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Abstract
Background: Demoralisation is a psychological state occurring in stressful life situations where a person feels
unable to respond effectively to their circumstances, characterised by feelings of distress, subjective incompetence,
helplessness and hopelessness. The period after the birth of a first baby is a time of great changes and disruptions
to many aspects of the mother's physical, psychological and social functioning. This can lead to feelings of distress,
a sense of incompetence and helplessness. This study aimed to examine: (1) the psychometric properties of the
Demoralisation Scale in a community setting; (2) the prevalence of demoralisation symptoms among primiparous
women in the community; and (3) factors that are uniquely associated with demoralisation in the early postnatal
period.
Methods: Primiparous women attending community maternal health centres (n = 400) were recruited and
administered the study's questionnaires through a telephone interview.
Results: The Demoralisation Scale was found to be a reliable and valid tool among women in the community who
had recently given birth. Higher levels of demoralisation were independently associated with lower confidence on
going home from the hospital after birth, lower rating of mother's self-rated global health, more than 3 h of infant
crying and fussing in the last 24 h, and a controlling partner, after symptoms of depression and anxiety, and
vulnerable personality characteristics were controlled for.
Conclusions: The relevance of demoralisation to postnatal health practitioners in the community is in helping
them to better understand women's experiences and to intervene in a way that is more meaningful and less
stigmatising to women.
Keywords: Demoralisation, Postnatal mental health, Early parenting

Background
Demoralisation is a psychological state occurring in
stressful life situations where a person feels that they are
unable to respond effectively to their circumstances. It is
characterised by feelings of distress, helplessness, subjective incompetence, and hopelessness [1, 2]. Demoralisation has been found to be distinct from the
diminished ability to experience pleasure (anhedonia)
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that is an important hallmark of depression with melancholic features [3–7]. Demoralisation is generally viewed
as a dimensional phenomenon that is not part of a psychiatric diagnostic system, despite some overlap with the
Diagnostic and Statistical Manual of Mental Disorders,
Fifth Edition (DSM-5) [8] criteria for Major Depressive
Disorder. Subjective incompetence, which is a major characteristic of demoralisation is not adequately accounted
for by existing diagnostic systems and dimensional measures of depression [9, 10].
So far demoralisation has predominantly been studied
in people with physical illness (e.g. [11]). The only study
of demoralisation in the postnatal period [12] examined
this construct among Australian women with unsettled
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infants admitted to a hospital mother-baby unit for a
five-day intervention program. This study found that a
scale measuring demoralisation, the Demoralisation
Scale [13], was a reliable, valid, and acceptable instrument in the above postnatal setting. Approximately half
of the women experienced high levels of demoralisation,
associated with more impaired functioning and negative
experiences of motherhood (such as interaction and
closeness to the baby, confidence as a mother, and feeling
isolated and unsupported), independent of depression and
anxiety symptoms. The intervention program, which focused on psycho-education and skill building, resulted in
more participants improving significantly on demoralisation than on depression and anxiety symptoms.
The construct of demoralisation may be particularly
relevant after the birth of a first baby, which is a time of
great changes and disruptions to many aspects of the
mother's physical, social and psychological functioning
[14]. However, such experiences are often unrecognised
and unnamed [15], usually in the context of community
expectations that this should be an exclusively joyous
period [16] and that the skills of caring for an infant are
intuitive [17].
Lumley [18] pointed out that in order for population
based mental health programs to be effective, it is important for health professionals to understand and acknowledge women's experiences in a way that women
can relate to and perceive as meaningful and nonstigmatising. A qualitative study of women diagnosed
with probable depression found that they believed that
the most salient contributing factors were the context of
their life as a mother, including lack of support, isolation, fatigue and physical ill health; having no time or
space for the self. As many of these women did not believe their depression to be caused directly by the baby,
they did not perceive their experiences as "postnatal depression" and therefore did not seek treatment [19]. The
construct of demoralisation emphasises the context of
the person's experiences, such as a first time mother
responding to a demanding and stressful situation, in a
way that current diagnostic systems of depression may
not [9]. In addition to the traditional assessment of depression and anxiety, a valid measure of demoralisation
that can be used in community settings may capture better the response of first time mothers to the demands of
looking after a young infant in a more meaningful and
less stigmatising way. Demoralisation also has relevance
to population based postnatal programs in directing
them towards helping first time mothers to acquire the
necessary caregiving skills and to increase their parental
self-efficacy, thereby decreasing their sense of helplessness and subjective incompetence [12].
The prevalence of demoralisation and its association
with other postnatal factors, such as infant behaviour,
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parental confidence, breast feeding, mother's health, and
the quality of relationship with partner during the early
postnatal period have so far not been examined among
women in the general community. Furthermore, personality characteristics, such as a tendency to worry, lack of
assertiveness, interpersonal sensitivity, and harm avoidance have been consistently found to be risk factors for
the development of postnatal depression [20–23]. It is
also important to determine whether there is an association between demoralisation and personality characteristics, and whether demoralisation is associated with the
above postnatal factors independently of personality
traits and symptoms of depression and anxiety.
The aims of the present study were to examine: (1) the
psychometric properties of the Demoralisation Scale in a
community setting; (2) the prevalence of demoralisation
symptoms among first time mothers in the community;
and (3) factors that are uniquely associated with demoralisation in the early weeks after birth, including
demographics, mode of delivery, mother's health, breast
feeding, infant behaviour and relationship with partner.

Methods
Ethical approval

Ethical approval was obtained from the Southern Health
(now Monash Health) Human Research Ethics Committee
(24 April 2013; 11388B), the Monash University Human
Research Ethics Committee (30 April 2013; CF12/
1022-2012000474), and the Education and Policy
Research Committee, Victorian Government Department
of Education and Early Childhood Development (22
March 2012; 2012_001472).
Study design

This study was nested within and employed baseline
data from a cluster randomised controlled trial of a brief
couple-focused psychoeducational intervention to prevent postnatal disorders among women, the What Were
We Thinking (WWWT) programme. The study protocol
is described in full elsewhere [24].
Setting and sample

After women are discharged from hospital following
birth primary postnatal health care in Victoria, Australia,
is provided by Maternal and Child Health nurses in local
Maternal and Child Health Centres (MCHCs), administered in Local Government Areas (LGA). This is a free
government service accessible to all families. Participants
were primiparous women who had recently given birth
in the prior four weeks and were receiving postpartum
care in a participating MCHC. Four hundred participants were recruited from 48 MCHCs selected from six
LGAs, including high, medium, and low socioeconomic
indexed areas [24]. Women whose English language
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proficiency was sufficient to give consent and complete
structured telephone interviews were eligible to participate.
Procedure

In the first instance women were contacted by an LGA
officer who explained the study and asked those women
who were interested for permission to pass their contact
details to the research team. Within a week a member of
the research team telephoned women who had provided
contact details to invite them to participate in the study.
A plain language explanation of the study and a consent
form were mailed or emailed to women who expressed
interest. A computer-assisted telephone interview (CATI)
was conducted with women who gave consent. This
formed the baseline data of the cluster randomised control
study described above. Data for the present study was
from the baseline interview, which occurred prior to the
WWWT intervention being carried out. Participants and
interviewers were blind as to whether participants were
assigned to the intervention or control group.
Measures

