she can 

choose  what to share (or not) with the researcher,  that she can take a break before 

continuing or she can decide to discontinue participation, with no negative 

consequences by the interviewer or the clinic. 

 

6) Potential benefits to subjects and/or society 
There are no direct benefits for study participants. However, they may find it 

therapeutic to describe their experiences to an interested listener. Results of this study 

may provide a foundation for continued research, which may result in improved care 

for multiparous mothers (women with more than one pregnancy/birth). 

 

7) Provisions to protect the privacy of subjects and the confidentiality of data 

 

During recruitment: The researcher will not initiate contact with potential participants. 

Rather, they will contact the researcher privately/individually by phone or email.  

 

During the interviews: The privacy of participants will be protected by conducting the 

interviews away from their homes, with only the participant and the researcher present, 

and far enough away from other people to avoid being overheard.  

 

Confidentiality of Data: When transcribing the interviews, the researcher will change 

the name of the participant and any other identifying information on the audiotape. The 

audiotape will be transcribed within a week and checked for accuracy within two weeks 

of the interview, and the audiotape will be destroyed at that time. Until the audiotape is 

destroyed, it will be stored in a locked filing cabinet in the advisor’s office (room 439, 

College of Nursing). 

 

Retention of Data: The transcribed interviews will be retained until the student 

has completed her honors thesis, no later than May 31, 2014 (she will graduate from the 

College of Nursing in May 2014).  

 

8) Cost to subjects:  
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Participants will be responsible for transportation to the interview location and for 

arranging any necessary child care.  This information will be included in the disclaimer. 
  

9) Subject compensation 

Participants will receive no compensation for participating in the study. However, the 

researcher will bring bottled water to the interviews for herself and the participants. 

10) Medical care and compensation for injury  

The study poses minimal risk to participants and with no negative consequences by the 

interviewer or the clinic should the participant choose to end her participation.  

11) Withdrawal of subjects 
Participants may be withdrawn from the study, following consenting to participate, if 

they are unable or unwilling to proceed with the interview. In that case, she will be 

thanked for her participation and reminded that there are no negative consequences to 

the interviewer or the clinic.  

 

12) Sharing of results with subjects 

Results of the study will be shared through the student’s honors thesis, which will be 

available online at the Honors College site.  Participants will be given a hard copy of 

the thesis as well, if requested.  

 

13) Information management: Not applicable  

 

 

SECTION 4: LIST OF ATTACHMENTS FOR THIS SUBMISSION 

Document Name Version Date 

1. Recruitment flyer 

2. Consent Form 

 

1.  

 

 

Submission List for F200: Application for Human Research 
 

Required items for all F200 submissions: 

 F107: Verification of Training Form 

 Current PI/Co-PI CVs or biosketch, if not included with copy of grant application 
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 Conflict of Interest Review documentation (if one or more “investigators” for this project as the 
term is defined in the current “Policy on Investigator Conflict of Interest in Research” 

(http://www.orcr.arizona.edu/coi/uapol/investigator#investigator) have disclosed Significant 

Financial Interest(s)).   

 

Other Items as applicable: 

 Biosafety Review letter (for UA - Institutional Biosafety Committee) 

 Certificate of Confidentiality 

 Compressed Gases Review letter (for UA – Research Instrumentation) 

 Contract – complete or draft copy of contract including budget 

 Data Collection Tools – surveys, questionnaires, diaries not included in the protocol, data 

abstraction form for records review 

 Data monitoring Charter and Plan  

 Drug/Device information – Investigator’s Brochure, drug product sheet, device manual, user’s 
manual, instructions for use, package insert, IND/IDE documentation, FDA 1572 form, 510k 

indication, FDA exemption, sponsor determination of device risk, etc. 

 Export Control Review 

 Grant Application(s) – complete copy of grant, regardless of home institution or funding 

agency, and a copy of the Notice of Grant Award 

 Informed Consent/Permission/Assent Form(s) – including study specific release of information 
documents, DHHS approved sample consent forms.  If consent will not be documented in writing, 

a script of information to be provided orally to subjects 

 Other Approval letters (e.g., school districts, Tribal, other IRB approvals) 

 Participant Materials – All written materials to be provided to or meant to be seen or heard by 

subjects (e.g. study newsletter, physician to participant letter, wallet cards, incentive items, 

holiday/birthday cards, certificates, instructional videos/written guides, calendars, certification of 

achievement, etc.) 

