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Stories of Postpartum Depression: Exploring
Health Constructs and Help-Seeking

in Mothers’ Talk

LINDSEY J. THOMAS, MA, KRISTINA M. SCHARP, PhD,
and CHRISTINA G. PAXMAN, MA

Department of Communication Studies, University of Iowa, Iowa City, Iowa, USA

This article explores behavioral constructs derived from the
Integrative Model of Behavioral Prediction (Fishbein, 2009) that
emerged from unsolicited, online stories from 30 mothers about
their experiences with postpartum depression. Five constructs (i.e.,
social norms; severity; barriers to help-seeking; facilitators to, and
cues to action for, help-seeking; and self-efficacy) were preva-
lent and were connected with help-seeking behaviors in the sto-
ries that were analyzed after a single data collection in March
2011. Recommendations are offered for how the findings can be
integrated into postpartum depression-related health promotion
interventions.

KEYWORDS postpartum depression, mothers’ experiences, help-
seeking

To understand and assist mothers who might be experiencing postpartum
depression (PPD), the present study aimed to explore behavioral health
constructs that surfaced in mothers’ online stories of PPD. PPD affects
approximately 10–20% of new mothers in the United States (O’Hara &
McCabe, 2013) and about 13% of new mothers across cultures (Dennis &
Chung-Lee, 2006). PPD is a serious major depressive disorder, the exact
cause of which has yet to be determined (Pearlstein et al., 2009). Because
it is impossible to predict which mothers will suffer from PPD, and because
PPD is a serious medical disorder that is associated with negative outcomes
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374 L. J. Thomas et al.

for mothers and families (O’Hara & McCabe, 2013), it is important for all
mothers to be aware of, screened for, and, if needed, diagnosed with and
treated for PPD.

PPD screening, diagnosis, and treatment is lacking in the U.S. healthcare
system (Pearlstein et al., 2009). It is vital, then, for researchers to target
mothers’ PPD-related help-seeking behaviors. One way to promote help-
seeking is through research-based health interventions. Thus, the present
study sought to gather formative research about mothers’ experiences with
PPD.

We turned to the Integrative Model of Behavioral Prediction (IM; see
Fishbein, 2009) to serve as an analytic heuristic. The IM is a comprehensive
framework, and we found its breadth well suited to exploring the multiple
PPD-related behavioral constructs that emerged from our initial data explo-
ration. Through in-depth analysis we aimed to provide results that would be
instrumental in planning data collection that would inform specific behav-
ioral interventions aimed at increasing women’s PPD-related help-seeking
behaviors.

SIGNIFICANCE AND SEVERITY OF PPD FOR MOTHER AND FAMILY

PPD is a psychiatric disorder with debilitating symptoms and serious con-
sequences including feeling inadequate as a parent, sleep disturbances,
appetite changes, general unhappiness, and thoughts of harming oneself
or one’s child or children (Miller, 2002). Although mothers most frequently
experience PPD symptoms, the entire family system can be affected, and
parental depression can produce cognitive, social, emotional, and physical
consequences for children (Field, 2010). These consequences suggest the
need for interventions that promote knowledge, screening, diagnosis, and
treatment. One prevalent way in which researchers have attempted to design
interventions is through exploration of barriers to help-seeking.

BARRIERS TO HELP-SEEKING: WHAT IS KNOWN AND WHAT
SHOULD BE CONSIDERED

Researchers have explored barriers to PPD help-seeking, including intrap-
ersonal factors (e.g., lack of knowledge and perceived stigma; Corrigan &
Watson, 2002; Wroblewski & Tallon, 2004); interpersonal determinants (e.g.,
lack of social support; Dennis & Chung-Lee, 2006), institutional obstacles
(e.g., lack of health insurance; O’Hara, 2009), and community barriers (e.g.,
lack of support groups; Dennis & Chung-Lee, 2006). A review of multi-level
barriers to treatment of maternal depression also identified cultural norms,
lack of knowledge and time, and mental illness-related stigma as frequent
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Stories of Postpartum Depression 375

barriers (Freed et al., 2012). Thus, increasing knowledge through informa-
tion diffusion and implementing streamlined screening processes have been
posited as facilitators to help-seeking (Freed et al., 2012). Although illumi-
nating barriers at multiple levels is useful to understanding and facilitating
help-seeking, broader knowledge of PPD-related health constructs will also
enable researchers and practitioners to aid women with PPD.