Study-specific questions were used to obtain information
about participant's age, infant's age, education, marital
status, language spoken at home, whether the pregnancy
was unexpected, mode of birth (i.e. spontaneous vaginal,
assisted vaginal, caesarean without labour, caesarean
after a period of labour), parental confidence on leaving
the hospital after birth. Parental confidence was assessed
using a single question: "How confident did you feel on
going home from the hospital?". Response options were
on a scale from 1 "not at all" to 5 "very confident".
Demoralisation was measured with the Demoralisation
Scale [13], consisting of 24 items (listed in Table 1),
scored on a 5-point Likert scale, from 0 "Never" to 4 "All
the Time". Total scores range from 0 to 96. Scale items
are listed in Table 1. The scale was initially developed
and validated with patients in palliative care [13], but
has also been validated with women who had recently
given birth in a hospital mother-baby unit [12].
Depression symptoms were measured with the Patients Health Questionnaire 9 (PHQ-9) [25]. Total scores
range from 0 to 27. Cutoff points of 5, 10, 15, and 20
represent mild, moderate, moderately severe and severe
depression respectively [26]. The PHQ-9 has performed
acceptably in detecting clinically-diagnosed Major
Depressive Disorder in women in the postpartum period
compared to clinical interview diagnosis [27, 28] and has
been found to be highly concordant with the Edinburgh
Postnatal Depression Scale (EPDS) [27, 29].
Anxiety symptoms were measured with the Generalised Anxiety Disorder 7 (GAD-7) questionnaire [30].
Total scores range from 0 to 21. Cutoff points of 5, 10,
and 15 represent mild, moderate, and severe anxiety
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respectively. Although designed primarily to measure
symptoms of generalised anxiety disorder, the GAD-7
has also demonstrated satisfactory performance as a
screening measure for other anxiety disorders [31].
The personality vulnerability subscale of the Vulnerable
Personality Style Questionnaire (VPSQ) [20] was used to
measure personality characteristics, such as a tendency to
worry, over-sensitivity to the opinions of others and lack
of assertiveness, known to be associated with depression
symptoms in the postnatal period. This subscale of the
VPSQ consists of six items, with a maximum score of 30
indicating high personality vulnerability. The VPSQ also
has another subscale consisting of three items,
organisation/responsiveness, measuring general coping and emotional responsiveness. However, the organisation responsiveness subscale has been found to
be less stable over time than the personality vulnerability scale and to have low internal reliability
(Cohen's alpha of 0.18 to 0.36) [20]. In our study
the organisation/responsiveness scale similarly had
very low Cohen's alpha coefficient (0.20) and also reduced the internal reliability of the total VPSQ score
(Cohen's alpha = 0.52 with both subscales included;
Cohen's alpha = 0.70 for the vulnerability subscale
only). Therefore, we only used the personality vulnerability subscale in the present study.
Psychiatric history was assessed by self-report, asking
respondents whether prior to having the baby they had
been diagnosed or treated for any of the following conditions: alcohol or drug dependence; depression; anxiety;
eating disorders; post traumatic stress disorder, or any
other major psychiatric conditions.
Self-rated general health was measured with a single
question from the SF-36 asking respondents to rate their
general health as excellent, very good, good, fair, or poor
[32]. Responses to this question are associated with
symptoms of physical functioning and wellbeing [33].
Six questions about feeding in the previous 24 h were
used, based on the World Health Organisation [34] indicators for assessing breast feeding practices to establish
whether participants were breast and/or formula feeding.
Infant crying and fussing was measured with a shortened
version of the Barr Parental Diary [35], consisting of two
questioned about the number of hours that the infant
cried/fussed over the two 12 h periods in the previous 24 h.
The quality of the relationship with the woman's intimate partner was assessed using the Intimate Bonds
Measure (IBM) [36], which has two subscales: Care
(assessing sensitivity, warmth, emotional responsiveness,
trust, physical gentleness and kindness) and Control
(coercion, dominance, exertion of power and criticism).
Each subscale consists of 12 items, with scores ranging
from 0 to 36, with higher scores indicating a more caring
or a more controlling relationship respectively.
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Table 1 Item characteristics and exploratory factor analysis of the Demoralisation Scale
Factor (% of total variance explained)

Item mean
(SD)

Corrected
item-total
correlation

Factor loadings

0.4 (0.7)

.64

.73

F1

F2

F3

F4

F1: Helplessness (35.4 %) (α = .83)
9. I feel hopeless.
7. No one can help me.

0.4 (0.8)

.52

.72

8. I feel that I cannot help myself.

0.4 (0.7)

.62

.70

22. I feel discouraged about life.

0.3 (0.6)

.68

.64

10. I feel guilty.

0.7 (1.0)

.54

.58

21. I feel sad and miserable.

0.7 (0.8)

.67

.51

4. My role in life has been lost.

0.4 (0.7)

.42

.76

24. I feel trapped by what is happening to me.

0.4 (0.8)

.65

.68

.47

F2: Disheartenment (7.2 %) (α = .79)

23. I feel quite isolated or alone.

0.8 (1.0)

.59

.58

5. I no longer feel emotionally in control.

0.7 (0.9)

.54

.54

18. I feel distressed about what is happening to me.

0.5 (0.8)

.65

6. I am in good spirits.

0.9 (0.7)

.46

0.7 (0.8)

.36

.45

.51
.43

.48

F3: Sense of Failure (6.5 %) (α = .63)
19. I am a worthwhile person.

.73

17. I am proud of my accomplishments.

0.8 (0.7)

.47

.67

1. There is a lot of value in what I can offer others.

1.5 (0.8)

.27

.65

12. I cope fairly well with life.

0.8 (0.7)

.49

.49

F4: Dysphoria (5.0 %) (α = .71)
15. I tend to feel hurt easily.

1.1 (0.9)

.39

.81

16. I am angry about a lot of things.

0.6 (0.8)

.55

.68

11. I feel irritable.

1.3 (0.9)

.48

.59

13. I have a lot of regret about my life.

0.5 (0.8)

.51

.53

0.2 (0.6)

.53

Items excluded from factor analysis due to extreme kurtoses
2. My life seems to be pointless.
3. There is no purpose to the activities in my life.

