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(ABSTRACT)

This study gquestioned if women who held unrealistic
positive expectations concerning the postpartum period,
prenatally, would experience more depression and
less positive affect than women whose prenatal
expectations were more realistic in relation to their
postpartum experience. The 45 narried women who
participated in a LaMaze class completed a guestionnaire
at approximately seven months prenatal concerning their
expectations about the postpartum period (6-8 weeks after
delivery), as well as the Beck's Depression Inventory
(BDI) and the Affect Balance Scale (ABS). The
expectations questionnaire was readministered 6-10 weeks
after delivery to compare expectations to actual
experience. The BDI and ABS were also readministered at
this time to provide a change score between prenatal and
postpartum depression and affect;

Positive expectations that proved to be unrealistic
were compared with the BDI and ABS change scores. A high

discrepancy between positive expectations and postpartum



experience was not significantly correlated with
depression on the BDI. However, unrealistic positive
expectations were significantly correlated with decreased
positive affect, postpartum, on the ABS. Three out of the
four positive affect subscales of the ABS were
gignificantly affected by unrealistic positive
expectations. That is, prenatal unrealistic positive
expectations affected these new mothers' positive emotions
of vigor, contentment and joy, rather than their negative
affect or depression. A prenatal self report index of
child care information also correlated significantly with
the discrepancy between expectations and postpartum
experience. Participants with lesgss child care information
had more unrealistic expectations about the postpartum

period.
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THE RELATIONSHIP BETWEEN PREPARTUM.EXPECTATIONS ABOUT THE
TRANSITION TO PARENTHOOD AND ACTUAL
POSTPARTUM EXPERIENCES

Pregnancy, birth and parenthood are still the norm
for the large majority of adults in our society (Entwisle
& Doering, 1981; Neal, Groat & Wicks, 1989). 1In 1988
there were 3,913,000 live births in the United States.
Even though effective contraceptibns have made
childbearing more of a choice than at any other time
(Neal, Groat & Wicks, 1989), only five to seven percent of
the U.S8. and Canadian population choose not to have
children (McCubbin & Figley, 1983}).

Childbirth is often viewed as a desirable event,
often jovful, as a time of renewal and growth (Cutrona,
1982). However the first few postpartum months can be
quite stressful (Fleming, Flett, Ruble, & Wagner, 1990).
Familieg in the "ecritical transition” to parenthood are in
a state of interaction change and reorganization before
theyv establish more stable patterns of behavior (Aldous,
1990). The mothering process can be intensé, preoccupving
and time consuming but also growth producing in the weeks
and months following the birth of a child (Scarf, 1980).

The transition to parenthood is a normative event, or
an expectable change, vet can create more family stress
than events considered more negative such as illness or
death of a family member {Aldous, 1990). TIf the stressegs
encountered are not successfully responded to, old

1
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psychological conflicts may be evoked or new conflicts
arise. A state of poorer mental health for the family may
be the result (Parad, 1965).

The early postpartum period, for women, constitutes a
time of increased psychological distress, especially
typified by depression symptoms (O'Hara, Zekoski, Philips
& Wright, 1990). Up to 80 percent'of new mothers
experience some form of postpartum depression {(Cutrona,
1982). This is usually experienced as mild forms of
dysphoria or depression involving symptoms such as
tearfulness, irritability and feelings of inadequacy.

This state of dysphoria is usually self limiting at 6 to
12 weeks but may persist for a year or more (Fleming,
Flett, Ruble & Wagner, 1990).

Adaptation postpartum has ramifications beyond the
mother's health. The ways couples' cope with and adapt to
the transition to parenthood can have a long-term negative
or positive impact on the quality of their marital
relationship (Schuchts & Witkin, 1989). Since'the
family unit is made up of interdependent members {Aldous,
1990) the quality of the marital relationship in turn
affects the quality of their parenting (Schuchts &

Witkin, 1989). Postpartum stressors can create tension in
other areas of family life which in turn become conflicts
themselves (Parad, 1965). The infant may suffer if the
mother is so depressed she cannot understand or respond to

her baby's needs and rhvthms (Kobavashi & Brazelton,
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1984). Fleming et al. (1988) reported that even mildly
depressed mothers responded in more negative ways toward
their infants than did their non depressed counterparts.

The nuclear family's relationships with members of
the immediate, extended family and kin networks can also
be changed by the introduction of the first newborn
(Sussman, 1988). Some researchers have traced potential
"ripple effects" of family transitions across several
generations (Aldous, 1990).

