King’s Research Portal
DOI:
10.1016/j.wombi.2019.05.012
Document Version
Peer reviewed version
Link to publication record in King's Research Portal

Citation for published version (APA):
Da Silva Tanganhito, D., Bick, D., & Chang, Y. S. (2019). Breastfeeding experiences and perspectives among
women with postnatal depression: A qualitative evidence synthesis. Women and Birth.
https://doi.org/10.1016/j.wombi.2019.05.012

Citing this paper
Please note that where the full-text provided on King's Research Portal is the Author Accepted Manuscript or Post-Print version this may
differ from the final Published version. If citing, it is advised that you check and use the publisher's definitive version for pagination,
volume/issue, and date of publication details. And where the final published version is provided on the Research Portal, if citing you are
again advised to check the publisher's website for any subsequent corrections.
General rights
Copyright and moral rights for the publications made accessible in the Research Portal are retained by the authors and/or other copyright
owners and it is a condition of accessing publications that users recognize and abide by the legal requirements associated with these rights.
•Users may download and print one copy of any publication from the Research Portal for the purpose of private study or research.
•You may not further distribute the material or use it for any profit-making activity or commercial gain
•You may freely distribute the URL identifying the publication in the Research Portal
Take down policy
If you believe that this document breaches copyright please contact librarypure@kcl.ac.uk providing details, and we will remove access to
the work immediately and investigate your claim.

Download date: 23. Sep. 2020

This is an Accepted Manuscript of an article published by Women and Birth
online: https://doi.org/10.1016/j.wombi.2019.05.012
Breastfeeding experiences and perspectives among women with postnatal depression: a
qualitative evidence synthesis
Daniela Da Silva Tanganhito1 BSc | Debra Bick2 RM, BA, MMedSci, PhD |
Yan-Shing Chang3 BA, MPhil, PhD
1. King’s College Hospital NHS Foundation Trust, London UK.
2. University of Warwick, Warwick Clinical Trials Unit, Warwick, UK.
3. King’s College London, Florence Nightingale Faculty of Nursing, Midwifery & Palliative Care,
London, UK.
Correspondence:
Dr Yan-Shing Chang
King's College London
Florence Nightingale Faculty of Nursing, Midwifery & Palliative Care
James Clerk Maxwell Building
57 Waterloo Road
LONDON
SE1 8WA
Email: yan-shing.chang@kcl.ac.uk

1

ABSTRACT
Background: Studies show that postnatal depression affects around 10-16% of women globally. It is
associated with earlier cessation of breast feeding, which can negatively impact infants’ long-term
development. Mechanisms underpinning associations between mental health and women’s decision
to commence and continue to breastfeed are complex and poorly understood.
Aim: The aim of this review was to investigate breastfeeding experiences, perspectives, and support
needs of women with postnatal depression. No previous reviews were identified which had addressed
this aim.
Method: A systematic search was conducted of six databases to identify relevant qualitative studies.
Six included studies were critically appraised and synthesised using thematic synthesis.
Findings: Five themes were identified: (1) desire to breastfeed and be a ‘good mother’, (2) struggles
with breastfeeding, (3) mixed experiences of support from healthcare professionals, (4) importance of
practical and social support, (5) support for mental health and breastfeeding. Most women with
postnatal depression expressed strong intentions to breastfeed, although some perceived ‘failure’ to
breastfeed triggered their mental health problems. Practical and non-judgemental support for their
mental health needs and for successful breastfeeding from healthcare professionals, family and friends
are needed.
Conclusion: Most women with postnatal depression desired to breastfeed but experienced
breastfeeding difficulties that could impact on their mental health. By offering women with postnatal
depression tailored and timely support, healthcare professionals could help women minimize
breastfeeding problems which could consequently impact on their mental well-being and ensure
they and their infants have opportunity to benefit from the advantages that breastfeeding offers.
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STATEMENT OF SIGNIFICANCE
Problem

Postnatal depression is associated with earlier
cessation of breastfeeding, which can negatively
impact infants’ long-term development.

What is Already Known

Breastfeeding to three months or longer has
been shown to reduce postnatal depression
symptoms. Women with early breastfeeding
difficulties often report higher scores on the
Edinburgh Postnatal Depression Scale.

