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Summary

Introduction: A pilot study was conducted which compared perceived
mother—infant bonding in women admitted with postpartum depression
or psychosis, with observations of mother—infant interaction by the
nursing staff at both the time of hospitalization and that of release.

Method: 25 mother—infant pairs admitted to a psychiatric unit were
included in this study. The Postpartum Bonding Questionnaire was
used to assess the perceived mother—infant bond and the observation
of mother—infant interaction was assessed with the Bethlem Mother—
Infant Interaction Scale.

Results: At the time of both hospitalization and release postpartum
depressed women experienced the bond with their child significantly
more negative than women with postpartum psychosis. In contrast to
women with postpartum psychosis, the experience of postpartum de-
pressed women was significantly correlated with the observations of
the nursing staff at time of release.

Conclusion: Treatment that focuses on a mother’s experience of the
bond with her child could be especially beneficial for mothers with
postpartum depression.

Keywords: Postpartum depression; postpartum psychosis; mother—
infant bond; mother—infant interaction

Introduction

The development of an emotional relationship between
mother and child is a central psychological process after
childbirth. Interrupted development of a secure mother—
infant bond can lead to long-term problems in the
child’s emotional, cognitive, and behavioral develop-
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ment (Murray and Cooper 1997). Difficulties with this
important process can arise when the new mother suffers
from a postpartum psychiatric disorder. One of the most
common psychiatric disorders in the puerperium is post-
partum depression, which affects approximately 10—
15% of new mothers in Western countries (O’Hara and
Swain 1996; Warner et al. 1996). A less common, but
often more severe illness than postpartum depression is
postpartum psychosis, which affects about 1-2 women
per 1000 births (Brandon 1983; Kendell et al. 1987).
Despite the rarity of these severe postpartum psychiatric
disorders, it is of great importance to study their effects
on the development of the newborn child.

Previous research has demonstrated the negative effect
of postpartum depression and postpartum psychosis on
the observed bond between mother and child (Righetti-
Veltema et al. 2002; Chandra et al. 2006; Hornstein et al.
2006). Moreover, a weaker bond between a mother and
her child can lead to problems in the emotional, cogni-
tive, and behavioral development of the child (Field et al.
1990; Murray and Cooper 1997; Righetti-Veltema et al.
2002). Tronick and Weinberg (1997; cited in Reck et al.
2004) characterized mother—infant interaction as a flex-
ible process with frequent shifts between matches —
positive affective states — and mismatches — negative
affective states. The authors stated that in a normal play
situation with mothers who suffer from postpartum de-
pression and their child, only 30% of the playtime in-
cluded a match of affect. Because of the small amount of
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congruence, the development of children is negatively
affected. Postpartum psychiatric disorders have effects
in the long term as well. Previous research has demon-
strated the negative effect on mother—infant bond in
the long term. Hipwell et al. (2000) demonstrated that
depression in the postpartum period resulted in insecuri-
ty in the mother—infant bond 1 year after childbirth.
Therefore, early detection and treatment procedures are
of vital importance because the effects of postpartum
depression and postpartum psychosis go beyond the
mother alone. Counselling and treatment might prevent
later mental health problems of both mother and child.

A recent study by Hornstein et al. (2006) focused on
assessing the emotional dimension of the mother—child
relationship by exploring the self-perception of feelings
of mothers with postpartum depression and postpartum
psychosis. The authors reported an association between
the experience of the mother regarding the bond with her
child and the observed interaction between mother and
child when the mother suffers from postpartum depres-
sion or postpartum psychosis. As far as we know, no pre-
vious studies have examined the experience of mothers
with postpartum depression or postpartum psychosis re-
garding the bond with their child at different moments in
time. For women with a postpartum psychiatric disorder,
it is important to study the mother’s experience of the
bond with her child because additional information on
this topic could underline the importance of particular
treatment regimens. More specifically, the recovery pro-
cess of the mother might benefit from an improved per-
ception of the quality of the bond with her child, whereas
an improved perception might also lead to a faster re-
covery. This would underline the importance of, e.g.,
video interaction guidance (Vik and Hafting 2006), in
which the focus lies on helping the mother form a more
realistic picture of the relationship with her child.

