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Chapter 2

Postpartum Mood Disorder 
Theories

Introduction
In the 6th century BCE, women’s mental health symptoms were termed 
“hysteria,” a derivative of a word meaning womb, and what is sometimes 
referred to today as anxiety, nervousness, or being out of control of one’s 
emotions. Centuries later, people believed the womb actually moved through-
out the female body. When this movement was at its peak, the “wandering 
womb” was thought to be the source of health and mental health problems 
(Klein, 2009). In the 1800s, women who expressed symptoms of postpartum 
psychological change were said to have diseased reproductive organs and, 
sometimes, identified as rebelling against motherhood (Taylor, 1995). As a 
result, many women did not discuss mood or thought changes after delivery.

By the 1900s, psychiatric thought excluded the idea of diseased repro-
ductive organs, yet other medical specialties continued to understand female 
mental health conditions based on earlier Hippocratic traditions that viewed 
reproductive syndromes and raging hormones as the cause of women’s 
depression, anxiety, sexual performance, and suicide (Dalton, 1964; Ussher, 
1992). It was not until the 1970s that the postpartum support group move-
ment materialized from the larger women’s health movement. This move-
ment challenged the medically defined concepts of motherhood in society 
(Taylor, 1995). This chapter discusses the most current biological, psycho-
logical, sociological, and environmental theories that propose reasons why 
women experience postpartum mood disorders (PMDs).
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Biologically Based Theories
Between the onset of puberty and menopause, women are two times more 
likely to experience major depression than are men, even when racial and 
socioeconomic factors are controlled (Kessler, McGonagle, Swartz, Blazer, & 
Nelson, 1993; Nolen-Hoeksema, 1990; Weissman & Klerman, 1997). Given 
this trend, the primary way medical professionals understand PMDs is a 
reaction to hormones, particularly the role of estrogen, during reproduc-
tive changes throughout the lifecycle. Specifically, as estrogen levels decrease, 
depression symptoms appear to increase (refer to Figure 1) (Ahokas, Aito, & 
Rimon, 2000; Pearlstein, 1995).

Figure 2-1 � Estrogen levels’ effects on neurotransmitters and mood 
(modified from Douma et al., 2005)
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Hypothalamic–Pituitary–Adrenal (HPA) Axis

One physiological model used to understand PMDs is imbalance in the 
HPA axis. The hypothalamus is a part of the brain that produces and releases 
neurohormones. Neurohormones communicate with the pituitary gland, 
telling the pituitary to allow or not allow the release of pituitary hormones. 
Pituitary hormones travel as messengers to the adrenal glands, which are 
located above the kidneys. The adrenal glands create corticosteroids and cat-
echolamines—the most common are cortisol and adrenaline—to regulate 
the body’s reaction to stress. The detection of stress triggers the hippocampal 
release of corticotropin hormone. In response, the pituitary gland discharges 
adrenocorticotropic hormone (ACTH). ACTH signals the adrenal cortex 
to discharge glucocorticoids, which triggers stress responses throughout the 
body. Any increase or decrease in HPA axis functioning results in mental 
health or physical problems such as hyperarousal, changes in thought pro-
cesses, sleep disturbances, immune system functioning, inflammatory condi-
tions, increased body fat, and hypertension (refer to Figure 2) (Haefner et al., 
2008; McEwen, 2008; Shalev et al., 2009).

Genetic links (such as the glucocorticoid receptor gene, GABRA6 gene, 
and mu-opioid receptor gene) and gender differences have been identified 
in HPA axis reactions to stress (Chong et al., 2006; Shalev et al., 2009; Uhart, 
McCaul, Oswald, Choi, & Wand, 2004; Wust et al., 2004). This genetic link 
may increase the understanding between increased risks for developing post-
partum mood conditions and having a relative who has also experienced 
postpartum mood disturbances.