What this Paper Adds

This

review

collated

qualitative

research

evidence and provided additional insights into
experiences and perspectives of women with
postnatal depression. The findings suggested
that these women should be better supported
both in terms of their mental health and with
infant feeding.
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INTRODUCTION
Postnatal depression (PND) is defined by the Scottish Intercollegiate Guidelines Network1 as being any
mild to moderate non-psychotic depressive illness which occurs within the first year after giving birth.
Depression experienced by women following birth encompasses a range of physical, cognitive and
emotional symptoms,2,3 similar to those reported in the general depressed population. Studies which
have used validated screening tools such as the Edinburgh Postnatal Depression Scale (EPDS),4
women’s self-report or diagnostic clinical interview suggest PND affects around 10-16% of women,
although the actual incidence may be higher.5,6 PND affects not only the woman but can also affect
relationships with her infant and family, and longer-term may adversely impact on her infant’s
emotional and social behavioural development and psychological wellbeing.7,8

Breastfeeding benefits for women and infants are widely documented.9,10 The World Health
Organisation (WHO) recommends infants are exclusively breastfed for the first six months of life for
optimal health and development.11 However, the Global Breastfeeding Collective reported that only
23 out of 129 countries met the goal of at least 60% of infants less than six months old being exclusively
breastfed.12 Breastfeeding from birth to three months or longer has been shown in some studies to
significantly reduce PND and depressive symptoms.13 Conversely, women with negative early
breastfeeding experiences i.e. reporting a dislike of breastfeeding in the first postnatal week or
experiencing severe breastfeeding pain in the first two weeks postnatally, were found in one
observational study to be more likely to record higher scores (≥13) on EPDS at two months
postnatally.14 Experiencing PND has been linked to earlier cessation of breastfeeding and early
introduction of infant weaning.13,14,15

The relationship between PND and breastfeeding could involve physiological mechanisms. For
example, oxytocin uptake during breastfeeding has been shown to be impaired in women with an
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increased risk of depression, based on higher EPDS scores (≥10).16 However, the direction and nature
of a relationship between breastfeeding and depression is not clearly understood. Further robust
evidence is needed to understand physiological mechanisms between PND and breastfeed, and the
nature and direction of a relationship between them using precise definition of breastfeeding
variables, validated measures and outcomes.16

Given conflicting findings of previous studies,15,17 a qualitative review of women’s experiences and
perspectives is important to provide additional insight into and understanding of possible associations
between PND and breastfeeding and offer insight into how women with PND could be supported with
respect to infant feeding.
Aims
This review aimed to synthesise evidence from qualitative studies considering the breastfeeding
experiences, perspectives, and support needs of women with PND. The review aimed to explore
reasons for initiation, continuation, and early cessation of breastfeeding among these women. A
search of Cochrane Library and PROSPERO found no current or planned reviews on this topic.

METHOD
The review was developed in line with ‘Enhancing transparency in reporting the synthesis of
qualitative research (ENTREQ)’ guidelines.18 It was registered on the PROSPERO international
prospective register of systematic reviews (PROSPERO 2018 CRD42018090841).

Two primary and one secondary review questions were developed to support identification of the
available evidence.
Primary questions:
5

•

What are the experiences and perspectives of breastfeeding among women with postnatal
depression?

•

What are the breastfeeding support, and advice needs of women with postnatal depression?

Secondary question:
•

What are the factors affecting decisions to initiate, continue or stop breastfeeding among
women with postnatal depression?

Eligibility criteria
Studies published in English from any settings were considered if they presented qualitative primary
research centred on the experiences, perspectives, support and advice needs of breastfeeding among
women with symptoms of PND. Adhering to the definition of PND provided in the introduction of this
review, studies were considered if they included women who had onset of symptoms of depression
within one year postpartum, who perceived or self-reported themselves as having postnatal
depression, who completed screening tools which indicated they were likely to have symptoms of PND
(e.g. such as the EPDS) or were diagnosed following clinical interview (e.g. Structured Clinical Interview
for DSM-IV).19 Studies were excluded if published prior to 1991 when the Baby Friendly Hospital
Initiative (BFHI) was first launched,20 which encouraged promotion of breastfeeding internationally and
could have affected breastfeeding support women received, compared to that prior to the BFHI launch.
Reviews, grey literature and publications such as policy documents, opinion papers and guidelines in
which primary research data were not reported were excluded.

