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PSYCHOLOGY OF THE PERINATAL PERIOD

% TIME OF PSYCHOLOGICAL, PHYSICAL, CULTURAL, SOCIAL, AND
RELATIONAL REORGANIZATION, TRANSITION, DEVELOPMENT.

** NORMAL PERIOD OF INCREASED ANXIETY, REEVALUATION OF
LIFE, AND EMERGENCE OF UNCONSCIOUS CONFLICT

** UPHEAVAL MAY ENCOURAGE SELF-EVALUATION TO SUPPORT
MORE SENSITIVE CARE TO NEWBORN (KLAUS, KENNEL, &
KLAUS, 1995).

**“THE GHOSTS IN THE NURSERY” EXPERIENCE (FRAIBERG,
1975): PARENT’S UNCONSCIOUS MEMORIES OF CHILDHOOD
EXPERIENCES IMPACT PARENTING STYLE.



PSYCHOLOGY OF THE PERINATAL PERIOD

‘**WHEN A BABY IS BORN, A MOTHER IS BORN: TIME OF
“MATERNAL REBIRTH” (STERN, 1988).

**INCREASED PHYSICAL AND PSYCHOLOGICAL STRESSORS

**PHYSICAL AND PSYCHOLOGICAL STRESSORS
INCREASE INFLAMMATION. PUERPERAL WOMEN
ESPECIALLY VULNERABLE BECAUSE
PROINFLAMMATORY CYTOKINES SIGNIFICANTLY
INCREASE DURING THE LAST TRIMESTER. COMMON
EXPERIENCES OF NEW MOTHERHOOD: SLEEP
DISTURBANCE, POSTPARTUM PAIN, AND PAST OR
CURRENT PSYCHOLOGICAL TRAUMA, ARE STRESSORS
THAT CAUSE PROINFLAMMATORY CYTOKINE LEVELS
TO RISE (KENDALL-TACKETT, 2007).



DEVELOPMENTAL CONSIDERATIONS: TRANSITIONING TO MOTHERHOOD

"What’ Il | do with it now”



> BIRTH INTO MOTHERHOOD IS FILLED WITH PERSONAL EVALUATION AND
POWERFUL MYTHS, IMAGES AND EXPECTATIONS, THAT ARE OFTEN SANCTIONED
BY CULTURAL ASSUMPTIONS ABOUT MOTHERHOOD AND - GOOD MOTHERS:
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RELATED CONTEMPORARY RESEARCH

WOMEN WHO RECEIVED STRONG SOCIAL SUPPORT FROM FAMILY DURING
PREGNANCY DID NOT MANIFEST SHARP INCREASES IN STRESS HORMONE,
PROTECTING THEM FROM POSTPARTUM DEPRESSION. NOT TRUE FOR WOMEN
WITH POOR SOCIAL SUPPORT FROM FAMILIES (HAHN-HOLBROOK, 201 3).

INCREASED MATERNITY LEAVE AFTER CHILDBIRTH, UP TO SIX MONTHS,
BETTER PROTECTS A WOMAN FROM POSTPARTUM DEPRESSION (DAGHER,
R.K., 201 3).

FETUSES EXPOSED TO HIGH LEVELS OF CORTISOL, DID NOT SHOW NEGATIVE
DEVELOPMENTAL EFFECTS IF MOTHER PROVIDED SENSITIVE AND
NURTURING CARE POSTPARTUM. SECURELY ATTACHED INFANTS DID NOT
SUFFER FROM THE IMPACT OF THIS STRESS HORMONE. INFANTS EXPOSED
TO HIGH LEVELS OF STRESS, WITH INSECURE ATTACHMENTS TO THEIR
MOTHERS, WERE IMPACTED NEGATIVELY (O’CONNOR, 2010).



INCREASED PREGNANCY FEARS AND ANXIETY, NOT GENERAL STRESS,
RELATED TO PRE-TERM BIRTHS POSSIBLY FROM ELEVATED CORTICOTROPIN-
RELEASING HORMONE (DUNKEL-SCHETTER & MANCUsO, 2010).

FEAR OF CHILDBIRTH IN LOW RISK WOMEN, WITH NO HISTORY OF
DEPRESSION, PREDICTED POSTPARTUM DEPRESSION (RAISANEN S, LEHTO
SM, NIELSEN HS, ET AL., 2014).

CHILDREN WHOSE MOTHERS WERE SELF-REFLECTIVE ABOUT THEIR EARLY
HISTORIES WHEN THREE MONTHS PREGNANT DEMONSTRATED SECURE
ATTACHMENT AT EIGHTEEN MONTHS. (FONAGY, ET. AL, 1993).

