
BackgroundBackground Postnatal depression isPostnatal depression is

associatedwithadversechildcognitive andassociatedwithadversechildcognitive and

socio-emotional outcome.It is notknownsocio-emotional outcome.It is notknown

whether psychological treatment affectswhether psychological treatment affects

the qualityofthemother^childthe qualityofthemother^child

relationship and child outcome.relationship and child outcome.

AimsAims To evaluate the effectofthreeTo evaluate the effectofthree

psychological treatments onthemother^psychological treatments onthemother^

child relationship and child outcome.child relationship and child outcome.

MethodMethod Womenwithpost-partumWomenwith post-partum

depression (depression (nn¼193) were assigned193) were assigned

randomly to routine primarycare,randomly to routine primarycare,

non-directive counselling, cognitive^non-directive counselling, cognitive^

behavioural therapyor psychodynamicbehavioural therapyor psychodynamic

therapy.Thewomen and their childrentherapy.Thewomen and their children

were assessed at 4.5,18 and 60 monthswere assessed at 4.5,18 and 60 months

post-partum.post-partum.

ResultsResults Indications of a positive benefitIndications of a positive benefit

were limited.All three treatments had awere limited.All three treatments had a

significant benefitonmaternalreports ofsignificant benefitonmaternalreports of

earlydifficulties in relationshipswiththeearlydifficulties in relationshipswiththe

infants; counselling gave better infantinfants; counselling gave better infant

emotional and behaviour ratings at18emotional and behaviour ratings at18

months andmore sensitive earlymother^months andmore sensitive earlymother^

infant interactions.The treatments hadnoinfant interactions.The treatments hadno

significant impactonmaternalsignificant impactonmaternal

managementof early infant behaviourmanagementof early infant behaviour

problems, securityof infant^motherproblems, securityof infant^mother

attachment, infantcognitive develop-attachment, infantcognitive develop-

mentor anychild outcome at 5 years.mentor anychild outcome at 5 years.

ConclusionsConclusions EarlyinterventionwasofEarlyinterventionwasof

short-termbenefittothemother^childshort-termbenefittothemother^child

relationshipandinfantbehaviourproblems.relationshipandinfantbehaviourproblems.

More-prolongedinterventionmaybeMore-prolongedinterventionmaybe

needed.Healthvisitorscoulddeliver this.needed.Healthvisitorscoulddeliver this.

Declaration of interestDeclaration of interest None.None.

Fundingdetailed in Acknowledgements.Fundingdetailed in Acknowledgements.

A growing body of evidence from natural-A growing body of evidence from natural-

istic longitudinal studies attests to anistic longitudinal studies attests to an

adverse impact of post-partum depressionadverse impact of post-partum depression

on the quality of the early mother–infanton the quality of the early mother–infant

relationship and on the course of childrelationship and on the course of child

socio-emotional development (Murray &socio-emotional development (Murray &

Cooper, 2003). Child cognitive develop-Cooper, 2003). Child cognitive develop-

ment also has been found in some studiesment also has been found in some studies

to be adversely affected (Cogillto be adversely affected (Cogill et alet al,,

1986; Hay1986; Hay et alet al, 2001), although whether, 2001), although whether

this effect applies reliably to low-riskthis effect applies reliably to low-risk

samples and endures is uncertain (Murraysamples and endures is uncertain (Murray

et alet al, 1996, 1996bb; Kjurstens & Wolke, 2001).; Kjurstens & Wolke, 2001).

The disruption to the early mother–infantThe disruption to the early mother–infant

relationship associated with maternalrelationship associated with maternal

depression is, at least in part, responsibledepression is, at least in part, responsible

for the adverse child outcomes (Murray &for the adverse child outcomes (Murray &

Cooper, 2003). Although interventionCooper, 2003). Although intervention

studies have shown a significant benefit ofstudies have shown a significant benefit of

treatment in terms of maternal moodtreatment in terms of maternal mood

changes (Holdenchanges (Holden et alet al, 1989; Wickberg, 1989; Wickberg

& Hwang, 1996; Appleby& Hwang, 1996; Appleby et alet al, 1997;, 1997;

O’HaraO’Hara et alet al, 2000), it has not been, 2000), it has not been

determined whether an early elevationdetermined whether an early elevation

of maternal mood leads to a correspondingof maternal mood leads to a corresponding

improvement in the mother–infant relation-improvement in the mother–infant relation-

ship and improved child developmentalship and improved child developmental

progress. In order to address this ques-progress. In order to address this ques-

tion, a controlled treatment study wastion, a controlled treatment study was

conducted.conducted.

METHODMETHOD

TreatmentsTreatments

A community sample of women withA community sample of women with

DSM–III–R (American Psychiatric Associa-DSM–III–R (American Psychiatric Associa-

tion, 1987) major depressive disorder weretion, 1987) major depressive disorder were

identified (for further details, see Cooperidentified (for further details, see Cooper

et alet al, 2003, this issue). They were assigned, 2003, this issue). They were assigned

randomly to either routine primary carerandomly to either routine primary care

or to one of three index interventions:or to one of three index interventions:

non-directive supportive counselling,non-directive supportive counselling,

cognitive–behavioural therapy (CBT) or acognitive–behavioural therapy (CBT) or a

brief psychodynamic psychotherapy; thebrief psychodynamic psychotherapy; the

nature of these treatments is described innature of these treatments is described in

CooperCooper et alet al (2003, this issue).(2003, this issue).

AssessmentsAssessments

Assessments were made before treatment,Assessments were made before treatment,

immediately after treatment (i.e. at 4.5immediately after treatment (i.e. at 4.5

months post-partum) and at 18 monthsmonths post-partum) and at 18 months

and 5 years post-partum by trained asses-and 5 years post-partum by trained asses-

sors unaware of the treatment group tosors unaware of the treatment group to

which the women had been assigned. Inwhich the women had been assigned. In

addition to the assessment of maternaladdition to the assessment of maternal

mood outlined in Coopermood outlined in Cooper et alet al (2003, this is-(2003, this is-

sue), several assessments were made of thesue), several assessments were made of the

mother–infant relationship and of the di-mother–infant relationship and of the di-

mensions of child developmental progress.mensions of child developmental progress.

Post-treatment outcomesPost-treatment outcomes

Four-month outcomesFour-month outcomes

Early maternal management of infant behaviour,Early maternal management of infant behaviour,
and problems in themother ^ infant relationshipand problems in themother ^ infant relationship..
A checklist was devised specifically for thisA checklist was devised specifically for this

project, covering the mother’s experience ofproject, covering the mother’s experience of

managing infant behaviour difficultiesmanaging infant behaviour difficulties

(feeding, sleeping, crying) and problems in(feeding, sleeping, crying) and problems in

the mother’s relationship with the infantthe mother’s relationship with the infant

(infant demands for attention, separation(infant demands for attention, separation

problems, difficulties with playing and gen-problems, difficulties with playing and gen-

eral difficulties in relating to the infant).eral difficulties in relating to the infant).

The mothers rated possible difficulties onThe mothers rated possible difficulties on

a four-point severity scale (from ‘not ata four-point severity scale (from ‘not at

all’ to ‘a great deal’) before treatment andall’ to ‘a great deal’) before treatment and

immediately after treatment.immediately after treatment.