Search strategy
Searches were conducted in six databases: CINAHL, Maternity and Infant Care, Medline, PsycInfo,
Scopus, and Web of Science on 21st January 2018. These searches were updated on 9th July 2018.
Reference lists of three relevant reviews21,22,23 and included papers were hand searched for other
6

relevant articles. Initial keywords and index terms included postnatal depression, postpartum
depression, perinatal depression, breastfeeding, infant feeding, experience, perspective, view, and
need were searched. The initial electronic searches were conducted by DDST who discussed with YSC. The results of searches were discussed. The searches were checked and revised by Y-SC. Final
agreed searches were then completed on the selected databases by DDST. An example of an
electronic search of one selected database is presented in Figure 1.
----INSERT FIGURE 1----

All publications identified by the search were initially assessed for relevance based on the title by DDST
and verified by Y-SC. Following initial assessment, abstracts were screened against inclusion criteria by
DDST and a random sample of 20% were independently screened by Y-SC. Papers which were
considered to be relevant were retrieved for full texts and independently screened by DDST and Y-SC.
Any disagreements were resolved through discussion. Papers were excluded if they did not meet the
inclusion criteria described above or answer the review questions.

Quality appraisal

DDST and Y-SC independently assessed the quality of included studies using an adapted Critical
Appraisal Skills Programme [CASP] checklist for qualitative studies,24 with a maximum of 10
questions/scores (Table 1). The original question 10 on the CASP checklist ‘How valuable is the
research?’ was adapted as ‘Is the research valuable?’ to enable scoring to be completed. Both
assessors had received training on assessing qualitative studies. Any disagreements were resolved
through discussion.

---INSERT TABLE 1---
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Evidence synthesis

Data were analysed using thematic synthesis as described by Thomas and Harden.25 This approach to
synthesis was used as it allowed data extracted from the primary studies to be combined into themes
which reflected the authors’ interpretation of the data. A three stage process was followed: (1)
Findings from included studies were coded line by line; (2) Codes with similar meanings were
categorised into a smaller number of new codes; (3) Analytical themes were developed inductively.
DDST undertook the initial synthesis process, and discussed initial codes and preliminary themes with
Y-SC. All authors agreed on the final themes.

RESULTS

Following the initial systematic search, 11,560 publications were identified. A total of 9,179 remained
after removing duplicates. After evaluation of titles, 136 abstracts were screened. Fifteen full texts
were retrieved and assessed. Following this, ten papers were excluded (Figure 2). Reference lists of
relevant reviews and selected papers were searched, and one further paper was identified. Quality
assessment was undertaken independently by DDST and Y-SC for six included papers26-31 using the
adapted CASP checklist. Quality assessment scores of these papers are presented in Table 1 which
shows that two of the papers scored 10.26,29 The other papers were scored 8 or 9. One common reason
for losing a mark was failure to discuss the relationship between the researchers and participants. No
further papers were selected following the updated search in July 2018.

---INSERT Figure 2---

All six papers26-31 were from high-income countries and presented qualitative data relevant to the
review questions: two from the UK,26,27one from Canada,28 one from Norway,29 one from Sweden,30
8

and one from the USA.31 A summary of study characteristics is shown in Table 2. Five themes developed
from evidence synthesis are presented below.

---INSERT TABLE 2---

Desire to breastfeed and be a ‘good mother’
Most women emphasized their strong initial intention to breastfeed and the desire and importance of
succeeding with breastfeeding.26,29-31 Feelings were so strong that women in some instances continued
to breastfeed even if it negatively affected their mental health and wellbeing.26,29 In one study of the
experiences of 30 women self-reported as depressed, only five would have considered taking
prescription medication if needed.31 Six of these 30 women described ‘fear of transmitting medication
via breastmilk’ or medication disrupting the breastfeeding experience as possible deterrents to
treatment.31 Letourneau et al28 found that the need to be viewed as a perfect mother motivated
women to deny they were experiencing symptoms of PND. Women in this study similarly described
fears that antidepressant medication would impact on the health of their infants and did not seek help
or support for their mental health needs because of this.28

The desire to breastfeed ran parallel to views expressed by some women that a ‘good mother’
breastfeeds her child,26,27,29,30 which influenced their decision to initiate and continue to breastfeed. If
women did not breastfeed, they felt they had ‘failed as mothers’.26,27,30,31 This contrasted with the
perspectives of other women for whom ‘breastfeeding was not central to their identity as mothers’,27
highlighting the range of individual factors impacting on a woman’s infant feeding decisions.