MOTHERS WITH SIGNIFICANT ADVERSITY AND DEPRIVATION—BUT HIGH
REFLECTIVENESS RATINGS, REGARDING THEIR HISTORIES, HAD SECURE
CHILDREN. ONLY 1 OUT OF 17 DEPRIVED MOTHERS, WITH LOW
REFLECTIVENESS RATINGS, HAD SECURE CHILDREN (FONAGY, ET. AL,
1991A).



PSYCHOLOGICAL CHALLENGES IN PERINATAL PERIOD:

W ANXIETY
0 TRAUMA INCLUDING POST-TRAUMATIC STRESS DISORDER
0 BONDING AND ATTACHMENT PROBLEMS:
+ DETACHED OR OVERLY, INCONSISTENTLY, OR CHAOTICALLY ATTACHED
0 DEVELOPMENTAL CHALLENGES AND TRANSITIONS

W GRIEF AND LOSS

O DEPRESSION

UNRESOLVED PAST ISSUES

CONCERNS ABOUT PARENTING
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PSYCHOLOGICAL STRUGGLES IN THE
PERINATAL PERIOD

PERSONALITY CHARACTERISTICS AND PATTERNS:

RELATIONSHIP/ATTACHMENT PATTERNS

PERFECTIONISM

HIGH EXPECTATIONS
CRITICAL

OBSESSIVE COMPULSIVE
RIGIDITY/INFLEXIBILITY
JEALOUS
HELPLESS/DEPENDENT
SELF-RELIANT/INDEPENDENT
AVOIDANT
OVERINVOLVED
CONTROLLING
SELF-NEGLIGENT
SELF-ABSORBED
NARCISSISTIC
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PERINATAL STRUGGLES

X NORMAL, UNIVERSAL, CHALLENGING PART OF
DEVELOPMENTAL PROCESS.

** SEVERITY ON CONTINUUM. SIGNIFICANT

STRUGGLES OCCUR IN OVER 25% OF WOMEN;
OFTEN CO-OCCUR IN PARTNERS AND CHILDREN.

** UP TO 75% OF MOTHERS OF PRESCHOOLERS
REPORT ANXIETY AND FEELINGS OF ENTRAPMENT

WHILE 27% EXPERIENCE SOME KIND OF ANXIETY
DISORDER (SCHREIER, 2008; MAUSHART, 1999).

** BETWEEN 30-80% OF MOTHERS COMPLAIN OF
DEPRESSION WHILE 10-15% DEVELOP A MOOD
DISORDER (BECK, 2001; MAUSHART, 1999).



TRANSITIONING TO PARENTHOOD:

MARITAL CONFLICT INCREASES DRAMATICALLY, AND MARITAL QUALITY
DECREASES FOR 40-67% OF COUPLES WITHIN THE FIRST YEAR OF BABY, S LIFE.

« “BRINGING BABY HOME PROGRAM DECREASED POSTPARTUM
DEPRESSION (22.5% VERSUS 66.5% IN CONTROL GROUP). TARGETS

COUPLES RELATIONSHIP, EDUCATING ON INFANT

DEVELOPMENT, INVOLVING FATHERS IN INFANT CARE.
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FACTORS ASSOCIATED WITH PERINATAL DISTRESS

° PHYSICAL FACTORS:

PREVIOUS PSYCHIATRIC HISTORY AND CARE

PHYSICAL PROBLEMS: THYROID, HORMONES, NUTRIENTS, NEUROTRANSMITTERS,
ANEMIA

FATIGUE AND DISRUPTED SLEEP

° SOCIO-CULTURAL FACTORS:

INADEQUATE SOCIAL/CULTURAL/FAMILIAL RECOGNITION
ABSENCE OF TRADITIONS/RITUALS
INSUFFICIENT SOCIAL SUPPORT AND SOCIAL ISOLATION

SOCIOECONOMIC PROBLEMS

° BIRTH AND INFANT FACTORS:

HISTORY OF OBSTETRIC PROBLEMS AND TREATMENT FOR INFERTILITY, STILLBIRTH,
OR MISCARRIAGE

DIFFICULT OR TRAUMATIC PREGNANCY, LABOR OR BIRTH

TWINS AND MULTIPLE BIRTHS

DISCREPANCY BETWEEN EXPECTATIONS AND SUBSEQUENT EXPERIENCE
DISAPPOINTMENT WITH BIRTH AND BIRTH PROFESSIONALS

PROBLEMS WITH INFANT

INFANT CHARACTERISTICS ESPECIALLY WHEN POOR MATCH WITH MOTHER

COMPLICATIONS, DISSATISFACTION, OR DISLIKING BREASTFEEDING



FACTORS ASSOCIATED WITH PERINATAL DISTRESS

° PSYCHOLOGICAL FACTORS:

POOR RELATIONSHIP WITH PARTNER/MARRIAGE

NEGATIVE PERCEPTIONS OF PARENTAL CARE DURING ONE’S CHILDHOOD
POOR RELATIONSHIP WITH PARENTS

ABSENT/POOR MOTHER-DAUGHTER RELATIONSHIP

LESS PATERNAL INVOLVEMENT AND SUPPORT OF INFANT’S CARE
IGNORANCE OF INFANT DEVELOPMENT

DISTORTED SELF-ESTEEM AND SELF-EFFICACY (HIGH OR LOW)
UNREALISTIC EXPECTATIONS

LACK OF SATISFACTION WITH EDUCATIONAL OR PROFESSIONAL ACHIEVEMENT
LITTLE PREVIOUS CONTACT WITH BABIES

PROLONGED CONCEPTION PERIOD

HISTORY OF SEXUAL OR PHYSICAL TRAUMA AND ABUSE

FEAR OF CHILDBIRTH

UNRESOLVED TRAUMAS OR LOSSES

STRESSFUL EVENTS

MATERNAL AGE (YOUNGER AND OLDER)

LACK OF CONTROL OVER RETURNING TO WORK

PARENTING STYLE



PERINATAL POST-TRAUMATIC STRESS SYMPTOMS/DISORDER
RISK FACTORS:

(GARTHUS-NIEGEL, 2013; BECK, 201 1; WALDENSTROM 2004; SOET, 2003;CREEDY, 2000; THOM,
2007; SODERQUIST, WIMA 2002; OLDE 2005: AYERS, 2007; GAMBLE, 2005; GROss, 2005; CiGgoLl,
200)

SUBJECTIVE BIRTH EXPERIENCE

UNEXPECTED MEDICAL PROBLEMS

UNPLANNED PREGNANCY

HIGH LEVEL OF OBSTETRIC INTERVENTION

CESAREAN BIRTH ESPECIALLY PLANNED CESAREAN

PRESSURE TO HAVE LABOR INDUCED OR PRESSURED INTO EPIDURAL
PERCEPTION OF INADEQUATE LABOR SUPPORT

INSTRUMENTAL DELIVERY

INFANT IN NICU
POOR EXPERIENCE WITH PAIN

LACK OF CHOICE AND LOSS OF CONTROL OVER LABOR

UNMET EXPECTATIONS ESPECIALLY WITHOUT EXPLANATION

NEGATIVE INTERACTIONS WITH HOSPITAL PROFESSIONALS AND STAFF
POOR PARTNER SUPPORT

FEELINGS: POWERLESS, ALONE, DEFEATED, THOUGHTS OF DEATH
PRENATAL DEPRESSION AND ANXIETY

TRAUMATIC LIFE EVENTS AND (CHILDHOOD) SEXUAL TRAUMA HISTORY
DISSOCIATIVE TENDENCIES OR DISSOCIATION

PRENATAL DEPRESSION AND ANXIETY

NEGATIVE REACTIONS TO BREASTFEEDING OR MINIMAL/NO
BREASTFEEDING
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PERINATAL ANXIETY, TRAUMA, & POST-PARTUM POST TRAUMATIC STRESS
SYMPTOMS/DISORDER (PTSS/PTSD):

’
>EXPERIENCE OF CHILDBIRTH WHERE ONE BELIEVES HER OR HER BABY S LIFE WAS
THREATENED; AND FEELING HELPLESS, OUT OF CONTROL, ALONE, AND UNSUPPORTED.

* REVIEW OF 31 STUDIES: COMMON AND UNDER-RECOGNIZED (OLDE, 2005).

>RATES OF POSTPARTUM POST-TRAUMATIC STRESS DISORDER RANGE FROM 1.5-9%.

° 25%-34% OF WOMEN REPORT TRAUMATIC BIRTHS AND 1.5-3% OF
WOMEN WITH NORMAL BIRTHS DEVELOPED PTSD (SOET, ET AL, 2003,

CREEDY, 2002, CZARNOCKA, 2000, BECK, 2005, 2006, AYERS, 2007).