Mother ^infant interactionsMother ^ infant interactions. Videotapes of. Videotapes of

the mother and infant interacting in a 5-the mother and infant interacting in a 5-

min face-to-face play session at the 8- andmin face-to-face play session at the 8- and

18-week post-partum assessments (i.e.18-week post-partum assessments (i.e.

before treatment and at the end of treat-before treatment and at the end of treat-

ment) were rated by an independent asses-ment) were rated by an independent asses-

sor using the global rating scales devisedsor using the global rating scales devised

by Murrayby Murray et alet al (1996(1996aa). This rating). This rating

system, in common with others used tosystem, in common with others used to

assess the quality of engagement betweenassess the quality of engagement between

mothers with depression and their infantsmothers with depression and their infants

(e.g. Tronick(e.g. Tronick et alet al, 1980; Cohn, 1980; Cohn et alet al,,

1986; Field1986; Field et alet al, 1990) includes micro-, 1990) includes micro-

analytical assessment of maternal respon-analytical assessment of maternal respon-

siveness to the infant’s cues. The principalsiveness to the infant’s cues. The principal

dimension assessed is that of general sensi-dimension assessed is that of general sensi-

tivity (including consideration of maternaltivity (including consideration of maternal

warmth, acceptance and responsiveness), awarmth, acceptance and responsiveness), a

measure found to discriminate betweenmeasure found to discriminate between

women with and without depression inwomen with and without depression in

community samples in the UK (Murraycommunity samples in the UK (Murray

et alet al, 1996, 1996aa).).

The face-to-face interactions were video-The face-to-face interactions were video-

taped in the home. When the infant was intaped in the home. When the infant was in

an alert and calm state, the mother satan alert and calm state, the mother sat
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opposite the infant and was asked to playopposite the infant and was asked to play

with him or her. The video camera waswith him or her. The video camera was

positioned to film over the mother’spositioned to film over the mother’s

shoulder in order to obtain a full-faceshoulder in order to obtain a full-face

image of the infant, and the mother’s full-image of the infant, and the mother’s full-

face image was filmed simultaneously,face image was filmed simultaneously,

reflected in a mirror placed adjacent toreflected in a mirror placed adjacent to

the infant.the infant.

Eighteen-month outcomesEighteen-month outcomes

Later infant emotional and behaviouralLater infant emotional and behavioural
problemsproblems. At 18 months post-partum all. At 18 months post-partum all

the women were interviewed using thethe women were interviewed using the

Behavioural Screening QuestionnaireBehavioural Screening Questionnaire

(BSQ; Richman & Graham, 1971), modi-(BSQ; Richman & Graham, 1971), modi-

fied for use with this age group (Murray,fied for use with this age group (Murray,

1992). This measure includes infant1992). This measure includes infant

difficulties such as sleep disturbance, feed-difficulties such as sleep disturbance, feed-

ing problems, separation problems anding problems, separation problems and

excessive temper tantrums, and it has beenexcessive temper tantrums, and it has been

found to distinguish between infants offound to distinguish between infants of

mothers with and without depressionmothers with and without depression

(Murray, 1992).(Murray, 1992).

InfantattachmentInfantattachment. Infant attachment to the. Infant attachment to the

mother was assessed at 18 months in themother was assessed at 18 months in the

research unit using the Ainsworth Strangeresearch unit using the Ainsworth Strange

Situation Procedure (AinsworthSituation Procedure (Ainsworth et alet al,,

1978). Trained independent assessors made1978). Trained independent assessors made

ratings using the ABCD system.ratings using the ABCD system.

Infant cognitive developmentInfant cognitive development. Infant cogni-. Infant cogni-

tive development was assessed at 18tive development was assessed at 18

months in the research unit using themonths in the research unit using the

Mental Development Index of the BayleyMental Development Index of the Bayley

Scales of Infant Development (Bayley,Scales of Infant Development (Bayley,

1969).1969).

Five-year outcomesFive-year outcomes

Child emotionalandbehavioural problemsChild emotionalandbehavioural problems

(a)(a) Maternal reportsMaternal reports: at 5 years post-: at 5 years post-

partum, mothers completed the self-partum, mothers completed the self-

report Rutter Areport Rutter A22 Scale (RutterScale (Rutter et alet al,,

1970); this is a reliable and well-1970); this is a reliable and well-

validated questionnaire identifyingvalidated questionnaire identifying

child behaviour problems of clinicalchild behaviour problems of clinical

significance.significance.

(b)(b) Teacher reportsTeacher reports: the children’s teachers: the children’s teachers

completed the Pre-school Behaviourcompleted the Pre-school Behaviour

Checklist (PBCL; McGuire &Checklist (PBCL; McGuire &

Richman,Richman, 1988); this questionnaire1988); this questionnaire

has been widely used in research andhas been widely used in research and

has been found reliably to identifyhas been found reliably to identify

significant child behaviour problems insignificant child behaviour problems in

the context of pre-school and receptionthe context of pre-school and reception

classes.classes.

Child cognitive developmentChild cognitive development. The McCarthy. The McCarthy

Scales of Children’s Abilities (McCarthy,Scales of Children’s Abilities (McCarthy,

1972), a general measure of children’s cog-1972), a general measure of children’s cog-

nitive development, were administered innitive development, were administered in

the research unit.the research unit.

Data analysisData analysis

Initially, the effect of treatment on outcomeInitially, the effect of treatment on outcome

was assessed. Generalised linear modelswas assessed. Generalised linear models

were used to analyse the individual mea-were used to analyse the individual mea-

sures of the mother–child relationship andsures of the mother–child relationship and

child outcome that were dichotomous orchild outcome that were dichotomous or

normally distributed, controlling for pre-normally distributed, controlling for pre-

treatment measures of the outcome variabletreatment measures of the outcome variable

where appropriate. The outcome measureswhere appropriate. The outcome measures

that had distributions that were positivelythat had distributions that were positively

skewed were analysed using Kruskal–skewed were analysed using Kruskal–

Wallis one-way analysis by ranks, and theWallis one-way analysis by ranks, and the

median differences between the controlsmedian differences between the controls

and each of the treated groups wereand each of the treated groups were

calculated using the Hodges–Lehmanncalculated using the Hodges–Lehmann

estimator. Further models were fitted toestimator. Further models were fitted to

explore the effect of treatment after con-explore the effect of treatment after con-

trolling for social adversity (which wastrolling for social adversity (which was

possibly unbalanced between the treatmentpossibly unbalanced between the treatment

groups, as well as being thought to begroups, as well as being thought to be

related to outcome) and other potentiallyrelated to outcome) and other potentially

relevant baseline covariates: conflict con-relevant baseline covariates: conflict con-

cerning motherhood, maternal age (undercerning motherhood, maternal age (under

age 25 years defined as young) andage 25 years defined as young) and

education (up to ‘O’ level or GCSE definededucation (up to ‘O’ level or GCSE defined

as low), the gender of the child and, foras low), the gender of the child and, for

assessments at 4.5 months, the baselineassessments at 4.5 months, the baseline

Edinburgh Postnatal Depression ScaleEdinburgh Postnatal Depression Scale

(EPDS; Cox(EPDS; Cox et alet al, 1987) score. Interactions, 1987) score. Interactions

between baseline covariates and treatmentsbetween baseline covariates and treatments

also were considered. Covariates and theiralso were considered. Covariates and their

interactions were retained in the model ifinteractions were retained in the model if

they reached a significance ofthey reached a significance of PP550.05.0.05.

Linear regression was used to analyseLinear regression was used to analyse

maternal sensitivity, which was assumedmaternal sensitivity, which was assumed

to be normally distributed. The binary vari-to be normally distributed. The binary vari-

ables created for the measures of emotionalables created for the measures of emotional

and behavioural development, early prob-and behavioural development, early prob-

lems in the mother–infant relationship andlems in the mother–infant relationship and

infant attachment were analysed usinginfant attachment were analysed using

logistic regression. The adjusted odds ratioslogistic regression. The adjusted odds ratios

from the logistic regression models werefrom the logistic regression models were

converted to approximate relative risksconverted to approximate relative risks

using the method of Zhang & Yu (1998),using the method of Zhang & Yu (1998),

because the rates of depression were com-because the rates of depression were com-

mon (i.e.mon (i.e. 4410%; Davies10%; Davies et alet al, 1998). The, 1998). The

positively skewed distributions of thepositively skewed distributions of the

BSQ, Bayley, Rutter ABSQ, Bayley, Rutter A22, PBCL and, PBCL and

McCarthy scales were assumed to followMcCarthy scales were assumed to follow

a gamma distribution.a gamma distribution.