9

In some circumstances, women felt pressurised to breastfeed when they may not have otherwise
made this decision,29,30 which influenced them to start breastfeeding. This pressure came from
healthcare professionals, and society at large:
[…] you get fed with this- that you should be breastfeeding at every price, it’s like
harassment…30

Struggles with breastfeeding
Studies described women’s struggles with breastfeeding.26,29-31 Women experienced sore nipples, pain
and discomfort when breastfeeding. Many women had assumed breastfeeding would be easy and
initiated breastfeeding with a high expectation that breastfeeding would be successful.26,27 However,
their actual experiences directly contrasted with this expectation:
[…] you should be able to know this instinctively [breastfeeding] and in fact it’s probably the
hardest thing I’ve ever done.26

Struggling with breastfeeding was closely associated with women’s perspectives on their mental health
and well-being, and many described how experiences had left them exhausted.
The first month was really tough, plain and simple. The fact that breastfeeding was so hard
affected everything else. Since I didn’t manage to breastfeed properly I didn’t want to go out
and see people and so I ended up sitting on the couch all day, without really doing anything.29

It was the wearing, you know, being completely worn by it […] it was just feed, feed, that was
it, that was my life.26
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Edhborg et al30 found that not being able to offer their infant enough food was described by some
women as triggering anxiety. Five of the 30 women in Ugarriza’s study31 directly referred to their failure
to breastfeed as a trigger for their PND. Shakespeare et al26 also reported that for some women failure
to breastfeed was perceived as a cause of their depression, while others ascribed physical
breastfeeding difficulties as the trigger.26

Breastfeeding difficulties negatively impacted on women’s relationship with their baby, including
physical and psychological aspects. Women dreaded each breastfeed, and described adverse physical
impacts of breastfeeding: 26,29
[…] my whole life was just hoping he wasn’t gonna wake up and want the next feed […] I was
in tears all the time with pain […] I just wanted to throttle him… so I didn’t feel much love then.26

Feeling that they had ‘no choice’ contributed to women continuing breastfeeding despite difficulties:26
I really just so wanted to do it [breastfeeding] that… I wasn’t going to put anything else in his
mouth […] you obviously love the little baby and you’re doing the best you can and, just, that’s
what made me keep going.26

The need to find ways to cope and continue to breastfeed were described by some women.26,28,31 For
example, in Shakespeare et al’s study,26 some women decided to adopt a more ‘flexible’ approach to
breastfeeding, by occasionally feeding their babies by bottle (it was unclear if this was expressed breast
milk or formula feed) to feel ‘in control’.26
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In situations where women could not breastfeed, they referred to experiencing overwhelming feelings
of failure and guilt.26,27,29-31 For some women, physical breastfeeding difficulties were contributing
factors to stopping breastfeeding, with mental health concerns.26, 31 Some women felt they could cope
better with their emotional well-being if they stopped breastfeeding.26 One woman described her
feelings when she breastfed:31
A chemical thing happened every time I nursed the baby. It was like the black wings of death…
I just wanted to curl up into a ball. I had to stop breastfeeding.31
No further information was provided by the study author31 and on what the woman meant by ‘black
wings of death’, although this might be an allusion to very low mood.

Mixed experiences of support from healthcare professionals
Women who needed additional support to breastfeed and/or with their mental health problems
sought this from relevant healthcare professionals.26,28,30,31 When support was available, it was not
always accessible. For example, women found it difficult to attend group support meetings due to
logistics of trying to arrange transport,31 while others felt they had to be more self-reliant due to living
in rural communities.28 A few women did describe positive contacts with healthcare professionals who
“had time to listen, were non-judgemental and encouraging”.26 The opportunity to attend a hospital
breastfeeding clinic was valued:
I just found them to be so supportive, and treated me as a sort of whole person and not just
about the breastfeeding.26

In contrast, for some women healthcare professionals offered negative support,26,30 and were
described by women as ‘bossy, judgemental, gave conflicting advice or were inaccessible’.26 In one
case, a woman described the midwife becoming angry with her for not breastfeeding.26 One woman
12

felt that healthcare professionals lacked the expertise necessary to help them and consequently the
advice offered was contradictory.30 Some women felt that healthcare professionals were too biased
towards breastfeeding, possibly because of compliance with BFHI policies.26
[…] they showed us a video about feeding your baby and they said, ‘It’s alright if you don’t want
to breastfeed’, but when the video got to the point where it said ‘If you’re not going to
breastfeed’, they turned it off (laughs). God! 26