0.2 (0.6)

.40

14. Life in no longer worth living.

0.1 (0.3)

.40

20. I would rather not be alive.

0.1 (0.3)

.41

Only factor loading coefficients greater or equal to .40 are shown. Positively worded items (1, 6, 12, 17, 19) have been reverse scored

Analysis

To examine the internal reliability of the Demoralisation
Scale, Cronbach's alpha coefficient was calculated. To
examine the factor structure of the scale exploratory factor analysis was conducted. Discriminant validity was examined by estimating Pearson's correlation coefficients
between the Demoralisation Scale and its subscales with
the PHQ-9, GAD-7 and vulnerable personality characteristics. Further evidence of good discriminant validity
would be shown by a group of women who are categorised as high on demoralisation but not on depression
or anxiety. To investigate this, the sensitivity (proportion
of women with moderate to severe depression or anxiety
who also have high demoralisation) and the positive predictive value (PPV) (proportion of women who were

high on demoralisation but with no or mild depression
or anxiety) [37] of the Demoralisation Scale were calculated. Cohen's kappa coefficients were also estimated.
Cohen's kappa [38] coefficients are used to measure the
extent of agreement between raters or classification
scales [39], compensating for chance agreement. In the
absence of a validated cutoff point for the Demoralisation Scale, a cutoff of 30, the mean obtained in clinical
samples [12, 13] was used. The PHQ-9 and GAD-7
were categorised based on their published cutoff scores
for moderate depression and anxiety respectively (≥10)
[26, 30].
To examine the unique association of demoralisation
with various demographic and postnatal factors, independent of other measures of distress, hierarchical linear
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regression was carried out. In all correlational and regression analyses some variables (demoralisation, PHQ9, GAD-7, and the IBM control subscale) were natural
log transformed to correct for positive skewness and
outliers. The IBM care subscale was first reflected (by
subtracting each score from the highest score plus one)
and then natural log transformed, to correct for negative
skewness. Self-rated health was dichotomised as "fair to
good" versus "very or extremely good", as it did not follow a normal distribution even after transformations.
The number of hours of infant crying is a count variable and therefore it is inappropriate to apply a transformation to it [40]. It was dichotomised as <3 versus
≥3 h of crying during the day or night in the last
24 h, consistent with the widely used Wessel Criteria
[41]. In our data three or more hours of crying was
close to the 80th percentile. Analyses were conducted
with IBM SPSS 20.0 [42].

Results
Participants

Six hundred and seventy eligible primiparous women
were invited to participate, representing all potentially
eligible women seen in the MCHCs during the time
period of the study. Of the 670, 460 gave consent
(68.7 %). Of the 460, 400 (87.0 %) completed the assessment interview from 1.1 to 15.6 weeks after birth
(median = 5.5 weeks, interquartile range (IQR) = 3.9-7.7).
Demographics

Participants' mean age was 31.0 years (SD = 5.1;
median = 31.0; range = 18-43). Nearly all (95.8 %) were
living with a partner, more than half (62.3 %) had completed tertiary education, 16.8 % were from a nonEnglish speaking background. These demographic characteristics are reasonably comparable to available data
of women giving birth in the state of Victoria,
Australia: median age of primiparous women 30.0 years
[43]; 86.9 % with a current partner; and 21.4 % of nonEnglish speaking background [44].
Postnatal demoralisation in the community

The mean of the Demoralisation Scale was 14.9 (SD = 12.0,
range = 0-67) and the median was 12.0 (IQR 7–18). This indicates a low overall level of demoralisation among
the respondents, compared to a mean of 30 in clinical
samples postnatally [12] and in palliative care [13,
45]. Approximately 8 % of respondents in the present
study scored 30 or above, indicating a relatively high
level of demoralisation. As a comparison, scores on
depression (M = 3.8; SD = 3.5; median = 2.0 IQR = 1.0-5.0
on the PHQ-9) and anxiety (M = 3.3; SD = 3.5; median
= 2.0; IQR = 1.0-5.0 on the GAD-7) were in the mild
range (<5) of the recommended cutoff points [26].
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Reliability of the Demoralisation Scale

The Demoralisation Scale had excellent internal
consistency (Cronbach's alpha = 0.90). Corrected itemtotal correlations (Table 1) ranged from 0.27 to 0.68.
Factor analysis of the Demoralisation Scale

Initially, factor analysis was attempted with all the items
of the Demoralisation Scale. However, four items did not
exhibit a meaningful pattern of factor loadings. These
items were scored 0 by most respondents (87.3 %97.3 %) and had extreme kurtoses [46] (ranging from 9.6
to 57.6). They were, therefore, unsuitable for factor analysis [46] and were excluded. These four items were part
of the "Loss of Meaning" scale that has been extracted in
a previous study of the Demoralisation Scale in a hospital mother-baby unit among women who had recently
given birth [12] and with cancer patients [13, 45, 47]. Although the above items were excluded from the factor
analysis, they were retained in the scale for the rest of
the analyses, in order to be able to compare the total
score of the Demoralisation Scale to that of previous
studies. The reliability (Cohen's alpha) of the total scale
remained the same with and without the above four
items.
In the present study, factor analysis was conducted
with the remaining 20 items, using the principal components extraction method and a Varimax rotation [48],
with eigenvalues ≥1 and based on the scree plot, accounting for 54.1 % of the variance. An oblique rotation
method had similar results. Only results of the Varimax
rotation are reported here. As shown in Table 1, in the
present study we extracted four factors: helplessness,
disheartenment, sense of failure, and dysphoria. As these
factors were conceptually similar to Kissane et al.'s [13]
factors, we used the same names. Two items (21 and 18)
with significant loadings greater than .40 on two factors
were included in the factor with the higher loading. Item
6 ("I am in good spirits") loaded slightly higher on the
sense of failure factor (.48) than the disheartenment factor (.43), although it was more conceptually consistent
with the latter. Therefore, we included this item in the
disheartenment factor. This was also more consistent
with the factor structures obtained in previous studies
[12, 13].
In comparison, Kissane et al. [13] extracted five factors
in their validation study of the Demoralisation Scale
among patients in palliative care: loss of meaning (items
14,20,2,4,3); dysphoria (items 15,16,10,11,13); disheartenment (items 12,24,22,23,6,21); helplessness (items 7,8,5,9)
and sense of failure (17,1,12,19). In our previous study of
postnatal demoralisation in a hospital mother-baby unit
[12], we extracted four factors: a factor which was mainly
a combination of the dysphoria and disheartenment items
(items 11,16,15,21,10,18,5,9,22); helplessness (items 24,
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23,7,4,8,6); loss of meaning (items 14,20,2,13,3); and sense
of failure (items 17,19,1,12). The sense of failure factor
consisted of identical items across all three studies. The
dysphoria and disheartenment items were reasonably
similar across all studies, although they loaded on the
same factor in the Bobevski et al. [12] study. There was
some variation in the items of the helplessness factor, although in all three studies items 7 ("no one can help me")
and 8 ("I feel that I cannot help myself") loaded on this
factor. Overall, the dimensions of demoralisation that
emerged were consistent across the three studies, but not
identical.
The internal consistency of the four factors ranged
from acceptable to good (Cronbach's alpha coefficients
0.63 to 0.83) (Table 1). As the distributions of the total
score and the factor subscales were positively skewed,
each variable was natural log transformed in order to
calculate the Pearson correlation coefficients between
the subscales. The subscales were weakly to moderately
correlated with each other and were moderately to
highly correlated with the total score (Table 2).

with the GAD-9). Cohen's kappa coefficients ranged
from 0.25 to 0.41, indicating only fair to moderate overall agreement [49]. Overall, the above results indicate
good discriminant validity between the Demoralisation
Scale and the PHQ-9 and GAD-7.