Figure 2-2  HPA axis neuroendocrinologic stress reactions
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Hypothalamic–Pituitary–Gonadal (HPG) Axis

The HPG axis functions to regulate the reproductive and immune systems in 
the body. In this axis, the hypothalamus discharges luteinizing hormone releas-
ing hormone (LHRH). The pituitary gland receives the LHRH and responds 
by releasing follicle-stimulating hormone (FSH) and luteinizing hormone 
(LH). FSH is responsible for the development of ovarian follicles in prepara-
tion for ovulation and LH activates ovulation and the release of estrogen.

The HPA axis has a relationship with the HPG axis where information 
passes back and forth between the two axes. Dysfunctions in the communi-
cation between the HPA axis and the HPG axis can influence the develop-
ment of mental health and physical conditions. The recent work of Luecken, 
Kraft, and Hagan (2009) found difficult and abusive childhood family 
environments and abuse experiences linked to health and mental health 
difficulties throughout the life cycle. The low-level detection of cortisol, a 
major hormone associated with the HPA axis, was found in women who 
grew up in these difficult family situations. This suggests a developmental 
influence on healthy HPA-axis reactions to stressors (Gunnar & Quevedo, 
2007). Given this, it is not surprising that risk factors for the development of 
PMDs include relationship difficulties, poor familial support, the experience 
of negative events, family-of-origin mental health history, and exposure to 
abuse. In addition, adults who grew up in dysfunctional family environ-
ments often experience other HPA-axis dysfunction-related symptoms that 
are also risk factors for PMDs such as difficulty sleeping, somatic symptoms, 
and autoimmune disorders (Luecken et al., 2009).

Hormonal Fluctuation

Statistically, women are more susceptible to depression once menstruation 
starts and on through menopause, referred to as reproductive mental health. 
Prior to menstruation and after menopause, some suggest that girls and 
women are less likely than boys and men to have a depression diagnosis 
(Rosenbaum & Covino, 2006). A key denominator across this timeline is 
hormone and sex-steroid fluctuations. Sex-steroids are reproduction-related 
hormones in the female body that fluctuate monthly and include estrogens, 
progesterone, and androgens. These hormones are able to manipulate neu-
rotransmitter levels in the brain commonly associated with mental health 
symptoms: dopamine, norepinephrine, and serotonin (Joffe & Cohen, 1998). 
Estrogen, in particular, is a mood booster and is able to influence serotonergic 
and opioid neurons, thereby increasing serotonin concentrations (Carretti et 
al., 2005; Joffe & Cohen, 1998; McEwen & Alves, 1999; Serrano & Warnock, 
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2007). When estrogen levels are elevated, serotonin, norepinephrine, opiates, 
and dopamine are able to travel more easily, thereby improving mood. How-
ever, if estrogen levels are low, the result can be depression symptoms exhib-
ited during the postpartum period as well as during premenstruation and 
perimenopause (Douma, Husband, O’Donnell, Barwin, & Woodend, 2005). 
At times, the influence of estrogen on neurotransmitter regulation can result 
in schizophrenic symptoms, body temperature changes, and alterations in 
memory (particularly verbal memory), concentration, and sleeping patterns 
(Carretti et al., 2005; Douma et al., 2005). Women who experience PMDs 
report some, if not all, of these symptoms as well.

According to the hormone-based model, postpartum blues is the experi-
ence of mild depression symptoms that last no more than two weeks and 
results from the sudden, extreme hormonal changes that occur after the 
baby is born. Levels of estradiol, an estrogen-based hormone, can increase 
up to 50 times their normal levels during pregnancy and then drop to regu-
lar menstruation cycle levels by the third day after delivery (Rosenbaum 
& Covino, 2006). It is suggested that the sudden decrease in postpartum 
estrogen levels creates a reaction to dopamine receptors (Wieck et al., 1991). 
When these dramatic hormonal changes occur in conjunction with other 
biopsychosocial risk factors, the woman is susceptible to developing PMDs.

Hormonal changes also serve positive purposes. Oxytocin levels dra-
matically change after delivery and appear to be linked to the development 
of strong mother–baby attachment postpartum (L. Miller, 1996). Therefore, 
the body is naturally changing—assimilating—to no longer carrying a baby 
but toward caring for a baby. When compromised, this naturally occurring 
homeostasis may result in mental health symptoms.