A subgroup analysis for those womenA subgroup analysis for those women

who had received therapy was conductedwho had received therapy was conducted

to investigate the effect of receiving treat-to investigate the effect of receiving treat-

ment from a specialist as opposed to ament from a specialist as opposed to a

non-specialist therapist.non-specialist therapist.

All statistical analyses were performedAll statistical analyses were performed

using the SAS program package (versionusing the SAS program package (version

8.02, SAS Institute, Cary, NC).8.02, SAS Institute, Cary, NC).

RESULTSRESULTS

Four-month outcomesFour-month outcomes

Emotional and behavioural developmentEmotional and behavioural development

Earlymanagement of infant behaviourEarlymanagement of infant behaviour. As can. As can

be seen from Table 1, before treatment, inbe seen from Table 1, before treatment, in

each of the four groups, around half ofeach of the four groups, around half of

the women reported the presence of athe women reported the presence of a

moderate or marked difficulty with somemoderate or marked difficulty with some

area of infant behaviour. After the treat-area of infant behaviour. After the treat-

ment period, of the women who hadment period, of the women who had

reported experiencing difficulty beforereported experiencing difficulty before

treatment, just under half of those in thetreatment, just under half of those in the

non-directive counselling, CBT and controlnon-directive counselling, CBT and control

groups still reported a problem. Moregroups still reported a problem. More

women in the psychodynamic therapywomen in the psychodynamic therapy

group continued to experience difficultiesgroup continued to experience difficulties

after treatment. A logistic regression ofafter treatment. A logistic regression of

behavioural management problems at 4.5behavioural management problems at 4.5

months revealed there to be no treatmentmonths revealed there to be no treatment

effects after controlling for the significanteffects after controlling for the significant

effect of reported problems prior to treat-effect of reported problems prior to treat-

ment (see Table 2). Furthermore, afterment (see Table 2). Furthermore, after

controlling for the presence of socialcontrolling for the presence of social

adversity and baseline EPDS scores, theadversity and baseline EPDS scores, the

treatment effects still were found to betreatment effects still were found to be

non-significant.non-significant.

Early problems in the mother ^ infant relation-Early problems in the mother ^ infant relation-
shipship. Before therapy, the percentage of. Before therapy, the percentage of

women reporting moderate or markedwomen reporting moderate or marked

relationship problems (60–74%) wasrelationship problems (60–74%) was

higher than the percentage reportinghigher than the percentage reporting

behavioural difficulties (see Table 1). Afterbehavioural difficulties (see Table 1). After

therapy, the percentage of women whotherapy, the percentage of women who

were still experiencing relationship difficul-were still experiencing relationship difficul-

ties varied between the groups, with farties varied between the groups, with far

fewer women in the control group report-fewer women in the control group report-

ing that they had resolved their relationshiping that they had resolved their relationship

difficulties.difficulties.

All three treatments were found toAll three treatments were found to

reduce significantly the risk of reporting areduce significantly the risk of reporting a

moderate or marked relationship problem,moderate or marked relationship problem,

after the effect of reported pre-treatmentafter the effect of reported pre-treatment

relationship problems had been controlledrelationship problems had been controlled

for (see Table 2). The decreased riskfor (see Table 2). The decreased risk

associated with treatment remained afterassociated with treatment remained after

social adversity had been controlled for.social adversity had been controlled for.

Mother ^ infant interactionsMother ^ infant interactions

Mother–infant face-to-face interactionsMother–infant face-to-face interactions

were assessed using the measure of mater-were assessed using the measure of mater-

nal sensitivity at 2 and 4.5 months post-nal sensitivity at 2 and 4.5 months post-

partum. From Fig. 1, it can be seen thatpartum. From Fig. 1, it can be seen that

for all groups the levels of maternalfor all groups the levels of maternal
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sensitivity increased to a comparablesensitivity increased to a comparable

extent. In a regression analysis, the threeextent. In a regression analysis, the three

treatments were found to be comparabletreatments were found to be comparable

with the control condition after the levelwith the control condition after the level

of maternal sensitivity at 2 months hadof maternal sensitivity at 2 months had

been controlled for. A secondary analysisbeen controlled for. A secondary analysis

that included the main effects of treatmentthat included the main effects of treatment

and level of social adversity, along withand level of social adversity, along with

their interaction (see Table 3), revealedtheir interaction (see Table 3), revealed

that for women with low levels of socialthat for women with low levels of social

adversity those in the control conditionadversity those in the control condition

had higher levels of sensitivity than womenhad higher levels of sensitivity than women

in the CBT or psychodynamic therapyin the CBT or psychodynamic therapy

groups. The effects were estimated asgroups. The effects were estimated as

770.46 for CBT (95% CI0.46 for CBT (95% CI 770.76 to0.76 to

770.15;0.15; ww22¼8.56; d.f.8.56; d.f.¼1;1; PP¼0.003) and0.003) and

770.39 for psychodynamic therapy (95%0.39 for psychodynamic therapy (95%

CICI 770.68 to0.68 to 770.11;0.11; ww22¼7.26; d.f.7.26; d.f.¼1;1;
PP¼0.007). No significant difference was0.007). No significant difference was

found between the control condition andfound between the control condition and

non-directive counselling (non-directive counselling (770.23, 95% CI0.23, 95% CI

770.53 to 0.07;0.53 to 0.07; ww22¼2.21; d.f.2.21; d.f.¼1;1; PP¼0.14).0.14).

For women with high social adversity,For women with high social adversity,

those who received non-directive coun-those who received non-directive coun-

selling were found to have higher levelsselling were found to have higher levels

of maternal sensitivity than the womenof maternal sensitivity than the women

in the control condition (0.46; 95% CIin the control condition (0.46; 95% CI

770.03 to 0.89;0.03 to 0.89; ww22¼4.36; d.f.4.36; d.f.¼1;1; PP¼0.04).0.04).

There were found to be no treatmentThere were found to be no treatment

effects for CBT (0.07; 95% CIeffects for CBT (0.07; 95% CI 770.780.78

to 0.23;to 0.23; ww22¼1.14; d.f.1.14; d.f.¼1;1; PP¼0.29) or0.29) or

psychodynamic therapy (0.09; 95%psychodynamic therapy (0.09; 95%

CICI 770.25 to 0.95;0.25 to 0.95; ww22¼1.33; d.f.1.33; d.f.¼1;1;
PP¼0.25).0.25).

Eighteen-month outcomesEighteen-month outcomes

Later infant emotional and behaviouralLater infant emotional and behavioural
problemsproblems

At 18 months post-partum the BSQ wasAt 18 months post-partum the BSQ was

administered to the mothers as an inter-administered to the mothers as an inter-

view. The BSQ scores showed an indicationview. The BSQ scores showed an indication

of the difference between the groupsof the difference between the groups

(Kruskal–Wallis(Kruskal–Wallis¼9.04; d.f.9.04; d.f.¼3;3; PP¼0.03).0.03).