Postnatal factors associated with demoralisation

The unique association of demoralisation with variables
related to women's early postnatal experiences (mode of
birth, unexpected pregnancy, mother's health, infant
feeding, infant crying and fussing, confidence on going
home from hospital after birth, and relationship with
partner), after controlling for demographic and distress
related variables, was investigated through hierarchical
linear regression analysis. At first, univariate relationships between demoralisation and the above variables
were investigated using separate simple linear regressions, with demoralisation as the dependent variable and
each of the above variables as the independent variable.
Variables that had a statistically significant (p < .05) univariate relationship with demoralisation were then entered into the hierarchical regression model, described
below.
Table 4 shows the unadjusted unstandardised coefficients of the simple linear regressions. As the Demoralisation Scale scores were log-transformed in the
regression analyses, geometric means and SDs of demoralisation are shown for the categorical independent variables, as well as the medians and IQRs for ease of
interpretation. For the continuous independent variables,
the correlation coefficients with the Demoralisation
Scale are shown. Higher levels of demoralisation were
significantly associated with non-English speaking background, lower educational level, psychiatric history prior
to the birth, low health self-rating, formula feeding,
infant's prolonged crying, high parental confidence, and
perception of partner as being more caring and less controlling. There was also a trend approaching statistical
significance (p = .055) for women aged 18–25 years to

Discriminant validity
Correlations between demoralisation and other measures of
distress

Pearson's correlation coefficients between the Demoralisation Scale and other measures of distress are shown
in Table 2. The Demoralisation Scale and its subscales
correlated only moderately with the other measures of
distress, thus showing evidence for good discriminant
validity.
Comparison of categorical scores of the Demoralisation
Scale with the PHQ-9 and GAD-7

Table 3 shows a good separation between the Demoralisation Scale and the PHQ-9 and GAD-7, with low proportions of the respondents with high demoralisation
scores also having moderate to severe depression
(32.0 %) or anxiety (38.7 %), as indicated by the PPVs.
Sensitivity was also low (40 % with the PHQ-9; 52.2 %

Table 2 Correlation matrix of the Demoralisation Scale subscales and other measures distress related measures
F1
a

F2

F3

F1: Helplessness (mean of items = 0.5; SD = 0.5)

-

F2: Disheartenmenta (mean of items = 0.6; SD = 0.2)

.68*

-

F3: Sense of Failure (mean of items = 1.0; SD = 0.3)

.33*

.45*

-

F4: Dysphoriaa (mean of items = 0.9; SD = 0.4)

.58*

.53*

.33*

a

a

F4

Demoralisation Scale

PHQ-9

GAD-7

-

Total demoralisation score

.78*

.84*

.68*

.76*

-

PHQ-9a (α = .73)

.40*

.52*

.36*

.45*

.54*

-

GAD-7 (α = .85)

.48*

.55*

.31*

.48*

.56*

.68*

-

VPS personality vulnerability (α = .70)

.40*

.35*

.31*

.45*

.47*

.47*

.47*

a

a

Natural log transformed variables
*p > .0001

VPS Personality vulnerability

-
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Table 3 Comparison of categorical scores of the Demoralisation Scale with the PHQ-9 and GAD-7
Comparison Scale

Demoralisation Scale cutoff score

Sensitivity

Positive Predictive Value (PPV)

PHQ-9 (cutoff score ≥ 10)

≥30

40.0 % (10/25)

32.0 % (10/31)

Cohen's kappa
0.25

GAD-7 (cutoff score ≥ 10)

≥30

52.2 % (12/23)

38.7 % (12/31)

0.41

Table 4 Percentage of participants with high demoralisation score by demographic and postnatal variables

Language

Education

Age

Mode of birth

Unexpected
pregnancy

Self-rating of health

p

Geometric mean (SD) of
the Demoralisation Scale

Median (IQR) of the
Demoralisation Scale

Unstandardised regression
coefficient (unadjusted)

English (n = 333)

11.7 (2.1)

11.0 (7–18)

Reference

Other (n = 67)

16.0 (1.9)

16.0 (10–26)

0.32

Up to secondary (n = 74)

10.3 (2.1)

10.0 (7.0-19.0)

Reference

Diploma/Certificate
(n = 77)

13.4 (2.0)

12.0 (8.0-19.5)

0.25

.008

Tertiary (n = 249)

12.7 (2.0)

12.0 (5.8-16.0)

0.27

.019

18-25 (n = 54)

11.0 (2.2)

10.0 (5.8-15.3)

−0.20

.055

26-39 (n = 328)

12.6 (2.0)

12.0 (7.0-19.0)

Reference

40+ (n = 18)

12.0 (1.6)

12.0 (6.2-15.0)

−0.08

Vaginal spontaneous
(n = 175)

12.0 (2.1)

12.0 (7.0-18.0)

Reference

Vaginal assisted (n = 87)

12.4 (1.9)

12.0 (5.0-18.0)

0.07

.001

.632

.481

Caesarian without labour (n = 59)

13.6 (1.9)

13.0 (5.0-18.0)

0.15

.153

Caesarian after a period
of labour (n = 79)

12.3 (2.1)

13.0 (4.0-21.0)

0.05

.580

No (n = 305)

12.0 (2.0)

12.0 (7.0-18.0)

Reference

Yes (n = 95)

13.6 (2.0)

13.0 (8.0-13.0)

0.12

Fair to good (n = 64)

18.1 (2.0)

17.5 (10.3-27.8)

Reference

.135

Very good to extremely
good (n = 335)

11.5 (2.0)

11.0 (7.0-17.0)_

−0.45

Breast milk only (n = 267)

11.8 (2.0)

11.0 (7.0-18.0)

Reference

Formula only or with
breast milk (n = 118)

13.8 (2.2)

14.0 (8.8-23)

0.16

<3 h (n = 293)

11.4 (2.1)

11.0 (6.0-17.0)

Reference

≥3 h (n = 107)

15.3 (1.8)

14.0 9.0 (14.0-21.0)

.027

.001

0.29

.000

.000

Missing (n = 1)
Feeding method

.042

Missing (n = 15)
Baby crying/fussing

Psychiatric history

No (n = 302)

11.4 (2.0)

11.0 (7.0-17.0)

Yes (n = 98)

16.1 (2.0)

15.0 (9.0-23.3)
Correlation with the
Demoralisation Scale: r (p)

Confidence in going
home from hospital

-.39 (p = .000)

−0.25

.000

IBM care subscalea

.22 (p = .000)

.018

.000

IBM control
subscaleb

.24 (p = .000)

.021

.000

The dependent variable, the Demoralisation Scale total score, has been natural log transformed in the regression analysis
a
Reflected and natural log transformed in the regression analysis
b
Natural log transformed in the regression analysis
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have slightly higher demoralisation compared to women
aged 26–39 years.
To further investigate which postnatal experiences are
independently related to demoralisation after the effect
of demographics and overlapping distress variables are
controlled for, a hierarchical multiple regression was

carried out (Table 5). Demographic variables and the distress related measures (depression, anxiety, and personality vulnerability) were entered at the first stage (Model 1).
The postnatal variables that had a statistically significant
bivariate association with demoralisation (p < .05) were
entered at the second stage (Model 2) to examine whether

Table 5 Hierarchical regression with demoralisation as the dependent variable
Hierarchical linear regression
Independent Variables