The main questions in the present study are the fol-
lowing. Are there differences between mothers with
postpartum depression and mothers with postpartum
psychosis concerning the experience of the bond with
their child at time of hospitalization and at time of re-
lease from the psychiatric unit? Are there differences
between mothers with postpartum depression and moth-
ers with postpartum psychosis regarding the observa-
tions of the nursing staff at time of hospitalization and
at time of release from the psychiatric unit? Do the
experience of mothers with postpartum depression or
postpartum psychosis and the observations of the nurs-
ing staff show correlations at time of hospitalization and
at time of release from the psychiatric unit?
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It is expected that women with a postpartum depres-
sion will experience the interaction with their child as
more negative compared with women with a postpartum
psychosis and that at time of release this difference is
diminished. This is to be expected because feelings of
inadequacy, negative cognitions, and self-doubt influence
the bonding experience of depressive mothers (Hornstein
et al. 2006). In general, depressed patients perceive
themselves negatively (Lewinsohn et al. 1980) and have
the tendency to accept more personal responsibility for
failure. Furthermore, research has shown that people
with a depression remember less positive and more
negative information about themselves (Kuiper 1978).
Moreover, it is to be expected that women with postpar-
tum depression will experience the bond with their child
more negatively compared with the observations of the
nursing staff and that the difference is diminished at time
of release. The opposite is expected for women with a
postpartum psychosis, namely, that they experience the
mother—infant interaction as more positive compared
with the observations of the nursing staff, and that the
difference is diminished at time of release. A reason for
this expectation is the finding of Robertson and Lyons
(2003), who demonstrated that women with a postpar-
tum psychosis have a limited perception of the mental
consequences of their illness, which is only perceived by
them in biological terms. This finding suggests that
women with a postpartum psychosis might not have a
realistic image of their illness either. We expect that this
nonrealistic view is of influence on the experience of
mothers with postpartum psychosis regarding the bond
with their child. Therefore it is expected that such real-
ism will improve during treatment and that the ex-
perience of mothers with a postpartum depression or a
postpartum psychosis of the bond with their child and
the observations of the nursing staff will be more corre-
lated at time of release.

Sample and method

Population and procedure

The sample included 25 mother—infant pairs who were admitted
to the psychiatric mother—baby unit of the Erasmus Medical
Centre between June 2005 and November 2006. Inclusion in
the study depended on having a diagnosis of either postpartum
depression (13 patients) or postpartum psychosis (12 patients)
and having completed the questionnaires used in this study.
The psychiatric diagnosis was based on the Structural Clinical
Interview for DSM-IV (SCID). The postpartum depression
group consisted of women with the diagnosis postpartum de-
pression (n=10) or social phobia with depressive features
(n=2). In the postpartum psychosis group, 7 women suffered
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from a psychotic relapse postpartum of a known bipolar disorder.
Six women were not known bipolar; however, their postpartum
psychosis could be seen as the first manifestation of an under-
lying bipolar disorder (Chaudron and Pies 2003). Women with a
diagnosis of schizophrenia were excluded. There was an inability
to include women with schizophrenia in this study because either
their child was not admitted to the psychiatric unit or the mother
had lost her parental rights because of the disorder.

All women received treatment in line with the medical guide-
lines of the Dutch Association of Psychiatry. The women in the
sample all received medical treatment. Women with postpartum
psychosis were treated with lithium and in the majority of cases
haloperidol and lorazepam was given as well during the acute
phase in the first 2 weeks. In the postpartum depression group,
women were treated with either tricyclic antidepressants or a
selective serotonin reuptake inhibitor. In addition to pharma-
ceutical treatment, interventions regarding the mother—child
relationship took place. These interventions included video in-
tervention, feedback from nursing staff, and a therapy group for
the mothers. Women with postpartum depression and postpar-
tum psychosis were equally exposed to these interventions.
Additionally, previous research has demonstrated the lack of
effect of antidepressive treatment alone on mother—child inter-
action when the mother suffers from postpartum depression
(Forman et al. 2007).

During admission, questionnaires were completed on a week-
ly basis. The study has been approved by the Medical Ethics
Committee of the Erasmus Medical Centre, Rotterdam. Written
informed consent was obtained from all participants and their
partners. When the women who were admitted were unable to
give informed consent, informed consent was obtained first from
their partners. When the women were sufficiently recovered,
usually within 4 weeks, an informed consent was obtained from
the women themselves. Women were free at all times to with-
draw their consent.