Importance of practical and social support
In addition to support from healthcare professionals, women also looked for support from family and
friends.26,28-31 Limited evidence was presented of support from partners, probably due to this not being
a core focus of included studies and was more of an incidental finding.31 Where women did refer to
partner support, it was most frequently a negative comment, for example:
Even my husband, who is a great guy, didn’t help me with breastfeeding. He wouldn’t help me
out during the night so I could rest. 31

Letourneau et al28 described that women perceived family and friends with whom they had trusting
relationships as important sources of support, with female relatives cited as good sources of support.
As one woman described:
One time, I was feeding the baby in the kitchen and I called my mom and said ‘Mom I need you
to come over with the kids and I have to go. I need to get some help’. But, just talking to my
mom made me feel better. 28
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Women who had succeeded with breastfeeding in Edhborg et al’s study30 reported that advice on
breastfeeding given by relatives and friends was contradictory but did not provide further information
to explain this. Friends’ own experiences were reported as offering reassurance to support women’s
decisions to stop breastfeeding.26 One woman described:
I spoke to Dave's mum, […] she didn’t breast feed any of hers, […] they’re all these sort of huge,
strapping, you know, healthy things and she said, you know, ‘It doesn’t mean that they’re not
going to be strong and healthy and everything just because you don’t breast feed, cos I didn’t
breast feed and look at them’. Once I sort of got myself over that, you know I was okay. 26

Support for mental health and breastfeeding
Included papers described support needs similar to those of most new mothers, including emotional,
affirmational and informational needs.26,28,30 However, women with symptoms of PND expressed a
need to be able to talk to someone about their mental health, their struggles with breastfeeding and
other ‘practical’ needs, but were unable or unwilling to do this because of possible negative response,
placing the burden on someone else, or that no one would listen to them.29,30 Women who experienced
PND desired breastfeeding support programmes specific to meet their needs. 28

In addition to the positive support women valued from healthcare professionals and family described
above, women needed ongoing reassurance from their healthcare professionals.26 Some women
articulated a lack of confidence to commence and continue breastfeeding but did not receive the
individualised counselling they considered was necessary to develop their confidence.30 Healthcare
professionals needed to be perceived by women as breastfeeding ‘experts’ with the competences and
skills to support women.26 Support needs reflected in-patient and community contacts with healthcare
professionals, as one woman described with respect to her experiences on the postnatal ward:
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I was alone….and the nurse often didn’t answer the buzzer, my buzzer when I was trying to
breastfeed and things. Again I felt so kind of, incredibly sensitive about everything, and they
just weren’t there, were never there for me.26
Receiving healthcare professional support which was perceived as encouraging and non-judgemental
was clearly important to this woman when she was breastfeeding:
Having the midwife sitting there, just smiling and saying, “You’re doing brilliantly”, when I
obviously wasn’t, but that was what I needed.26

DISCUSSION
This systematic review aimed to consider the breastfeeding experiences and perspectives amongst
women with PND. Our review contributes to further the understanding of women’s experiences, and
their support needs and highlights gaps in practice and research. Despite PND being relatively
common, only six studies were identified which met review inclusion criteria. Study samples included
women with self-reported symptoms of PND or recorded higher scores on screening tools such as the
EPDS. A few women were diagnosed with depression following clinical diagnostic interview.

Breastfeeding experiences and their interlinks with PND
Women had strong intentions to breastfeed, linked to their perceptions of being a ‘good mother’ and
awareness of the benefits of breastfeeding. However, breastfeeding difficulties, including physical pain
and tiredness were commonly reported, which is not unsurprising given that these are frequently
reported in general breastfeeding studies.32,33 However, problems were frequently described amongst
women with PND. In some cases, physical breastfeeding problems were aggravated due to a perceived
lack of appropriate support from healthcare professionals but may have reflected the impact of
women’s mental health problems on their ability to cope with the ongoing demands and sole
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breastfeeding responsibilities, particularly in the first few weeks following birth. Despite difficulties,
many women were determined to ‘succeed’ in breastfeeding.