» WOMEN’S SUBJECTIVE BIRTH EXPERIENCE (N= 1,499): BIGGEST PREDICTOR OF
POST-PARTUM POST TRAUMATIC STRESS DISORDER (GARTHUS-NIEGEL, ET AL, 2013).

° OBJECTIVE FACTORS CONTRIBUTE TO POSTNATAL TRAUMA; SUBJECTIVE
APPRAISAL OF THE BIRTH IS MORE SIGNIFICANT.



PERINATAL POST-TRAUMATIC STRESS DISORDER

NATIONWIDE STUDY OF 1,573 POSTPARTUM WOMEN FOUND
(BECK, 201 1):

— 9% MET DIAGNOSTIC CRITERIA FOR PTSD

— 18% HAD SIGNIFICANTLY ELEVATED POSTTRAUMATIC STRESS
SYMPTOMS—PTSS

VARIABLES ASSOCIATED WITH HIGHER PTSS:
— LOW PARTNER SUPPORT
— ELEVATED POSTPARTUM DEPRESSIVE SYMPTOMS
— MORE PHYSICAL PROBLEMS SINCE GIVING BIRTH
— LESS HEALTH PROMOTING BEHAVIORS

— DID NOT EXCLUSIVELY BREASTFEED ONE MONTH AFTER BIRTH OR
BREASTFEED AS LONG AS DESIRED.

» (BECK, ET., AL, 2011)



PERINATAL POST-TRAUMATIC STRESS
DISORDER

NATIONWIDE STUDY OF 1,573 POSTPARTUM WOMEN FOUND
(BECK, 201 1):

— 9% MET DIAGNOSTIC CRITERIA FOR PTSD

— 18% HAD SIGNIFICANTLY ELEVATED POSTTRAUMATIC STRESS
SYMPTOMS—PTSS

VARIABLES ASSOCIATED WITH HIGHER PTSS:
— LOW PARTNER SUPPORT
— ELEVATED POSTPARTUM DEPRESSIVE SYMPTOMS
— MORE PHYSICAL PROBLEMS SINCE GIVING BIRTH
— LESS HEALTH PROMOTING BEHAVIORS

— DID NOT EXCLUSIVELY BREASTFEED ONE MONTH AFTER BIRTH OR
BREASTFEED AS LONG AS DESIRED.

» (BECK, ET., AL, 2011)



PERINATAL POSTTRAUMATIC STRESS DISORDER

* VARIABLES THAT SIGNIFICANTLY DIFFERENTIATED WOMEN WITH ELEVATED
PTSS FROM THOSE WHO DID NOT:

— NO PRIVATE HEALTH INSURANCE
— UNPLANNED PREGNANCY
— PRESSURE TO HAVE AN INDUCTION AND EPIDURAL ANALGESIA
— PLANNED CESAREAN BIRTH
— CONSULTED WITH A CLINICIAN ABOUT MENTAL WELL BEING SINCE BIRTH
— NOT BREASTFEEDING AS LONG AS WANTED
— NOT EXCLUSIVELY BREASTFEEDING AT ONE MONTH
» (BECK, ET., AL, 2011)

* “POSTPARTUM POSTTRAUMATIC STRESS SYMPTOMS MAY DEVELOP FOLLOWING A
NEGATIVE CHILDBIRTH EXPERIENCE. IT FREQUENTLY MANIFESTS WHEN THE
CHILDBIRTH EXPERIENCE IS EMOTIONALLY OVERWHELMING, DOES NOT MEET
EXPECTATIONS, AND KINDLES OR RE-STIMULATES SEXUAL, PHYSICAL, AND
EMOTIONAL TRAUMAS” (MARLO, 201 3).



INTERVENTION AND TREATMENT

B.5maller

“We're planning on sending him away to be reared by experts.”



“Your mother and I are feeling overwhelmed, so you’ll
have to bring yourselves up.”



INTERVENTION AND TREATMENT

INCORPORATE AN UNDERSTANDING OF A WOMAN’S BIOLOGICAL, PSYCHOLOGICAL,
SOCIOCULTURAL, AND SPIRITUAL DEVELOPMENT, AND AN UNDERSTANDING OF THE
PSYCHOLOGY OF BIRTH, PREGNANCY, AND MOTHERHOOD.

PREVENTIVE CARE: PREPARATION BEFORE/DURING PREGNANCY. ADDRESS FAMILY
OF ORIGIN ISSUES, UNRESOLVED TRAUMAS, LOSSES, RELATIONSHIP PATTERNS.

