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1. Introduction

It was Freud in 1940 [1] who referred to the mother’s bond with a child as “unique, without
parallel”, and who has asserted that the mother is “established unalterably for a whole life‐
time as our first and strongest love object… the prototype of all later love relations”. It is the
trust created in the mother-baby bond that sets the stage for the adult’s later relationships.
At core, this trust comes from the most basic level of relating, including with touch that can
be felt both literally and symbolically. Successful relating comes from the mother’s ability to
connect with her baby from one mind to another as associated to empathic identification
with baby’s state of mind; the Winnicott’s primarily preoccupation. It is also important that
mother connects with her infant from one body to another, defining boundary between in‐
ternal and external space, forever impacting psychological development. These early senso‐
rial encounters than become the basis for our experiences of self and identity.

The psychological well-being of a mother during the pregnancy and after the birth can have
a profound effect on the care she provides for the baby. The baby needs eye contact, affec‐
tionate handling and sound stimulation for successful development. Postnatal depression
(PND) can impair mother’s ability to provide a baby with these stimulations [2]. Parental
psychological influences and adverse lifestyle choices have consistently demonstrated an
impact upon the outcome for newborn infants and have impact on them also in their adult‐
hood. One of such situations is also maternal depression. Therefore the aim of intervention
strategies for this condition is to break this cycle [3].

Improving maternal depression does not, in itself, necessarily improve mother–infant inter‐
action [4]. Different interventions that enhance creation of mother-infant relationship can be
therefore considered as crucial for the benefits of parent-infant dyad when mother is de‐
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pressed. Already in 1977 Field [5] has recommended teaching mothers both - about infants’
cues and also about the baby massage.

Based upon these recommendations, the following chapter aims to present arguments of
benefits to improve PND for two interventions (Newborn Behavioural Observation – NBO
and infant massage).

2. Background

Postnatal  period  can  be  very  demanding  for  a  new  mother;  acceptance  of  new  role,
changes of a lifestyle and continuous care for the baby can be tiring. In the postnatal peri‐
od family with a baby receives postnatal care at home. Ideally by the midwife who cared
for  the  woman  during  the  pregnancy  and  birth.  Beside  the  check-up  for  the  woman’s
physical changes and care of the newborn, midwives should offer support and advice on
adaptation to parenthood and be aware of signs of poor emotional well-being [6]. Postpar‐
tum mood disorders  represent  the  most  frequent  form of  maternal  morbidity  following
delivery [7].  Midwife can include certain practices in the routine postnatal  care that can
help women raise her self-esteem in transition to motherhood and consequently alleviate
depressive mood.

2.1. Postnatal period and postnatal depression

There is no specific definition of PND [8]; the debate, whether this is a general depression,
incidentally occurring after the birth of a child or whether it is an entity on its own, still
lasts. PND is categorized as major depressive disorder. Symptoms are similar to a general
major depressive episode [9]. Three of the symptoms from the seven listed in the ICD 10
classification or four from the eight symptoms listed by DSM IV [10] must be present in or‐
der for woman to be diagnosed with PND. However symptoms may be masked by the com‐
mon changes of postnatal period (fatigue, weight loss, tiredness ect.) [11].

As the definition of PND, also the duration and the onset of PND are not clearly defined.
The crucial time for onset is around third [9] to sixth week postpartum [8,11], but some
women can develop PND from pre-existing depressive states prenatally [3,12]. If untreated,
PND can last up to the end of first postpartum year [11] or even longer.

Longitudinal and epidemiological studies have estimated different prevalence rates of PND,
ranging from 3% to more than 28% of women [7]. Beck and Gable [13] report 12% preva‐
lence of severe depression and 19% of minor.

It is still not known exactly what triggers the outbreak of mental disturbances in the postna‐
tal period [14]. The literature regarding the aetiology of PND is inconclusive and many re‐
searchers support the theory of a synergistic effect of several factors [15,16.] The quantity of
the risk factors identified in the literature calls into question their usefulness at predicting
PND [17]. According to experts [18] the presentation of PND varies individually. Since
women are individuals, a healthcare professional would be required to have in-depth
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knowledge about their personality, life situation and expectations regarding the mother‐
hood in order to successfully interpret their behaviour postnatally.

Women with PND rarely seek help on their own (sometimes because they are not aware of
the reason for their bad mood or might be afraid of stigma associated with mental illnesses),
it is estimated that approximately 50% of cases of PND go undetected by health workers
[13]. It is therefore recommended that screening should be performed as a part of routine
postnatal care [19].

In  depression with  mild  to  moderate  symptoms,  non-pharmacological  treatment  is  pro‐
posed [20]. Because many women decline pharmacological treatments, these interventions
are often the first line treatment [21]. Despite the fact that some experts believe that these
therapies are unhelpful in the long term, they admit that there is an improvement in ma‐
ternal mood right after their application [4,22]. Antidepressants may be considered for use
in women with mild, moderate or severe PND, only when they are unresponsive or reluc‐
tant to participate in non-drug management programmes [23], if the woman is at risk of
suicide or infanticide, or has severe depression that does not respond to non-pharmaco‐
logical treatment [20]. A lot of new methods of complementary treatment are currently be‐
ing evaluated in order to help women with PND, for example acupuncture [24], massage
therapy [25],  bright light therapy [26,27],  kangaroo (skin to skin) therapy [28] or regular
physical activity [29,30] ect.

There is an on-going debate whether PND is an illness or normal and understandable re‐
sponse to difficulties of motherhood [31]. However it was never denied that women need
help to cope with these feelings. It is a general tendency that woman should be treated at
home in a known environment with the support of partner and other family members. PND
can affect all family members, therefore all interventions should be family centred [32].

2.1.1. Impact of maternal depression on infant

It has been suggested that the child may be a factor in the development of PND, particu‐
larly in the case of multiple pregnancies, when the child is immature or has special needs
[33].  Others have suggested that demanding childcare on its  own could be a trigger for
PND [34]. McIntosh [35] interviewed mothers to identify the main cause of PND. Women
perceived motherhood as such to be the strongest risk factor, because it entails cyclic, de‐
manding and responsible work that isolates them and robs them of their freedom. Addi‐
tional burdens were lack of support and lack of time for themselves. Depressed mothers
report significantly higher perceived stress, related to the child care and lower self-esteem
in connection to motherhood abilities [36]. They often perceive their infants to be demand‐
ing [37,38] although there is no evidence as to whether PND is a condition which is pro‐
voked by the demanding temperament of the child or whether the mothers’ perception of
the child’s behaviour is distorted or made more sensitive to the child’s demands by the
presence of PND [39-41].

Ambivalent feelings towards pregnancy and child or other stress related situations prena‐
tally may provoke antenatal depression [11]. The maternal depression during the pregnan‐
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cy may takes its toll on the well-being of the foetus. Depressed pregnant woman may eat
and sleep less well [42] and are more likely to live unhealthy [43]. Prolonged anxiety and
depression can change ability of mother’s body to absorb nourishment; therefore newborn
babies can be of low weight [44]. Prenatal depression has been clearly associated with the
risk of prematurity and/or low birth weight [45]. Besides that, some researchers [46] found
that physiological markers of individual differences in infant temperament are identifiable
in the foetal period, and possibly shaped by the prenatal environment; that is in this case
affected with prenatal depression and therefore exposed to stress hormones [47-49] and ef‐
fects  of  biochemical  imbalance  [50].  Neonates  of  antenataly  depressed  mothers,  tested
with Brazelton Neonatal Behavior Assessment Scale (NBAS) showed inferior performance
on  orientation,  reflex,  excitability  and  withdrawal  clusters  [51].  Because  they  were  ex‐
posed to the high level of stress hormones during the pregnancy, babies of antenatally de‐
pressed  mothers  usually  cry  more  and  for  longer  periods  [44]  and  can  be  therefore
perceived as more demanding by mothers.