Understanding cues to action (e.g., interactions that prompt a woman
to seek help), for example, might assist practitioners in developing targeted
interventions to facilitate help-seeking. Additionally, exploring social norms
related to PPD might elucidate cultural factors that influence women’s help-
seeking decisions. In particular, women suffering from depression perceive
that they are stigmatized, and individuals with mental illness often encounter
prejudice and discrimination (e.g., Rusch et al., 2005). As such, women suf-
fering from PPD might find themselves culturally judged as “bad mothers.”
Hays (1996) argued that American culture perceives a “good mother” to feel
intense and unconditional love for, and respect and nurture, her child regard-
less of the situation. Thus, PPD might produce a twofold stigma: Mothers
with PPD might be stigmatized due to their mental illness and for failing
to meet “good mother” criteria. Therefore, understanding women’s percep-
tions of anticipated cultural responses might provide robust insights into the
perceived barriers and environmental factors that influence decision-making
processes and cues to action.

IMPORTANCE OF EXPLORING UNSOLICITED TALK AND
SELECTING ONLINE NARRATIVES

A frequent limitation of PPD-related studies that aim to provide behavioral
intervention is reliance on self-report measures (see Dennis & Chung-Lee,
2006; Field, 2010). The present study attempted to fill a gap in the literature
by exploring unsolicited talk, which is vital to understanding both cultural
and individual experiences of PPD (see Baxter, 2011) and can have impli-
cations for help-seeking behavior. Although face-to-face encounters (e.g.,
interviews) can provide rich data about specific phenomena, unsolicited talk
(e.g., online texts) offers unique opportunities to collect formative research.
First, the audience of these texts is a “generalized other” (Mead, 1982), or
culture, rather than a specific individual with whom the author has a rela-
tionship (Langellier & Peterson, 2004). The absence of a specific audience
encourages narrators to provide an unadulterated account of their experi-
ence, rather than tailor their story to specific individuals (e.g., a friend who
has had a positive or negative experience seeking help for PPD). Similarly,
anonymity allows for potentially stigmatized groups to share without fear
of sanctioning (e.g., a person might be required to report a mother who
expresses thoughts of harming her child). Thus, online stories provided these
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376 L. J. Thomas et al.

women with the freedom to share salient aspects of their experience without
fearing that their identity might be compromised. In addition, these stories
were probably very salient to women who expended time and energy to
share them publicly with little or no prompting (Langellier & Peterson, 2004).

THE IM

Studies have been dedicated to pinpointing barriers to help-seeking, but
to our knowledge scholars have yet to consider comprehensively multiple
health behavior constructs while illuminating mothers’ perceptions of PPD
and related behaviors. To explore multiple constructs, we took a qualitative
approach requiring an inductive extraction of health-related constructs. The
IM was selected as a theoretical framework because it aligned with our initial
analysis and provided a theoretical structure to guide our understanding of
help-seeking behavior.

The IM is useful to understanding, predicting, and changing health
behaviors (Fishbein, 2009). It is comprised of multiple health behavior
constructs and aims to understand, predict, and change health behaviors.
Although the IM frequently lends itself to quantitative methods, we chose
this model to serve as a heuristic after initially identifying content areas.
By using a model as a sensitizing device, researchers are able to interpret
and better understand observations (Braithwaite & Baxter, 2008) from the
perspective of researchers and laypersons alike.

The IM positions the individual’s intention to perform a desired behav-
ior as the primary determinant of behavior. The IM posits that intentions are
determined by three main constructs: attitude toward performing the behav-
ior; subjective norms related to perceptions and willingness to comply with
what one thinks others want him or her to do; and self-efficacy concern-
ing the perception of one’s ability to perform a desired behavior (Fishbein,
2009). Given the dearth of comprehensive, construct-focused research sur-
rounding the serious problem of PPD and literature suggesting that women
face significant barriers to seeking help, it was important to assess a multi-
tude of factors that might influence a woman’s intention to ask for support.
Therefore, the following question guided the present formative research:
What IM-derived constructs permeate mothers’ talk about the postpartum
depression experience?

METHODS

Study Sample

With exemption obtained from the Institutional Review Board for the
study protocol, we analyzed online, public domain stories. The story cor-
pus was collected from an online community with an array of groups
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Stories of Postpartum Depression 377

and forums that promote networking, including story-sharing, among users
(www.experienceproject.com). The study sample included all stories from
the group “I had post-partum depression,” which had 182 members and
53 posted stories at the time of the single March 2011 collection. After read-
ing through all 53 sampled stories, 17 were eliminated because they failed
to meet the eligibility criterion of being author-identified as a woman’s first
person account of her PPD experience (e.g., one story was written by a man
who did not discuss PPD). None of the remaining 36 stories were posted
using the same username, and all were narrated by individuals who self-
presented as females who had experienced PPD. At face value, the story
corpus included 36 stories from 36 women who had experienced PPD.