Unstandardised regression
coefficient (adjusted)

p

Model 1
Language spoken at home: English

Reference

Other

0.21

Education: Up to secondary

Reference

Certificate/Diploma

0.12

.119

Tertiary

0.17

.058

Age: 18-25

−0.15

.093

26-39

Reference

40+

0.04

.790

Psychiatric history

0.09

.183

a

PHQ-9

0.27

.000

GAD-7a

0.21

.000

0.05

.000

a

Vulnerable personality characteristics

Reference

Other

0.13

.097

Education: Up to secondary

Reference

Certificate/Diploma

0.08

.320

Tertiary

0.14

.115

Age: 18-25

−0.15

.078

26-39

Reference

40+

−0.00

.990

Psychiatric history

0.08

.221

PHQ-9a

0.21

.000

GAD-7a

0.19

.000

Vulnerable personality characteristics

0.04

.000

Self-rated health: Fair to good

Reference

Very or extremely good

−0.18

.018

Feeding method: Only breast milk

Reference

Formula and/or breast milk

−0.05

Baby crying or fussing: <3 h

Reference

≥3 h

0.12

Confidence in going home from hospital

−0.13

.000

IBM care subscaleb

0.04

.236

IBM control subscalea

0.10

.006

The dependent variable, the Demoralisation Scale total score, has been natural log transformed
a
Natural log transformed
b
Reflected and natural log transformed

p for change in R2

.44

-

.51

.000

.007

Model 2
Language spoken at home: English

Model R2

.377

.046
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they were significantly and independently associated with
demoralisation after demographics and other distress related measures were controlled for.
A total of 19 (4.8 %) respondents had missing data on
either method of feeding, health self-rating, or the IBM.
In the univariate analyses of these variables (Table 4)
missing data was excluded. All available data from all
400 participants was included in the hierarchical regression presented in Table 5. As there is a minimal amount
of missing data and as there was no statistical significant
difference in demoralisation scores between respondents
with missing and non-missing data, this approach appeared appropriate [46]. The hierarchical regression was
also repeated with omitting the 19 respondents with
missing data with nearly identical results (not presented
here).
Table 5 shows that even after the demographic variables and the distress related measures were controlled
for, some factors were significantly associated with
higher demoralisation, with a significant increase in R2.
Mother's health problems, infant crying or fussing for
three or more hours, low confidence in going home
from the hospital, and a controlling partner were significantly associated with higher levels of demoralisation.
These results also provide further evidence for good discriminant validity of the construct of demoralisation, as
they show that demoralisation is uniquely associated
with adverse postnatal experiences, even after overlapping distress variables are controlled for.

Discussion
Key findings

The Demoralisation Scale was found to have good internal consistency and discriminant validity among
women who had recently given birth to a first baby. Four
subscales were identified: helplessness, disheartenment,
sense of failure, and dysphoria. About 8 % of participants
experienced high levels of demoralisation. High levels of
demoralisation were independently associated with low
confidence on going home from the hospital after birth,
low self-rated global health, more than 3 h of infant crying or fussing in the last 24 h, and a controlling partner,
even after demographics and overlapping distress variables were controlled for.
Subscales of the Demoralisation Scale

The subscales that were extracted through factor analysis in the present study were consistent with, but not
the same, as those extracted in a hospital mother-baby
unit [12] and in palliative care settings [13]. The main
difference was that in the present study loss of meaning
did not appear to be a salient experience in the early
postnatal period, with nearly all participants scoring zero
on this group of items. Loss of meaning has been found
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to be an important aspect of demoralisation among
people with cancer [13, 45, 47]. A loss of meaning factor
was also extracted in a previous study of women admitted to a hospital mother-baby unit [12], although it had
the lowest item mean scores compared to the other
scales. Thus, experiences of loss of meaning appear to
be uncommon among women in the community during
the early postnatal period. However, it appears to be an
aspect of the more severe levels of demoralisation found
among women admitted to clinical services. The relatively low salience of loss of meaning postnatally is not
surprising [12], as even women with predominantly
negative postnatal experiences report co-existing positive
feelings about motherhood, such as watching the baby's
development and feeling needed and loved [50].
Discriminant validity

Of the participants who scored high on demoralisation,
about 68 % and 61 % did not report substantial symptoms of depression or anxiety, respectively. There was
poor agreement of classifications between the Demoralisation Scale and the PHQ-9 and GAD-7, as indicated by
small Kappa coefficients. Furthermore, demoralisation
was independently associated with a number of postnatal
experiences. This suggests that the Demoralisation Scale
has good discriminant validity. Our previous study of demoralisation in a hospital mother-baby unit [12] also
found evidence for acceptable discriminant validity of
the Demoralisation Scale. In comparison, depression is a
broader, heterogeneous construct, including anhedonia,
as well as somatic symptoms, such as sleep and appetite
problems. It is commonly argued that in assessing depressive disorders in the postnatal period less emphasis
should be put on somatic symptoms, as they are often
normal, but the loss of pleasure and increased irritability
are important features [51]. Neither the available dimensional measures of depression nor the psychiatric diagnostic systems specifically address helplessness and subjective
incompetence. Many qualitative studies of women's own
accounts, however, have consistently found that feelings of
helplessness and a sense of failure are salient features of
the postnatal period [50, 52, 53].
Prevalence of symptoms of demoralisation

About 8 % of participants obtained high demoralisation
scores, defined as above the mean of the Demoralisation
Scale in clinical settings (score of ≥30) [12, 13, 45]. A
total of 5 % of all participants scored 30 or above on demoralisation without substantial depressive symptoms.
In the absence of normative demoralisation scores, this
can be tentatively considered as an indication of
prevalence of symptoms of high demoralisation
among primiparous women in the community in the
early postnatal period. This is a non-trivial prevalence
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that is similar to that of depressive (5.1 %) and anxiety (2.2 % to 8.3 %) disorders among women in the
Australian population [54].
Factors associated with demoralisation