Postnatally depression continues to have negative impact on child development [52]; espe‐
cially from the aspect of the emotional, behavioural, and cognitive functioning [53,54]. PND
occurs at a time when the foundation of the mother-child relationship is being laid. It has an
effect on the mother’s parenting abilities, which can have an adverse impact on the child [4],
as the infant’s need for love may be unsatisfied [55] and later the communication between
them is impaired [4]. Hagen [56] claims women with PND exhibit fewer positive emotions
towards their children, are less responsive and less sensitive to infant cues, have a less suc‐
cessful maternal role attainment, and have consequently infants, who are less securely at‐
tached. Their parenting style is more punitive; with less positive engagement [4].
Depression could act to weaken parents’ ability to regulate child’s emotions, potentially af‐
fecting temperament development [57]. A depressed mother is less positive, less contingent,
and shows less vocal and play interactions to her child. Maternal responsiveness has been
viewed as important element of child development that gives infant social, emotional and
cognitive competencies [58] and promotes development of communication [59,60]. There‐
fore some researchers claim that mother’s sensitivity is crucial [61], however it is impaired
when mother is depressed [62]. Resulting from the mother’s depressive symptoms, the in‐
fant shows less positive affection, less contingent behaviour [63- 67], sleep and eat less [64]
and can have problems in regulating emotions at 7 months; therefore is perceived as child
with difficult temperament by mothers [68,69]. A wealth of empirical evidence demonstrates
that maternal and parental depression has been strongly associated with an increased inci‐
dence of attachment maladaptation, behavioural and emotional problems, altered cognitive
and motor development and reduced social interaction abilities in infants [70-76]. Studies
showed also poor physical status of infants of depressed mothers [77]; they are at the rela‐
tive risk to be underweighted, maternal depression predicts poorer growth and frequent ill‐
nesses later in childhood [78]. Depressed mothers relate to their infants less and therefore
infants of depressed mothers show fewer positive facial expressions [79,80]. Children of de‐
pressed mothers might be less active, irritable, can suffer from palpitations and have lower
muscle tone [81]. Babies can suffer from micro-depression as they mirror their mother’s feel‐
ings in order to stay connected to her [82,83]. Mother-infant dyad is often treated as insepa‐
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rable in the first 3 months after the birth; some [84] naming it the fourth trimester of the
pregnancy. Therefore child must be included in the treatment of maternal depression.

Beck [34] writes that depressive mood disorder not only have adverse effects on maternal-
infant interaction during the first year of age, but may also have long-term effects on child
over the age of one year. There is a more strong connection between maternal depressive
mood and infants [85]; long-term paternal depression has affected only male children
[40,76]. The mother’s on-going depression can cause harmful effects also for siblings and can
contribute to emotional, behavioural, cognitive, interpersonal [4,81,86] and psychomotor
problems [87] of children later in life. Evidence show that they can be at risk for learning
deficit [88]. Besides, children whose mothers develop PND are themselves proned to anxi‐
ety, depression and other mental illnesses later in life [45,89,90,91].

2.1.2. Impact of maternal depression on mother – infant interaction

The passing on of life from parent to child is one of the greatest privileges that come to
women and man. But with the privilege there comes the responsibility. Most mothers find
gratification in the maternal role despite the challenges, however depressed mothers experi‐
ence less gratification [92].

At the beginning of the newborn’s life his survival is completely dependent on another per‐
son who feeds, protects and nurtures him. There is evidence emphasising the importance of
a quality of early infant – mother, or other caregiver’s interaction and the quality of attach‐
ment to child’s development [93]. One of the unique properties of humankind is the capacity
to form and maintain relationships. The importance of effective human relationships lies in
the fact that in many ways they determine the quality of our lives [94].

Human development occurs within relationship from the beginning of life. Newborn baby
experiences and internalizes what mother experiences and feels. All relationships and en‐
counters with mother, baby, and father during this primary period affect the quality of life
and baby’s foundation, therefore supportive, loving, and healthy relationships are integral
to optimizing primary foundations for baby [95].

There is a clear difference between bonding and attachment. Nevertheless, many healthcare
professionals and non-professionals continue to use the terms interchangeably [96]. Bonding
is the initial emotional connection mothers make with their newborns [97], whereas attach‐
ment which is more complex than bonding [98] is the relationship that develops between
mother–baby couple during the first year of the child’s life [97] and includes an emotional
component that requires time to process [98]. The importance of distinction between bond‐
ing and attachment lies in the fact that bonding has not been shown to predict any aspect of
child outcome, whereas attachment is a powerful predictor of a child’s later social and emo‐
tional outcome [96]. Nevertheless, if bonding is disturbed, then maternal-infant attachment
can also be interrupted [99].The maternal–infant attachment begins to develop as early as in
pregnancy [100]. The nine month period of pregnancy is not solely concerned with the phys‐
ical development of the fetus. It is suggested that the development of women into a mother
is equally dynamic and integral to the woman’s own identity, her role identity, the identity
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of the developing fetus and the relationship between them [97]. After birth the production of
oxytocin during lactation increases parasympathetic activity which reduces anxiety and fos‐
ter mother to infant emotional evolvement. Maternal oxytocin circulation can therefore pre‐
dispose women to form bonds and show bonding behaviour [100]. This is also one of the
reasons why the first minutes after birth are so important. It is believed that birth and bond‐
ing are critical developmental process for mother, baby, and father that form core patterns
with life-long implications. The best outcomes for the baby and mother occur when mother
feels empowered and supported. The natural process of birth is to be allowed; to unfold
with minimal intervention and no interruption in mother-baby connection and physical con‐
tact [95]. Sensitive nurturing care is supposed to be the basis of secure attachment [97] which
forms the most important basis for the child's psychological growth and development [101].

It is well known, that the postpartum period is the most sensitive period of life for develop‐
ment of mother-child interaction. Childbirth experience and transition to motherhood are
very special experiences that make a mother incomparably capable of caring for her child
[102]. The first few months of an infant’s life have been shown to affect later infant attach‐
ment [103]. Because after birth mother’s physical and emotional state can be adversely af‐
fected by exsostion, pain, anaesthesia, ect. a delay or block in attachment can occur [104].

The first few months after birth could be regarded as a highly sensitive period for the develop‐
ment of the mother–infant relationship [105]. Unfortunately, some mothers find it hard to re‐
late to their  new baby,  and such failure may have long-term effects on the infant [106].
Nevertheless, bonding is a complex, personal experience that takes time and luckily the baby
whose basic needs are usually being met won’t suffer if the bond is delayed for some time at
first [107].

Even though many researchers have investigated the emotional tie between a mother and her
infant [108] studies on attachment are largely focused on attachment from a child’s perspec‐
tive, while studies on attachment of the mother to her child are limited [97]. The research
showed that women with more or stronger depressive or anxiety symptoms show less feelings
of bonding with their infants. Feelings of hostility, rejection, anxiety and dissatisfaction in the
relationship with their newborn infants were noticed [108]. Depressed mothers are often un‐
able to meet their children social and emotional needs and even a mild maternal depression has
a significant impact on maternal bonding [105]. This may lead to so called insecure attachment,
which is associated with unresponsive, rejecting and insensitive parenting [109].

As shown in Table 1 There are four types of infant-parent attachment; three organized types
- secure, avoidant and resistant, and one disorganized type [96].