Many theoretical models of postpartum depression have
been proposed and cover a wide range of perspectives.
Because of the many disciplines involved it is a topic
hampered by lack of consistent definitions and instruments
(Whiffen, 1988a).

Multiple explanations of postpartum depression have
come from the psychoanalytic viewpoint. These include
regression, unresolved oedipal conflict, conflicts with
the maternal role; anxiety and neuroticism, and hostility
(Affonso & Domino, 1984; Cutrona, 1984; Hees-Stauthamer,
1985; Hopkins, Marcus & Campbell, 1984; Kraus & Redman,
1986; Shereshefsky & Yarrow, 1973).

Personality theorists explain postpartum depression
in many ways. The most popular of these propose cognitive
styles associated with depression and attributional
theory. The postpartum depressed mother has learned to
perceive, interpret, or evaluate events or situations in a

way that makes the events more stressful or: negative for
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her (Affonso & Domino, 1984; Blaney, 1985; Cutrona, 19841;
Lewinsohn, 1974; Rickel, Gerrard & Iscoe, 1984;
Shereshefsky & Yarrow, 1973}).

Other explanatory models include the interaction of
biophysical demands and adjustments. Proposed causal
factors for depression include a genetic predisposition,
previous depresgive episodes, and a drop in estrogen,
progestrone and/or prolactin as well as the
neurchoromones. The physiological changes that occur with
childbirth in turn affect the psychological health of the
new mother, especially for those women who may be
sensitive to endocrinological changes (Affonso & Domino,
1984; Ciaramitaro, 1978; Hopkins, Marcus & Campbell, 1984;
Leifer, 1980; Rickel, Gerrard & Iscoe, 1984; Scarf, 1981).

Pogstpartum depregssion has also been linked to the
availability of social support and the type of social
gupport accessible to the new mother (Cutrona, 1984;
Hopkins, Marcus & Campbell, 1984; Kraus & Redman, 1986;
Rickel, Gerrard & Iscoe, 1984). Research has found
a clear relationship between depression and having an
impoverished or dyvsfunctional social network. The
direction of causality between the two variables remains
in debate (Blanev, 1985).

Marital difficulties and postpartum depression have
been associated in several studies (Arizmendi & Affonso,
1984; Cutrona, 1984; Lederman, Raff & Carrol, 1981;

Shereshefsky & Yarrow, 1973). Depressed mothers have
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reported that both instrumental ana emotional support were
less accessible to them than to non-depressed mothers. A
confiding relationship with the husband was identified as
an important variable in a woman's adaptation in the
postpartum period {(Hopkins, Marcus & Campbell, 1984).
The degree to which the husband was able to provide
both emotional support and help in caring for the infant
and the household were also linked to maternal depression
(Leifer, 1980).

Ancther asgssociation that researchers are pursuing is
that between postpartum depression and stregsful life
events. Researchers conceptualize childbirth and the
introduction of the infant to the home as an "acute social
event", a major stressor that disrupts the previous
patterns of living and requires new behavior patterns.

The greater the degree of disruption and therefore stress,
the greater the vulnerability toward emotional disturbance
(Atkinson & Rickel, 1984). Additional stressful 1life
events bevond those associated with childbirth and child
care that occur during the course of pregnancy or in the
early postpartum period may play a role in the development
of a postpavrtum depressive episode (Cutrona, 1984;
Hopkins, Marcus & Campbell, 1984). Specific stressful
life events that have been studied include environmental
stress, (Hopkins, Marcus & Campbell, 1984), financial
strain, bereavement, onset of disease in self, (Cutrona,

1984), a Jjob loss, (Rickel, Gerrard & Iscoe, 1984) and
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giving birth to an infant who was af risk due to
prematurity or disease {(Cutrona, 1984).

In exploring what is stressful about a life event,
such as new parenthood, some researchers have examined the
extent to which the event is anticipated, and the extent
to which individuals felt they had some control over the
stressor event. Many of these researchers believe that a
critical variable in decreasing stress is the individual's
cognitive appraisal of an event, expectations being a
component of the appraisal (Weinberg & Richardson, 1981).

It has been stated that the transition to parenthood
encompasses manyv stresses. Just as a supportive social
network <an be a buffer in the face of stress, being
psychologically prepared for a stressor event can mediate
its negative effects {(Entwisle & Doering, 1981).