Psychosocially Based Theories

Bonding Theory

One of the common results of PMDs is difficulty bonding with the baby, 
which usually starts to develop shortly after delivery and continues to evolve 
over the first postpartum year. Typical bonding behaviors between mother 
and baby include cooing, facial recognition, response to facial cues, holding 
and cuddling, nurturing touch, and sometimes breastfeeding. When a strong 
bond fails to grow, the mother will start to focus more on herself rather 
than her baby. Statistically, women with this kind of inward focus report 
experiencing more pain, discomfort, anxiety, and depression six weeks after 
delivery (Besser, Vliegen, Luyten, & Blatt, 2008; Ferber & Feldman, 2005).
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Difficulty bonding can result in long-term attachment disorders (Crouch 
& Manderson, 1996). Attachment, different from bonding, is emotional 
connectedness that develops and matures over time (Karl, Beal, O’Hara, & 
Rissmiller, 2006; Zauderer, 2008). Attachment difficulties can compromise 
the baby’s growth and development, resulting in emotional and cognitive 
difficulties (Armstrong, Fraser, Dadds, & Morris, 2000; Essex, Klein, Miech, 
& Smider, 2001; Zauderer, 2008).

Historically, the medical profession conceptualizes maternal–infant bond-
ing as a natural, biologically based process. One assumption in the medical 
model of bonding is that the desire for emotional attachment to the baby has 
biological underpinnings. According to this model, mothers who are unable to 
naturally bond with the child are labeled pathological (Crouch & Manderson, 
1996; Margison, 1982). It is assumed that the mother’s thought process must be 
altered if healthy bonding to her child is unsuccessful, resulting in faulty beliefs. 
The mother then starts to say things herself such as, “I have failed,” “there is 
no hope for this relationship,” “I am a bad mother,” “I can’t do this right,” or 
“I am a failure.” Reminiscent thoughts of childhood can also emerge like, “I 
am just as bad as my mother was,” or “I will never be a good mother like my 
mother was.” These thoughts become self-reinforcing and the mother stops 
trying to bond, causing the feelings of guilt, shame, depression, or anxiety to 
become stronger. In addition, popular books have buttressed the presumption 
that bonding is a natural and healthy process for new mothers. Although the 
intention of these books is to instruct and prepare mothers and to optimize the 
mother–baby relationship, for a mother who has difficulty bonding with her 
child, these books can further highlight her feelings of inadequacy as a mother.

As many mothers need to return to work shortly after delivery, bonding 
difficulties due to reliance on others (such as day care) can further add to the 
feelings of guilt. This economic, cognitive, and physiological desire (or lack 
thereof) to bond and be a “good mom” can be ego dystonic (a source of inter-
nal turmoil and conflict) for the mother and ultimately expressed through 
depression or anxiety symptoms. For example, societal and economic pres-
sures might make it necessary for a woman to put her child in day care, 
despite the fact that, internally, she feels and thinks that she “should” be with 
her baby. This creates an internal conflict without an adequate outcome for 
either option (do not return to work and take care of the baby, resulting in 
financial disparity or return to work, do not take care of the baby full-time, 
and feel like the baby’s needs have been neglected). Another conflict can 
arise when the mother enjoys working, finds herself depressed by staying 
at home, but feels guilt for returning to work, thereby perceiving that she 
has put her needs over her child’s bonding needs. Again, these conflicts can 
create inner turmoil, resulting in depression or anxiety.
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Psychoanalytic Theory of Personality Development

A hierarchical development of the self examines the interactions between 
the evolving understanding of self and the evolving aptitude to relate with 
others (Besser, Priel, Flett, & Wiznizer, 2007; Blatt, 2006, 2008; Blatt & Blass, 
1990, 1996). Healthy self-understanding occurs when a person is able to 
realistically, and positively, accept their unique characteristics and roles. An 
ability to create interpersonal relationships that increases in maturity and that 
are mutually satisfying undergirds a healthy aptitude to relate with others. 
When the two dynamics of self-understanding and interpersonal aptitude 
are balanced, the person is able to develop self-sufficiency. When one of these 
two dynamics is not balanced, the person develops symptoms of depression 
(refer to Figure 2-3 on page 14).