Quality of caregiving Strategies to deal with distress Type of attachment

Sensitive Loving  Organized  Secure
Insensitive Rejecting  Organized  Insecure - avoidant
Insensitive Inconsistent  Organized  Insecure - resistant
Atypical Atypical  Disorganized  Insecure -

disorganized

Table 1. Types of attachment and antecedents [96]
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Links between maternal depression and maternal attachment disorganization were made,
but as described by George and Solomon [110] the researchers aren’t in agreement since the
results are inconsistent; some of them found positive while others found negative associa‐
tions. Nevertheless, children that have disorganized attachment are usually exposed to spe‐
cific forms of distorted parenting and unusual caregiver’s behaviour that are atypical [96].
Because depression can alter behaviour [111] we can say that depressed mothers show atyp‐
ical behaviour towards their children.

The consequences of disorganized attachment relationships have been the focus of consider‐
able developmental and clinical research in the past two decades [112]. Mostly because there
are many consequences of parent–infant disorganized attachment. Disorganized attachment
in infancy and early childhood was recognized as a powerful predictor for serious deficits in
the child’s social, emotional, behavioural functioning [112] and psychopathology and mal‐
adjustment in children [113]. Therefore, caregiving behaviours are clearly influential in pro‐
viding children with the appropriate support to manage and regulate their own emotions
and behaviour [114].

Disturbances in maternal–infant interaction may occur even before a baby is born, therefore
depressive symptoms during the latter part of pregnancy were found to be an important
risk factor for lower maternal attachment [115]. It is clear that mothers with current depres‐
sive symptoms and those with histories of severe depressive disorders displayed less posi‐
tive behaviour toward their children [116], have less balanced attachment style [117] which
leads to a mother’s inability to interact in a responsive and sensitive manner with her baby
and might consequently disrupt the development of secure attachment.

Depressed mothers are more likely to have attachment issues with their infants and their in‐
security regarding motherhood further creates an unsteady attachment process [118]. As a
consequence the lack of maternal-newborn attachment can cause distress in the newborn,
making the newborn fussier and irritable, which in turn causes the new mother more stress
and can deeper her own depression and anxiety [118].

2.2. Midwifery skills that enhance mother-infant relationship

By early  screening and intervention programmes for  PND,  it  may be  possible  to  avoid
the adverse effects of parental depression on child temperament. The nature of the opti‐
mum intervention strategy remains to be determined. Although treatments aimed at pa‐
rental depression undoubtedly have benefits for the parents involved, two well-designed
studies  [118,119]  cast  doubt  on the  idea  that  treatment  of  postnatal  depression alone  is
sufficient to prevent adverse child outcomes [40]. The direct relationship between mother
and infant is one vital consideration, which can intercept cyclical downward spiral [121].
Much is known about detection and treatment of PND, but less is known about interven‐
tions to facilitate re-attachment [122].  Therapies of PND should therefore target also the
mother–infant relationship [123] to improve their interaction [50].
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2.2.1. Touch and infant massage

Touch is the most social sense; it typically implies an interaction with another person. There‐
fore is an extremely important part of non-verbal communication [124]. Skin is the largest
and the most sensitive organ. The skin and the nervous system arise from the same embry‐
onic cell layer (ectoderm). We could consider skin an exposed portion of the nervous sys‐
tem. Therefore some write of the psychological function of the skin [125] and a skin ego [1].
As sir Richard Bowlby said [1] words are not necessary to communicate feelings and devel‐
op relationship. Touch has strong effect on our bodies, since stimulation is quickly transmit‐
ted to the sensory cortex [126]. Touch can be considered a type of food, necessary for the
infant’s well-being; on the most basic instinctual level, physical contact is essential to sustain
human life [44,127].

The sense of touch is the most developed sense after the birth. It is the first sense developed
in utero. The sensory cortex, where touch is consciously perceived, is the most developed
area of the brain at birth [128,129]. Early contact stimulation of the baby can begin already
from the beginning of pregnancy. Foetus gets continuous massage for the entire nine
months by the amniotic fluid and with mother’s stroking the abdomen. Despite the fact that
the effects of maternal massage in pregnancy are not sufficiently proved [130], researchers
[131] claim that women who are being massaged during pregnancy and birth are using
more touch stimulation for their newborn infants. Massaging mother during the pregnancy
and birth can be therefore beneficial also for the child. Uterine contractions in pregnancy
that can be also caused with massaging the belly are perceived by child as touch stimula‐
tion. Touch alters oxytocin level and therefore baby is more relaxed [124]. That can be of ma‐
jor importance for the babies whose mothers are suffering for prenatal depression and are
therefore exposed to higher levels of stress hormones.

Caring touch plays a critical role in the development of relationship with the child during
pregnancy and [132] after the birth. It affects baby’s physical and emotional development
[129]. It was shown that babies who are touched frequently after the birth develop better; for
example score higher on IQ and language tests [133], sleep, eat better and cry less [81]. Mas‐
sage, as a systematic touch has several positive effects on physical, mental and emotional
state of the baby. In infants, massage reduces colic, pain associated with teething, enhance
growth, ect. Massage stimulates and promotes growth and development, but at the same
time relaxes; lowers levels of hormones that cause tension [124,134]. Infant massage may im‐
prove newborn’s sleep organization, lowers level of kortizol, helps baby gain weight
[129,135-138] and deep touch helps them in organizing [139]. Sensory stimulation like mas‐
sage speeds myelination of the nervous system, thus enhancing rapid brain-body communi‐
cation. This has long lasting effects; massage can affect the ability to handle stress in
adulthood – baby, who in a womb experienced fear-producing biochemical environment,
can unconsciously perceive world as a place of anxiety and fear (his/her structure of cells
has been intrauterine programmed as such) and massage can help him/her to reshape this
interpretations [44].

Furthermore, massage is likely to nurture the parent as much or more than does the infant,
who receives it. Infant massage could be a tool for building mother-infant bond by deeply
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communicative means of touch [140]. Massage gives parents an opportunity to realize ba‐
by’s behavioural cues; signs that child uses for communicating his/her needs [127]. With this
they become more sensitive for baby’s expressions, which helps them to understand infant
[128]. Result is raised self-confidence for acquisiting the parenting role, enhanced develop‐
ment of role related skills and perception of lower parental stress [141,142].

Depressed mothers touch their infants less than non-depressed mothers. As a result infants
of depressed mothers spend longer periods of time in touching self rather than toys or
mother, compensating the lack of positive tactile stimulation [143]. Touch deprivation can
have several negative effects on a child, such as sleep disturbance, growth restriction and
immune system decompensation [124]. Baby massage can improve the mood of depressed
mothers [144] and promotes mother-infant relationship [137]. While other benefits of infant
massage are not clearly defined, the evidence for improvements of mother-infant relation‐
ship in connection with maternal depression is compelling [145].

2.2.2. Mother-infant relationship and newborn behavioural observation

Newborn Behavioral Observation System (NBO) is a relationship-building, a structured set
of observations, designed to help the clinician and parent together, to observe the infant's
behavioural capacities and identify the kind of support the infant needs for successful
growth and development. The goal of the NBO is to strengthen the relationship between pa‐
rents and their infant and also to promote a positive relationship between clinician and fam‐
ily. Although the NBO attempts to reveal the full reaches of the newborn behavioural
repertoire, the clinical focus is on the infant’s individuality and includes observations of the
infant's; capacity to habituate to external light and sound stimuli, the quality of motor tone
and activity level, capacity for self-regulation, response to stress, and visual, auditory and
social interactive capacities [128].

The NBO is based on the assumption that newborns come into the world as competent per‐
sons [128] and the sooner the communication between parents and infant is established the
greater attachment and less frustration parents may experience.