Measures

To assess the observations of the nursing staff, the Bethlem
Mother—Infant Interaction Scale (BMIS) was used (Hipwell
and Kumar 1996). The BMIS is a well-validated measure de-
signed to assess the quality of interaction between mothers and
babies who are jointly admitted to a psychiatric unit of a hospi-
tal. The BMIS consists of 7 subscales of which the first 4 may
be regarded as measures of the mother’s contribution to the
dialogue with her baby. The subscales are the following: eye
contact, physical contact, vocal contact, mood, general routine,
physical risk to the baby, and baby’s contribution to interaction.
Ratings are made on a 5-point scale, with O indicating that the
mother was judged to be interacting with her child in an appro-
priate, sensitive, and well organized way, and with the maxi-
mum score of 4 indicating very severe disturbances which result
in physical separation. The BMIS was completed by the nursing
staff. Previous research demonstrated that there often is a lack of
variation in scores between the scales “routine’ and *‘danger for
the baby” (Kumar and Hipwell 1996). To reduce the risk of
losing valuable results, it was decided to not remove the two
scales from the start. Research on the reliability of the BMIS
demonstrated a very high internal consistency, namely, 0.93.
The interrater reliability for the different scales was found to
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range from 0.44 to 0.97 (Kumar and Hipwell 1996). A limitation
of the BMIS is the lack of cutoff scores.

The Postpartum Bonding Questionnaire (PBQ) was used to
assess the experience of the mother regarding the bond with her
child (Brockington et al. 2001). The PBQ is a self-report screen-
ing instrument specifically targeted at disorders of the early
mother—infant relationship and is a well validated measure in
particular for postpartum depressed patients. The PBQ covers
25 items which are rated on a 6-point Likert scale including
the labels “always”, “very often”, “quite often”, ““sometimes”’,
“rarely”, and “‘never”. A higher score indicates more patholog-
ical responses. Scale 1, impaired bonding, consisting of 12 items
with a cutoff score of 12 and a maximum score of 60, describes
a general factor; scale 2, rejection and anger, comprises 7 items
and has a cutoff score of 13 and a maximum score of 35; scale 3,
anxiety about care, is composed of 4 items and has a cutoff score
of 10 and a maximum score of 20; and scale 4, risk of abuse,
covers 2 items with a cutoff score of 2 and a maximum score of
10. The most recent validation study of the PBQ by Brockington
et al. (2006) demonstrated sensitivity and specificity rates for the
4 scales of 0.28, 0.89, 0.82, and 0.13 and 0.68, 0.95, 0.64, and
0.20, respectively. The authors make no claims regarding the
reliability of measuring the mother—infant relationship.

The Clinical Global Impression (CGI) was used to assess the
severity of the disorder (Guy 1976). Ratings are made by a
clinician in order to assess the overall severity of an individual’s
symptoms and changes in functioning over time. The CGI is a
7-point scale, a score of 1 is “not at all ill” and a score of 7 is
“the most severely ill”.

All questionnaires were completed at time of hospitalization,
T1, and at time of release, T2, and were available for all women.

Statistical analysis

To examine differences between the diagnostic groups, women
with postpartum depression and women with postpartum psy-
chosis, bivariate analyses were conducted. The chi-square test
was used to examine the differences in basic characteristics
between mothers with postpartum depression and mothers with
postpartum psychosis. Independent sample r-tests were used
to analyze whether women with a postpartum depression and
women with a postpartum psychosis demonstrated score differ-
ences in the two different measures.

Spearman rho correlations were used to determine the corre-
lations between the PBQ and BMIS in the first and final week of
admission.

Results
Demographics

The sample characteristics are presented in Table 1.
Women with a postpartum depression and women with
a postpartum psychosis significantly differed in their
length of admission to the psychiatric unit of the hospital.
Women suffering from a postpartum depression were sig-
nificantly longer admitted to the hospital than were wom-
en with a postpartum psychosis. The children of women



52

Y. Noorlander et al.

Table 1. Sample characteristics of the mother—infant pairs admitted to the Erasmus Medical Centre