Applev and Trumbull (1986) describe preparedness as,
"accurate anticipation of an event, accurate information
about the substance of and/or likely results of an event
and an awareness of the means for reducing the stress or
of escaping from it" (p. 42). The level of preparedness
can determine the impact of a stressor event. According
to this theory the degree of control and/or influence the
individual has over that event reduces the level of stress
created by the event.

A stressful event can lead to a more negative outcome
when positive expectations meet a reality that is not as

positive as anticipated. Whenever expectations exceed the
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reality but do not reach a balance after a. certain period
of time the stress of "unattainable expectations" can be
experienced (p. 72). This stress can lead to deflated
enthusiasm, cynicism, dissatisfaction and illness
(Goliszek, 1987).

The transition to parenthood can be difficult yet is
ig often accompanied by family or'individual exXpectations
that do not recognize or validate the new stresses that
may occur at this time. It may not be the experience
itself that is so overwhelming but the anxiety and guilt
generated when the experience deviates from the family
expectations (Kraus & Redman, 1986). The idealized image
of parenthood burdens new parents to live up to the ideal
(Grogsman, Eichler and Winickoff, 1980).

In many ways American women are not prepared for the
abrupt transition to motherhood. There are several
cultural myths and stereotypes about motherhood that
contribute to a woman's idealized expectations and serve
as potential contributors to postpartum depression (Dix,
1985; Kraus & Redman, 1986).

Steffensmeirer (1982) found the impact and transition
to parenthood more difficult for mothers than fathers
because of several factors: One being that they
experience a greater discrepancy of expectations between
reality and the romantic notions of motherhood. Leifer
{(1980) found that many new mothers had internalized these

myths and felt that any difficulties they experienced were
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a result of their own 1imitations,'mothers:then blamed
themselves. If new mothers' emotional reactions do not
match their expectations, they may experience guilt and
self-doubt, even towards their baby (Reading, 1983).

Typical expectations reported by new mothers
illustrate the lack of reality based perceptions of the
postpartum period. Only 14% of pregnant women in Mercer's
study (1986) presented realistic perceptions of motherhood
that incorporated both positive and negative aspects of
parenting. Shereshefsky and Yarrow (1973) proposed that
if a woman could be helped to see the difficulties
inherent in parenthood ahead of time, the impact would
be decreased.

The theory of anticipatory socialization and its
affect on maternal adaptation during the postpartum period
has been studied. Shereshefsky and Yarrow (1973)
concluded that if a pregnant woman could visualize herself
as a mother she would have more confidence in the maternal
role, less anxiety with infant care and would improve her
family's chances of overall adaptation.

Maternal postpartum adaptation was also enhanced in
Steffensmeirer's study (1982) of anticipatory
socialization. Pregnant women had prenatal contact with
other new mothers and practiced an imagined rehearsal in
the maternal role.

Information seeking during pregnancy has been found

to be related to maternal self-definition and self
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confidence. Prior child care expérience was also found to
affect maternal attitudes during the postpartum period
(Fleming, Flett, Ruble & Shaul, 1988).

It is obvious that there are multiple tasks,
situations and feelings that may not be adequately
imagined or considered before becoming a mother. The set
of expectations a mother-to-be creates and her own
personal experience when she is living the postpartum
period may be dissimilar (Sussman, 1988). Stress and
difficulties within the family can occur to the extent
that the new mother's postpartum period is different from
the "script" of how she anticipated the transition to
parenthocod to be (Schuchts & Witkin, 1989).

Belsky (1985) found that women whose postnatal
experiences were worse than they expected, experienced
declines in feelings of love and satisfaction with the
marriage, and increases in feelings of ambivalence and
experiences of conflict. He concluded that the stress of
becoming a parent and parenting an infant would be
greatest for mothers whose prenatal expectations proved
overly optimistic either in overanticipating posgitive
effects or in underestimating negative effects.

The purpose of this study was to examine the
relationship between unrealistic positive expectations
about motherhood prepartum, postpartum depression and
positive affect. Prenatal expectations of mothers-to-be

were compared to their pogstpartum experiences. It was

=
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hypothesized that .the more positivé expectations that
were proved unrealistic, the more depression and lesgs
positive affect new mothers would experience.

Methods

Problem Statement

The specific questions addressed by this research
follow: Will women with unrealisitic positive
expectations prenatally, experience more depression
postpartum than those women whose prenatal anticipations
were realistic in relation to their postpartum experience?