NBO should become a part of routine family cantered midwifery postpartum care [147].
Midwives after birth have the opportunity to enlighten parents about their infants’ unique
capabilities [146]. The more the parent knows; the better can respond appropriately to the
infant without abuse or neglect [146]. NBO promotes active role of parents and can therefore
help to establish early attachment between the parents and the newborn which is a founda‐
tion for development of a healthy and competent child and later an adult [147].

Healthcare professionals should use the knowledge of newborn behaviour to facilitate con‐
nections that parents will use throughout their parenting lives. Using the infant’s behaviour
as his language, they can sensitize parents to what their infant is ‘‘saying’’ and help parents
to accurately interpret baby’s cues and respond appropriately.

Interventions such as the NBO that help mothers learn to recognize, understand, and re‐
spond to the behavioural cues of their infants could be used with those mothers identified as
being at risk for ineffective maternal role transition [148]. NBO can therefore, similar as
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found by Jung et al. [121] help the depressed mothers and their families to develop effective
ways of managing and comforting the infant when distressed, and to understand the ‘mean‐
ing’ of infant's behaviours and how contingent responses to infant cues increase positive in‐
teractions. As a consequence, it is expected that an infant who begins to more frequently
show interest in the mother, smile and sustain eye contact, is also likely to evoke more en‐
joyable and arousing experiences for the mother [121]. Positive responsiveness and involve‐
ment between depressed mothers and their infants is very likely to be demonstrated by an
increase in the infant's positive emotion expressions while engaged with the mother. Infant’s
responses to the mother’s vocalizations and attempts at engagement encourage the mother
to continue [92].

Throughout an NBO session the midwife can encourage depressed mother to explore the
knowledge she already posses about their infant and make predictions and observations.
This shared exploration of the infant’s responses guides the midwife in providing anticipa‐
tory guidance for caregiving and to enhance mother infant relationship. NBO is a family-
centered tool [128] and should also include extended family or friends which are in case of a
mother’s depression more than invited to help embrace, hold, and interact with the infant so
that the infant is not deprived of warmth, love, and affection [99].

2.3. Evaluation of the proposed midwifery interventions

Mother needs to be, despite the depression, active participant in the baby’s care, not only for
the well-being of an infant but also for her own [124]. Therefore midwives should include in
the management of postnatally depressed mothers activities that help them building rela‐
tionship with there babies. Infant massage and NBO seemed appropriate interventions,
therefore authors gathered more data on their effectiveness.

2.3.1. Methodology

Since the benefits of infant massage and maternal depression has been clearly shown in past
reviews [144,151], the search for the new evidence was performed only for the period from
2008 to 2012. We searched the following databases: Cochrane Library, CINAHL, EIFL direct,
MEDLINE, ScienceDirect, ProQuest, Springer Link, BMJ Journals, IngentaConnect, Oxford
Journals, Embase, Eric and Midirs. For the search, we used key words: postnatal/postpar‐
tum/maternal depression AND Infant/baby massage in the title. Exclusion criteria were:
non-academic papers. Inclusion criteria were: appropriateness of the content, English lan‐
guage. The search gave 3 results that are discussed below.

The following databases: Cochrane Library, CINAHL, EIFL direct, MEDLINE, ScienceDir‐
ect, ProQuest, Springer Link, BMJ Journals, IngentaConnect, Oxford Journals, Embase, Eric
and Midirs were also searched for evidence of research on NBO and maternal depression.
For the search, we used key words: postnatal/postpartum/maternal depression AND new‐
born behavioural observation in the title but the search didn’t give us any results.
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2.3.2. Effect of baby massage on maternal depressive symptoms

The results of the recent studies confirm the findings of the past research. O’Higins et al.
[149] performed randomized controlled trial among 62 postnatal women, who scored above
12 on Edinburgh Postnatal Depression Scale (EPDS) at four weeks postpartum. In the con‐
trol group were 34 women, who scored 9 on EPDS. They were randomly assigned to infant
massage course (International Associaltion of Infant Massage – IAIM scheme) or in a group
for support intervention. Women in experimental group were tested again with EPDS after
six sessions of intervention and after one year. EPDS showed statistically significant im‐
provement in the mood of depressed mothers after the intervention in both groups, but
slightly more in the infant massage group. At one year, massage-group mothers had non-
depressed levels of sensitivity of interaction with their babies. It can be concluded that infant
massage improves mother-infant interaction, consequently preventing possible side effects
of maternal depression on child emotional and psychological development, as described in
the literature review.

Similar conclusions were made also by Gürol and Polat [150], who performed randomized
controlled trial among 117 mother-infant couples, observing attachment before and after 38-
days long infant massage intervention, using Maternal Attachment Inventory (MAI). 57
mothers in the experimental group showed statistically significantly higher post-test mean
values of the MAI.

Underdown and Barlow [151] performed a research among socioeconomically deprivileged
mothers, who are said to be at higher risk for postnatal depression, due to their life situa‐
tion. Their sample consisted of 39 mother-infant couples, assigned to eight infant massage
classes (using the structure and philosophy of IAIM programme). They collected data with
observation, in-depth interviews and quantitatively with several measurement scales, also
EPDS. Besides the evaluation of the effect of baby massage course on the mental state of the
mother, their aim was also to define crucial elements of good infant massage programme. It
became obvious that the important elements of the course are, beside the actual massage, al‐
so the topics, discussed during the sessions, especially information on baby’s cry and baby’s
cues that facilitates parents interaction.

3. Discussion and conclusions

Today modern science is rediscovering age-old treatments and the medical sciences are in‐
corporating these interventions into scientific protocols [152]. Touching and understanding
baby’s behaviour are one of them. As obvious it can be particularly beneficial for women
suffering PND.

Teaching depressed mothers and their family member’s infant massage and/or go through
NBO with them can help them understand the fact that their child is a competent person.
Doing infant massage on their own while understanding their child’s cues can help de‐
pressed mothers to reduce the display of atypical behaviour and therefore ovoid or mini‐
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mize the risk of insecure - disorganized attachment. This is so important because of the
negative long-term consequences associated with this condition.

Interventions that focus on what mothers do with their  infants instead of  focusing only
on how they feel  can be effective in increasing infants'  positive responsiveness and im‐
proving infant outcomes. Such interventions can be an essential component of treatment
when mothers suffer from PND [121]. Similar conclusions were made by Ewell Foster et
al. [116] whose findings highlight the importance of providing parenting interventions for
depressed mothers.

Studies of touch and discussion with parents about infant behaviour and temperament
showed beneficial effect on postnatally depressed mothers and their infants. There were no
side effects mentioned in any study. On the basis of this review, we can conclude that infant
massage and NBO could be included into the routine postnatal midwifery care. Infant mas‐
sage and NBO should therefore become an intervention tool for midwives to support moth‐
ers with postnatal depression in order to develop a positive relationship with their newborn
children.

More studies relating NBO with postpartum depression are needed, since there is no study
directly testing improvements of maternal depressed mood after a session(s) of NBO.

Author details

Ana Polona Mivšek and Tita Stanek Zidarič

*Address all correspondence to: polona.mivsek@zf.uni-lj.si

Faculty of health Ljubljana, Midwifery department, Slovenia

References

[1] Lucier P. The skin as a psychic organ: the use of infant massage as a psychotherapeu‐
tic tool in infant-parent psychotherapy. Journal of prenatal and perinatal psychology
and health 2007; 22(2) 113-127.

[2] Johnston PGB, Flood K, Spinks K. The newborn child. 9th ed. Edinburgh: Churchill
Livingstone; 2003.

[3] Evans C. History taking and the newborn examination: an evolving perspective. In:
Lomax A, ed. Examination of the newbor: an evidence-based guide, Chester: Willey-
Blackwell ltd; 2011. 13-47.