Data Collection

All 36 stories were copied and pasted into a Microsoft Word document and
prepared for analysis: all accompanying user information was deleted; all
names were replaced with pseudonyms; and other identifying information,
such as city and state of residence, was deleted. Coders used 6 stories to
train for reliability, leaving 30 for analysis.

Data Analysis

We conducted initial inductive open-coding to determine five primary con-
tent areas or what we refer to as the five modified health behavior constructs.
Two of the researchers then independently closed-coded each story (n
= 30) for the five modified health behavior constructs derived from the
initial analysis that aligned with the three main IM constructs related to
help-seeking for depressive symptoms: (1) severity (derived from the “atti-
tude” construct); (2) social norms (and normative beliefs); (3) barriers
to help-seeking; (4) facilitators to, and cues to action for, help-seeking,
and (5) self-efficacy. Severity was coded when a woman spoke to the
degree to which her PPD affected her life. Social norms were coded
when women spoke about perceptions or evaluations of “good mothering.”
Facilitators/cues to action were coded when women identified a catalyst for
seeking help. Barriers were coded when women provided reasons for not
seeking help. Finally, self-efficacy was coded when women commented on
whether or not they felt confident to seek help. Although Fishbein (2009)
posited seven constructs or “critical determinants of behavior” (p. 218), one
construct, intention, was not coded because the stories were retrospective,
and we could not determine what the women’s intentions were. Norms and
normative beliefs were coded together; control beliefs was folded into self-
efficacy, and behavioral beliefs/cost-benefits/outcome expectancies were
divided into two separate “barriers” and “facilitators” coding categories.
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378 L. J. Thomas et al.

The closed-coding procedure (Strauss & Corbin, 1990) began with the
coders familiarizing themselves with the text. Next, the two coders became
reliable by coding the first 20% of the prepared story corpus (i.e., six stories)
together, coming to agreement about what type of utterance was captured
by each construct based on the conceptualization of the variables described
above. The two coders then each coded all of the remaining stories indepen-
dently. Although all of the constructs emerged by the fourth story (i.e., point
of saturation), the researchers coded the entire 30-story corpus to report
prevalence of each construct in the sample and to determine intercoder reli-
ability. The coders spent approximately 15 hours reviewing, discussing, and
revising any discrepancies about the constructs. Two independent coders
rated the stories, and Cohen’s kappa was used to determine intercoder reli-
ability to compensate for agreements by chance (Cohen, 1960). Calculations
established moderate to excellent reliabilities: (1) severity (92%) κ = .84;
(2) social norms (87%) κ = .74; (3) facilitators (79%) κ = .58; (4) barri-
ers (100%) κ = 1.0; and (5) self-efficacy (80%) κ = .60. After the initial
closed-coding process, representative examples were flagged.

RESULTS

Stories of PPD included between one and all five of the IM constructs for
which the researchers coded. Severity was the most salient construct appear-
ing in 94% of women’s stories, followed by social norms (44%), facilitators
(33%), barriers (22%), and self-efficacy (14%). The following examples illus-
trate the ways in which the constructs emerged within stories. Please note
that numbers in parentheses that accompany exemplars note the number of
the story from which the exemplar was culled.

Severity

Severity, or the degree to which PPD negatively affected a woman’s life, was
reported and emphasized in almost every story (94%). One woman wrote:

The storm hit right away. I was plagued with irrational thoughts and
crippling guilt. I was afraid to show my new baby any affection in front
of my toddler for fear that she would think I didn’t love her anymore.
I was so depressed that I could not take care of the children. (11)

Here, the author recognized the abnormality, or “irrational thoughts and crip-
pling guilt,” of her PPD symptoms. Another woman expressed “abnormal”
suicidal ideation, explaining:
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Stories of Postpartum Depression 379

I didn’t really have thoughts about hurting my child, as some people do.
Mostly, I just cried a lot and wanted to kill myself. I was always a person
who liked nice clothes and liked to put at least some effort into what I
wore. (25)

Other women discussed that PPD manifested in unnatural or unfounded
fears and paranoia. One woman wrote:

I was convinced that something was wrong with him from an early age
- my suspect ion was autism. I spend the first year of my little man’s life
taking him from doctor to doctor convinced that something was wrong.
Even though every doctor (over 10!) said that he seems to be fine and
they didn’t see any red flags for autism, I was convinced that they were
all wrong. (2)

A similar misattribution occurred for another woman, who feared that her
child had not properly bonded to her during and after birth because she had
been given anesthesia. She explained:

After the baby was born, I was put to sleep because of complications in
labor. I can barely remember what exactly happen the first twenty-four
hours of my child’s life. Now I constantly fear that me and her missed our
connection, or she felt connected to someone more then me who held
her when she was first born, but how can I tell? She’s only two week’s
old. (19)

These examples provided insight into both the emotional and psychological
ramifications of PPD. Other women described that their PPD hindered them
physically. For example, one woman explained, “However, as gross as this
sounds, after the birth of my son I only showered like once a week and
didn’t care if I wore pajamas all day. I lost interest in all activities, too. It was
bad” (25). Another woman reported:

My post-partum depression started 2 weeks after I gave birth to my
daughter. It was a very serious depression, I couldn’t drive anywhere
alone, I couldn’t go anywhere alone, I felt like I was a prisoner in my
own body. I had panic attacks so bad that I couldn’t even go outside to
check the mailbox without feeling nervous or shaking. (9)

Overall, women reported abnormal and unnatural thoughts and experiences
as severe PPD-related symptoms.
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380 L. J. Thomas et al.

Social Norms

Social norms were also evident in almost half of the women’s stories (44%)
and addressed interpersonal and cultural understandings of “good moth-
ering” and PPD. For example, in some stories important others suggested
that the woman was failing to meet social norms of good mothering. One
woman wrote, “my husband only know how to blame me for not being a
good mother although I’ve tried my best” (16). Another woman explained,
“my baby has [colic] he rarely stops crying I feel like a failure as a mother.
I try nothing I do is good. my family sees depression as a weakness and not
real, just someone who is being stupid” (15). These women provided insight
into social norms surrounding both intensive mothering and mental illness.
In other instances, women alluded to cultural social norms by addressing a
generalized other. One woman revealed:

I am waiting for the day when American society will really understand
PPD and stop putting women in jail who need mental help instead. Under
Queen Victoria a law was made in England that anything a woman did
up to a year and a day after giving birth would be considered a sign of
illness, not a criminal act. Yet here we are, 200 years later, still not getting
this simple idea. Women are people too and deserving of compassion,
help and support. (29)

This recognition of social norms was also mentioned in statements of support
for others going through PPD. For example, one woman suggested, “All I
can say is get help and talk to someone, You are not a bad parent!!! It is a
chemical hormonal imbalance your brain and body go through after delivery”
(22). Another woman articulated:

I believe that post- partum is more of a disease than an actual depression.
I just want other woman like me to know that you are not alone. Its’ not
just all in your head as people have told me, it’s real and alive inside
you. I have also had people tell me or think that I was just being lazy
after having a baby and I laid around too much. They have no idea
what postpartum can do to you so please if you think that you have a
depression like mine don’t ignore it and get help. (9)

Illustrated in these women’s stories were the ways in which social norms
sanction women experiencing PPD. However, some women indicated that
perceived violations of social norms indicated that one needs to seek help
rather than be blamed or subjected to negative responses.
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Stories of Postpartum Depression 381

Facilitators to Help-Seeking: Cues to Action for Help-Seeking

One-third (33%) of the women discussed catalysts for seeking help. In par-
ticular, a number of women reported that other women were the primary
facilitators to their help-seeking behavior. One woman reported, “My mother
finally forced me to seek help when I confessed to her that I should drive
my car off the bridge near my home” (11). Another woman described,

I was very isolated and was on the verge of madness. I suffered like this
for 3 months until one of my midwives put me on Zoloft which worked
wonders except it made me gain weight. (3)

More unusual than mothers and midwives reported as catalysts were reports
of support groups:

Luckily I belonged to a mother support group and emailed them telling
them what had happened, I asked if it was a sign of post partum depres-
sion and what I needed to do. I was overwhelmed by the responses I
got. I was NOT alone! That day over 20 women e-mailed me with stories
of the same or even worse. I knew I had to talk to my OB/GYN. (8)

Some women also cited a combination of facilitators. One woman explained:

Thank God for giving me the presence of mind to seek help. I called
my mom, who took me to the emergency room. It was by the Mercy and
Grace of God, my husband and a wonderfully, supportive family, who all
helped me during this trying transition. My mom moved in for a month
and my husband would get up at night to feed our daughter. (14)

Similar to other women, this woman suggested that God assisted her help-
seeking behavior. In addition, and as this example suggests, women also
centered agency in themselves and their actions. For example one woman
wrote, “I still think the signs were subtle. UNTIL I woke up in the middle
of the night, and wanted to spank the baby for crying. That was my wake
up call” (21). In other instances women described that they simply could
not take it anymore, “For 3 months it went on like this until I couldn’t
anymore and I luckily [sought] help” (4). Although some women reported
their response to symptoms as the catalyst for seeking help, these findings
highlight the important role that others (e.g., mothers, midwives, and support
group members) can play in facilitating help-seeking and gaining treatment
for PPD.

D
ow

nl
oa

de
d 

by
 [

U
ni

ve
rs

ity
 o

f 
Io

w
a 

L
ib

ra
ri

es
] 

at
 1

5:
33

 1
8 

A
ug

us
t 2

01
4 



382 L. J. Thomas et al.

Barriers to Seeking Help

Barriers, or reasons to not seek help for PPD, emerged in 22% of women’s
stories. Women often cited interpersonal relationships as barriers to seeking
help. For example, one woman described:

As I was struggling with PPD even tough I had a great support system, I
still felt so alone as nobody in my close knit group of friends and family
had ever had gone thought this and could not truly relate. I am also a
very private person so I kept so much inside and only opened up to a
handful of people. (2)

This example illuminated that a lack of shared experience and need for
privacy served as a barrier. Many women also indicted their husbands as
barrier to seeking help:

I just don’t know what to do anymore. I ask my husband for help, and
he tries for maybe two days, then it’s right back to being unhelpful and
uncaring. I am embarrassed to go to the OB again. My husband is in
denial about my depression, saying I have the “baby blues.” But I don’t
think the “baby blues” make you think about killing yourself. I feel like
a horrible mother. (10)

This example also pointed to the shame or embarrassment (i.e., intrapersonal
barrier) women described that would impede their help-seeking behavior.
In other instances, women explained that a lack of knowledge served as a
barrier:

It was till many years later when I started reading other’s tales of PPD that
I knew what had happened. I wish I’d seen a doctor, I wish my husband
had helped me see from the outside how messed up I was. (12)

Finally, women discussed institutional and financial barriers as the most
prevalent impediment to help-seeking. One woman described, “I have no
insurance so therefore I can’t see a doctor about it and the research I have
done says that my situation only gets worse. Someone please help” (31).
The stories illuminated barriers that occurred at multiple levels, including
intrapersonal, interpersonal, and structural.

Self-Efficacy

Of the explored constructs, women discussed self-efficacy, or confidence in
seeking help, least frequently of the five constructs (14% of stories). This
is not surprising, given that feelings of helplessness and hopelessness were
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Stories of Postpartum Depression 383

salient across women’s stories. This construct varied in terms of both positive
and negative self-efficacy. One woman reported:

He [my doctor] gave me some Prozac and said that I would feel better
in a week. I saw results quickly. I learned to cope with the fact that I
was a stay at home mother, I learned to ask my husband for help, and
I learned that I needed something to keep me going. I started my own
freelance writing business and started working out. I take time for myself
and I know I am a better mom because of it. (8)

In this example, the woman described her learned ability to ask others for
help and what she can do to manage her PPD. In other instances women
did not feel very efficacious:

I am embarrassed to go to the OB again. I bet they think I am a
hypochondriac or something, the way I have called and made appoint-
ments, then called the day before them and cancelled. I know I need to
go and get help, but I feel really alone. (10)

Overall, women rarely alluded to either positive or negative self-efficacy.

DISCUSSION

This study contributes to extant literature by exploring women’s unsolicited
talk about PPD. Because cyber stories are directed at a generalized other and
are not shaped by the presence of a researcher, narrators of these stories of
PPD communicated their most salient issues as opposed to those of interest
to the researcher. Consequently, online stories provided organic data that
might not be available through other data collection methods (e.g., inter-
views). In the present study, unsolicited talk extended what we know about
PPD by illuminating facets that might inhibit women from seeking help as
well as revealing factors that might spur women to action. The IM was a pro-
ductive heuristic for exploring help-seeking behaviors of women with PPD;
severity, social norms, facilitators, barriers, and self-efficacy were all present
in women’s talk.