 PHI Authorization Form(s) 

 Protocol – including all amendments/revisions, sub- or extension-studies 

 Radiation Safety Review letter 

 Recruitment Materials – telephone scripts, flyers, brochures, websites, email texts, 

radio/television spots, newspaper advertisements, press releases, etc. 

 Scientific Review Committee letter (for cancer related projects – AZCC SRC; other units as 
applicable if the unit has a scientific review committee) 

 Site Authorizations for research purposes and/or access to administrative records/samples 
o External sites (such as schools, other hospitals or campuses, etc.) 

o UAMC South Campus Site Authorization 

o UAMC University Campus Site Review Authority (SRA) letter 

 Supplemental site information (for sites engaged in research where the UA is the IRB of 

record)  

o Copy of any approvals granted from that site (including determinations if this site has an 

IRB of its own) 

o Site-specific F107 

o Copy of the site’s human subjects training policy 

o CV and medical license (if applicable) of site PI 

 Use of retrospective research samples and/or data – IRB approval letter, original consent 
under which samples/data were collected, letter allowing access to samples 

 

http://orcr.arizona.edu/sites/orcr.arizona.edu/files/HRP-103%20v2013-01.pdf#page=26&zoom=66.7
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Submitting documents to the IRB 

The required method of submission is electronic.  Maintain electronic copies of all information submitted 

to the HSPP office in case revisions are required.  Guidelines have been established and must be followed 

to make the electronic submission and triaging work smoothly. 

1. Documents must be submitted to the VPR-IRB@email.arizona.edu account and not to individual 

staff email accounts.  After contact by a staff member future correspondence may be 

communicated directly to the staff member. 

2. If acknowledgement of receipt is needed, please request a “Read Receipt” through your 

email server.   If you use Microsoft Outlook 2007, this is accomplished by clicking “Options” and 

choosing the “Request a Read Receipt” checkbox in a new email. 

3. One submission request per email (e.g. one continuing review plus attachments).  

4. All submissions must have signatures. An email acknowledgement in place of a signature will not 

be acceptable. 

5. Word documents are preferable for items that may be modified or revised by the IRB (e.g. 

consents, applications, and protocols).   PDFs may be submitted for documents that typically are 

not revised by the IRB (e.g. Investigator Brochures).  

6. Email subject line must include: PI Last Name, Department, IRB # (if assigned one), and type of 

submission (Modification, New Project, etc.). 

7. The email must provide a list of the documents submitted for review.  While the documents 

attached do not have to adhere to a specific naming scheme, it is requested that each document be 

named to clearly reflect what is inside.  

8. Submissions not following these guidelines will be returned without review. 

 

  

mailto:VPR-IRB@email.arizona.edu
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Appendix B 

 

 

FORM: Verification of Human Subjects Training Form (VOTF) 

NUMBER FORM DATE PAGE 

F107 07/2013 38 of 24 
 

 

 Only electronic submissions will be accepted  

Use to list all current Key Personnel 

IRB Project No.:       Date: 10/28/2013 

Project Title: Birthing Again With a History of Postpartum Depression 

Investigator: Genevieve Smith, Undergraduate Nursing Honors Student 

Investigator’s 

Contact 

Information: 

Official University Email: gsmith2@email.arizona.edu 

Phone: 480-392-7347 

Alternate Contact: Dr. Elaine Jones 

Alternate 

Contact’s 

Information: 

Official University Email and NetID: ejones1@email.arizona.edu 

NetID=ejones1 

Phone: 520-626-5543 
 

Name UA Net ID Research Role 
Department & 

Institution 
Privileges 

(check if “Yes”) 

Training 

Date 

Genevieve Smith 
Gsmith2 

Principal 

Investigator 

University of 

Arizona, College 

of Nursing 

X  Will consent 
X  Has access to private 

info 
10-14-2012 

Elaine Jones 
Ejones1 

Advisor 
University of 

Arizona College 

of Nursing 

Will not consent 
X  Has access to private 

info 
11-18-2010 

 
 

  
 Will consent 
 Has access to private 

info 
 

 