[4] Cooper P, Murray L. The impact of psychological treatments of postpartum depres‐
sion on maternal mood and development. In: Murray L, Cooper PJ, eds. Postpartum
Depression and Child Development. London: The Guilford Press; 1997. 201–220.

Mood Disorders208



[5] Field T. Effect of early separation, interactive deficits, and experimental manipula‐
tions on infant–mother interaction. Child Development 1977; 48 763–771.

[6] Baston H, Hall J. Midwifery essentials: Postnatal. 4th vol. Edinburgh: Churchill Liv‐
ingstone; 2009.

[7] Letourneau NL, Fedick CB, Willms JD, Dennis CL, Hegadoren K, Stewart MJ. Longi‐
tudinal study of postpartum depression, maternal-child relationships and children’s
behaviour to 8 years of age. In: Devore D, editor. Parent-child relations: New re‐
search. New York: Nova Science; 2006. 45–63.

[8] Wisner KL, Parry BL, Piontek CM. Clinical practice – postpartum depression. New
England Journal of Medicine 2002; 347(3) 194-9.

[9] APA. Diagnostic and statistical manual of mental disorders IV 4th ed. Washington:
APA; 1994.

[10] Clement S, Elliott S. Psychological health before, during and after chilbirth. In: Marsh
G, Renfrew M, eds. Community based maternity care. Oxford: Oxford university
press; 1999.

[11] Yonkers KA, Ramin SM, Rush AJ, Navarrete CA, Carmody T, March D, Hartwell SF,
Leveno KJ. Onset and persistence of postpartum depression in an inner-city maternal
health clinic system. American Journal of Psychiatry 2001; 158(11) 1856-63.

[12] Josefsson A, Berg G, Nordin C, Sydsjo G. Prevalence of depressivesymptoms in late
pregnancy and postpartum. Acta Obstetricia et Gynecologica Scandinavica 2001;
80(3) 251-255.

[13] Beck CT, Gable RK. Further validation of the postpartum depression screening scale,
Nursing Research 2001; 50(3) 155-64.

[14] Dietch KV, Bunney B. The silent disease: diagnosing and treating depression in
women. Lifeliness 2002; 6(2) 140-5.

[15] LoCicero AK, Weiss DM, Issokson D. Postpartum depression: a proposal for preven‐
tion through an integrated care and support network. Applied and preventive psy‐
chology 1997; 6(4) 169-78.

[16] Clarke-Akalanue E, Myles P. Supporting new mothers with PND: an evaluation,
Journal of Community Nursing 2002; 16(12) 18-20.

[17] Wylie L, Hollins Martin CJ, Martin CR, Rankin J. The enigma of PND: an update.
Journal of Psychiatric Mental Health Nursing 2011; 18 48-58.

[18] Sit DK, Wisner KL. Identification of postpartum depression. Clinical Obstetrics and
Gynecology 2009; 52 456–468.

[19] Bowe S, Watson A. Perinatal depression: a randomised controlled trial of an antena‐
tal education intervention for primiparas. Obstetrical and gynaecological survey
2001; 56(10): 597-9.

Mood Disorders and Mother-Infant Relationship – The Supportive Role of a Midwife
http://dx.doi.org/10.5772/53253

209



[20] Misri S, Kostaras X. Benefits and risks to mother and infant of drug treatment for
postnatal depression. Drug Safety 2002; 25 (13) 903-911.

[21] Austin MP, Lumley J. Antenatal screening for postnatal depression: a systematic re‐
view. Acta Psychiatrica Scandinavica 2003; 107(1): 10-7.

[22] Dennis CL, Hodnett E. (2007). Psychosocial and psychological interventions for treat‐
ing postpartum depression DOI: 10.1002/14651858.CD006116.pub2, Cochrane Data‐
base of Systematic Reviews 4(CD006116).

[23] NICE. Intrapartm care: care of healthy women and their babies during childbirth:
clinical guideline. London: RCOG Press; 2007.

[24] Schnyer RN, Manber R, Fitzcharles AJ. Acupuncture treatment for depression during
pregnancy: conceptual framework and two case reports. Alternative health practi‐
tioner 2003; 8(1) 40-53.

[25] Boath E, Henshaw C. The treatment of PND: a comprehensive literature review.
Journal of reproductive and infant psychology 2001; 19(3) 215-48.

[26] Corral M, Kuan A, Kostaras D. Bright light therapy’s effect on postpartum depres‐
sion. American journal of psychiatry 2000; 157(2): 303-4.

[27] Oren DA, Wisner KL, Spinelli M, Epperson CN, Peindl KS, Terman SUJ, Terman M.
An open trial of morning light therapy for treatment of antepartum depression. The
American journal of psychiatry 2002; 159(4) 666-9.

[28] Dombrowski MAS, Anderson GC, Santori C, Burkhammer M. Kangaroo (skin to
skin) care with a postpartum women who felt depressed. American journal of mater‐
nal child nursing 2001; 26(4) 214-6.

[29] Powell-Kennedy H, Beck CT, Driscoll JW. A light in the fog: caring for women with
postpartum depression. Journal of Midwifery and Women Health 2002; 47(5) 318-30.

[30] Armstrong K, Edwards H. The effect of exercise and social support on mothers re‐
porting depressive symptoms: a pilot randomised controlled trial. International jour‐
nal of mental health nursing 2003; 12(2): 130-8.

[31] Ussher J. Depression in the postnatal period: a normal response to motherhood. In:
Stewart, M., ed. Pregnancy, birth and maternity care: feminist perspectives. Edin‐
burgh: Books for midwives; 2004.

[32] Mivšek AP, Zakšek T. Mood Disorders in the Puerperium and the Role of the Mid‐
wife: Study on Improvement of Midwives’ Knowledge About Post-Natal Depression
After an Educational Intervention. In: Juruena MFP, ed. Clinical, Research and Treat‐
ment Approaches to Affective Disorders. Rijeka: Intech; 2011.

[33] Leonard LG. Depression and anxiety disorders during multiple pregnancy and pa‐
renthood. JOGNN 1998; 27(3) 329-37.

Mood Disorders210



[34] Beck CT. Theoretical perspectives of postpartum depression and their treatment im‐
plications. MCN 2002; 27(5) 282-7.

[35] McIntosh J. Postpartum depression: women’s help-seeking behaviour and percep‐
tions of cause. JAN 1993; 18(2) 178-84.

[36] Wang S, Chen C, Chin C, Lee S. Impact of postpartum depression on the mother-in‐
fant couple. Birth 2005; 32(1) 39-44.

[37] Littlewood J, McHugh N. Maternal distress and PND: the mith of Madonna.
Houndsmills: MacMillan, 1997.

[38] Bruder-Costello B, Warner V, Talati A, Nomura Y, Bruder G, Weissman M. Tempera‐
ment among offspring at high and low risk for depression. Psychiatry Research 2007;
153 145–151.

[39] Stein A, Arteche A, Lehtonen A, Craske M, Harvey A, Counsell N, Murray L. Inter‐
pretation of infant facial expression in the context of maternal postnatal depression.
Infant Behaviour and development 2010; 33 273-8.

[40] Hanington L, Ramchandani P, Stein A. Parental depression and child temperament:
assessing child to parent effect in a longitudional population study. Infant behaviour
and development 2010; 33 88-95.

[41] McGrath JM, Records K, Rice M. Maternal depression and infant tempeament charac‐
teristics. Infant behavior and development 2008; 31(1) 71-80.

[42] Davies L. Influences on the health of the newborn, before and during pregnancy. In:
Davies L, McDonald S, eds. Examination of the newborn and neonatal health: a mul‐
tidimensional approach. Edinburgh: Churchill Livingstone, Elsevier; 2008. 79-95.