The median differences show that theThe median differences show that the

infants of control mothers tended to scoreinfants of control mothers tended to score

higher than those of mothers in any of thehigher than those of mothers in any of the

three treatments (see Table 4). A general-three treatments (see Table 4). A general-

ised linear model was fitted, which assumedised linear model was fitted, which assumed

that the BSQ scores followed a gammathat the BSQ scores followed a gamma

distribution. Compared with the controldistribution. Compared with the control

group, after controlling for social adversitygroup, after controlling for social adversity

4 2 24 2 2

Table1Table1 Maternal reports of problemsMaternal reports of problems

AssessmentAssessment Treatment groupTreatment group nn Reporting problemsReporting problems

before therapybefore therapy

Still reporting problems after therapy (havingStill reporting problems after therapy (having

reported a problem before therapy)reported a problem before therapy)

nn %% nn %% % difference% difference11 95% CI95% CI

Behaviour-managementBehaviour-management

problemsproblems

ControlControl

CounsellingCounselling

3131

4040

1818

1919

5858

4747

88

99

4444

4747 7733 7735 to 2935 to 29

PsychodynamicPsychodynamic 4040 2222 5555 1515 6868 772424 7754 to 654 to 6

Cognitive^behaviouralCognitive^behavioural 4141 2222 5454 99 4141 33 7728 to 3428 to 34

Relationship problemsRelationship problems ControlControl 3131 2323 7474 1919 8383

CounsellingCounselling 4040 2525 6363 1818 7272 1111 7712 to 3412 to 34

PsychodynamicPsychodynamic 4040 2424 6060 1212 5050 3333 8 to 588 to 58

Cognitive^behaviouralCognitive^behavioural 4141 2929 7171 1212 4141 4242 7718 to 6618 to 66

1. Percentage difference between the control group and the treated groups.1. Percentage difference between the control group and the treated groups.

Table 2Table 2 Estimates of treatment effectsEstimates of treatment effects

Timing of assessmentTiming of assessment Outcome variableOutcome variable Treatment groupTreatment group nn Per cent with adversePer cent with adverse

outcomeoutcome

Model estimatesModel estimates

RelativeRelative

riskrisk

PP 95%CI95% CI

4 months4 months Behaviour-management problemsBehaviour-management problems11 ControlControl 3535 3737

CounsellingCounselling 4343 3535 0.910.91 0.770.77 0.42^1.580.42^1.58

PsychodynamicPsychodynamic 4343 4444 1.211.21 0.520.52 0.62^1.870.62^1.87

Cognitive^behaviouralCognitive^behavioural 4141 3232 0.830.83 0.600.60 0.37^1.500.37^1.50

Relationship problemsRelationship problems22 ControlControl 3535 7474

CounsellingCounselling 4343 5353 0.630.63 0.030.03 0.32^0.970.32^0.97

PsychodynamicPsychodynamic 4343 4747 0.570.57 0.010.01 0.28^0.920.28^0.92

Cognitive^behaviouralCognitive^behavioural 4141 3939 0.460.46 0.0020.002 0.20^0.810.20^0.81

18 months18 months Infant attachmentInfant attachment33 ControlControl 4747 4343

CounsellingCounselling 3939 4141 0.960.96 0.890.89 0.54^1.460.54^1.46

PsychodynamicPsychodynamic 4040 5252 1.231.23 0.860.86 0.76^1.680.76^1.68

Cognitive^behaviouralCognitive^behavioural 4141 5454 1.261.26 0.300.30 0.78^1.700.78^1.70

1. Adjusted for behavioural management problems prior to treatment.1. Adjusted for behaviouralmanagement problems prior to treatment.
2. Adjusted for relationship problems prior to treatment.2. Adjusted for relationship problems prior to treatment.
3. Unadjusted.3. Unadjusted.
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and the significant effect of maternal age,and the significant effect of maternal age,

the effect of treatment was significantthe effect of treatment was significant

for non-directive counselling (for non-directive counselling (ww22¼12.19;12.19;

d.f.d.f.¼1;1; PP¼0.001), with the psychodynamic0.001), with the psychodynamic

therapy and CBT conditions also showingtherapy and CBT conditions also showing

some indication of an improvement com-some indication of an improvement com-

pared with the control condition (pared with the control condition (ww22¼4.06,4.06,

d.f.d.f.¼1,1, PP¼0.03 and0.03 and ww22¼3.52, d.f.3.52, d.f.¼1,1,
PP¼0.06, respectively). Younger women0.06, respectively). Younger women

(under 25 years) reported more problematic(under 25 years) reported more problematic

behaviour in their infants than did olderbehaviour in their infants than did older

women (women (ww22¼3.84; d.f.3.84; d.f.¼1;1; PP¼0.05). For0.05). For

younger women, the increased BSQyounger women, the increased BSQ

expected scores were estimated to be:expected scores were estimated to be:

4.5 (95% CI 3.4–6.3) for non-directive4.5 (95% CI 3.4–6.3) for non-directive

counselling, 5.7 (95% CI 4.4–7.9) forcounselling, 5.7 (95% CI 4.4–7.9) for

psychodynamic therapy, 6.1 (95% CI 4.7–psychodynamic therapy, 6.1 (95% CI 4.7–

8.4) for CBT and 8.3 (95% CI 6.2–12.2)8.4) for CBT and 8.3 (95% CI 6.2–12.2)

for controls. For women aged 25 years andfor controls. For women aged 25 years and

over, the expected BSQ scores wereover, the expected BSQ scores were

estimated to be 3.7 for the non-estimated to be 3.7 for the non-directivedirective

counselling group (95% CI 3.0–4.7), 4.6counselling group (95% CI 3.0–4.7), 4.6

for the psychodynamic therapy groupfor the psychodynamic therapy group

(95% CI 3.8–5.8), 4.9 for the CBT group(95% CI 3.8–5.8), 4.9 for the CBT group

(95% CI 4.0–6.1) and 6.3 for the control(95% CI 4.0–6.1) and 6.3 for the control

group (95% CI 5.1–8.0).group (95% CI 5.1–8.0).

Infant attachmentInfant attachment

The rates of secure (B) and insecure (A, CThe rates of secure (B) and insecure (A, C

and D) attachment were similar for all fourand D) attachment were similar for all four

groups and no significant differences weregroups and no significant differences were

found between the treated groups and thefound between the treated groups and the

control condition (see Table 2). Aftercontrol condition (see Table 2). After

controlling for social adversity, thecontrolling for social adversity, the

treatment effects remained insignificant.treatment effects remained insignificant.

Cognitive developmentCognitive development

At 18 months post-partum, scores on theAt 18 months post-partum, scores on the

measure of child cognitive development,measure of child cognitive development,

the Mental Development Index of thethe Mental Development Index of the

Bayley Scales (see Table 4), were similarBayley Scales (see Table 4), were similar

for the four groups (Kruskal–Wallisfor the four groups (Kruskal–Wallis¼
0.78; d.f.0.78; d.f.¼3;3; PP¼0.85). A generalised lin-0.85). A generalised lin-

ear model, which assumed that the scoresear model, which assumed that the scores

followed a gamma distribution, revealedfollowed a gamma distribution, revealed

there to be no significant treatment effectsthere to be no significant treatment effects

after controlling for social adversity andafter controlling for social adversity and

the significant adverse effects of youngthe significant adverse effects of young

maternal age (maternal age (ww22¼6.13; d.f.6.13; d.f.¼1;1; PP¼0.01),0.01),

low maternal education (low maternal education (ww22¼7.67; d.f.7.67; d.f.¼1;1;
PP¼0.006) and male gender (0.006) and male gender (ww22¼7.73;7.73;

d.f.d.f.¼1;1; PP¼0.005).0.005).