Women in the included studies experienced more negative breastfeeding experiences than positive
ones. Previous studies have shown that women with higher EPDS scores (≥12) were more likely to face
a range of difficulties with breastfeeding than women with lower EPDS scores, indicating that their
breastfeeding experiences impacted on a decision to stop.34 Women reported feelings of guilt and
failure over their breastfeeding difficulties and early cessation, attributing this in some cases as a
‘trigger’ of their PND. It is unclear whether other women were already depressed before giving birth
which then developed into PND, or at which point they developed PND, although they likely had very
different and individual ‘triggers’. Previous research exploring potential causative relationships
between PND and breastfeeding have described the association as bidirectional.15,17 This review
showed that some women considered that their decision to stop breastfeeding directly impacted on
the onset of PND, while other women stopped breastfeeding because of the emotional distress they
felt. Furthermore, many women continued to breastfeed despite their difficulties, although this
affected their mood. This review supports evidence of a bidirectional relationship between
breastfeeding and depression, although the desire to breastfeed was very strong amongst these
women.

Antidepressant medication and breastfeeding
Women in included studies feared that taking antidepressants would not allow them to continue
breastfeeding or that the medication would have negative consequences for their infants’ health.
Some women chose not to take medication rather than stop breastfeeding. Their concerns reflected
that the effects of medication on lactation are not well understood, with limited evidence on effects
of medication on breastfeeding at the time studies were undertaken. Of note however is that more
16

recent studies still highlight women’s concerns about the safety of taking medication when
breastfeeding. This includes timing of breastfeeds and taking prescribed medication, and drug
dosages, all of which could potentially result in poor compliance with prescribed medication, or lead
to sub-optimal drug dosages being prescribed by clinicians.2,35,36 Current recommendations include
that the risks of taking antidepressants are taken into account for women who are breastfeeding.
Women should be encouraged and supported in their choice to breastfeed,2 and their infants
observed carefully during this period,35 with the balance of risks of not prescribing medication with
risks of treating considered carefully.

Many of the women in the included studies described themselves as ‘depressed’ rather than having a
clinical diagnosis, suggesting that the option to take antidepressants not available. However, if women
were diagnosed as depressed by their doctor, they may have considered taking medication. Some
antidepressants are not contraindicated for breastfeeding37 and prescription of ‘lower risk medication’
is recommended.2 Healthcare professionals should be aware of current evidence on use of
antidepressant medication so they can discuss this with women, and implement ongoing review of
medication and risk assessment according to each woman’s individual needs,35 and referral to
specialist services as needed. Ensuring women are aware of current evidence, including time needed
to enable antidepressants to work effectively, could help them feel less fearful of antidepressants and
consider medication as a treatment option if indicated. As women with more severe mental health
problems may have more complex social lives and poorer lifestyles, healthcare services also need to
monitor, advise and support accordingly. Further evidence on longer-term follow-up, infant outcomes
and safety of breastfeeding among women prescribed antidepressants is needed.38

Need for timely and appropriate support from healthcare professionals
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Support from healthcare professionals was frequently mentioned, but most women perceived this as
insufficient. It is unclear whether the lack of support contributed to women feeling depressed or if
women who were depressed and found little support available. Women should be supported by
healthcare professionals trained in breastfeeding management, supported in how to position and
attach their baby to the breast,39 an important issue if women have a caesarean section wound40 or
are overweight or obese.41 Tailored breastfeeding education and support can reduce breastfeeding
difficulties42 and failing to offer this could result in health inequalities in high-income settings such as
the UK where poorer women are less likely to breastfeed.43 However, women in included studies
described not receiving appropriate or timely support not just for the physical aspects of
breastfeeding, but to acknowledge their mental health needs as well. It is possible that with the right
support, breastfeeding difficulties could have been prevented, with potential positive impacts for
women’s mental health and well-being.

Policies such as the BFHI20 have undoubtedly influenced breastfeeding outcomes and how healthcare
professionals practice and support women with infant feeding. However, this was negatively perceived
by some women, who felt they were exposed to excessive healthcare professional pressure to
breastfeed. Societal expectations that women should breastfeed were also described.29 Our findings
suggest that it is important to understand individual women’s breastfeeding intentions, and then
support them in achieving their infant feeding goals, which also takes mental health needs into
account.

Women experience a range of morbidities following birth, both psychological and physical.44 Although
a wide range of guidance is available which focuses on specific health topics or systems of maternity
care, we now need guidance and more awareness of managing women who have co-morbidity,
including more complex social needs. Routine screening to identify women at risk of developing PND
18

is recommended during and after pregnancy,2 to facilitate early treatment and prevent adverse
outcomes. For women identified as at risk, discussions during screening contacts could include
implications for infant feeding.