  

mailto:ejones1@email.arizona.edu
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Birthing Again With A History Of Postpartum Depression  40 
 

 

Appendix D 

 



Birthing Again With A History Of Postpartum Depression  41 
 

 

  



Birthing Again With A History Of Postpartum Depression  42 
 

 

Appendix E 
T502a – Consent Form 

The University of Arizona Consent to Participate in Research 
 

Study Title: Birthing Again With A History of Postpartum Depression  

 

Principal Investigator: Genevieve Smith, Nursing Honors Student 

Sponsor: None  

 

This is a consent form for research participation.  It contains important information about this study 

and what to expect if you decide to participate.  Please consider the information carefully. Feel free to 

discuss the study with your friends and family and to ask questions before making your decision whether 

or not to participate. 

 

Why is this study being done? The purpose of this study is to learn from mothers about  how their 

first-childbirth experiences with postpartum depression (PPD) informed preparations for 

subsequent births 

 

How many people will take part in this study? Two mothers who meet the  

Criteria for participating in the study:   

9) Age 25-45 years, you have given birth at least twice  

10) First newborn was not preterm and did not require NICU care 

11) Experienced depression for the first time after the first birth 

12) Able to communicate verbally in English language 

13) Available for two interviews in December 2013-January 2014.  

14) Available for interviews by yourself, without children or other present 

15) Can arrange transportation to the interview location 

16) Willing to have the interview audiotaped 

  

You are NOT eligible to be in the study if:  

8) Under age 25 or over age 45 years 

9) The first newborn was preterm and/or required NICU care 

10) Unable to communicate verbally in English 

11) Unable to meet with the researcher twice in December 2013-January 2014 

12) Unable to meet with the researcher alone and/or cannot arrange transportation to the interview 

location 

13) Have a history of psychiatric illness, such as substance abuse or bipolar disorder. 

14) Received treatment for infertility prior to your first pregnancy 

15) Unwilling to have the interview audiotaped 

 
What will happen if I take part in this study? You will be interviewed twice about your experiences 

with your first birth, postpartum depression and your experiences with later pregnancies and births. Each 

interview will be about an hour and the interviews will be audiodiotaped for later transcription.  

 

How long will I be in the study? 

The interviews will take place in December 2013- January 2014.  
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Can I stop being in the study? Your participation is voluntary.  You may decide not 
to be in this study.  If you decide to take part in the study, you can change your mind 
and leave the study at any time.  Either way, there’s no penalty or you will not lose 
any of your usual benefits.  Your decision will not affect your future relationship with 
The University of Arizona.  If you are a student or employee at the University of 
Arizona, your decision will not affect your grades or employment status. 
 

6.   What risks, side effects or discomforts can I expect from being in the study? 

You may feel upset talking about past birth experiences. If this happens, you can take a break before 

continuing or you may decide to withdraw from being in the study, with no hard feelings. 

 

7.   What benefits can I expect from being in the study?  

There are no direct benefits to you for being in the study. However, you may find it satisfying to describe 

your experiences to an interested listener. And, results of this study may provide a foundation for 

continued research, which may result in improved care for multiparous mothers (women with more than 

one pregnancy/birth) who have experienced postpartum depression. 

 

8.   What other choices do I have if I do not take part in the study? 
You may choose not to participate without penalty or loss of benefits to which you are otherwise entitled. 

And, of course, you could talk with family, friends or health care providers about your experiences.  

 

9.   Will my study-related information be kept confidential? 

The interview will take place in a public place that you choose, with no one present except you and the 

researcher. We will find a place away from other people where we can’t be overheard. The interview will 

be audiotaped. When the researcher transcribes the audiotape, she will change your name and anything 

else that could be used to identify you. After the tape is transcribed, it will be destroyed.  

However, there may be circumstances where this information must be released.  For 
example, personal information regarding your participation in this study may be 
disclosed if required by state law.   
 

 

10. What are the costs of taking part in this study? 

There could be costs for transportation to the interview location and for child care during the interview.  