It is interesting that women who lean more toward self-criticism based 
on her understanding of self are more predisposed to postpartum depression 
(Priel & Besser, 2000). These women are more apt to try to meet an ide-
alized definition of motherhood. When the idealized expectation remains 
unachieved, these women become overly critical of themselves in the 
mother role and undermine their concept of self. In addition, a self-critical 
woman can interpret support from others as revealing her failure in the role 
of mother and as a restriction on her autonomy (Besser et al., 2008). Women 
who lean more toward dependency are less likely to experience postpartum 
depression as the need for social support and excessive closeness may act as 
a buffer (Priel & Besser, 2000).

Psychodynamic and Developmental Theories

A key lifetime developmental phase for many women is the transition to 
motherhood. Pregnancy and the transition to motherhood is one of the 
most powerful and life-changing experiences for women (Besser et al., 2008; 
Cohen & Slade, 2000). One aspect of this developmental phase is the process 
of redefining self and other (Besser et al., 2008), as women need to recon-
ceptualize their relationships to spouses or partners, friends, family mem-
bers, and themselves. Furthermore, women must deal with physical changes, 
employment opportunities, and child care options. Some women in this 
phase identify themselves as the “vessel that brought parents grandchildren.” 
Such a statement clearly indicates a perceived role change in the family.

As discussed by Besser et al. (2008), the transition to motherhood con-
tains four themes: life-growth, primary relatedness, supporting matrix, and 
identity reorganization (Stern, 1995) (refer to Chart 2-1). Another way to 
conceptualize these themes is the mother’s self-efficacy in these four areas; 
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the greater the mother’s self-efficacy, or belief that she is able to successfully 
achieve the thematic goal, the more likely it is that she will have an easier 
transition into motherhood; the less self-efficacy the mother has, the more 
likely it is that she will have a difficult transition into motherhood. The latter 
can result in symptoms of depression or anxiety.

Figure 2-3 � Interactions between Self-Identity and Interpersonal Relationships 
(based on Besser et al., 2008)
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Schemas

Do you recall the phrase, “seeing the world through rose colored glasses”? This 
is an analogy for schemas: how individuals interpret situations and experiences. 
For example, whereas one person may interpret the question, “How is your 
baby doing?” as a general question, another person may interpret the same 
question as, “they know that I am a bad mother and are checking up on me.” 
The development of schemas often starts in childhood. Negative schemas, see-
ing the world through “depressed,” “anxious,” or “the world is unpredictable” 
glasses, can drastically influence a woman’s transition into motherhood (Besser 
et al., 2008). Past negative childhood events, dysfunctional family relationships, 
and preexisting mental health conditions can flood a woman’s thoughts and 
interfere with her interpretations of her newborn’s cry, her perception of her-
self as being able to take care of the baby’s needs, her interactions with support 
networks, and the incorporation of her new role as mother with previous, pre-
pregnancy roles. So, rather than interpreting a baby’s cry as a communication 
tool, a woman with negative schemas may interpret the cry as an indication of 
her failure as a mother or getting in the way of her ability to perform previous 
roles. Rather than finding support and encouragement when offered help, a 
woman with negative schemas may believe that her friends and family know 
that she really is a “bad” mom and therefore want to “save” her baby from her 
inability to care for it. Therefore, rather than face this, she might alienate her-
self from those most important in her and her baby’s lives. In another scenario, 
the mother may simply give the baby to others to be cared for and thereby 
alienate herself from the baby and significant others out of shame.