Women's circumstances in the early postnatal period,
such as their health, infant behaviour, and relationship
with their partner were uniquely associated with high
levels of demoralisation. This suggests that stressful
postnatal circumstances are related to experiences of
distress, helplessness and sense of failure that are not
sufficiently accounted for by the traditional focus on
symptoms of depressive and anxiety disorders. Although
the measures of depression and anxiety symptoms and
of personality vulnerability together explained a large
proportion of the total variance in the regression model,
this is to be expected as distress-related variables overlap
and are usually strongly related to each other.
Many of our findings were consistent with previous
studies on psychological distress in the postnatal period.
Unsettled infant behaviour has been associated with
symptoms of depression [55, 56], anxiety and parental
stress [57]. Intervention programs focusing on assisting
women to manage unsettled infants also decrease symptoms of depression and anxiety [58–60], as well as demoralisation [12]. The mother's ill health and a lack of
supportive and caring relationship or a coercive and
controlling partner have been associated with high
psychological distress postnatally [17]. Parental confidence or self-efficacy is an important factor in maternal mental health [61]. Anxiety about infant care on
discharge from hospital following child birth has been
associated with high psychological distress in the early
postnatal period [17].
We found a statistically significant univariate relationship between higher demoralisation and formula only or
formula and breast feeding, compared to exclusive breast
feeding. However, this relationship was no longer significant once other factors were controlled for. A recent
systematic review of breastfeeding and depression [62]
found a clear link between early exclusive and nonexclusive cessation of breastfeeding and postnatal
depressive symptoms, with prospective evidence that depression often precedes and leads to breast feeding cessation. However, there is also evidence that negative
breast feeding experiences can precede the onset of depressive symptoms [62]. Further investigation of the relationship between demoralisation and breastfeeding
from prospective studies is warranted.
Previous studies have found lower educational attainment and younger (18–25 years) and older (40+ years) age
to be a risk factor for postnatal depressive symptoms compared to 26–39 years of age (e.g. [63]). We did not find
the same pattern of relationships with demoralisation. In
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fact, in the present study there was a statistically significant univariate relationship between higher demoralisation and higher educational attainment, as well as a trend
for slightly higher demoralisation among participants in
the middle age band compared to younger participants.
Although once we controlled for other factors these relationships were not statistically significant, these trends
also warrant further investigation in future studies. The
Demoralisation Scale contains questions about loss of role
and a sense of incompetence that are not part of standard
anxiety and depression measures but may be especially
relevant to the early postnatal period. Women with higher
educational attainment and aged 26–39 years may, for instance, still be getting established in their career, and following the birth of a baby may feel that they have lost a
previous role in life at which they felt competent, but that
their previous life experiences have not prepared them for
the new role of caring for an infant. Pervasive loss of previous roles, autonomy and control is a major recurring
factor in qualitative accounts of women's postnatal experiences [53, 64].
Implications

Our earlier study of demoralisation in a hospital
mother-baby unit [12] found that an intervention program that focused on psychoeducation and skill-building
resulted in more participants improving significantly on
demoralisation than on depression and anxiety symptoms. Thus, recognition of the salience of demoralisation
could direct population based programs to help women
acquire care giving skills and increase their parental selfefficacy in order to decrease feelings of helplessness and
sense of incompetence. The use of the demoralisation
construct in population based mental health programs
may also reduce stigma, which is still a major barrier to
help seeking in the postnatal period [65, 66]. If practitioners communicate and intervene in a way that is
more meaningful and relevant, perhaps women will feel
that their experiences are better recognised and less stigmatised, and will be more prepared to seek help.
Slavney [67] has argued that demoralisation is part of
a normal adjustment process, whereas most other authors [68, 69] view it as a more serious form of distress
that is clinically relevant and deserves both recognition
and treatment. As demoralisation is a dimensional
phenomenon, at the mild end it may constitute a normal
reaction to stress, but with increasing distress and increasing subjective incompetence it could become more serious
and require intervention [69]. In patients with physical illness demoralisation is of clinical significance because it is
associated with the desire to die [11]. In postnatal settings,
our previous study [12] found that demoralisation was
uniquely associated with negative experiences of motherhood and high impairment in functioning of women who
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had recently given birth, as evidence that high levels of demoralisation are of clinical importance postnatally.
Even in the absence of depression and anxiety, women
can feel they have lost their sense of competence, feel
helpless, and distressed. A sense of incompetence as a
caregiver has been identified as a risk factor in the development of maternal mental health problems [61, 70] and
has been linked to infant developmental outcomes [61].
If symptoms of demoralisation persist or become more
severe and help is not available, feelings of hopelessness
can increase too [68]. Hopelessness is a well established
predictor of suicidal ideation and intent, independently
of depression [71–73]. Our previous study showed that
demoralisation can be substantially decreased by an
intervention program based on parental skill building
and psychoeducation [12]. It is, therefore, important for
practitioners in postnatal clinical settings to identify
women with high levels of demoralisation, even without
concurrent depression or anxiety symptoms, and to offer
them effective interventions in order to prevent serious
long term problems for the mother and infant.
Strengths and limitations

A strength of this study is that it used a large community sample that was recruited systematically from across
the socioeconomic spectrum. The response rate (68.7 %)
was reasonable. However, no information was available
for non-responders and there may have been response
bias. There were a relatively large proportion of participants with post secondary education (62 %) and there
were very few participants without a current partner
(4 %). The study is cross-sectional and, therefore, direction of relationships among the investigated variables
cannot be inferred. Although this study used baseline
data from a cluster randomised control trial of a postnatal intervention program, the baseline data was collected
before the intervention was carried out and both the
participants and the researchers were blinded to allocations to the control or intervention groups.

Conclusions
The Demoralisation Scale is a reliable and valid tool for
measuring demoralisation in the community among
women who had recently given birth. Higher levels of
demoralisation were independently associated with lower
confidence about going home from the hospital after
birth, lower rating of mother's self-rated global health,
more than three hours of infant crying and fussing in
the last 24 h, and a controlling partner, even after symptoms of depression and anxiety, and vulnerable personality characteristics were controlled for. The relevance of
demoralisation to postnatal health practitioners in the
community is in enabling them to better understand
women's experiences and to intervene in a way that is
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more meaningful and less stigmatising to women, rather
than exclusively focusing on reducing symptoms of depression. In population based postnatal programs this
would bring the focus on helping first time mothers to
acquire the necessary caregiving skills and to increase
their parental self-efficacy, thereby decreasing their sense
of helplessness and subjective incompetence.
Abbreviations
DSM-5: Diagnostic and Statistical Manual of Mental Disorders, 5th Edition;
WWWT: What Were We Thinking programme; CATI: Computer assisted
telephone interview; MCHC: Maternal and Child Health Centre; LGA: Local
government area; PHQ-9: Patients' Health Questionnaire 9; GAD-7: Generalised
anxiety disorder 7; IBM: Intimate Bonds Measure; IQR: Interquartile range.
Competing interests
The authors declare no competing interests.
Authors’ contributions
IB designed the study, conducted the analysis and wrote the manuscript.
HR, JF, DM, and DMcK contributed to study design and reviewed the manuscript.
All authors read and approved the final manuscript.
Acknowledgements
Dr. Irene Bobevski is funded by a National Health and Medical Research
Council (NHMRC) Postgraduate Scholarship. Jane Fisher is supported by a
Monash Professorial Fellowship and the Jean Hailes Professorial Fellowship.
Jane Fisher and Dr. Heather Rowe receive a funding from the Australian
Government Department of Families, Housing, Community Services and
Indigenous Affairs. The funding bodies were not involved in any way in data
collection, analysis or interpretation of outcomes.
Author details
1
Jean Hailes Research Unit, School of Public Health and Preventive Medicine,
Monash University, Melbourne, Australia. 2Department of Psychiatry, School
of Clinical Sciences at Monash Health, Faculty of Medicine, Nursing and
Health Sciences, Monash University, Melbourne, Australia. 3Department of
Epidemiology and Preventive Medicine, School of Public Health and
Preventive Medicine, Monash University, Melbourne, Australia. 4Research
Development & Governance, Epworth HealthCare, Melbourne, Australia.
Received: 10 May 2015 Accepted: 4 October 2015