Characteristic Value for group: Group difference
Postpartum Postpartum tor XZ Sign.
depression (n=13) psychosis (n=12)
Mean age (SD) of mother at hospitalization (yr) 32.16 (5.20) 31.73 (5.33) 0.21 0.84
Mean age (SD) of child at hospitalization (mo) 2.29 (1.56) 0.99 (0.85) 2.56 0.02
Mean length (SD) of admission (mo) 2.76 (1.40) 1.94 (0.78) 1.78 0.04
Marital status (nr. [%]) 2.01 0.16
Relationship, not living together 2 (15.4) 0 (0)
Relationship, living together 11 (84.6) 12 (100)

Education (nr. [%]) 5.28 0.51
Primary education 3 (23.1) 0 (0)
Secondary education 7 (53.9) 7 (58.3)
Higher education 3 (23.1) 5(41.7)

Parity (nr. [%]) 7.86 0.05
1 7 (53.8) 11 (91.7)
>1 6 (46.2) 1(8.3)

Gender infant (nr. [%]) 0.02 0.89
Male 9 (69.2) 8 (66.7)
Female 4 (30.8) 4 (33.3)

Psychiatric history (nr. [%]) 3.22 0.07
No psychiatric history 4 (30.8) 8 (66.7)
Psychiatric history 9 (69.2) 4 (33.3)

Mean score (SD) CGI
At time of admission 5.08 (0.86) 5.08 (1.17) —0.16 0.98
At time of release 3.08 (1.26) 2.42 (1.00) 1.45 0.16

with a postpartum psychosis were significantly younger,
at time of hospitalization of the mother, compared with
the children of women with a postpartum depression.

Experience of bonding (PBQ)

Women suffering from a postpartum depression reported
significantly higher scores on the PBQ in the first week

of admission compared with women with a postpartum
psychosis. Significant differences were found on the
scales ““impaired bonding”, ‘“‘rejection and anger”, and
“anxiety about care”. Remarkable are the rather low
scores on the PBQ at time of admission. It is of impor-
tance to note here that women with postpartum depres-
sion have a mean score above the cutoff score for the
scale “impaired bonding”. For women with postpartum

Table 2. Subjective and objective measures of bonding experiences and the mother—infant interaction

Measure and scale Mean score (SD) for group:

Sign. of group difference at:

Postpartum depression (n=13) Postpartum psychosis (n=12) T1 T2
Tl T2 T1 T2
PBQ
Impaired bonding 13.77 (12.23) 8.54 (10.44) 3.42 (3.48) 1.83 (3.07) 0.01 0.04
Rejection and anger 7.92 (7.63) 5.15 (6.15) 1.92 (2.54) 0.92 (1.62) 0.02 0.03
Anxiety about care 5.23 (4.00) 3.00 (2.89) 1.42 (1.73) 0.92 (1.31) 0.01 0.03
Risk of abuse 0.08 (0.28) 0.08 (0.28) 0.00 (0.00) 0.08 (0.29) 0.35 0.96
BMIS
Eye contact 0.92 (1.12) 0.69 (1.18) 1.33 (1.23) 0.33 (0.49) 0.39 0.34
Physical contact 1.00 (1.16) 0.69 (1.18) 1.42 (1.00) 0.42 (0.52) 0.35 0.46
Vocal contact 1.15 (1.21) 0.77 (1.24) 1.50 (1.17) 0.50 (0.52) 0.48 0.49
Mood 1.23 (1.09) 0.77 (1.24) 1.58 (1.08) 0.50 (0.67) 0.43 0.51
Routine 0.77 (1.17) 0.46 (1.13) 1.50 (1.68) 0.00 (0.00) 0.13 0.17
Danger for baby 0.31 (1.11) 0.31 (1.11) 0.67 (1.16) 0.00 (0.00) 0.44 0.35
Condition of baby 0.46 (1.13) 0.31 (1.11) 0.50 (1.16) 0.08 (0.29) 0.93 0.50
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psychosis the mean score is rather low regarding the
point in time, namely, at time of admission.

Again at T2, the scores on the scales “impaired bond-
ing”, “rejection and anger”, and “‘anxiety about care”
were significantly higher for women with postpartum de-
pression when compared with the scores of women with
a postpartum psychosis (Table 2). At T2, all scores are
below the cutoff scores, which indicates an improvement
for both groups on the main scales ‘““‘impaired bonding”
and “rejection and anger”. The score on ‘“‘anxiety about
care”” diminished as well. We removed the scale “risk of
abuse” from further analysis since only a very limited
risk was found in the depressed group and no risk in the
psychotic group. Furthermore, previous research has
demonstrated that this scale is not associated with any
form of bonding disorders (Brockington et al. 2001).