Grief and Loss

Although for many, motherhood is a blissful, exhilarating experience, it also 
represents a huge change in roles. While pregnant women may turn to a 
book, friend, or elder to consult on how best to prepare for these role changes, 
often times, it is impossible to foresee and accommodate fully. This concept is 
similar to a person who is experiencing the death of a loved one, let us say a 
spouse, from cancer. The person is aware and well informed of the diagnosis, 
has discussed the diagnosis with the spouse, has attended support groups, and 
consulted with others in a similar situation and with those who have recently 
lost a loved one to cancer. The person believes that they understand what 
will happen and are expecting it to happen. Yet, despite all of that knowledge, 
when it does finally happen, the person is overwhelmed with grief and loss 
all the same; even though, intellectually the person may also feel a sense of 
relief for the spouse and for himself or herself. In that same vein, a woman 



Postpartum Mood Disorder Theories� 17

may have gone through all the intellectual steps of preparing for pregnancy 
and birth; yet when it happens, she may experience a whole range of emo-
tions for which she was not prepared. In their discussions with postpartum, 
depressed, Swedish women, Edhborg, Friberg, Lundh, and Widstrom (2005) 
revealed that several women reported a sense of loss, unmet expectations for 
herself, identity confusion, and loss of personal space.

My discussions with other women reveal that other factors can cause 
feelings of loss as well, including time spent away from the child because 
of work obligations or an overall feeling of loss regarding the ability to 
pursue personal or professional goals. Some women may have obtained high 
educational degrees and make more money than their partners but may still 
feel that it is their responsibility to stay at home with the child. Although 
these women may enjoy staying at home with their child, they may also 
mourn the loss of past roles in the workplace and in the family as a financial 
provider. They may experience grief over the perceived loss of educational 
and professional achievements. Therefore, these role transitions can be bit-
tersweet for some.

Beyond
~ Brangwynne Purcell

Did the quiet age of poverty strike you
force you upward
make you weep
or was it your own tenacity?
None of my own has crept back into me yet
I am still a bit of nowhere
and coupled with impossibility and
a man who spells his love out with
his fingers on my palm.

I am glad for weeping and arms of a man
and eyes that are salty.
I have more to say in weeping
than I have already said

I am down
not upward
not here
I am gone
I am finding gladness never in cracks
or holes or secret places
only in the arms
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I am selfish and a bit gloomy
with suicide and iniquity
unable to worship the ground
or take myself beyond homelessness

Socioculturally Based Theories

The Myth of Motherhood Model

According to the social causation model, PMDs result from an idealized 
perception of motherhood, termed the “myth of motherhood” (Weaver 
& Ussher, 1997). The myth of motherhood portrays the ideal mother fig-
ure as being ever-caring, loving, patient, and self-sacrificing (Johnstone & 
Swanson, 2003). Passed down from generation to generation, these myths 
are supported through the media and are nearly constant in every culture 
(Knudson-Martin & Silverstein, 2009). Women cannot possibly live up to 
these ideals and in turn report feeling overwhelmed, devalued by society, and 
plagued by a sense of loss and limited freedom. When women are unable 
to meet the expectation of being a “superwoman,” they express feelings of 
inadequacy, self-blame, and isolation and begin to use repression to cope 
with life stressors (Ussher, 2002, 2003).

Another facet of the “myth of motherhood” is the belief that all children 
are capable of being improved upon and that it is the mother’s responsibil-
ity to “sculpt” the perfect being (Swigart, 1991). Women who believe that 
they are incompetent or unable to meet culturally supported expectations of 
motherhood feel judged by others as a “bad” mother because of the behavior, 
successes, and failures of their children (Knudson-Martin & Silverstein, 2009).