Five-year outcomesFive-year outcomes

Emotional and behavioural difficultiesEmotional and behavioural difficulties

At 5 years, child emotional and behaviouralAt 5 years, child emotional and behavioural

difficulties were assessed using maternaldifficulties were assessed using maternal

reports on the Rutter Areports on the Rutter A22 Scale and teacherScale and teacher

reports on the PBCL. The distribution ofreports on the PBCL. The distribution of

the Rutter Athe Rutter A22 Scale scores was found notScale scores was found not

to differ between the four groupsto differ between the four groups

(Kruskal–Wallis(Kruskal–Wallis¼7.19; d.f.7.19; d.f.¼3;3; PP¼0.07).0.07).

However, there was some evidence fromHowever, there was some evidence from

the median differences (see Table 4) that in-the median differences (see Table 4) that in-

fants whose mothers had received CBT hadfants whose mothers had received CBT had

lower scores compared with the infants oflower scores compared with the infants of

control mothers. A generalised linear modelcontrol mothers. A generalised linear model

was fitted that assumed that the Rutter Awas fitted that assumed that the Rutter A22

Scale scores followed a gamma distribution.Scale scores followed a gamma distribution.

After controlling for the significant adverseAfter controlling for the significant adverse

effect of social adversity (effect of social adversity (ww22¼9.55; d.f.9.55; d.f.¼1;1;
PP¼0.002), only an indication of a CBT0.002), only an indication of a CBT

treatment effect was found (treatment effect was found (ww22¼3.61;3.61;

d.f.d.f.¼1;1; PP¼0.06). For women who did not0.06). For women who did not

experience a high level of social adversity,experience a high level of social adversity,

the mean Rutter Athe mean Rutter A22 Scale scores were esti-Scale scores were esti-

mated to be 7.7 for the CBT group (95%mated to be 7.7 for the CBT group (95%

CI 6.5–9.4), 9.5 for the non-directive coun-CI 6.5–9.4), 9.5 for the non-directive coun-

selling group (95% CI 8.0–11.6), 9.8 forselling group (95% CI 8.0–11.6), 9.8 for

the control group (95% CI 8.2–12.0) andthe control group (95% CI 8.2–12.0) and

11.2 for the psychodynamic therapy group11.2 for the psychodynamic therapy group

(95% CI 9.4–13.8). For women who had(95% CI 9.4–13.8). For women who had

a high level of social adversity, the Ruttera high level of social adversity, the Rutter

AA22 Scale scores were estimated to be 10.2Scale scores were estimated to be 10.2

for the CBT group (95% CI 7.8–14.4),for the CBT group (95% CI 7.8–14.4),

13.4 for the non-directive counselling13.4 for the non-directive counselling

group (95% CI 10.7–17.7), 13.9 for thegroup (95% CI 10.7–17.7), 13.9 for the

controls (95% CI 11.1–18.6) and 16.8 forcontrols (95% CI 11.1–18.6) and 16.8 for

the psychodynamic therapy group (95%the psychodynamic therapy group (95%

CI 12.1–26.5).CI 12.1–26.5).

The distribution of scores on the tea-The distribution of scores on the tea-

cher reports of child behavioural difficultiescher reports of child behavioural difficulties

4 2 34 2 3

Table 3Table 3 Estimates for models of maternal sensitivityEstimates for models of maternal sensitivity

VariableVariable Model estimatesModel estimates

ParameterParameter

estimateestimate

s.e.s.e. PP 95% CI95%CI

InterceptIntercept 2.792.79 0.190.19 2.4 to 3.162.4 to 3.16

Maternal sensitivity at 2 monthsMaternal sensitivity at 2 months 0.240.24 0.070.07 0.0010.001 0.1 to 0.390.1 to 0.39

CounsellingCounselling 770.230.23 0.150.15 0.140.14 770.53 to 0.070.53 to 0.07

Psychodynamic therapyPsychodynamic therapy 770.390.39 0.150.15 0.0070.007 770.68 to0.68 to770.110.11

Cognitive^behavioural therapyCognitive^behavioural therapy 770.460.46 0.160.16 0.0030.003 770.76 to0.76 to770.150.15

Social adversitySocial adversity 770.910.91 0.190.19 550.00010.0001 771.27 to1.27 to770.540.54

Social adversitySocial adversity66counsellingcounselling 0.690.69 0.270.27 0.010.01 0.16 to 1.220.16 to 1.22

Social adversitySocial adversity66psychodynamicpsychodynamic 0.040.04 0.340.34 0.190.19 770.63 to 0.710.63 to 0.71

Social adversitySocial adversity66CBTCBT 0.730.73 0.300.30 0.020.02 0.14 to 1.330.14 to 1.33

Fig. 1Fig. 1 Mean difference in maternal sensitivity: maternal sensitivity at 4.5 monthsminusmaternal sensitivityMean difference in maternal sensitivity: maternal sensitivity at 4.5 monthsminusmaternal sensitivity

before therapy.before therapy.
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(PBCL), treated as a continuous measure(PBCL), treated as a continuous measure

(see Table 4), did not differ between the(see Table 4), did not differ between the

four groups (Kruskal–Wallisfour groups (Kruskal–Wallis¼0.10; d.f.0.10; d.f.¼3;3;
PP¼0.99). A generalised linear model, which0.99). A generalised linear model, which

assumed that the scores followed a gammaassumed that the scores followed a gamma

distribution, revealed there to be no signifi-distribution, revealed there to be no signifi-

cant treatment effects after controlling forcant treatment effects after controlling for

the level of social adversity.the level of social adversity.

Cognitive developmentCognitive development

At 5 years post-partum, scores on theAt 5 years post-partum, scores on the

measure of child cognitive development,measure of child cognitive development,

the General Cognitive Index of thethe General Cognitive Index of the

McCarthy Scales (see Table 4), similarlyMcCarthy Scales (see Table 4), similarly

failed to differ between the four groupsfailed to differ between the four groups

(Kruskal–Wallis(Kruskal–Wallis¼0.55; d.f.0.55; d.f.¼3;3; PP¼0.91). A0.91). A

generalised linear model, which assumedgeneralised linear model, which assumed

that the scores followed a gamma distribu-that the scores followed a gamma distribu-

tion, showed no significant treatmenttion, showed no significant treatment

effects after controlling for social adversityeffects after controlling for social adversity

and the adverse effects of antenatal mother-and the adverse effects of antenatal mother-

hood issues (hood issues (ww22¼3.60; d.f.3.60; d.f.¼1;1; PP¼0.06) and0.06) and

a low level of maternal education (a low level of maternal education (ww22¼8.61;8.61;

d.f.d.f.¼1;1; PP¼0.003).0.003).

Specialist therapist effectsSpecialist therapist effects

After controlling for pre-treatment mea-After controlling for pre-treatment mea-

sures, at 4 months there were found to besures, at 4 months there were found to be

no specialist therapist effects for behav-no specialist therapist effects for behav-

ioural problems (relative riskioural problems (relative risk¼1.34;1.34;

PP¼0.24; 95% CI 0.80–1.91), relationship0.24; 95% CI 0.80–1.91), relationship

problems (relative riskproblems (relative risk¼1.23;1.23; PP¼0.36;0.36;

95% CI 0.76–1.68) or maternal sensitivity95% CI 0.76–1.68) or maternal sensitivity

(specialist effect(specialist effect¼770.18;0.18; PP¼0.15; 95%0.15; 95%

CICI770.42 to 0.07).0.42 to 0.07).

At 18 months, specialists andAt 18 months, specialists and non-non-

specialists were found not to differ forspecialists were found not to differ for

BSQ score (median differenceBSQ score (median difference¼0;0; PP¼0.82;0.82;

95% CI95% CI 771 to 1) or attachment (relative1 to 1) or attachment (relative

riskrisk¼0.97;0.97; PP¼0.90; 95% CI 0.61–1.36).0.90; 95% CI 0.61–1.36).