Mother—infant interaction (BMIS)

Table 2 demonstrates that the mother—infant interaction
observed by the nursing staff did not significantly differ
between women with a postpartum depression and wom-
en with a postpartum psychosis. No significant differ-
ences were found in either the first week of admission,
T1, or in the final week of hospitalization, T2. However,
in spite of the small nonsignificant differences, the
scores at time of admission to the hospital, as observed
by the nursing staff, tend to be higher for all subscales of
women with postpartum psychosis compared with those
of depressed patients. At T2, the opposite was found; the
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scores at time of release from the psychiatric unit, as
observed by the nursing staff, tend to be lower for all
subscales of women with postpartum psychosis com-
pared with those of the women from the postpartum de-
pression group. Again, it must be pointed out that these
differences were not significant.

Correlations

Table 3 presents the Spearman rho correlations for
the two groups. Several correlations were identified for
the postpartum depression group. At T1, scores on the
3 scales of the PBQ correlate with “physical contact”,
the second scale of the BMIS, and the scores on a spe-
cific scale of the PBQ, “rejection and anger”, correlate
with “eye contact’” as well as with “vocal contact”.

At T2, more scales of the PBQ and the BMIS correlate
with each other for the postpartum depression group.
These correlations are stronger compared with the corre-
lations at T1. All the correlations are significant; the ex-
ception being found in the correlations of the two final
scales of the BMIS (danger for the baby and condition of
the baby) with the analogous scales of the PBQ. Thus, the
scores of the mothers on the PBQ and those of the nursing
staff on the BMIS are more comparable at T2.

The postpartum psychosis group demonstrated no sig-
nificant correlations. Consistent with previous research
(Kumar and Hipwell 1996), the correlations of the scales
“routine” and ‘“‘danger for the baby” indeed could not
be calculated because of a lack of variation of the scores.

Table 3. Association between PBQ and BMIS (Spearman rho correlations) for depressive and psychotic mothers

Postpartum depression (n=13)

Postpartum psychosis (n=12)

Impaired Rejection Anxiety Impaired Rejection Anxiety
bonding and anger about care bonding and anger about care
Tl
Eye contact 0.39 0.55* 0.48 0.49 0.21 0.12
Physical contact 0.65* 0.74** 0.63* 0.39 0.23 0.06
Vocal contact 0.53 0.65* 0.51 0.21 0.04 0.03
Mood 0.17 0.29 0.30 0.40 0.31 —0.06
Routine 0.00 0.15 0.50 0.39 0.34 —0.32
Danger for baby 0.04 0.27 0.39 0.26 0.31 —-0.43
Condition of baby —0.29 —0.12 —0.06 0.16 0.18 —0.34
T2
Eye contact 0.68* 0.64* 0.65* —0.03 —0.09 0.00
Physical contact 0.68* 0.64* 0.65* 20.21 —0.20 —0.14
Vocal contact 0.72** 0.68* 0.67* 0.03 —0.32 0.05
Mood 0.87*** 0.89%** 0.85%** —0.16 —0.08 —0.09
Routine 0.69** 0.75%* 0.72%*
Danger for baby 0.39 0.43 0.43
Condition of baby 0.39 0.43 0.43 —0.32 —0.21 —0.25

* p<0.05; ** p<0.01; *** p<0.001.
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Discussion

This study aimed to increase the knowledge of a mother’s
experience of the bond with her child when the mother is
suffering from either postpartum depression or psycho-
sis. Our study is, as far as we know, the first study which
compared the experience of women with a postpartum
psychiatric disorder, regarding the bond with their child,
with the observations of the nursing staff at different
moments in time, namely, at time of hospitalization
and at time of release from the psychiatric unit.