African American women express another take on the “myth of 
motherhood.” African American women report the need to be “a strong 
black woman” with an ability to take care of children, home, employment, 
extended family, spouses, and themselves without complaint of pain or 
discomfort after delivery, making reference to those who have delivered 
a baby and remained working “in the field” (Amankwaa, 2003). Although 
similar to the general myth of motherhood, African American women face 
a double bind. They face this developmental transition while simultaneously 
struggling against racism and discrimination. African American women have 
resiliently fought against racism and discrimination by taking on the role of 
“strong black woman.” Although tremendously successful, this strategy may 
make it even more difficult for an African American woman to reach out for 
assistance if she is struggling.
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Relational–Cultural Theory

The relational-cultural theory (RCT) takes the stance that social status and 
social structures benefit dominant groups in society. Dominant-group mem-
bers of a society define nondominant-group members of that society as 
“lacking something,” resulting in marginalization and treatment as a “second 
class citizen” (Jordan, Walker, & Hartling, 2004). These social inequities con-
tribute to feelings of disconnection from others and an increase of personal 
and group suffering. All of which further alienates members of the non-
dominant group, and reaffirms the dominant groups’ definition of the non-
dominant group as “lacking” (Stiver, Rosen, Surrey, & Miller, 2008). Some 
examples of dominant group standards in society are behavioral expectations 
and fashion and beauty ideals that can only be met by a privileged few. 
Typically, white, male, heterosexual values and principles lay the foundation 
for standards, which are hierarchical in nature with clearly defined dominant 
and subordinate roles (Jordan, Walker, & Hartling, 2004). RCT presumes 
that nondominant-group responses to these unachievable standards results 
in shame, and in feeling and being treated as unworthy, humiliated, and vul-
nerable (Hoffnung, 2005). Conversely, the ability for nondominant-group 
individuals to create new connections with others can result in changed 
self-perception within the larger societal construct (Stiver et al., 2008). This 
change in perception of self, then, changes feelings of “being stuck” and 
converts this to vitality. In other words, women can find their inner voice. 
By thinking about who she is and who she would like to become, a woman 
can create ways to fulfill these hopes, thereby becoming “unstuck.”

The interpersonal framework of equality and mutuality are essential to 
understanding women’s mental health and for the treatment of these condi-
tions according to RCT. Established developmental theories describe transi-
tions from dependence on others into independence. RCT does not view 
psychological development in a hierarchical sense, but as the ability to be 
interdependent on self and others throughout every stage in the life cycle 
(Comstock, 2005; Comstock et al., 2008; Jordan, 2000; Penzerro, 2006). 
According to RCT, the self develops through relationship differentiation. 
This dynamic process continually evolves and matures. Simultaneously, one 
maintains emotional connectedness and closeness to others (Freedberg, 2007).

Self-identity begins with the mother–baby empathetic relationship—
or the bonding and attachment period. The self-identity then grows and 
matures by adapting and redefining relationships throughout a lifetime, with 
attention to environmental constraints (Kaplan, Klein, & Gleason, 1991). 
How important in this model, then, is the bonding and attachment that a 
woman can provide to her baby?
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For growth and maturity to occur, mutual empowerment and mutual 
empathy—or allowing the self to relate to another person by focusing on 
the other person, attempting to understand the other person’s perspective, 
recognizing emotional availability, and responding to the other person in 
suit—are imperative (Freedberg, 2007; Jordan, 1986, 2008). If, however, a 
person experiences themselves as nondominant in the relationship (feeling 
invalidated, humiliated, or the subject of violence); they will resort to self-
protection and disconnection (Jordan, 2008). This state of disconnection is 
expressed through six symptoms: decreased energy, clarity, and productivity; 
lack of self worth, decreased interaction in all relationships, and an increase 
in confusion—all symptoms of depression.

Women with PMDs may experience a double bind according to RCT. 
First, these women may have developed their self-identity without the influ-
ence of healthy mutual empathy. We see this through such PMD risk factors 
as traumatic childhood experiences, minimal social support, and minimal 
spousal or partner support, a family history of mental health conditions, 
alcohol or substance abuse, and other cognitive factors. Second, once a baby 
is born, these women face the task of initiating a healthy, mutually empa-
thetic relationship with the baby. Without these kinds of healthy relation-
ships in a mother’s life, it is nearly impossible to create one with a newborn 
that demands the mutually empathetic interaction that the mother herself 
needs, for her own sense of identity and self-esteem.