 

11. Will I be paid for taking part in this study?  No 

 

12. What happens if I am injured because I took part in this study? 

If you suffer an injury from participating in this study, you should seek treatment.  The University of 

Arizona has no funds set aside for the payment of treatment expenses for this study.  
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13. What are my rights if I take part in this study? 
If you choose to participate in the study, you may discontinue participation at any time without penalty or 

loss of benefits.  By signing this form, you do not give up any personal legal rights you may have as a 

participant in this study. 

 

You will be provided with any new information that develops during the course of the research that may 

affect your decision whether or not to continue participation in the study. 

 

You may refuse to participate in this study without penalty or loss of benefits to which you are otherwise 

entitled. 

 

An Institutional Review Board responsible for human subject’s research at The University of Arizona 

reviewed this research project and found it to be acceptable, according to applicable state and federal 

regulations and University policies designed to protect the rights and welfare of participants in research. 

 

14. Who can answer my questions about the study? 
For questions, concerns, or complaints about the study you may contact  Genevieve Smith at 

gsmith2@email.arizona.edu or her advisor, Dr. Jones at ejones1@email.arizona.edu . 

 

For questions about your rights as a participant in this study or to discuss other study-related concerns or 

complaints with someone who is not part of the research team, you may contact the Human Subjects 

Protection Program at 520-626-6721 or online at http://orcr.arizona.edu/hspp. 

Signing the consent form 
I have read (or someone has read to me) this form, and I am aware that I am being asked to participate in a 

research study.  I have had the opportunity to ask questions and have had them answered to my 

satisfaction.  I voluntarily agree to participate in this study.  

 

I am not giving up any legal rights by signing this form.  I will be given a copy of this form. 
 

 

 

  

Printed name of subject  Signature of subject 

   

 

 

AM/PM 
  Date and time  

    

Investigator/Research Staff 

 

I have explained the research to the participant or the participant’s representative before requesting the 

signature(s) above.  There are no blanks in this document.  A copy of this form has been given to the 

participant or to the participant’s representative. 
 

 

 

  

Printed name of person obtaining consent  Signature of person obtaining consent 

   

 

 

AM/PM 
  Date and time  

mailto:gsmith2@email.arizona.edu
mailto:ejones1@email.arizona.edu
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Appendix G 

1) How did the mother prepare 

for her first childbirth? 

Abigail:  “I didn’t prepare a lot the first time around.  I went to the class, I read the book, I went 

through the motions but I figured I’m new to this, we’ll see what happens,” “I did a lot of soul 

searching,” “I did make a birth plan but it wasn’t very detailed.  I showed it to my doctor” 

Felicity:  “I read I felt like almost every single book out there at the time over and over again and 

the internet.  I went on the internet, on baby center every day, I was very focused on the 

pregnancy…We went to a childbirth class…We goofed around and didn’t pay much attention,” 

“I’m pretty sure I did [write up a birth plan].  And of course it was ‘no medications, no epidural, 

vaginal birth.’ I definitely did not want an episiotomy.  I was very afraid of that but otherwise I 

think that was my plan.” 

2) Did the mother feel her 

preparations for her first 

childbirth helped with the 

labor, birth and postpartum 

period? 

A:  “I did make a birth plan…I showed it to my doctor but I didn’t bring a copy with me to the 

hospital and I ended up having a different doctor,” “I had told [the nurse] I wanted to try for a 

natural birth but that I was kind of nervous because it was my firt baby…she asked if she could 

do anything to make me more comfortable and I nodded my head yes and…she interpreted that 

as me wanting medication even though that’s not what I asked for…I didn’t want a medicated 

birth, I didn’t ask for the drugs.” 

F: (in response to: “Any certain expectations of your pregnancy or birth that maybe didn’t match 

up to reality or what you experienced?) “I guess, maybe the whole birth…The birth, to me, felt 

traumatic,” “The birth went not what I had planned…Well he didn’t give me an episiotomy, so I 

did get to tear to my anus, which was fantastic” 

3) What was it like for the 

mother to experience 

postpartum depression? 

A:  “I just kind of felt almost numb…I don’t feel like I got to bond with him a lot because 

I…never felt the mushy gushy mommy stuff that I thought I would feel,” “I don’t remember any 

specific point where I just woke up one day and said ‘I’m depressed.’ It very much snuck up on 

me,” “I remember feeling guilty like ‘I should feel more in love with this baby…I didn’t feel any 

negative feelings toward him but I felt like ‘Do I not love my baby?” 