Support from partner, relatives and peers
Evidence was limited regarding support from partners, with available data reporting that their support
was perceived as negative, and further studies are needed. Support from a woman’s partner when she
is trying to get breastfeeding established can boost women’s confidence and feelings of self-efficacy.45
However, studies have reported a lack of paternal engagement and commitment to breastfeeding
support, although some fathers are interested and motivated.46 Paternal health following a child’s birth
has been neglected, with evidence accruing of mental health needs in fathers, including first time
fathers,47 which may impact on their ability to positively support their partners.

Support from close female relatives for a woman to breastfeed is also important.48 Breastfeeding peer
support programmes appear to have a greater effect on any breastfeeding in low- or middle-income
countries compared to high-income counties including the UK.49 Few interventions to support the
uptake and duration of breastfeeding among women experiencing perinatal mental health problems
have been developed or tested. Kao et al50 conducted a secondary analysis of data from a randomised
controlled trial, with a group interpersonal therapy approach focused on teaching low-income
pregnant women at risk of PND about the importance of self-care and seeking help assertively as an
intervention. Women receiving therapy had longer breastfeeding duration than those who did not
(median days breastfed: 54 vs. 21), suggesting it might positively affect breastfeeding, but further
evidence is warranted.50 Interventions to support women at risk of PND and with PND to successfully
breastfeed are needed.
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Strengths and limitations
The review was undertaken using a thorough search strategy to obtain all relevant evidence to address
the review questions without limiting to county settings. Critical appraisal and review were conducted
on all included studies. An important limitation was the lack of a formal clinical diagnosis of PND in
most included studies. Most researchers included women in their study samples on the basis of selfreported symptoms of PND.27-29,31 In some cases, women were diagnosed with PND by a relevant
healthcare professional, but not additionally assessed prior to study recruitment.27 A woman’s
perception that she is experiencing symptoms of PND should not be contra-indicatory to study
participation, but if recommendations for care are to be clear and evidence-based, clarity is needed
about the specific population of women as intended recipients of any intervention. In some studies,
it was unclear if women included had developed symptoms of PND within 12 months postnatally.27,28

This review only included women identified as depressed postnatally, given the importance to know
how best to support women with mental health problems to commence and continue to breastfeed.
Future reviews and research should also consider including women identified as depressed in
pregnancy, due to evidence of negative associations between depression in pregnancy and
breastfeeding duration.15 All the included studies were undertaken in high-income settings
suggesting that findings are likely only applicable to populations in similar settings. Some findings of
this review seemed similar to those experienced by postnatal women generally. Future rigorous
qualitative research is needed to compare the breastfeeding experiences and perspectives of women
with PND and of those without PND.
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CONCLUSION
Women with PND frequently described breastfeeding difficulties which impacted negatively on their
well-being and relationship with their infant. Although women had strong intentions to breastfeed,
failure left them feeling low and guilty. Despite this, many persevered to support their perception of a
good mother. Appropriate and beneficial healthcare support was lacking, despite women’s clear need
for this. To improve breastfeeding outcomes and experiences, healthcare professionals need
appropriate training in mental health awareness for maternal and paternal health, and consequences
of any management options for infant feeding. Tailored breastfeeding support to ensure women with
PND are content with their infant feeding practices, alongside appropriate mental health support is
required.
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1. (Postnatal depression or Depression).de.
2. (postpartum depress* or post-partum depress* or post partum depress*).af.
3. (postnatal depress* or post-natal depress* or post natal depress*).af.
4. (perinatal depress* or peri-natal depress* or peri natal depress*).af.
5. depress*.af.
6. (pnd and ppd).af.
7. 1 or 2 or 3 or 4 or 5 or 6
8. (Infant feeding or Breastfeeding).de.
9. (breastfeed* or breast feed* or breast-feed*).af.
10. (lactat* or breastfed or infant feed* or baby feed*).af.
11. 8 or 9 or 10
12. (experience* or perspective* or attitude* or view* or support need* or advice need* or need*
or help need* or perception* or opinion*).af.
13. 7 and 11 and 12
Figure 1 Electronic search strategy (Maternity & Infant Care)
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Identification