Societal Perspective

During the human rights movement of the 1970s, women publically vocal-
ized their discontent about female roles within the family and in the realms 
of politics and business. The mental health care system was criticized regard-
ing the hierarchical counselor and client model that encouraged women to 
remain in their “place” in society (West, 2005; Zerbe Enns, 1993). A lasting 
remnant from this criticism sprung into the mental health literature through 
Jean Baker Miller’s 1976 book, Toward a New Psychology of Women, resulting 
in the RCT (Jordan, 2008).

It was also during this time that women’s social experiences and expres-
sions of mental health symptoms were labeled as illnesses and, in 1968, the 
term “postnatal depression” was coined (Lee, 2006). Maternal anxiety and 
mood imbalance, experienced by approximately 65 percent of women, fall 
somewhere between the postpartum blues and postpartum depression and 
are present where anxiety levels are high in the mother (Lee, 2006). In this 
light, some medical and mental health professionals view pregnancy and the 
prospect of becoming a parent as a risk factor for a mental health diagnosis. 
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Meanwhile, society maintains a generally unsupportive and judgmental 
stance toward these mental health conditions (Lee, 2006). Mental health 
problems remain stigmatized and are perceived to be something the person 
can control or prevent (Pinto-Foltz & Logsdon, 2008)—even though 20 
percent of all Americans experience mental health conditions (Satcher, n.d.). 
Furthermore, these mental health symptoms may lead to passivity, or the 
perception that one will “always” have these symptoms because she or he is 
“ill” and become preoccupied by postpartum mood symptoms (Lee, 2006).

In her discourses on premenstrual symptoms, Jane Ussher (2003, 2004) 
described the female monthly experience as not simply a biological reaction 
within the woman, but the interaction among hormones, stress, cultural def-
initions of feminine and reproduction, self-expectations, the ability to reflect 
and accommodate to change, and defense mechanisms. In other words, an 
internal discussion with the external, and vice versa. Ussher (2004) referred 
to the resulting expressions of anger and depression during the premen-
strual period as self-policing strategies within the context of a patriarchal 
society. Therefore, women will internalize societal expectations of “idealized 
femininity” and will impose these expectations on themselves rather than 
externalize pressures in the form of social or authoritative control. Examples 
of idealized femininity include providing nurturance to children and men; 
being dependable, capable of handling stressful situations, and able to con-
trol emotions; and physically embodying feminine beauty (Ussher, 2004). 
The result of idealized femininity and self-policing is becoming judgmental. 
Women wind up judging themselves as “good” or “bad,” mentally healthy 
or not. Therefore, a woman whose experience contradicts the notion of 
idealized femininity will often withdraw from others and think of herself as 
a “bad mom.”

Knudson-Martin and Silverstein’s (2009) meta-analysis of qualitative 
postpartum depression research findings revealed a relational environment 
where snowballing negative feelings are unexpressed within the context of 
the social definitions of motherhood. They labeled this the “silencing pro-
cess.” Women who experience the silencing process feel inept to perform the 
expected motherhood roles while simultaneously finding it difficult to main-
tain connection and interaction with others. This results in isolation that fuels 
the cycle of depression symptoms. As women experience isolation, resulting 
from the belief that negative feelings about being a mother are unspeakable, 
they start to physically separate from the baby, friends, family, and significant 
others. This separation reinforces feeling of alienation and disconnection to 
others who misunderstand them. Knudson-Martin and Silverstein (2009) 
provided examples of women who “describe a progression from fatigue and 
difficulties in soothing and caring for the baby to a debilitating sense of 
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incompetence that results in deep despair and detachment from others.” (p. 
150). Women caught in a downward spiral of despair begin to experience 
thoughts of harming themselves or their baby, viewing suicide or infanticide 
as the only way out (Knudson-Martin & Silverstein, 2009).

In summary, there are several theoretical ways to understand PMDs. It 
is probable that these theoretical underpinnings interact and overlap. There-
fore, the interplay between biopsychosocial and cultural influences provides 
the best understanding of PMDs.
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