F:  “She just cried a lot…I put her in the car seat and I remember thinking ‘I’m going to take her 

back to the hospital because I can’t deal with this anymore’ and as I go to lift up the car seat I 

just envisioned her as an older baby playing with another family and I thought ‘This is just a 

phase and we can get through this and we will get better,’” “I just lived moment by moment with 

her,” “My 6 week visit…I tried to tell [my doctor] that I was having a difficult time…so the 

nurse there said, ‘Baby blues.  You’re going to be sad for a little bit and…that’s to be expected.’ 

So I thought ‘Well, okay, that’s just it’ but after that I did not want any more children.  Adoption 

completely out the window, my own kids, forget it!” “I don’t think I bonded with her until she 

was 3-4 months old…and when I say ‘bonded’ I probably say that’s when I started to like 

her…it changed the way I felt in that when I started to like her I probably started obsessing on 

other things…her feeding…the way her clothes were…I think for me it was more OCD and 

Research Questions  

& Answers 

per participant 
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anxiety than depression,” “My after shower routine had to be the same way every single time…I 

had to put my lotion on and then I had to put my foundation and I had to do this and that and I 

had to lay everything out in a certain order..I don’t remember even thinking I should do that or 

anything like that [before the birth]…I was afraid to walk through doorways with the baby so 

when I was holding her I felt like I would hit the doorframe so I’d be…hugging onto her and 

holding onto her head and shuffling through sides of the doorways,” “I would be driving and I 

would be turning off of one street onto another…I’d turn onto one road and there would be a lot 

of kids walking I was very…I kept looking back and sometimes I’d drive back around just to 

make sure.  I had this fear of hitting a kid just running out and hitting and I wouldn’t know…So 

I’d go turn around and go back around.” 

4) How did the first birth 

experience with postpartum 

depression inform 

preparations for the 

subsequent birth and 

postpartum period? 

A:  “[B]ecause I had had some negative experience with Sam’s birth, I was a lot more proactive 

the second time around.  I read a lot more books, I talked to a lot more people, I tried to hire a 

doula…I went on the internet on mommy forums and talked to other people…I probably did 

overkill but I did a lot more research the second time around and I had a lot more detailed birth 

plan.  I think it was four pages” 

F:  “There was a decision making process although it wasn’t a good one…My husband’s like 

‘We should really have a second kid’ and I said ‘No I don’t think so’…At the time I had the 

Mirena in so I was hoping there was some damage done…‘If I don’t get pregnant by this time, 

we’re just not going to try for a long, long time,” “I decided not to go ever see a doctor again 

when it came to [preparing for my second child], so I went to the birth center,” “I didn’t really 

do a birth plan because I was having a birth at the birth center,” “I wanted to get a doula…[but] 

it was like $500 and my husband was like, ‘Absolutely not.’ …Placental encapsulation …but 

again it was $100 dollars and my husband’s like, ‘No, absolutely not,’” (for her third child) “I 

wanted to do the homebirth because I wanted to experience that whole thing when it comes to, I 

want to feel every pain…I thought if I felt everything that maybe I wouldn’t experience any 

postpartum depression…I had something blocked in feeling a natural birth so I went and I chose 

[a homebirth midwife]. And I thought, ‘Well, if the baby dies with the homebirth then it doesn’t 

matter cause I won’t really care,’ because I didn’t really want the baby anyways.” 

5) How did the first birth 

experience compare with 

subsequent birth 

experiences? 

A:  “I won’t say that it was necessarily easier, it was just different,” “I got in the shower and 

stayed…for quite a while because the heat was nice and I eventually got back in bed and said 

very casually to the nurse ‘Well I’m kind of feeling like I have to go to the bathroom so can you 

check me?’”  

F:”It was better, it certainly wasn’t perfect by any means,” “I was so exhausted because I had 

stayed up like an idiot ironing clothes for two weeks…I thought ‘I’m really tired, I just really 

want to sleep’ so I told them, ‘Ok, do the epidural’…I was disappointed with myself, ‘I ruined it’ 

but everything else seemed to go okay,” “It was a lot less traumatic,” (for her third child) “That 
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birth was amazing.  It was what every woman should experience in a birth…I had all my friends 

and I remember going through a contraction…it was really intense and I grabbed onto the back 

of the chair and I had one friend rubbing my back and one holding my hand and the other one 

talking me through it and it was such an experience of women and community.” 