Women’s experiences were multifaceted, and many recognized their
symptoms as “abnormal.” The realization that severe symptoms are “not nor-
mal” might have propelled some women to seek help and extend help to
others. These findings partially mirrored those of Wroblewski and Tallon
(2004), who found that women wanted to gain knowledge and share their
experiences with others like them; however, our findings have positive and
negative ramifications. A few women offered assurances that PPD is a nor-
mal and frequent occurrence, but many anticipated negative evaluations
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when their experience violated cultural expectations of motherhood. For
these women, cultural violations seemed to prevent help-seeking because
women were ashamed. Given that social norms can facilitate or deter desired
health behavior (Berkowitz, 2005), practitioners should focus on framing cul-
tural dissonance as a positive cue to action. This recommendation aligns
with research conducted by Tryon and Misurell (2008), who explained the
productive role of dissonance in reducing depression. Furthermore, given
the vast array of “abnormal” symptoms reported in the stories, interven-
tions should focus on increasing women’s knowledge about PPD to highlight
that it is a frequent and treatable occurrence. In addition, health programs
should provide women with support groups (e.g., face to face and online)
and/or telephone support hotlines, which have demonstrated value in help-
ing women cope with PPD (e.g., Dennis et al., 2009). Through these outlets,
women suffering from PPD can unite with other women who will provide
support and encourage them to seek professional help.

Health programs should also strive to break down the institutional barri-
ers described by women in the present study. The most frequently mentioned
barriers were a lack of medical insurance and/or a lack of instrumental
assistance (e.g., having childcare while they saw a medical professional).
In discussing their lack of medical insurance and financial resources, none of
the mothers discussed medical assistance for those without insurance and/or
those with low income. Although free and affordable treatment options are
available in many areas, some mothers did not seem to be aware of them
(O’Hara, 2009). This finding bears particular importance because women
with health insurance experience less severe symptoms of PPD compared to
women without health insurance (Kuo et al., 2004). Therefore, help-seeking
interventions and medical professionals should strive to educate women
about available instrumental resources.

Women who might be experiencing PPD are not the only fruitful target
audience for interventions that promote PPD help-seeking. Social network
members were reported by our study sample as both a barrier and facili-
tator to help-seeking. As a barrier, some women’s partners and husbands
did not understand or recognize the symptoms of PPD, which impeded
women’s ability to seek help. These reports corresponded with research
that has found lack of social support to be a barrier to help-seeking (e.g.,
Dennis & Chung-Lee, 2006). By neither legitimating mothers’ experiences nor
encouraging treatment, or by actively dissuading mothers from treatment,
some men served as barriers to help-seeking. However, our study sample
also discussed the important role of mothers, midwives, or other women
participating in online social support websites as facilitators to help-seeking.
This finding aligned with existing research, which documents an inverse
relationship between social support and PPD (e.g., Robertson et al., 2004).
Therefore, health campaigns and medical practitioners should aim to educate
both women and their social network members about PPD. By illustrating
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that PPD is a frequent, as well as a painful and potentially harmful, postpar-
tum condition, health professionals can bolster understanding of PPD and, in
turn, potentially augment the social support that women with PPD receive,
decrease barriers to help-seeking, and increase facilitators to help-seeking.

Limitations and Directions for Future Research

Our study was limited in several ways. Although collecting public online data
has many benefits, the lack of both representative sampling and participants’
sociodemographic information limits the generalizability of our findings, par-
ticularly across groups who might not have readily available internet access.
In addition, we were neither able to confirm participants’ PPD diagnoses
nor ask questions to learn more about the particular constructs that women
discussed. Future studies might employ interviewing and/or focus groups
to learn more about the intricacies of PPD. Furthermore, our study sample
was small and gathered from one website. Although we selected a popular
public domain to sample, other sites of PPD discussion might yield addi-
tional and/or alternate results. Despite these limitations, this study provides
an intimate and heuristic look into constructs of help-seeking as they relate
to PPD.

In particular, our results suggested that social norms facilitate or hin-
der women’s help-seeking behaviors. Future research should explore what
variables mediate this relationship. In addition, our results reveal that moth-
ers, sisters, and midwives acted as facilitators to help-seeking behavior. This
audience might be particularly influential because many women did not rec-
ognize their symptoms as PPD. Consequently, the important women in the
lives of those suffering from PPD might be able to recognize the symptoms
and encourage the mother to seek help. Therefore, future health campaigns
should target this audience of influential women.
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