[43] Zuckerman AH, Bauchner H, Cabral H. Depressive symptoms during pregnancy: re‐
lationships to poor health Behaviors. American journal of obstetrics and gynaecology
1989; 160 110-111.

[44] McClure V. Infant massage: a handbook forloving parents. Rev ed. London: Souvenir
press; 2001.

[45] Field T. Prenatal depression effect on early development: a review. Infant behavior
and development 2011; 34(1) 1-14.

[46] Werner EA, Myers MM, Fifer WP, Cheng B, Fang Y, Allen R, Monk C. Prenatal pre‐
dictors of infant temperament. Developmental Psychobiology 2007; 49 474-84.

[47] Waxler E, Thelen K, Muzik M. Maternal perinatal depression – impact on infant and
child development. European Psychiatric review 2011; 4(1) 41-7.

[48] Poggi Davis E, Glynn LM, Dunkel Schetter C, Hobel C, Chicz-Demet A, Sandman
CA. Prenatal exposure to maternal depression and cortisol influences infant tempera‐
ment. Journal of the American academy of child and adolescent psychiatry 2007;
46(6) 737-46.

Mood Disorders and Mother-Infant Relationship – The Supportive Role of a Midwife
http://dx.doi.org/10.5772/53253

211



[49] Melley M, Crozier K. Maternal and family health and the impact on the fetus and ne‐
onate. In: Williamson A, Crozier K, eds. Neonatal care. Devon: Reflect press; 2008.
11-33.

[50] Field T. Maternal depression effects on infants and early interventions. Preventive
medicine 1998; 27(2) 200-203.

[51] Lundy BL, Jones NA, Field T, Nearing G, Davalos M, Pietro PA, Schanberg S, Kuhn
C. Prenatal depression effects on neonates. Infant behavior and development 1999;
22(1) 119-129.

[52] Davis E. Heart and hands: a midwife's guide to pregnancy and birth. Berkeley: Celes‐
tial arts; 2004.

[53] Sobey SW. Barriers to postpartum depression prevention and treatment: a policy
analysis. Journal of Midwifery and Women Health 2002; 47(5) 331-6.

[54] Martins C, Gaffan EA. Effects of early maternal depression on patterns of infant–
mother attachment: A meta-analytic investigation. Journal of Child Psychology and
Psychiatry 2000; 41(6) 737–746.

[55] Beck CT. A check list to identify women at risk for developing postpartum depres‐
sion, JOGNN 1998; 27(1) 39-45.

[56] Hagen EH. The functions of postpartum depression. Evolution and Human Behavior
1999; 20 325-359.

[57] Lovejoy MC, Graczyk PA, O’Hare E, Neuman G. Maternal depression and parenting
behavior: A meta-analytic review. Clinical Psychology Review 2000; 20(5) 561–592.

[58] Stern DN. The interpersonal world of the infant. New York: Basic books; 1985.

[59] Sohr-Preston SL, Scaramella LV. Implications of timing of maternal depressive symp‐
toms for early cognitive and language development. Clinical Child Family Psycho‐
logical Review 2006; 9 65-83.

[60] Stein A, Malmberg LE, Sylva K, Barnes J, Leach P. The influence of maternal depres‐
sion, caregiving, and socioeconomic status in the post-natal year on children's lan‐
guage development. Child Care Health Development 2008; 34 603-12.

[61] Kaplan LA, Evans L, Monk C. Effects of mothers' prenatal psychiatric status and
postnatal caregiving on infant biobehavioral regulation: Can prenatal programming
be modified? Early Human Development 2008; 84: 249-56.

[62] Milgrom J, Westley DT, Gemmill AW. The mediating role of maternal responsive‐
ness in some longer term effects of postnatal depression on infant development. In‐
fant behavior and development 2004; 27(4) 443-454.

[63] Murray L, Fiori-Cowley A, Hooper R. The impact of postnatal depression and associ‐
ated adversity on early motherinfant interactions and later infant outcome. Child De‐
velopment 1996; 67 2512–26.

Mood Disorders212



[64] Righetti-Veltema M, Conne-Perreard E, Bousquet A, Manzano J. Postpartum depres‐
sion and mother-infant relationship at 3-months old. Journal of affective disorders
2002; 70(3) 291-306.

[65] Campbell SB, Cohn JF, Meyers T. Depression in first-time mothers: mother–infant in‐
teraction and depression chronicity. Developmental Psychology 1995; 31 349–357.

[66] Field TF. Early interactions between infants and their postpartum depressed moth‐
ers. Infant Behavioral Development 2002; 7 517–522.

[67] Bagner DM, Pettit JW, Lewinsohn PM, Seeley JR. Effect of maternal depression on
child behavior: a sensitive period? Journal of the American academy of child and
adolescent psychiatry 2010; 49(7) 699-707.

[68] Muzik M. Maternal perinatal depression: impact on infant emotional regulation and
later toddler behavior problems. In: 4th world congress on women's mental health.
Madrid: Springer Wien; 2011. 107-108.

[69] Donovan WL, Leavitt LA, Walsh RO. Conflict and depression predict maternal sensi‐
tivity to infant cries. Infant behavior and development 1998; 21(3) 505-517.

[70] Field T, Lang C, Martinez A, Yando R, Pickens J, Bendell D. Preschool follow-up of
infants of dysphoric mothers. Journal of Clinical Child Psychology 1996; 25 272-279.

[71] Dawson G, Frey K, Self J, Panagiotides H, Hessl D, Yamada E, Rinaldi J. Frontal brain
electrical activity in infants of depressed and nondepressed mothers: relation to var‐
iations in infant behavior. Development and psychopathology 1999; 11(3) 589-605.

[72] Sato T, Uehara T, Narita T, Sakado K, Yoichiro F. Parental bonding and personality
in relation to lifetime history of depression. Psychiatry and clinical neurosciences
2000; 54 121-130.

[73] O'Connor TG, Heron J, Golding J, Beveridge M, Glover V. Maternal antenatal anxiety
and children's behavioural problems at four years'. British Journal of psychiatry 2002;
180 502-508.

[74] Casey P, Goolsby S, Berkowitz C, Frank D, Cook J, Cutts D, Black MM, Zaldivar N,
Levenson S, Heeren T, Meyers A. Maternal depression, changing public assistance,
food security and child health issues. Pediatrics 2004; 113 298-304.

[75] Toth SL, Rogosch FA, Sturge-Apple M. Maternal depression, children's attachment
security and representational development : an organizational perspective: Child de‐
velopment 2009; 80(1) 192-208.

[76] Ramchandani P, Stein A, Evans J, O’Connor TG. Paternal depression in the postnatal
period and child development: A prospective population study. The Lancet 2005; 365
2201–2205.

[77] O’Brien LM, Heycock EG, Hanna M, Jones PW, Cox JL. Postnatal depression and fal‐
tering growth: A community study. Pediatrics 2004; 113(5) 1242–1247.

Mood Disorders and Mother-Infant Relationship – The Supportive Role of a Midwife
http://dx.doi.org/10.5772/53253

213



[78] Rahman A, Iqbal Z, Bunn J, Lovel H, Harrington R. Impact of maternal depression on
infant nutritional status and Illness: cohort study. Archives of Gen Psychiatry 2004;
61 946-52.

[79] Lamberg L. Safety of antidepressants use in pregnant and nursing women. Journal of
the american medical association 1999; 282 222-223.

[80] Gress-Smith JL, Luecken LJ, Lemery-Chalfant K, Howe R. Postpartum depression
prevalence and impact on infant health, weight and sleep in low-income and ethnic
minority women and infants. Maternal and Child Health Journal 2012; 16(4) 887-893.