Differences were being found in the demographic
characteristics of the mothers and their children. With
respect to the result that mothers with a postpartum de-
pression were admitted longer to the psychiatric unit of
the hospital than were mothers with a postpartum psy-
chosis, a possible explanation could be derived from
previous research. A meta-analysis has demonstrated
that women suffering from a postpartum depression can
have long episodes. Between 25 and 50% of these wom-
en even have episodes lasting 6 months or longer (Beck
2002). A significant difference was also to be found in
children of women with a postpartum psychiatric disor-
der. It is not surprising that children of women suffering
from a postpartum depression were significantly older at
time of admission compared with children of women
with postpartum psychosis. Because the onset of post-
partum psychosis is often much more abrupt and severe
compared with the onset of postpartum depression. New
mothers can develop, amongst others, paranoid or bizarre
delusions as early as 2 days after childbirth (Kendell
et al. 1987; Sit et al. 2006).

We had expected that women with postpartum depres-
sion would experience the bond with their child more
negatively compared with women with postpartum
psychosis. In line with our expectations, significant dif-
ferences were found between women with postpartum
depression and women with postpartum psychosis re-
garding their experience of the bond with their child.
As seen in the study by Hornstein et al. (2006), we found
that women with postpartum depression experience
the bond with their child significantly more negative
compared with women with postpartum psychosis. Our
hypothesis regarding time of release stated that the ex-
perience of the bond of mothers with postpartum depres-
sion and postpartum psychosis with their child would
demonstrate a smaller difference compared with that at
time of admission to the psychiatric unit. However, the
study demonstrated that women with postpartum depres-
sion show a significantly more negative experience of
bond with their child compared with women with post-
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partum psychosis at time of release. A possible explana-
tion for the persisting differences could be the nature of
the psychopathology. The prognosis of postpartum psy-
chosis is generally favourable. Women go on to recover
fully (Robertson and Lyons 2003). In contrast, as men-
tioned above, women suffering from a postpartum de-
pression can have episodes lasting 6 months or longer
(Beck 2002). Although no significant differences were
found, the outcome of the CGI suggests that the severity
of the illness at time of release from the psychiatric unit
is higher for the postpartum depression group; as was
confirmed by the observations of the nursing staff with
their BMIS scores. The significant difference in the age
of the child between the two groups could be found to
have an effect on the results. The older age of children in
the postpartum depression group could in itself explain
the greater problems for this group.

No significant differences were found between moth-
ers with postpartum depression and mothers with post-
partum psychosis regarding the mother—infant interaction
observed by the nursing staff. However, it is noteworthy
to mention that the women with postpartum psychosis
show a trend of receiving higher scores at time of ad-
mission to the psychiatric unit, which may suggest that
according to the nursing staff they have more difficulties
in the interaction with their child.

Finally, we had expected that the scoring of the
mothers themselves and the nursing staff would show
higher correlations at time of release. The data con-
firmed our expectations for women with a postpartum
depression. Thus, the experiences of women with a post-
partum depression are more likely to be more similar to
the observations of the nursing staff at time of release
from the psychiatric unit. In contrast, women suffering
from a postpartum psychosis showed, as was to be ex-
pected, no significant correlations with the scoring of the
nursing staff at time of admission. The experience of the
mothers might not be realistic at this point; something
which is not surprising bearing in mind that these wom-
en suffer from symptoms such as confusion, delusions,
paranoia, and hallucinations (Hays 1978; Millis and
Komblith 1992; Wisner et al. 1994). Nevertheless, at time
of release from the psychiatric unit, the assessment of
the mothers with postpartum psychosis and of the nursing
staff did not show significant correlations either. An ex-
planation for these findings is that postpartum psychotic
women are more fully recovered at time of release com-
pared with women with a postpartum depression. Due to
a lack of variation in the scores of the postpartum psy-
chosis group, since overall scores were low, not all cor-
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relations could be calculated for T2. In contrast, women
with a postpartum depression still have symptoms of the
psychiatric disorder at time of release. As mentioned
earlier, long episodes of postpartum depression are not
rare. Even at 1 year after childbirth, mothers who have
suffered from a postpartum depression report significant-
ly higher perceived stress, lower social support, and
lower self-esteem than nondepressed mothers (Wang
et al. 2005).