Infants of mothers receiving treatment byInfants of mothers receiving treatment by

specialists were found to have higherspecialists were found to have higher

Bayley scores (median differenceBayley scores (median difference¼14,14,

PP¼0.0001; 95% CI 7–21).0.0001; 95% CI 7–21).

At 5 years, no specialist effect was foundAt 5 years, no specialist effect was found

for Rutter Afor Rutter A22 (median difference(median difference¼771;1;

PP¼0.18; 95% CI0.18; 95% CI 773 to 1) or PBCL scores3 to 1) or PBCL scores

(median difference(median difference¼0;0; PP¼0.92; 95% CI0.92; 95% CI

771 to 2). Children of mothers receiving1 to 2). Children of mothers receiving

treatment by specialists were found totreatment by specialists were found to

have higher McCarthy scores (medianhave higher McCarthy scores (median

differencedifference¼10;10; PP¼0.002; 95% CI 4–15).0.002; 95% CI 4–15).

DISCUSSIONDISCUSSION

Mother^infant interventionsMother^infant interventions

There has been a considerable volume ofThere has been a considerable volume of

research to determine the effectiveness ofresearch to determine the effectiveness of

interventions for difficulties in theinterventions for difficulties in the

mother–infant relationship in general (vanmother–infant relationship in general (van

IjzendoornIjzendoorn et alet al, 1995; Fonagy, 1998;, 1995; Fonagy, 1998;

Barlow & Stewart-Brown, 2000).Barlow & Stewart-Brown, 2000).

Few studies, however, have focused onFew studies, however, have focused on

samples of mothers with depressionsamples of mothers with depression

(Lyons-Ruth(Lyons-Ruth et alet al, 1990; Gelfand, 1990; Gelfand et alet al,,

1996; Cichetti1996; Cichetti et alet al, 2000), and none has, 2000), and none has

focused on post-partum samples.focused on post-partum samples.

Different treatment approachesDifferent treatment approaches

Clinical practice that deals specifically withClinical practice that deals specifically with

the mother–infant relationship has devel-the mother–infant relationship has devel-

oped into two distinct lines of work: (a)oped into two distinct lines of work: (a)

cognitive–behavioural approaches with ancognitive–behavioural approaches with an

emphasis on ‘here and now’ observed be-emphasis on ‘here and now’ observed be-

haviour and difficulties, at times combinedhaviour and difficulties, at times combined

with a problem-solving approach, aim towith a problem-solving approach, aim to

promote maternal feelings of competencepromote maternal feelings of competence

in infant caretaking as well as to improvein infant caretaking as well as to improve

maternal sensitivity and the quality ofmaternal sensitivity and the quality of

mother–infant interactions, for example,mother–infant interactions, for example,

through modelling or positive feedbackthrough modelling or positive feedback

(Gelfand(Gelfand et alet al, 1996; Field, 1997); and (b), 1996; Field, 1997); and (b)

psychodynamic approaches focus on thepsychodynamic approaches focus on the

mother–infant relationship in terms of themother–infant relationship in terms of the

mother’s past history of relationships asmother’s past history of relationships as

the source of current problems (e.g.the source of current problems (e.g.

Fraiberg, 1981; CramerFraiberg, 1981; Cramer et alet al, 1990)., 1990).

Theoretically, the mother’s history ofTheoretically, the mother’s history of

relationships is particularly relevant to therelationships is particularly relevant to the

infant’s developing attachment to theinfant’s developing attachment to the

mother because it deals with the mother’smother because it deals with the mother’s

representation of her own early attachmentrepresentation of her own early attachment

4 244 24

Table 4Table 4 Summary statistics for the non-normally distributed outcome variablesSummary statistics for the non-normally distributed outcome variables

Timing of assessmentTiming of assessment Outcome variableOutcome variable Treatment groupTreatment group nn MedianMedian IQRIQR RangeRange Median differenceMedian difference (95% CI)(95% CI)

18 months18 months BSQBSQ CounsellingCounselling 4646 44 33 0^110^11 7722 ((773 to3 to771)1)

PsychodynamicPsychodynamic 4242 44 55 0^110^11 7711 ((773 to 0)3 to 0)

Cognitive^behaviouralCognitive^behavioural 4242 55 44 0^130^13 7711 ((772 to 0)2 to 0)

ControlControl 4848 66 33 1^151^15

Bayley scaleBayley scale CounsellingCounselling 4646 114114 3232 64^15064^150 7722 ((7711 to 6)11 to 6)

PsychodynamicPsychodynamic 4242 118118 1919 78^15078^150 11 ((776 to 7)6 to 7)

Cognitive^behaviouralCognitive^behavioural 4242 116116 2424 73^15073^150 00 ((777 to 7)7 to 7)

ControlControl 4848 116116 1818 85^15085^150

5 years5 years Rutter ARutter A22 scalescale CounsellingCounselling 3333 99 77 3^333^33 7711 ((773 to 2)3 to 2)

PsychodynamicPsychodynamic 2828 1010 66 4^354^35 00 ((773 to 3)3 to 3)

Cognitive^behaviouralCognitive^behavioural 3131 88 55 0^160^16 7733 ((775 to 0)5 to 0)

ControlControl 3535 1111 66 1^281^28

PBCLPBCL CounsellingCounselling 2626 33 66 0^140^14 00 ((772 to 2)2 to 2)

PsychodynamicPsychodynamic 2828 44 44 0^120^12 00 ((772 to 2)2 to 2)

Cognitive^behaviouralCognitive^behavioural 2929 44 55 0^110^11 00 ((772 to 2)2 to 2)

ControlControl 3333 33 44 0^240^24

McCarthy scaleMcCarthy scale CounsellingCounselling 3333 107107 2222 54^14854^148 7711 ((779 to 7)9 to 7)

PsychodynamicPsychodynamic 3232 108108 1111 50^12550^125 00 ((777 to 6)7 to 6)

Cognitive^behaviouralCognitive^behavioural 3535 111111 2121 69^14569^145 22 ((776 to 10)6 to 10)

ControlControl 3939 108108 1717 50^14050^140

IQR, interquartile range; BSQ, Behavioural Screening Questionnaire; PBCL, Pre-school Behaviour Checklist.IQR, interquartile range; BSQ, Behavioural Screening Questionnaire; PBCL, Pre-school Behaviour Checklist.
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relationships – itself a strong predictor ofrelationships – itself a strong predictor of

infant attachment quality (van Izendoorninfant attachment quality (van Izendoorn

et alet al, 1995; Steele, 1995; Steele et alet al, 1996). Neverthe-, 1996). Neverthe-

less, in studies aimed at preventing theless, in studies aimed at preventing the

development of insecure attachments, thedevelopment of insecure attachments, the

modest positive results that have beenmodest positive results that have been

achieved have come from short-term beha-achieved have come from short-term beha-

viourally focused treatments rather thanviourally focused treatments rather than

from more intensive, long-term therapiesfrom more intensive, long-term therapies

working at the level of maternal representa-working at the level of maternal representa-

tions (van Ijzendoorntions (van Ijzendoorn et alet al, 1995). This is, 1995). This is

important because establishing whether dif-important because establishing whether dif-

ferent treatments are differentially effectiveferent treatments are differentially effective

not only is theoretically interesting but alsonot only is theoretically interesting but also

has significant practical implications inhas significant practical implications in

terms of the skills, and therefore personnelterms of the skills, and therefore personnel

and National Health Service resources,and National Health Service resources,

required to deliver the intervention. Anyrequired to deliver the intervention. Any

treatment that demands a high level oftreatment that demands a high level of

training in psychotherapy, and particularlytraining in psychotherapy, and particularly

psychodynamic work, will be limited in itspsychodynamic work, will be limited in its

availability. However, important practicalavailability. However, important practical

implications would follow if it were shownimplications would follow if it were shown

that treatments deliverable by healththat treatments deliverable by health

visitors, found to be effective in bringingvisitors, found to be effective in bringing

about early remission from depressionabout early remission from depression

(e.g. counselling), were also of benefit in(e.g. counselling), were also of benefit in

terms of the mother–infant relationshipterms of the mother–infant relationship

and child development.and child development.