Specific hypotheses stated in the alternate form
include:

1. The more unrealistic positive expectations held
bv a pregnant woman prepartum, the greater the increase in
depression as measured by the Beck's Depression Inventory.

2. The more unrealistic positive expectations held
by a woman prepartum, the less positive affect will occur
postnatally as measured by the Affect Balance Scale.

A secondary hypothesis:

3. Prenatal child care information, determined by
two self report measures, will have a significant
negative relationship with prenatal, unrealistic positive
expectations.

Design

This research project used a self report

questionnaire design administered twice; between seven and

eight months prenatally and six to ten weeks postpartum.
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The Affect Balance Scale and Beck'é Depression Inventory
were used for pre and post testing. A questionnaire
surveving expectations regarding common topics and
concerns of women in the postpartum period was
administered during the prenatal period as the third
protocol. The same survey was used postpartum with the
wording changed to reflect the woman's change in status
from expectant to delivered.

The prenatal set of questionnaires were introduced
and administered, in person, in small class groups. The
pogctpartum questionnaires were completed over the
telephone.

Subijects

Participants were enrolled in LaMaze childbirth
classes at a non profit hospital serving a suburban/rural
community. The requirements for the class were that
expectant mothers bring their to-be labor coaches and a
$50.00 fee.

Every six week class followed the same basic course
outline though teachers may have changed. The course
included some information concerning the postpartum period
including phyvsical and emotional changes and infant care.
This information was not presented to the participants
until after the prenatal set of questionnaires were
completed.

It was decided that volunteer couples would be

excluded from the postpartum set of questionnaires i1f they
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had multiple infants, or preterm infants;:those born
before the 37th week. It was also decided to exclude
women who had extensive complications during pregnancy
and/or labor and delivery, and those whose infants were at
medical risk either at birth or during the postpartum
period. Allowed for the research were non-emergency
Caesarean sections, forceps and induced labor. Women with
babies who had a handicapping condition such as cerebral
palsy, respiratory problems or mental retardation were not
included in this study. The hospital sponsoring the
LaMaze classes used in this study was not equipped to
gservice high risk pregnancies, deliveries, or infants.
Those women and/or infants were routinely referred, if
possible, during the pregnancy, to a teaching hospital one
hour away. None of the above mentioned restrictions
occurred with this sample.

There were 52 gquestionnaires distributed to expectant
primiparous mothers prepartum and 45 completed postpartum.
There was a response rate of 87%; four could not be
contacted by phone postpartum, two were not married and
one had had a miscarriage.

The 45 expectant mothers were all married with their
husbands as their coach. The average vears married was
3.6, with a range of 1 to 12 years. The subjects varied
in age from 20 to 39 vears with a mean of 25.7 vearsgs.

From the 45 respondents, 57% had a gross family income

between $15,000 and $24,999. Of the expectant women, 72%

o
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were not working outside of the héme at the time of the
prenatal set of questionnaires. The educational level of
the mothers-to-be varied with 55% completing high school
and/or up to two vears of college, 20% completing three
vears of college and 25% receiving Bachelor's degrees.
Five participants reported a previous history of
depression or a history of depression in their family.

Planned pregnancies were reported by 28 subjects.
Twentyv-three percent of the subjects had complicated
pregnancies or had been told they would have a Caesarean
section, forceps or induced labor. Most couples (n=37)
had been trying a maximum of six months to become pregnant
with 33% of those reporting either "not trying" or
becoming pregnant the first month.

Results of a birth order question revealed that 4.4%
of the mothers were only children, 37.8% were the eldest
in their family, 28.9% were in the middle of their
siblings, and 28.9% were the youngest in their family.
The majority (73.3%) had relatives living nearby.

Instruments

The Beck Depression Inventory is an instrument
designed to measure behavioral manifestations of
depression. It is a self-report inventory with 21
symptom-attitude categories which are judged to be
characteristic of depression. The participant rates him
or herself on a series of four point ordinal scales.

Scores are summed to produce a total BDI score (Goldberger
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and Breznitz, 1982).

A Pearson Biserial r correlation between the BDI and
the clinical judgements of depth of depression was
reported by Beck (1967) as .67 in two separate studies.
When the BDI and the Depression Scale of the MMPI were
used as criterion measures, concurrent validity was
obtained with a product moment coefficient of .67 with the
change scores before and after treatment. Construct
validity has been established with other scales such as
self concept and hostility, and measures such as sense of
humor, masochistic dreams, and response to anti-depresgsant
drugs (Beck, 1967).