References
1. de Figueiredo JM. Some issues in research on the epidemiology of
demoralization. Compr Psychiatry. 1983;24(2):154–7.
2. Frank JD. Psychotherapy: The restoration of morale. Am J Psychiatry.
1974;131(3):271–4.
3. Clarke DM, Kissane DW, Trauer T, Smith GC. Demoralization, anhedonia and
grief in patients with severe physical illness. World Psychiatry. 2005;4(2):96.
4. Clarke DM, Mackinnon AJ, Smith GC, McKenzie DP, Herrman HE. Dimensions
of psychopathology in the medically ill. Psychosomatics. 2000;41(5):418–25.
5. Clarke DM, Smith GC, Dowe DL, McKenzie DP. An empirically derived
taxonomy of common distress syndromes in the medically ill. J Psychosom
Res. 2003;54(4):323–30.
6. McKenzie M, Clarke DM, McKenzie DP, Smith GC. Which factors predict the
persistence of DSM-IV depression, anxiety, and somatoform disorders in the
medically ill three months post hospital discharge? J Psychosom Res.
2010;68(1):21–8.
7. Weber S. Factor structure of the Reynolds Adolescent Depression Scale in a
sample of school-based adolescents. J Nurs Meas. 2000;8(1):23–40.
8. American Psychiatric Association. The Diagnostic and Statistical Manual of
Mental Disorders: DSM-5. Washington, DC: American Psychiatric Publishing; 2013.
9. Clarke DM. Depression, demoralization, and psychotherapy in people who
are medically ill. In: Alarcon RD, Frank JB, editors. The Psychotherapy of
Hope: The Legacy of Persuasion and Healing. Baltimore: The John Hopkins
University Press; 2011. p. 125.

Bobevski et al. BMC Pregnancy and Childbirth (2015) 15:259

10. de Figueiredo JM. Demoralization Subjective Incompetence and Distress in
Adversity. The Psychotherapy of Hope: The Legacy of Persuasion and
Healing. 2011;107.
11. Robinson S, Kissane DW, Brooker J, Burney S. A Review of the Construct of
Demoralization: History, Definitions, and Future Directions for Palliative
Care. American Journal of Hospice and Palliative Medicine.
2014;49(3):595–610.
12. Bobevski I, Rowe H, Clarke D, McKenzie D, Fisher J. Postnatal demoralisation
among women admitted to a hospital mother-baby unit: validation of a
psychometric measure. Archives of women's mental health. 2014, Advance
online publication. doi:10.1007/s00737-014-0486-8.
13. Kissane DW, Wein S, Love A, Lee XQ, Kee PL, Clarke DM. The Demoralization
Scale: a report of its development and preliminary validation. J Palliat Care.
2004;20(4):269.
14. Fisher J, de Mello MC, Izutsu T. Pregnancy, childbirth and the postpartum
period. In: Mental health aspects of women’s reproductive health: a global
review of the literature. Edited by World Health Organization. Geneva,
Switzerland: WHO Press; 2009: 8–30.
15. Rowe H, Fisher J. Development of a universal psycho-educational
intervention to prevent common postpartum mental disorders in
primiparous women: a multiple method approach. BMC Public Health.
2010;10(1):499.
16. Woolhouse H, Brown S, Krastev A, Perlen S, Gunn J. Seeking help for anxiety
and depression after childbirth: results of the Maternal Health Study. Arch
Womens Ment Health. 2009;12(2):75–83.
17. Fisher JRW, Feekery C, Rowe‐Murray H. Nature, severity and correlates of
psychological distress in women admitted to a private mother–baby unit.
J Paediatr Child Health. 2002;38(2):140–5.
18. Lumley J. Attempts to prevent postnatal depression. BMJ. 2005;331(7507):5–6.
19. Small R, Brown S, Lumley J, Astbury J. Missing voices: what women say and
do about depression after childbirth. Journal of Reproductive and Infant
Psychology. 1994;12(2):89–103.
20. Boyce P, Hickey A, Gilchrist J, Talley N. The development of a brief
personality scale to measure vulnerability to postnatal depression. Arch
Womens Ment Health. 2001;3(4):147–53.
21. Josefsson A, Larsson C, Sydsjö G, Nylander P-O. Temperament and character
in women with postpartum depression. Arch Womens Ment Health.
2007;10(1):3–7.
22. Masih S, Spence SH, Oei TP. Sociotropic and autonomous personality and
stressful life events as predictors of depressive symptoms in the postpartum
period. Cogn Ther Res. 2007;31(4):483–502.
23. Verkerk GJ, Denollet J, Van Heck GL, Van Son MJ, Pop VJ. Personality factors
as determinants of depression in postpartum women: a prospective 1-year
follow-up study. Psychosom Med. 2005;67(4):632–7.
24. Rowe H, Wynter K, Lorgelly P, Amir LH, Ranasinha S, Proimos J, et al. A
cluster randomised controlled trial of a brief couple-focused
psychoeducational intervention to prevent common postnatal mental
disorders among women: study protocol. BMJ open. 2014;4(9):e006436.
25. Spitzer R, Kroenke K, WJ W. Validation and utility of a self-report version of
prime-md: The phq primary care study. JAMA. 1999;282(18):1737–44.
26. Kroenke K, Spitzer RL. The PHQ-9: a new depression diagnostic and severity
measure. Psychiatr Ann. 2002;32(9):509–15.
27. Flynn HA, Sexton M, Ratliff S, Porter K, Zivin K. Comparative performance of
the Edinburgh Postnatal Depression Scale and the Patient Health
Questionnaire-9 in pregnant and postpartum women seeking psychiatric
services. Psychiatry Res. 2011;187(1–2):130–4.
28. Gjerdingen D, Crow S, McGovern P, Miner M, Center B. Postpartum
depression screening at well-child visits: validity of a 2-question screen and
the PHQ-9. Ann Fam Med. 2009;7(1):63–70.
29. Yawn BP, Pace W, Wollan PC, Bertram S, Kurland M, Graham D, et al.
Concordance of Edinburgh Postnatal Depression Scale (EPDS) and Patient
Health Questionnaire (PHQ-9) to assess increased risk of depression among
postpartum women. J Am Board Fam Med. 2009;22(5):483–91.
30. Rl S, Kroenke K, Williams JW, Löwe B. A brief measure for assessing
generalized anxiety disorder: The gad-7. Arch Intern Med. 2006;166(10):1092–7.
31. Kroenke K, Spitzer RL, Williams JBW, Monahan PO, Löwe B. Anxiety disorders
in primary care: prevalence, impairment, comorbidity, and detection.
Ann Intern Med. 2007;146(5):317–25.
32. Ware J, Snow K, Kosinski M, Gandek B. SF-36 health survey: manual and
interpretive guide. Boston: The Health Institute, New England Medical
Center; 1993.