6) How did the first 

postpartum period compare 

with the subsequent 

postpartum period? 

A:  “Sam breastfed easier than Zachariah,” “When I had Sam, I didn’t have as much support…I 

felt very isolated…and I felt a lot of support after Zachariah was born,” “I had a lot of 

expectations [with Sam] and I was disappointed when things didn’t happen the way I thought 

they should,” “[W]ith Zachariah, I felt more smitten with him right away,” “I think [Zach] was 

[a lot easier] because his birth was a lot easier so I didn’t have anything to work through,” “I  

never really expected to have any issues after Zachariah was born but I didn’t really expect 

things to go really well either because I had struggled last time,” 

F:  “I thought I’d be more depressed… than anything else because that’s how I was feeling 

during the pregnancy,” “Because [the birth center] knew I had a probably history of PPD, they 

ended up calling me…maybe even a week after I had delivered her and…said ‘This is nurse so 

and so…just wanted to see how you’re feeling.’ ‘Oh I’m feeling great.  Everything’s fine, she’s 

nursing. ‘Well…I know you had a probably history of postpartum depression with your first, 

how are you feeling with this one?’ ‘I feel ok. I get a little panicky sometimes; I kind of have 

these little mini anxiety attacks. ‘Well, like how often?’ ‘Oh, probably seven or eight a day.’ 

‘Well don’t you think that’s a little excessive?’ ‘Yeahhh, it kind of is?’” “I’d have a panic attack 

where I couldn’t breathe and I couldn’t catch my breath and everything closing in on me.  It was 

this horrible sensation like I wanted to run.  I just didn’t even put two and two together that I 

clearly was having some anxiety issues,” (for her third child) “[My euphoria] lasted the whole 

day [of the birth], maybe two and then it was back to the ‘This is hard, I can’t deal with this,’” “I 

think I did [experience PPD again] but not to the extent that it was before cause I was still on 

medication,” “I think there was a period of time where I didn’t know what to do with him 

because he’s a boy…maybe he liked my husband better and I remember thinking that for a while 

during his toddler year…but then afterwards we just really clicked and bonded…I know 

completely bonding 100% after two years,” “I felt like I could hide [the depression] better and to 

me it was a huge difference compared to what I was feeling before, so I felt like, well, ‘This is 

perfect!’ even though I knew it wasn’t perfect.  I knew I had depression and some anxiety.” 

7) What would mothers like to 

change about their 

childbirth experiences? 

A:  “I told [my nurse] I wanted to try for a natural birth…I didn’t want a medicated birth, I didn’t 

ask for the drugs.  When I heard ‘Can I make you more comfortable?’ I interpreted that 

differently than [my nurse] did,” “I woke up to the nurse…didn’t try to wake me up or explain 

what was happening, the nursery nurse basically pulled down my blanket, pulled up my gown 

and started handling my breast to attach the baby for me…I felt kind of violated,” “The doctor 

showed up after the birth to assist the placenta and I remember that kind of hurt because he was 
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 kind of pulling on the umbilical cord.  I had asked him not to do that and he did it anyways.  I 

had also requested to not have routine Pitocin after unless there was bleeding, a cause for it, but 

because things had happened so fast…it was also a shift change so the new nurse who came in 

didn’t have time to take report on me but they hung it out of habit.” 

F:  “The nurse comes running in, throws the covers back and shoves her hand in my vagina and I 

was like, “Oh my goodness what are you doing?” and she’s like “Oh the baby’s heart rate 

dropped” so she was trying to rub the baby’s scalp and tried to stimulate I guess…No warning,” 

“‘We’re going to give you Pitocin, we need to get this baby out sooner…’ and just the way they 

presented it, I was like ‘okay, sure!’ so they started the Pitocin and I thought I was going to die.  

I was in horrible pain and the baby’s heart rate kept dropping,” “They ended up calling the 

doctor all the time because the heart rate had been dropping so they would start to get ready to 

pack everything up, put up the arm things ‘ok we’re going for a C-section’ and then the doctor 

would call again and he’s like ‘no, no, she’s fine’…they kept playing that game,” “I got the 

epidural but…my blood pressure bottomed out…[when] I come to…I hear the anesthesiologist 

say ‘wow, that’s never happened before,’ and I thought ‘why would you say that?’” 