The current studyThe current study

The current study addressed these questionsThe current study addressed these questions

by evaluating the impact of three briefby evaluating the impact of three brief

psychological treatments, delivered in thepsychological treatments, delivered in the

home from 8 to 18 weekshome from 8 to 18 weeks post-partum,post-partum,

to a representative community sampleto a representative community sample

of primiparous mothers with postnatalof primiparous mothers with postnatal

depresion. The studydepresion. The study therapists includedtherapists included

health visitors who received training in thehealth visitors who received training in the

CBT and counselling treatments, as wellCBT and counselling treatments, as well

as specialist professional therapists repre-as specialist professional therapists repre-

senting each of the three treatment ap-senting each of the three treatment ap-

proaches. Assessments were made of theproaches. Assessments were made of the

child’s behavioural, emotional and cogni-child’s behavioural, emotional and cogni-

tive development through infancy and attive development through infancy and at

5 years. The three study treatments – non-5 years. The three study treatments – non-

directive counselling, CBT and psycho-directive counselling, CBT and psycho-

dynamic therapy – were found to bringdynamic therapy – were found to bring

about an early improvement in the EPDSabout an early improvement in the EPDS

measure of maternal mood (see Coopermeasure of maternal mood (see Cooper

et alet al, 2003, this issue)., 2003, this issue).

Findings of the current studyFindings of the current study

Positive findingsPositive findings

Treatment showed some short-term bene-Treatment showed some short-term bene-

fits in relation to the mother–child relation-fits in relation to the mother–child relation-

ship and child outcome. First, at 4.5ship and child outcome. First, at 4.5

months, compared with those who receivedmonths, compared with those who received

routine primary care, mothers who receivedroutine primary care, mothers who received

any of the interventions reported signi-any of the interventions reported signi-

ficantly fewer difficulties in their relation-ficantly fewer difficulties in their relation-

ship with their infant, experiencing play,ship with their infant, experiencing play,

separation issues and the management ofseparation issues and the management of

the infant’s needs for their attention asthe infant’s needs for their attention as

being less problematic. In addition, inbeing less problematic. In addition, in

mothers who experienced social adversity,mothers who experienced social adversity,

whose interactions with their infants werewhose interactions with their infants were

particularly poor, non-directive counsellingparticularly poor, non-directive counselling

produced a more sensitive pattern ofproduced a more sensitive pattern of

mother–infant interactions than wasmother–infant interactions than was

apparent among those in the controlapparent among those in the control

group. There was evidence also of agroup. There was evidence also of a

positive benefit of non-directive counsellingpositive benefit of non-directive counselling

at 18 months in terms of maternal reportsat 18 months in terms of maternal reports

of infant emotional and behaviouralof infant emotional and behavioural

problems, and some indication also of aproblems, and some indication also of a

possible benefit for the other twopossible benefit for the other two

treatments.treatments.

It is worth noting that the outcomesIt is worth noting that the outcomes

that showed the clearest evidence for athat showed the clearest evidence for a

beneficial effect of treatment (i.e. relation-beneficial effect of treatment (i.e. relation-

ship problems at 4.5 months and emotionalship problems at 4.5 months and emotional

and behavioural problems at 18 months)and behavioural problems at 18 months)

were those that relied on maternal reports.were those that relied on maternal reports.

Negative findingsNegative findings

The majority of outcomes failed to showThe majority of outcomes failed to show

any benefit of the study interventions. Theany benefit of the study interventions. The

first concerned the mother’s experience,first concerned the mother’s experience,

immediately after treatment, of difficultiesimmediately after treatment, of difficulties

in the practical management of her infantin the practical management of her infant

(sleeping, feeding and crying problems),(sleeping, feeding and crying problems),

where there was a similar level of improve-where there was a similar level of improve-

ment over time for both the control and thement over time for both the control and the

treated groups. There are a number of poss-treated groups. There are a number of poss-

ible explanations for this lack of treatmentible explanations for this lack of treatment

effect. First, it is possible that any initialeffect. First, it is possible that any initial

problems the mothers experienced withproblems the mothers experienced with

their infants resolved spontaneously overtheir infants resolved spontaneously over

time. This is particularly likely to be thetime. This is particularly likely to be the

case with crying problems. The peak agecase with crying problems. The peak age

for persistent crying in UK populations isfor persistent crying in UK populations is

between 3 and 6 weeks, with a steady de-between 3 and 6 weeks, with a steady de-

cline in the amount of time that infantscline in the amount of time that infants

cry thereafter (St James-Roberts & Plewis,cry thereafter (St James-Roberts & Plewis,

1996). By 4.5 months, when the first post-1996). By 4.5 months, when the first post-

treatment assessment was made, it is likelytreatment assessment was made, it is likely

that infant crying would have shown a sig-that infant crying would have shown a sig-

nificant spontaneous decline. Initial feedingnificant spontaneous decline. Initial feeding

problems also are likely to have settledproblems also are likely to have settled

down by this time. An alternative explana-down by this time. An alternative explana-

tion is that the routine care provided bytion is that the routine care provided by

health visitors was effective in these parti-health visitors was effective in these parti-

cular areas of infant behaviour. The princi-cular areas of infant behaviour. The princi-

pal focus of routine health visiting is advicepal focus of routine health visiting is advice

on the practical difficulties that womenon the practical difficulties that women

experience in the management of suchexperience in the management of such

infant problems, and it may be that in theseinfant problems, and it may be that in these

particular respects the study interventionsparticular respects the study interventions

offered no significant advantage overoffered no significant advantage over

routine health visitor practice.routine health visitor practice.

With regard to infant attachmentWith regard to infant attachment

also there was no benefit of any of thealso there was no benefit of any of the

treatments compared with the controltreatments compared with the control

condition. Influencing the nature of childcondition. Influencing the nature of child

attachment to the mother has generallyattachment to the mother has generally

proved difficult to achieve, even in samplesproved difficult to achieve, even in samples

without depression. A meta-analysis by vanwithout depression. A meta-analysis by van

IjzendoornIjzendoorn et alet al (1995) showed the overall(1995) showed the overall

effect size for 12 treatment studies to beeffect size for 12 treatment studies to be

only 0.17; and a subsequent study byonly 0.17; and a subsequent study by

GelfandGelfand et alet al (1996) with a clinically(1996) with a clinically

referred depression sample showed thatreferred depression sample showed that

treatment conferred no benefit in terms oftreatment conferred no benefit in terms of

overall rates of child security of attach-overall rates of child security of attach-

ment. The fact that the current treatmentsment. The fact that the current treatments

were brief and delivered early on in devel-were brief and delivered early on in devel-

opment, before the setting up of clearopment, before the setting up of clear

attachment responses, may have made theattachment responses, may have made the

promotion of security particularly difficultpromotion of security particularly difficult

to achieve.to achieve.