Limitations

This study has some limitations. First of all, it is likely
that an information bias is present. The nursing staff,
which has the task of observing and assessing the moth-
er—infant interaction, knows the diagnosis of the women
who are admitted to the mother—baby unit. This knowl-
edge could influence their scoring of the women with a
postpartum psychiatric disorder. For instance, women
with a postpartum depression could elicit more sympa-
thy in the nursing staff than women with a postpartum
psychosis. Nevertheless, in the present study, the direc-
tion of a possible information bias of the nursing staff is
not consistent over time. Women with a postpartum de-
pression received indeed a lower score at the start of
hospitalization compared with women with a postpartum
psychosis. However, at time of release, women in
the postpartum depression group have received higher
scores from the nursing staff compared with women in
the postpartum psychosis group. Furthermore, the statis-
tical power to detect significant differences could be low.
Although the group sizes are comparable, the amount of
participants is fairly small, which could result in a type
II beta error such that a significant effect being present
would not be identified. A limitation is that the PBQ was
not developed for women with a postpartum psychosis.
An interesting result of the study regarding the PBQ is
the lack of correlation between the subscale ‘‘anxiety
about care” of the PBQ and the subscale “‘danger for
the baby” of the BMIS, of which correlation would be
expected. A possible explanation for this finding would
be the observation that postpartum depression is mainly
a problem in fine-tuning of the mother’s behaviour
towards her child and not in the more practical interfer-
ence with mothering. This lack in attunement is demon-
strated by the low scores on the BMIS but it did not lead
to an observed danger for the baby. However, in other
studies the same measure, the PBQ, was used in popula-
tions including women with postpartum psychosis as
well (Hornstein et al. 2006). Finally, the measures used
involved subjective information. Nevertheless, the sub-
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jective experience of the mothers with postpartum
depression and postpartum psychosis is of great impor-
tance for the mother—infant relationship. Mother—child
interaction is partly assessed by the experience of the
mother and partly by the manner in which others observe
this interaction. To prevent discrepancy between the ex-
perience of the mother and the observations of others, it
is important to include both elements in research.

Clinical implications

The sample of the present study is highly unique in
terms of rarity and severity regarding the mental health
status of the mothers at a critical developmental period
of their child. Previous research has rather neglected the
study on postpartum psychiatric disorders, especially
postpartum psychosis. Therefore, the present study has
tried to open the discussion on the perceptions and behav-
iors not only of women with postpartum depression but
also of women with postpartum psychosis.

Early assessment and appropriate treatment programs
of postpartum psychiatric disorders are crucial because
of their potentially harmful impact on both the mother
and her child and the progressive nature of postpartum
psychiatric disorders. According to the results of the
present study, concentrating treatment on the experience
of the bond with the child might be of less importance
for women with a postpartum psychosis. Biological
interventions and improvement of the perception of re-
ality might be more important aspects in the treatment of
women with a postpartum psychosis, since the results of
this study tend to demonstrate that women with a post-
partum depression experience more difficulties regard-
ing the bond with their child compared with women with
a postpartum psychosis. However, no conclusions can be
drawn regarding the experience of the mother—infant
interaction by mothers with postpartum psychosis in
the long term. At this moment, follow-up studies are
being conducted on the mother—child interaction and
the development of the children of the women from
the population of this study at the Erasmus Medical
Centre. On the other hand, the results of the present
study implicate that treatment that focuses on the expe-
rience of the mother, such as video interaction guidance,
could be especially beneficial for mothers who suffer
from a postpartum depression. Mothers seem to discover
another image of themselves through watching them-
selves with their child on the video (Vik and Hafting
2006). By this means, false self-beliefs which lead
to negative moods and behaviours can be corrected
(Blackburn et al. 1981).
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Further research in this area has to be conducted to
increase the knowledge on the experience of the bond
with the child by mothers suffering from a postpartum
psychiatric disorder and the role of this experience in the
recovery process. More specifically, it would be benefi-
cial to study the possible differences in underlying fac-
tors between depression and postpartum depression. One
of the most prominent differences is the presence of the
newborn in postpartum depressed women and the co-
occurring feelings and dynamics with respect to the
child. As mentioned earlier, as a result of the present
findings, the question arises whether it is the experience
of the postpartum depressed mother regarding the bond
with her child that is the first thing which improves or
whether it is the depression itself that recovers first. The
effectiveness of, for example, video interaction guidance
should be studied to demonstrate the possible extra ef-
fect of the improvement of the mother—infant bond on
treatment of women with a postpartum depression. It
would be of vital importance for treatment procedures
aimed at women with a postpartum depression when the
underlying maintaining factors in depression and post-
partum depression indeed show a difference. In this
case, besides treatment of the depression, the co-occur-
rence of an adverse mother—child bond needs to be ame-
liorated as well.
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