PROFESSIONALLY FACILITATED SUPPORT GROUPS HAVE BEEN ESPECIALLY
HELPFUL WITH PERINATAL PROBLEMS (JAFFE & DIAMOND, 2011).

“MENTORING MOTHERS, GROUP PROVIDES MENTORING, EDUCATION,
CONSULTATION, COMMUNITY, AND SUPPORT AND FOCUSES ON FOSTERING
EMOTIONAL AND PSYCHOLOGICAL DEVELOPMENT FOR A MORE CONSCIOUS
TRANSITION TO MOTHERHOOD.

INTEGRATIVE TREATMENT: PSYCHOSOCIAL AND EDUCATIONAL INTERVENTIONS,
INDIVIDUAL AND GROUP PSYCHOTHERAPY, MEDICATION, PEER INTERVENTIONS,
TRAUMA THERAPIES; SOMATIC WORK/PSYCHOTHERAPIES; AND INTEGRATIVE/
COMPLEMENTARY MEDICAL AND PSYCHOLOGICAL TREATMENTS: RELAXATION
THERAPY, YOGA, MASSAGE, MINDFULNESS, MEDITATION, AND HYPNOSIS ARE
EFFECTIVE WITH PERINATAL PROBLEMS (JAFFE & DIAMOND, 201 1; SIEGEL, 2003).

PSYCHOTHERAPY: BRIEF TO LONG-TERM. MAY INVOLVE INDIVIDUAL; PARENT-~

INFANT PSYCHOTHERAPY; COUPLE; OR FAMILY AND INCLUDE INTEGRATIVE OR
COMPLEMENTARY TREATMENTS.



INTERVENTION AND TREATMENT

° WOMEN WHO STRUGGLE WITH A COUPLE OF ISSUES ARE OFTEN RESPONSIVE TO
SELF-HELP STRATEGIES OR CONCRETE INTERVENTIONS.

SUPPORT GROUPS: MENTORING MOTHERS

DEVELOPING A RELATIONSHIP WITH A TRUSTED HEALTH PROFESSIONAL
ADDRESSING NUTRITIONAL DEPLETION

IMPROVING SLEEP

NATURAL REMEDIES; HERBS, SUPPLEMENTS, AND PSYCHIATRIC MEDICATIONS
YOGA

MASSAGE

LEARNING ABOUT INFANT DEVELOPMENT (IN CONTRAST TO A PARENTING
METHOD) AND INVOLVING THE PARTNER/FATHER

ADDRESSING MARITAL/COUPLES ISSUES

INCORPORATING TOUCH AND MASSAGE; MEDITATION
PRACTICING MINDFULNESS

DEVELOPING EMOTIONAL ATTUNEMENT AND EMPATHY
ENHANCING EMOTIONAL DEVELOPMENT AND INTELLIGENCE
CONNECTING WITH SPIRITUAL PRACTICES

CULTIVATING ONE’S CREATIVE IMAGINATION



INTERVENTION AND TREATMENT

WOMEN WHO STRUGGLE MORE INTENSIVELY BENEFIT FROM INTEGRATIVE,
TREATMENT THAT INCLUDES INDIVIDUAL OR GROUP PSYCHOTHERAPY.

PROMOTE AN INTEGRATED APPROACH TO HER HEALTH: TARGET ONE AREA THAT
IS WITHIN HER CAPACITY TO INFLUENCE. AFFIRM BENEFITS OF EARLIER
TREATMENT TO HER AND HER CHILD.

RECOGNIZE ROLE OF TRAUMA AND PTSS/PTSD SYMPTOMS
ADDRESS THE ‘“GHOSTS IN THE NURSERY.”

1 ” 13
AFFIRM THE ~THE REPRODUCTIVE STORY: THE, AT TIMES CONSCIOUS, BUT
LARGELY UNCONSCIOUS, NARRATIVE CREATED ~ABOUT PARENTHOOD. (JAFFE
& DIAMOND, 201 1) AND THE VALUE OF WORKING MINDFULLY WITH IT.

NAME THE HEALING POWER OF TELLING HER STORY. CREATE A ‘“COHERENT
NARRATIVE.” DIFFERS FROM STORY A WOMAN MAY READILY KNOW OR TELL.

MOTHER WHO DEVELOPS AND ARTICULATES A COHERENT NARRATIVE OF HER

LIFE STORY HAS GREATER MENTAL HEALTH, HEALTHIER PARENTING, IMPROVED
RELATIONSHIPS WITH PARTNER AND CHILDREN, AND MORE SECURE CHILDREN

WITH BETTER INTERPERSONAL RELATIONS (SIEGEL, 2003).