8) How could healthcare 

professionals better assist 

this population of mothers 

in preparing for birth? 

A:  For Abigail, her greatest needs were in knowing her resources (“[T]here weren’t a lot of 

resources to me in the area,” “I didn’t really know to reach out and ask for support”), advocating 

for the patient’s desires in her healthcare, and conducting patient care more sensitively.   (for her 

second child) Data has shown that breastfeeding can alleviate PPD symptoms, so Abigail 

knowing that there was a Lactation Consultant available by phone was important not only for her 

child’s nutrition and Abigail’s comfort but also for her mental wellness. 

F:  For Felicity, her greatest needs were follow up phone calls and knowing her resources.  The 

birth center calling her and asking her how she was doing, if 7-8 panic attacks a day seemed 

excessive, was instrumental in her “putting two and two together” that she was having anxiety 

issues.    Thankfully, these needs of Felicity were met.  Conducting patient care more sensitively 

and listening better at Felicity’s 6 week appointment with her first child may have helped the 

healthcare provider and Felicity realize that what she was going through was more than Baby 

Blues.  Additionally, Felicity may have benefited if her healthcare provider not only warned her 

about postpartum depression but that PPD can also include anxiety and OCD issues; Felicity 

may have been better informationally equipped to seek help had she known this from her initial 

education about PPD. 



References 

A.D.A.M. Medical Encyclopedia [Internet]. Atlanta (GA): A.D.A.M., Inc.© 2013. Postpartum 

Depression; [updated 2012 September 19; cited 2014 April 21]; [about 4 p.]. Available 

from:  http://www.ncbi.nlm.nih.gov/pubmedhealth/PMH0004481/ 

American Psychiatric Association. (2013). Diagnostic and statistical manual of mental disorders 

(5th ed.). Arlington, VA:  American Psychiatric Publishing. 

Anderson, C. (2010). Impact of traumatic birth experience on Latina adolescent mothers. Issues 

in Mental Health Nursing, 31(11), 700-707. doi:10.3109/01612840.2010.518784; 

10.3109/01612840.2010.518784 

Beck, C. T., & Watson, S. (2008). Impact of birth trauma on breast-feeding: A tale of two 

pathways. Nursing Research, 57(4), 228-236. 

doi:10.1097/01.NNR.0000313494.87282.90 [doi] 

Berg, M., Lundgren, I., & Lindmark, G. (2003). Childbirth experience in women at high risk: Is 

it improved by use of a birth plan? The Journal of Perinatal Education,12(2), 1-15. 

doi:10.1624/105812403X106784 

Bland, M. (2009). The influence of birth experience on postpartum depression. Midwifery Today 

with International Midwife, (89)(89), 20-1, 65-6. 

Burgut, F. T., Bener, A., Ghuloum, S., & Sheikh, J. (2013). A study of postpartum depression 

and maternal risk factors in qatar. Journal of Psychosomatic Obstetrics and 

Gynaecology, 34(2), 90-97. doi:10.3109/0167482X.2013.786036 [doi] 

Epperson, C. N. (1999). Postpartum major depression: Detection and treatment. American 

Family Physician, 59(8), 2247-54, 2259-60. 



Green, J. M., Coupland, V. A., & Kitzinger, J. V. (1990). Expectations, experiences, and 

psychological outcomes of childbirth: A prospective study of 825 women. Birth 

(Berkeley, Calif.), 17(1), 15-24. 

Kaufman, T. (2007). Evolution of the birth plan. The Journal of Perinatal Education, 16(3), 47-

52. doi:10.1624/105812407X217985 [doi] 

Klein, M. C., Kaczorowski, J., Tomkinson, J., Hearps, S., Baradaran, N., Brant, R., & Maternity 

Care Research Group. (2011). Family physicians who provide intrapartum care and those 

who do not: Very different ways of viewing childbirth. Canadian Family Physician 

Medecin De Famille Canadien,57(4), e139-47. doi:57/4/e139 [pii] 

Kuo, S. C., Lin, K. C., Hsu, C. H., Yang, C. C., Chang, M. Y., Tsao, C. M., & Lin, L. C. (2010). 