[81] Field T. Massage therapy for infants and children. Developmental and behavioral pe‐
diatrics 1995; 16(2) 106.

[82] Agnew T. Mother’s ruin: mothers with severe mental health problems. Nursing
times 1999; 95(44) 16.

[83] van Os J, Jones P, Lewis G, Wadsworth M, Murray R. Developmental precursors of
affective illness in a general population birth cohort. Archives of General Psychiatry
1997; 54 625–631

[84] Kitzinger S. Me, matere. Ljubljana: Ganeš; 1994.

[85] Durbin CE, Klein DN, Hayden EP, Buckley ME, Moerk KC. Temperamental emotion‐
ality in preschoolers and parental mood disorders. Journal of Abnormal Psychology
2005; 114(1) 28–37.

[86] Miller LJ. Postpartum depression. Journal of the American Medical Association 2002;
287 762-765.

[87] Cornish A M, McMahon CA, Ungerer JA, Barnett B, Kowalenko N, Tennant C. Post‐
natal depression and infant cognitive and motor development in the second postna‐
tal year: impact of depression chronicity andinfant gender. Infant behavior and
development 2005; 28(4) 407-417.

[88] Kaplan PS, Danko CM, Diaz A, Kalinka CJ. An associative learning deficit in 1-year-
old infants of depressed mothers: role of depression duration. Infant behavior and
development 2011; 34(1) 35-44.

[89] DeAngelis T. There’s a new hope for women with postpartum blues. American psy‐
chological association monitor; 1997 22.

[90] Halligan SL, Murray L, Martins C, Cooper PJ. Maternal depression and psychiatric
outcomes in adolescent offspring: a 13-year longitudional study. Journal of affective
disorders 2007; 97(1-3) 145-154.

[91] Murray L, Arteche A, Fearon P, Halligan S, Goodyer I, Cooper P. Maternal postnatal
depression and the development of depression in offspring up to 16 years of age.
Journal of the American academy of child and adolescent psychiatry 2011; 50(5)
460-470.

Mood Disorders214



[92] Logsdon CM, Wisner KL, Pinto-Foltz MD. The Impact of Postpartum Depression on
Mothering. Journal of Obstetric, Gynecologic, and Neonatal Nursing 2006; 35
652-658.

[93] Murray L, Woolgar M, Cooper P, Hipwell A. Cognitive vulnerability to depression in
5-year-old children of depressed mothers. J Child Psychol Psychiatry 2001; 42(7) 891
– 899.

[94] Reece BL, Brandt R, Howie KF. Effective Human Relations: Interpersonal and Organ‐
izational Applications. 11th ed. Mason: South-Western College Pub; 2010.

[95] McCarty WA, Glenn M. Investing in Human Potential from the Beginning of Life;
Key to Maximizing Human Capital. Position Paper; 2008. http://www.naturalfamily‐
livingsb.org/pdf/PositionPaper_1-09_web.pdf (accessed 23 Avgust 2012).

[96] Benoit D. Infant-parent attachment: Definition, types, antecedents, measurement and
outcome. Paediatr Child Health 2004; 9(8): 541-545.

[97] McPhail M, Martin CR, Redshaw M. Maternal – fetal attachment. In: Martin CR. (ed)
Perinatal Mental Health; A clinical guide. Cumbria: M&K Update Ltd; 2012. p 431 –
458.

[98] Karl DJ, Beal JA, O’Hare CM, Rissmiller PN. Reconceptualizing the nurse’s role in
the newborn period as an “attacher.” MCN The American Journal of Maternal/Child
Nursing 2006; 31 257-262.

[99] Zauderer CR. A Case Study of Postpartum Depression and Altered Maternal – New‐
born Attachment. MCN The American Journal of Maternal/Child Nursing 2008; 33(3)
173 – 178.

[100] Thims L. Human Chemistry. Morrisville, North Carolina: LuLu Enterprises; 2007.

[101] Yan-hua D, Xiu X, Zheng-yan W, Hui-rong L, Wei-ping W. Study of mother–infant
attachment patterns and influence factors in Shanghai. Early Human Development
2012; 88 295–300.

[102] Nystedt A, Hogberg U, Lundman B. Women’s experiences of becoming a mother af‐
ter prolonged labour. Journal of Advanced Nursing 2008; 63(3) 250 – 258.

[103] Klier CM. Mother-infant bonding disorders in patients with postnatal depression:
The Postpartum Bonding Questionnaire in clinical practice. Archives of Women’s
Mental Health 2006; 9(5) 289–291.

[104] Littleton LY, Engebretson JC. Maternal, Neonatal and Women Health Nursing. New
York: Delamar Cengage Learning; 2001.

[105] Moehler E, Brunner R, Wiebel A, Reck C, Resch F. Maternal depressive symptoms in
the postnatal period are associated with long – term impairment of mother child
bonding. Archives of Women Mental Health 2006; 9(5) 273 – 278.

Mood Disorders and Mother-Infant Relationship – The Supportive Role of a Midwife
http://dx.doi.org/10.5772/53253

215



[106] Taylor A, Atkins R, Kumar R, Adams D, Glover V. A New Mother – to - Infant Bond‐
ing Scale: Links with early maternal mood. Archives of Women Mental Health 2005;
8(1) 45 – 51.

[107] Giustardi A, Stablum M, De Martino A. Mother infant relationship and bonding
myths and facts. The Journal of Maternal-Fetal and Neonatal Medicine 2011; 24(1)
59-60.

[108] van Bussel J.C.H, Spitz B, Demyttenaere K. Archives of Women Mental Health 2010;
13 373 – 384.

[109] Kompan Erzar K, Poljanec S. Rahločutnost do otrok; Stik z otrokom v prvem letu
življenja. Ljubljana : Založba Brat Frančišek in Frančiškanski družinski inštitiut; 2009.

[110] George C, Solomon J. Caregiving Helplessness: The Development of a Screening
Measure for Disorganized Maternal Caregiving. In: Solomon J, George C. (ed.) Disor‐
ganized Attachment and Caregiving. New York: The Guilford Press; 2011. p133 –
166.

[111] Lindgren K. Relationships Among Maternal-Fetal Attachment, Prenatal Depression,
and Health Practices in Pregnancy. Research in Nursing and Health 2001; 24 203-217.

[112] Fearon P, Bakermans-Kranenburg M, Van IJzendoorn, Lapsley AM, Roisman G. The
significance of insecure attachment and disorganization in the development of chil‐
dren’s externalizing behavior: A meta-analytic study. Child Development 2010; 81
435–456.

[113] Green J, Goldwyn R. Annotation: attachment disorganisation and psychopathology:
new findings in attachment research and their potential implications for develop‐
mental psychopathology in childhood. J Child Psychol Psychiatry 2002;43 835-46.

[114] Madigan S, Voci S, Benoit D. Stability of atypical caregiver behaviors over six years
and associations with disorganized infant–caregiver attachment. Attachment nad
Human Development 2011; 13(3) 237-252.

[115] Perry DF, Ettinger AK, Mendelson T, Le, H-N. Prenatal depression predicts postpar‐
tum maternal attachment in low-income Latina mothers with infants. Infant Behavior
and Development 2011; 34 339–350.

[116] Ewell Foster CJ, Garber J, Durlak JA. Current and past maternal depression, maternal
interaction behaviors, and children's externalizing and internalizing symptoms. Jour‐
nal of Abnormal Child Psychology 2008; 36(4) 527-537.

[117] Korja R, Savonlahti E, Haataja L, Lapinleimu H, Manninen H, Piha J, Lehtonen L, PI‐
PARI Study Group. Attachment representations in mothers of preterm infants. Infant
Behavior & Development 2009;32 305–311.