Page 12 of 13

33. Schytt E, Waldenström U. Risk factors for poor self-rated health in women at
2 months and 1 year after childbirth. J Womens Health. 2007;16(3):390–405.
34. World Health Organisation. Indicators for assessing breast feeding practices.
Geneva, Switzerland: WHO Document WHO/CDD/SER. vol. 91; 1991. p. 14.
35. Barr R, Kramer M, Boisjoly C, McVey-White L, Pless I. Parental diary of infant
cry and fuss behaviour. Arch Dis Child. 1988;63(4):380–7.
36. Wilhelm K, Parker G. The development of a measure of intimate bonds.
Psychol Med. 1988;18(01):225–34.
37. Baldessarini RJ, Finklestein S, Arana GW. The predictive power of diagnostic tests
and the effect of prevalence of illness. Arch Gen Psychiatry. 1983;40(5):569–73.
38. Cohen J. A coefficient of agreement for nominal scales. Educ Psychol Meas.
1960;20:37–46.
39. Agresti A. An introduction to categorical data analysis. New York: Wiley; 1996.
40. Long JS, Freese J. Regression models for categorical dependent variables
using Stata. College Station, Texas: Stata Press; 2006.
41. Wessel MA, Cobb JC, Jackson EB, Harris GS, Detwiler AC. Paroxysmal fussing
in infancy, sometimes called" colic". Pediatrics. 1954;14(5):421–35.
42. Corp IBM. IBM SPSS Statistics for Windows, Version 20.0. Armonk, NY:
IBM Corp.; 2011.
43. Australian Bureau of Statistics. Births, Australia, 2013. Canberra, Australia:
Australian Bureau of Statistics; 2013.
44. Consultative Council on Obstetric and Paediatric Mortality and Morbidity.
Births in Victoria 2007 and 2008. Melbourne, Australia: Quality, Safety and
Patient Experience Branch, Department of Health; 2011.
45. Mehnert A, Vehling S, Hocker A, Lehmann C, Koch U. Demoralization and
depression in patients with advanced cancer: validation of the German
version of the demoralization scale. J Pain Symptom Manage.
2011;42(5):768–76.
46. Tabachnick B, Fidell L. Using Multivariate Statistics. 6th ed. Boston,
MA: Pearson; 2011.
47. Mullane M, Dooley B, Tiernan E, Bates U. Validation of the Demoralization
Scale in an Irish advanced cancer sample. Palliat Support Care.
2009;7(3):323–30.
48. Child D. The essentials of factor analysis. 3rd ed. London: Continuum; 2006.
49. Landis JR, Koch GG. The measurement of observer agreement for
categorical data. Biometrics. 1977;33(1):159–74.
50. Brown S, Small R, Lumley J. Missing voices: The experience of motherhood.
Melbourne, Australia: Oxford University Press; 1994.
51. Cox J, Holden J, Sagovsky R. Detection of postnatal depression.
Development of the 10-item Edinburgh Postnatal Depression Scale.
Br J Psychiatry. 1987;150(6):782–6.
52. Beck CT. The lived experience of postpartum depression: A phenomenological
study. Nurs Res. 1992;41(3):166–70.
53. Knudson‐Martin C, Silverstein R. Suffering in Silence: A qualitative meta‐
data‐analysis of postpartum depression. J Marital Fam Ther. 2009;35(2):145–58.
54. Slade T, Johnston A, Oakley Browne MA, Andrews G, Whiteford H. 2007
National Survey of Mental Health and Wellbeing: methods and key findings.
Australas Psychiatry. 2009;43(7):594–605.
55. Lam P, Hiscock H, Wake M. Outcomes of infant sleep problems: a
longitudinal study of sleep, behavior, and maternal well-being. Pediatrics.
2003;111(3):e203–7.
56. Rowe H, Fisher J. The contribution of Australian residential early parenting
centres to comprehensive mental health care for mothers of infants:
evidence from a prospective study. Int J Ment Heal Syst. 2010;4(1):6.
57. Phillips J, Sharpe L, Matthey S. Rates of depressive and anxiety disorders in a
residential mother–infant unit for unsettled infants. Aust N Z J Psychiatry.
2007;41(10):836–42.
58. Phillips J, Sharpe L, Nemeth D. Maternal psychopathology and outcomes
of a residential mother-infant intervention for unsettled infant behaviour.
Aust N Z J Psychiatry. 2010;44(3):280–9.
59. Matthey S, Speyer J. Changes in unsettled infant sleep and maternal mood
following admission to a parentcraft residential unit. Early Hum Dev.
2008;84(9):623–9.
60. Fisher J, Rowe H. Building an evidence base for practice in early parenting
centres. A systematic review of the literature and a report of an outcome
study. Melbourne: Key Centre for Women's Health in Society, Melbourne
School of Population Health, University of Melbourne; 2004.
61. Jones TL, Prinz RJ. Potential roles of parental self-efficacy in parent and child
adjustment: A review. Clin Psychol Rev. 2005;25(3):341–63.
62. Dias CC, Figueiredo B. Breastfeeding and depression: A systematic review of
the literature. J Affect Disord. 2014;171:142–54.

Bobevski et al. BMC Pregnancy and Childbirth (2015) 15:259

Page 13 of 13

63. Milgrom J, Gemmill AW, Bilszta JL, Hayes B, Barnett B, Brooks J, et al.
Antenatal risk factors for postnatal depression: a large prospective study.
J Affect Disord. 2008;108(1):147–57.
64. Beck CT. Postpartum depression: A metasynthesis. Qual Health Res.
2002;12(4):453–72.
65. Bilszta J, Ericksen J, Buist A, Milgrom J. Women's experience of postnatal
depression-beliefs and attitudes as barriers to care. Aust J Adv Nurs.
2010;27(3):44–54.
66. Oddy B, Rowe H, Fisher J. Consumers' views on the use of diagnostic labels
to describe psychological distress in the postpartum: implications for health
care. Aust J Prim Health. 2009;15(1):9–16.
67. Slavney PR. Diagnosing demoralization in consultation psychiatry.
Psychosomatics: Journal of Consultation Liaison Psychiatry. 1999;40(4):325–9.
68. Clarke DM, Kissane DW. Demoralization: its phenomenology and
importance. Aust N Z J Psychiatry. 2002;36(6):733–42.
69. de Figueiredo JM. Deconstructing demoralization: subjective incompetence
and distress in adversity. In: Alarcon RD, Frank JB, editors. The
Psychotherapy of Hope: The Legacy of Persuasion and Healing. Baltimore:
The John Hopkins University Press; 2012. p. 107.
70. Cutrona CE. Causal attributions and perinatal depression. J Abnorm Psychol.
1983;92(2):161.
71. Beck A, Emery G. Anxiety disorders and phobias: A cognitive perspective:
Basic Books; 2005
72. Dori GA, Overholser JC. Depression, Hopelessness, and Self‐Esteem:
Accounting for Suicidality in Adolescent Psychiatric Inpatients. Suicide Life
Threat Behav. 1999;29(4):309–18.
73. Wetzel RD, Margulies T, Davis R, Karam E. Hopelessness, depression, and
suicide intent. Journal of Clinical Psychiatry: Journal of Clinical Psychiatry; 1980.

Submit your next manuscript to BioMed Central
and take full advantage of:
• Convenient online submission
• Thorough peer review
• No space constraints or color ﬁgure charges
• Immediate publication on acceptance
• Inclusion in PubMed, CAS, Scopus and Google Scholar
• Research which is freely available for redistribution
Submit your manuscript at
www.biomedcentral.com/submit