The BDI has been used by several researchers as a
standardized measure of postpartum depression (Atkinson &
Rickel, 1984; Flannery and Wieman, 1989; O'Hara, Zekoski,
Philipps and Wright, 1990; Pfost, Stevens and Lum, 1990;
Whiffen, 1988b). Whiffen (1988b), however, found the BDI
to be insensitive to postpartum women who meet the
criteria for minor depression.

In addition, several items on the BDI may be
inappropriate because of the phvsical demands and changes
of pregnancy and the postpartum period. These include
appetite and sgsleep patterns, fatigue and effort to work,
health concerns and interest in sex. Women's prenatal and
postpartum regponses to these items may be influenced by
normal developmental changes of a physiological nature in

combination with the c¢are of a newborn.
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O'Hara, Zekoski, Philipps and Wright (1990) found the
major element of distress experienced by childbearing
women (as compared to non childbearing women) was directly
related to the physical changes associated with pregnancy
and childbirth. The significant differences between the
two populations were found on the Somatic subscale of the
BDT.

Because of these possible limitations with the BDI,
Derogatis's overall measure of affect, the Affect Balance
Scale (Mitchell, 1985) was also administered. New mothers
often report experiencing strong positive affect as well
as depression. The ABS was selected to tap into both
realms of these feelings. The ABS includes four positive
affect dimensions and four negative dimensions. It is a
forty item adjective instrument that scales mood
adjectives on a five point scale from "not at all" to
"extremely"”. Summations across the eight affect
dimengicns lead to positive and negative affect totals.
An overall difference score between the two brovides the
summary score (Goldberger & Breznitz, 1982). The author
has reported test retest alpha coefficients of each
subscale ranging from .787 to .944 using 355 psychiatric
inpatients (L. Derogatis, personal communication, 1991).

The third instrument, the expectations questionnaire,
consisted of 30 items which asked guestions covering the
topics of social support, including marital quality and

support, infant care, obstetric and associated postpartun
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expectations, role conflict, maternal feelings and
identity and postpartum "blues" or depression.
Participants rated these questions on a four point
descriptor scale, 0 being "haven't thought about it" to 4
being "a great deal; very much".

This questionnaire was developed for the purposes of
this study to assess the expectations of women prior to
delivery of a first child. The instrument was developed
to have éontent validity. First, the literature was
searched for indicationsg of dimensions which might be
relevant. 1In addition, several focus groups of mothers,
not included in the final sample, were convened. From the
information gathered from these segsions a preliminary
questionnaire was developed. This questionnaire was
administered to a second group of mothers and comments
were incorporated into a revised instrument. This
revision was presented to two independent groups of health
care professionals. The final questionnaire‘was the
result of this process.

Since the instrument conceptually consists of
related, but partially independent subscales the internal
consistency of the instrument was not assesgssed. There
were insufficient subjects available to do a formal
test-retest reliablity. However, because of the multiple
stages in the developmént of this preliminary instrument,
it appears to have high face validitv. An investigation

of the properties of the instrument would be of interest
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in a future study.:

The new mothers were asked the exact set of questions
to which they responded prenataily. Response scores
postpartum were subtracted from the prenatal scores and a
total <¢hange score derived.

Procedure

Couples began attending childbirth classes in their
seventh and eighth month of preganancy. At the first
class thev were asked to voluntarily complete the first
set of three guestionnaires. The participants provided
their phone number and projected delivery date. Subjects
were contacted six to ten weeks after their delivery date
and completed the postpartum set of questionnaires via the
telephone. At that time any information that might
disqualify the respondent was sought and recorded.

Results

The two major hypotheses involved change scores. The
depresgsion change scores were calculated by subtracting
the prepartum from the postpartum scores for' the BDI. The
ABS change scores were derived by subtracting the
postpartum ABS Index from the prepartum ABS Index.

The difference in total expectations was derived by
subtracting the prenatal answers and the postpartum
answers on the expectations questionnaire. Means and
standard deviations of the three variables; the BDI
change score, the ABS Index change score and the

Expectations change score are displayed in Table 1.
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Table 1

Means and Standard Deviations for the Three Major
Variables

M SD
BDI Change Scores .733 6.940
ABS Change Scores .377 .812
Expectations Change Scores 1.755 6.945

Hypothegis 1 stated: The higher the unrealistic
positive expectations prepartum, the higher the depression
as measured by the BDI. If this hypothesis were upheld it
should be reflected in a positive correlation between
change scores for unrealistic positive expectations and
BDI change scores. A Pearson's product moment
correlation coefficient was calculated between these
values to test this hypothesis. The correlation was not

significant at the .05 level, One tailed, r (43)=.19 {(see

Table 2).