Evaluation of the effects of a birth plan on taiwanese women's childbirth experiences, 

control and expectations fulfilment: A randomised controlled trial. International Journal 

of Nursing Studies, 47(7), 806-814. doi:10.1016/j.ijnurstu.2009.11.012; 

10.1016/j.ijnurstu.2009.11.012 

London, M., Ladewig, P., Ball, J., & Bindler, R. (2007).  Maternal & Child Nursing Care (2
nd

 

Ed.).  Upper Saddle River, NJ: Pearson Education, Inc. 

Lothian, J. (2006). Birth plans: The good, the bad, and the future. Journal of Obstetric, 

Gynecologic, and Neonatal Nursing : JOGNN / NAACOG, 35(2), 295-303. 

doi:10.1111/j.1552-6909.2006.00042.x 

Moore, M., & Hopper, U. (1995). Do birth plans empower women? evaluation of a hospital birth 

plan. Birth (Berkeley, Calif.), 22(1), 29-36. 

Mori, T., Tsuchiya, K. J., Matsumoto, K., Suzuki, K., Mori, N., Takei, N., & HBC Study Team. 

(2011). Psychosocial risk factors for postpartum depression and their relation to timing of 



onset: The hamamatsu birth cohort (HBC) study. Journal of Affective Disorders, 135(1-

3), 341-346. doi:10.1016/j.jad.2011.07.012 [doi] 

O'Hara, M. W., & McCabe, J. E. (2013). Postpartum depression: Current status and future 

directions. Annual Review of Clinical Psychology, doi:10.1146/annurev-clinpsy-050212-

185612 

Pennell, A., Salo-Coombs, V., Herring, A., Spielman, F., & Fecho, K. (2011). Anesthesia and 

analgesia-related preferences and outcomes of women who have birth plans. Journal of 

Midwifery & Women's Health, 56(4), 376-381. doi:10.1111/j.1542-2011.2011.00032.x; 

10.1111/j.1542-2011.2011.00032.x 

Simkin P, Reinke C. (1980).  Planning your baby's birth.  International Childbirth Education 

Association. 

Simkin, P. (1991). Just another day in a woman's life? women's long-term perceptions of their 

first birth experience. part I. Birth (Berkeley, Calif.), 18(4), 203-210. 

Spiliopoulous, M. and Mastrogiannis, D. (2013). Normal and Abnormal Puerperium. Retrieved 

April 21, 2014 from: http://emedicine.medscape.com/article/260187-overview. 

Weisman, O., Granat, A., Gilboa-Schechtman, E., Singer, M., Gordon, I., Azulay, H., . . . 

Feldman, R. (2010). The experience of labor, maternal perception of the infant, and the 

mother's postpartum mood in a low-risk community cohort. Archives of Women's Mental 

Health, 13(6), 505-513. doi:10.1007/s00737-010-0169-z; 10.1007/s00737-010-0169-z 

Williams, P. (2013). Mothers' descriptions of recovery from postpartum depression. MCN.the 

American Journal of Maternal Child Nursing, 38(5), 276-281. 

doi:10.1097/NMC.0b013e3182993fbf [doi] 



Wisner, K. L., Sit, D. K., McShea, M. C., Rizzo, D. M., Zoretich, R. A., Hughes, C. L., . . . 

Hanusa, B. H. (2013). Onset timing, thoughts of self-harm, and diagnoses in postpartum 

women with screen-positive depression findings. JAMA Psychiatry, 70(5), 490-498. 

doi:10.1001/jamapsychiatry.2013.87 [doi] 

Wong, Donna L., Marilyn J. Hockenberry, David Wilson, Shannon E. Perry, and Deitra L. 

Lowdermilk. (2006).  Maternal Child Nursing Care. St. Louis, MO: Mosby Elsevier. 


	1. BIRTHING AGAIN WITH A HISTORY OF POSTPARTUM DEPRESSION
	2. release form
	3. Abstract
	4. Table of Contents
	5. Birthing Again With A History Of Postpartum Depression - Genevieve Smith (final draft)
	6. Appendices A - G
	7. References