[118] McMahon CA, Barnett B, Kowalenko NM, Tennant CC. Maternal attachment state of
mind moderates the impact of postnatal depression on infant attachment. Journal of
Child Psychology and Psychiatry2006; 47 660-669.

Mood Disorders216



[119] Cooper P, Murray L. Intergenerational transmission of affective and cognitive proc‐
esses associated with depression: Infancy and the preschool years. In: Goodyer I, ed.
Unipolar depression: A lifespan perspective. Oxford: Oxford University Press; 2003.

[120] Murray L, Cooper PJ, Wilson A, Romaniuk H. Controlled trial of the short- and long-
term effect of psychological treatment of post-partum depression. British Journal of
Psychiatry. 2003; 182 420–427.

[121] Jung V, Short R, Letourneau N, Andrews D. Interventions with depressed mothers
and their infants: Modifying interactive behaviours. Journal of Affective Disorders
2007; 98 199 –205.

[122] McMahon CA, Barnett B, Kowalenko NM, Tennant CC. Maternal attachment state of
mind moderates the impact of postnatal depression on infant attachment. Journal of
Child Psychology and Psychiatry2006; 47 660-669.

[123] Forman DR, O’Hara MW, Stuart S, Gorman LL, Larsen KE, Coy KC. Effective treat‐
ment for postpartum depression is not sufficient to improve the developing mother–
child relationship. Development and Psychopathology 2007; 19 585–602.

[124] Field T. Touch. Cambridge: MIT Press; 2003.

[125] Feldman B. A skin for the imaginal. Journal of the analytic psychology 2004; 49
285-311.

[126] Montagu A. Animadversions on the development of a theory of touch. In: In Field
TM, ed. Touch in Early Development. Mahwah: Lawrence Erlbaum; 1995. 3-20.

[127] Caplan M. To touch is to live: the need for genuine affection in an impersonal world.
2nd ed. Prescot: Hohm press; 2002.

[128] Nugent K, Keefer CH, Minear S, Johnson LC, Blanchard Y. Understanding newborn
behavior and early relationships: The Newborn Behavioral Observations (NBO) sys‐
tem handbook. Baltimore: Paul H. Brookes publishing Co; 2007.

[129] Nugent K, Morell A. Your baby is speaking to you: a visual guide to the amazing be‐
haviors of your newborn and growing baby. Boston: Houghton Mifflin Harcourt;
2011.

[130] Dennis CL, Allen K. (2010) Interventions (other than pharmacological, psychosocial
or psychological) for treating antenatal depression. Cochrane Database of Systematic
Reviews DOI: 10.1002/14651858.CD006795.pub2 Cochrane Database of Systematic
Reviews, Issue 4.

[131] Klaus M. Touching during and after childbirth. In: Field T, ed. Touch in early devel‐
opment. New Jersey: Lawrence Erlbaum Associates, Publishers Inc.; 1995. 19-33.

[132] Leboyer F. Loving hands. New York: Alfred A. Knopf; 1976.

[133] Klaus M, Kennell J. Parent-infant bonding. 2nd ed. St. Louis: Mosby; 1982.

Mood Disorders and Mother-Infant Relationship – The Supportive Role of a Midwife
http://dx.doi.org/10.5772/53253

217



[134] Esquivel-Sibaja AG. Effects of massage on quantitative and qualitative stress parame‐
ters in full-term infants. MSc thesis. Costa Rica: Universidad de Costa Rica; 2007.

[135] Ferber SG, Kuint J, Weller A, Feldman R, Dollberg S, Arbel E, Kohelet D. Massage
therapy by mothers and trained professionals enhances weight gain in preterm in‐
fants. Early human development 2002a; 67(1/2) 37-45.

[136] Ferber SG, Laudon M, Kuint J, Weller A, Zisapel N. Massage therapy by mothers en‐
hances the adjustment of circadian rhytms to the nocturnal period in full-term in‐
fants. Journal of developmental and behavioural pediatrics 2002b; 23(6) 410-415.

[137] Onozawa K, Glover V, Adams D, Modi N, Kumar RC. Infant massage improves
mother-infant interaction for mothers with postnatal depression. Journal of affective
disorders 2001; 63 201-207.

[138] Dieter JNI, Field T, Hernandez-Reif M, Emory EK, Redzepi M. Stable preterm infants
gain more waight and sleep less after five days of massage therapy. Journal of pedia‐
tric psychology 2003; 28(6) 403-411.

[139] Browne JV. Considerations for touch and massage in the NICU. Neonatal network
2000; 19. 61-64.

[140] Lappin G, Kretschmer RE. Applying infant massage practices: a qualitative study.
Journal of visual impairment and blindness 2005; June 355-367.

[141] Beyer K, Strauss L. Infant massage programs may assist in decreasing parental per‐
ceived stress levels in new parents. Occupational Therapy in Health Care 2002; 16(4)
53-68.

[142] Fujita M, Endoh Y, Saimon N, Yamaguchi S. Effect of massaging babies on mothers:
pilot study on the changes in mood states and salivary cortisol level. Complementary
Therapies in Clinical Practice 2006; 12(3) 181-5.

[143] Herrera E, Reissland N, Shepherd J. Maternal touch and maternal child-directed
speech: effects of depressed mood in the postnatal period. Journal of affective disor‐
ders 2004; 81(1) 29-39.

[144] Dennis CL, Creedy DK. (2008). Psychosocial and psychological interventions for
treating postpartum depression. DOI: 10.1002/14651858.CD001134.pub2, Cochrane
Database of Systematic Reviews.

[145] Zealey C. The benefits of infant massage: a critical review. Community Practitioner
2005; 78(3) 98-102.

[146] Hotelling BA. Newborn Capabilities: Parent Teaching Is a Necessity. The Journal of
Perinatal Education 2004; 13(4) 43 – 49.

[147] Skubic M, Stanek Zidarič T., Mivšek P. Opazovanje vedenja novorojenčkov kot del v
družino usmerjene babiške poporodne obravnave/ Newborn behaviour observation
as a part of routine familiy centered midwifery postpartum care. In: International Sci‐

Mood Disorders218



entific Conference on Nursing and Health Care Research, Evidence-based health care
- opportunities for linking health care professions, patient needs and knowledge/Na
dokazih podprta zdravstvena obravnava - priložnosti za povezovanje zdravstvenih
strok, potreb pacientov in znanj, 9 – 10 June, Jesenice: College of Nursing/Visoka šola
za zdravstveno nego; 2011.

[148] Wesley Sanders L, Buckner EB. The Newborn Behavioral Observations System as a
Nursing Intervention to Enhance Engagement in First-Time Mothers: Feasibility and
Desirability.Pediatric Nursing 2006; 32(5) 455 – 459.

[149] O'Higgins M, St. James Roberts I, Glover V. Postnatal depression and mother and in‐
fant outcomes after infant massage Journal of Affective Disorders 2008; 109 (2008)
189–192.

[150] Gürol A, Polat S. The Effects of Baby Massage on Attachment between Mother and
their Infants. Asian Nursing Research 2012; 6(1) 35-41.

[151] Underdown A, Barlow J, Chung V, Brown SS. (2009). Massage intervention for pro‐
moting mental and physical health in infants aged under six months. DOI:
10.1002/14651858.CD005038.pub2, Cochrane Database of Systematic Reviews http://
onlinelibrary.wiley.com/doi/10.1002/14651858.CD005038.pub2/ (22.8.2012).

[152] Muscarella E. Infant massage provides invaluable benefits. PT Bulletin 1996; 3(May)
11-18.

Mood Disorders and Mother-Infant Relationship – The Supportive Role of a Midwife
http://dx.doi.org/10.5772/53253

219