Records identified through database searching
(Total n = 11560 )(CINAHL n= 320;Maternity and Infant Care database n= 381;
Medline n= 709;PsycInfo n= 7317;Scopus n= 1291;Web of Science n= 1542)

Records after duplicates removed
(n = 9179)

Screening

Records excluded after
evaluation of titles
(n = 9043)
Abstracts of papers
reviewed
(n = 136)
Records excluded after
evaluation of abstracts
(n=121)

Included

Eligibility

Full-text articles assessed for
eligibility
(n = 15)

Full-text articles excluded,
with reasons:
Not address breastfeeding (3)
Not address breastfeeding
experiences, perspectives or
needs (n=1)

Articles found through
hand-search of
references (n = 1)

Updated searches on
9th July 2018, no
relevant articles
identified
(n = 0)

Not specify if women have
PND (n=2)
Studies included in
qualitative synthesis
(n = 6)

Not in English (n=1)
Quantitative study (n=2)
Review (n=1)

Figure 2 Flow chart of stages of searching
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Table 2 Characteristics of included papers
Author, year, country

Aim

Sample

Study design/methods

Edhborg et al, 2005,30

To explore and

22 women who scored

A grounded theory

Sweden

describe how

≥10 on the EPDS.

approach; Unstructured

breastfeed. They felt like they failed as

interviews.

mothers if unable to breastfeed.

Swedish women with

Key findings
•

Women indicated that ‘good mothers’

signs of PND 2

Women reported initial difficulties in

months postpartum

breastfeeding and that they received

experience this time

contradictory advice in breastfeeding

with their child.

from healthcare professionals, friends,
and relatives.
•

Haga et al, 2012, 29

To gain an insight as

12 first-time mothers; 3

In-depth, semi-structured

Norway

to why some women

of whom described

interviews.

find the transition to

themselves as being

motherhood so

depressed, 5 slightly

taxing that they

depressed, 4 mostly

succeeding at breastfeeding, but

develop PND, while

content.

difficulties were described..

There was disappointment with support
received from healthcare professionals
at well-baby clinics.

•

All women discussed the importance of
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others feel mostly
content postnatally.
•

Letourneau et al,

To assess support

41 women who (1)

Semi-structured

2007, 28 Canada

needs, barriers,

reported symptoms of

interviews and group

informational, affirmational, and

resources, and

PND within the past 2

discussions.

emotional.

preferences of

years, or (2) if they

women with PND.

reported PND

groups/programmes specific to those

symptoms 12 weeks

with PND.

•

Women described several needs, i.e.

Women expressed a desire for support

post-partum, a
symptom duration of
longer than 2 weeks and
concerns that these
symptoms affected
their ability to look after
their baby or
themselves.
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•

Mauthner, 1999, 27

To explore

40 mothers of young

Semi-structured, in-

England

motherhood and PND

children, 18 of whom

depths interviews.

from women’s

self-reported as having

would be like. Unmet expectations and

perspectives.

PND. 15/18 mothers

assumptions applied to other aspects of

reported being

their lives.

Some had difficulty with breastfeeding,
with unmet expectations of what it

diagnosed with PND by
a health professional;
14 of whom were
prescribed medication
Shakespeare et al,

To explore how

39 postnatal women

Qualitative in-depth

2004,26 England

women experience

with a high rate of

interviews.

breastfeeding

probable PND, based on

difficulties

evidence of ‘listening
visits’ from health
visitors and an EPDS

•

Women had high expectations of
succeeding with breastfeeding

•

Physical and emotional difficulties with
breastfeeding were unexpected.

•

Some women had very positive
experiences with those consulted when

score≧13 at either
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eight weeks or eight

experiencing breastfeeding difficulties.

months postnatally.

Others reported negative experiences.
•

Women felt guilty and a failure if they
could not breastfeed

•

Women with PND adopted different
strategies to cope with breastfeeding
difficulties.

Ugarriza, 2002, 31

To gather

30 women self-

Qualitative interviews

United States of

information from

identified with PND who

with open ended

America

women with PND

gave birth from 1 month questions carried out in

about their

to 1 year of the time of

perceptions of PND

the study

person or by telephone.

•

Women reported different perceived
causes for their PND including poor
breastfeeding and birthing experiences.

•

Few women considered
antidepressants as an optimal

and compare these to

treatment option, with reasons

the biomedical view

including a fear of impact on

of PND.

breastfeeding.
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