Finally, with regard to infant andFinally, with regard to infant and

child cognitive development and childchild cognitive development and child

emotional and behavioural adjustment atemotional and behavioural adjustment at

both home and school at 5 years, no signif-both home and school at 5 years, no signif-

icant benefit of any of the treatments wasicant benefit of any of the treatments was

evident. The apparently negative findingevident. The apparently negative finding

regarding cognitive development should,regarding cognitive development should,

possibly, be viewed with caution. Reportspossibly, be viewed with caution. Reports

of significant adverse effects of postnatalof significant adverse effects of postnatal

depression on cognitive development havedepression on cognitive development have

been derived generally from high-riskbeen derived generally from high-risk

samples (e.g. Lyons-Ruthsamples (e.g. Lyons-Ruth et alet al, 1986; Hay, 1986; Hay

et alet al, 2001). In the current study sample,, 2001). In the current study sample,

drawn from a relatively low-riskdrawn from a relatively low-risk

population, the children’s IQ scores atpopulation, the children’s IQ scores at

18 months and 5 years among both18 months and 5 years among both

controls and treated groups were withincontrols and treated groups were within

the range expected for a general populationthe range expected for a general population

sample, and thus it can be argued that thesample, and thus it can be argued that the

issue of treatment preventing cognitiveissue of treatment preventing cognitive

deficits did not obtain. This same argumentdeficits did not obtain. This same argument

cannot be made in relation to child emo-cannot be made in relation to child emo-

tional and behavioural adjustment: in thistional and behavioural adjustment: in this

domain, adverse outcome in terms ofdomain, adverse outcome in terms of

increased rates of both internalising andincreased rates of both internalising and

externalising problems have been found toexternalising problems have been found to

be associated with postnatal depressionbe associated with postnatal depression

in low-risk as well as high-risk samplesin low-risk as well as high-risk samples

(Sinclair & Murray, 1998; Murray(Sinclair & Murray, 1998; Murray et alet al,,

1999; Essex1999; Essex et alet al, 2001). It appears, there-, 2001). It appears, there-

fore, that although the intervention mayfore, that although the intervention may

have been of some benefit to the earlyhave been of some benefit to the early

mother–infant relationship and to the emo-mother–infant relationship and to the emo-

tional and behavioural adjustment of thetional and behavioural adjustment of the

infant at 18 months, this benefit did notinfant at 18 months, this benefit did not

persist.persist.
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The question of whether treatmentThe question of whether treatment

delivered by specialist therapists would bedelivered by specialist therapists would be

of greater benefit than that provided byof greater benefit than that provided by

non-specialists (including trained healthnon-specialists (including trained health

visitors) was addressed in the current study.visitors) was addressed in the current study.

For none of the outcomes showing aFor none of the outcomes showing a

significant benefit of treatment was theresignificant benefit of treatment was there

a difference between specialists and non-a difference between specialists and non-

specialists. With regard to the other out-specialists. With regard to the other out-

comes, an expertise effect was apparentcomes, an expertise effect was apparent

only for cognitive performance (Bayleyonly for cognitive performance (Bayley

and McCarthy scales). The case for anand McCarthy scales). The case for an

overall benefit of specialist therapists isoverall benefit of specialist therapists is

therefore not substantial.therefore not substantial.

Clinical implicationsClinical implications

The fact that only limited, short-termThe fact that only limited, short-term

benefits to the mother–infant relationshipsbenefits to the mother–infant relationships

and child development accrued from theand child development accrued from the

interventions suggests that, despite sympto-interventions suggests that, despite sympto-

matic improvement and initial gains inmatic improvement and initial gains in

maternal care, underlying maternalmaternal care, underlying maternal

vulnerabilities persisted. In order to preventvulnerabilities persisted. In order to prevent

longer-term difficulties in child functioning,longer-term difficulties in child functioning,

therefore, more-prolonged interventionstherefore, more-prolonged interventions

may be required. Nevertheless, suchmay be required. Nevertheless, such

treatment may not require high-leveltreatment may not require high-level

psychological expertise. Thus, we foundpsychological expertise. Thus, we found

no substantial evidence that specialistno substantial evidence that specialist

therapists were more effective than non-therapists were more effective than non-

specialists; and although the study wasspecialists; and although the study was

not designed to compare the three interven-not designed to compare the three interven-

tions with each other, the clearest evidencetions with each other, the clearest evidence

to emerge for a benefit of treatmentto emerge for a benefit of treatment

compared with routine care was for thecompared with routine care was for the

counselling condition. On both thesecounselling condition. On both these

counts, as well as for reasons of availabilitycounts, as well as for reasons of availability

and cost, health visitors appear to beand cost, health visitors appear to be

well-placed to deliver such support.well-placed to deliver such support.

Two further clinical implications of theTwo further clinical implications of the

current study should be noted. First,current study should be noted. First,

although the treatments were, in general,although the treatments were, in general,

highly acceptable to the women concerned,highly acceptable to the women concerned,

a minority of mothers were reluctant toa minority of mothers were reluctant to

receive the home visiting support. Inspec-receive the home visiting support. Inspec-

tion of the outcomes and backgroundtion of the outcomes and background

characteristics of those refusing such inter-characteristics of those refusing such inter-

ventions indicates that this populationventions indicates that this population

may be particularly at risk (Murraymay be particularly at risk (Murray et alet al,,

2003). Related research suggests that for-2003). Related research suggests that for-

ging positive relationships with those whoging positive relationships with those who

may be distrustful of established profes-may be distrustful of established profes-

sional services is a key therapeutic chal-sional services is a key therapeutic chal-

lenge that may be resolvedlenge that may be resolved ultimately onlyultimately only

through the use ofthrough the use of non-statutory volunteernon-statutory volunteer

or community support routes (Egelandor community support routes (Egeland

& Erickson, 1990; Harris& Erickson, 1990; Harris et alet al, 2000)., 2000).

Second, any intervention that is deliveredSecond, any intervention that is delivered

only when women have already becomeonly when women have already become

depressed falls short of ideal practice. Todepressed falls short of ideal practice. To

date, studies aiming to prevent depressiondate, studies aiming to prevent depression

have, by and large, been unsuccessful, nothave, by and large, been unsuccessful, not

least because take-up rates by vulnerableleast because take-up rates by vulnerable

women have been poor (Stampwomen have been poor (Stamp et alet al,,

1995; Buist1995; Buist et alet al, 1999; Brugha, 1999; Brugha et alet al,,

2000; Elliott2000; Elliott et alet al, 2000). The development, 2000). The development

and evaluation of preventive interventionsand evaluation of preventive interventions

therefore represents a further major chal-therefore represents a further major chal-

lenge for researchers engaged in this clinicallenge for researchers engaged in this clinical

area.area.
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CLINICAL IMPLICATIONSCLINICAL IMPLICATIONS

&& Brief home-based psychological interventions are effective in significantlyBrief home-based psychological interventions are effective in significantly
elevatingmood inwomenwith post-partum depression.elevatingmood inwomenwith post-partum depression.

&& Such interventions also bring about short-term improvement in some aspects ofSuch interventions also bring about short-term improvement in some aspects of
the earlymother^infant relationship and child outcomes.the earlymother^infant relationship and child outcomes.

&& Health visitors are effective in delivering home-based intervention to women inHealth visitors are effective in delivering home-based intervention towomen in
the post-partumperiod, and their training and practice should be extended tothe post-partumperiod, and their training and practice should be extended to
encompass the detection andmanagement ofmothers with postnatal depression.encompass the detection andmanagement ofmothers with postnatal depression.

LIMITATIONSLIMITATIONS

&& The samplewas one that was generally at low risk, and comprised onlyThe samplewas one that was generally at low risk, and comprised only
primiparousmothers; the generalisability of the findings to high-risk andmultiparousprimiparousmothers; the generalisability of the findings to high-risk andmultiparous
populations is uncertain.populations is uncertain.

&& The samplewas underpowered to detect differences between the treatmentThe samplewas underpowered to detect differences between the treatment
groups.groups.

&& Although the efficacy of the interventions has been demonstrated for someAlthough the efficacy of the interventions has been demonstrated for some
outcomes, effectiveness studies are required to establishwhether such benefitsoutcomes, effectiveness studies are required to establishwhether such benefits
would be obtained in routine practice.would be obtained in routine practice.
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