Table 2

Correlations Between the Three Major Variableg

BDI Change ABS Change
Scores Scores
BDI Change Scores 1.000
ABS Change Scores -.621 * 1.000
Expectations Change Scores .199 -.249 *

*x p<.05

To explore whether the hypothesized relationship

might hold only for subjects with more extreme changes in
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expectations, the 14 subjects who scored the lowest on
difference in total expectations change and the 15
subjects who had the highest scores in difference in
expectations change were compared again with the BDI using
an independent t-test. Again, the relationship between
postpartum depression and unrealistic positive

expectations was not significant, (t{(1,27)=-.97, p>.30)

(see Table 3).

Table 3

BDI Change Scores for Lowest and Highegt Expectations
Change Scores

Low High

M SD M SD t value

BDI Change Score -.85 4.76 .86 4.82 -.97

p> .05
The mean BDI depression levels of the subjects
prenatally and postpartum were within one point of each
other. Both prenatal and postpartum means were in the
"normal" level of depressive symptomologyv as indicated on
the BDI. The postpartum BDI results revealed a higher
level of depression, "moderate depression”,
experienced by only two subjects (see Table 4).
Hypothesis 2 stated that the more unrealistic
positive expectations a woman held prenatally, the less
positive affect would be experienced postpartum as

indicated on the Affect Balance Scale. A Pearson's



Table 4

BDI Depression Levels

20

Prenatal Postpartum

n % n %
normal 36 80.0 37 82.
mild mood disturbance 7 15.6 4 8
borderline clinical 2 4.4 2 4
moderate depression 0 10.0 2 4.
Mean 7.2 8.0
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correlation coefficient between the change in the Affect
Balance Scale and the total expectations change score
was significant, (r(43)=-.249, p<.05). As prenatal
unrealistic positive expectations increased,
changes in Affect Balance Scale scores decreased
indicating less positive affect, thus supporting this
hyvpothesis (see Table 2).

To explore which subscales of the ABS were
influencing the overall signhificance of the ABS and
unrealistic positive expectations, separate Pearson's
correlation coefficients were calculated between the total
expectation change score and each of the ten subscale
change gcores of the Affect Balance Scale. Significant
individual subscale negative correlations of the ABS were
found on the change in the total positive affect score,
(r(43)=-.39 p<.005), as well as the change in the joy
subscale, (r(43)=-.25 p<.05), the change in the
contentment subscale, (r{43)=-.40 p<.005}, aﬂd the change
in the vigor score, (r(43)=-.35 p<.01). None of the
negative affect subscales (guilt, hopelessness,
depression, anxiety), showed a significant relationship
with the total expectations change gcore. The changes in
the ABS from prenatal to postpartum were primarily related
to decreases in positive affect and not increases in
negative affect. Those wémen whose postpartum experience
was not as positive as they expected prenatally,

experienced a decrease in positive affect but not an
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increase in negative affect (see Table 5).

It follows that the two instruments, Beck's
Depression Inventory and the Affect Balance Scale would
both measure similar effects in the change in
depression/negative affect between the prenatal and the
postpartum score. A Pearson's correlation coefficient was
used to test this agsumption. A gignificant negative
relationship was found between the Affect Balance scale
Index chénge score and the depregsion change score,
(r(43)=-.62, p<.005) supporting the assumption that bhoth
instruments measure the same concepts (see Table 2). The
BDI depression change score also correlated significantly
with eight out of the ten subscale change scores of the
ABS as shown in Table 6. This suggests that changes in
the Affect Balance Scale and the BDI measure the same
negative affect/depression; but prior results of this
study suggest that the ABS is a more sensitive instrument
with regards to the relationship between posfpartum
depression and prenatal expectations. This may be
attributed to its ability to measure shifts in positive
affect rather than those of negative affect.

Hypothesis 3 stated that there would be a
negative relationship between a pregnant woman's child
care information and unrealistic positive expectations.
The amount of child care information was calculated by
using two self-report questions. Respondents chose "very

little", "a moderate amount”" or "a great deal"” to report































































































































































































































































