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Introduction 
Postpartum depression approximately affects 13% of women. Undiagnosed, it can affect the mother-infant relationship and lead to developmental problems for the child. Affecting more than 1 in every 10 women within a year of giving birth (NHS, 2018), postpartum depression is now recently defined as a common problem. Childbirth is a time when a woman is most prone to developing psychiatric disturbance. Therefore, there are many studies published researching the risk factors and causes of an onset of this disorder. Postnatal depression affects the ability to cope with the care of a new baby, and limits a mother’s capacity to engage positively with her infant, weakening mother-infant interactions (Murray, 2003). During this review, I will outline a few impacts this has on child development by extracting findings from published research. An account is given below of the evidence of the causes of postnatal depression along with its implications. The purpose of this review is to highlight the importance of researching the causes of postnatal depression, in order to diagnose its occurrence early to better tackle its symptoms post-delivery. 
Literature Review
1. Postpartum depression
Postpartum depression (PPD) is a crippling yet treatable mental disorder which represents a common complication of childbearing. In medical practice and research, postpartum depression scientifically known as non-psychotic puerperal depression, is termed as a depression that begins within four weeks up till twelve months after childbirth (Stewart, 2016). Its symptoms vary from sleep disturbance aside from that associated with the care of the baby, feeling overwhelmed, irritability, anxiety, as well as being obsessively preoccupied with the baby’s health and feeding. Suicidal thoughts and doubts about harming the baby have also been recorded (Wisner, 2013). 
Additionally, symptoms of appetite disturbance, energy loss, feeling worthless or guilty, and decreased concentration may be present. Diagnosing PPD is challenging as after delivery, a new mother’s routine affects her sleep patterns and appetite and she experiences excessive fatigue (Pearlstein et al, 2014). At this time, for women to feel tearful, anxious and saddened is common in the first week following birth. This is more commonly termed as “baby blues” and is found in many women it is regarded as normal. “Baby blues” do not last for more than 2 weeks after giving birth (NHS,2018) and can be easily misinterpreted as Postpartum Depression. Therefore, it is important to diagnose postpartum depression correctly so treatment can be delivered accordingly. There are several screening methods to diagnose an onset of postpartum depression.  
Diagnosis
The optimum time to diagnose PPD is between two weeks and 6 months post-delivery (Boyd, 2005). One form of self-report measure available to screen for PPD includes the Edinburgh Postnatal Depression Scale (EDPS). It is an authenticated 10-item questionnaire often used to assess the common symptoms of PPD (Cox, 1987). An EDPS score of greater than 12 is an indication of probable PPD.
A study was carried out on a control group of 136 non-postnatal mothers, with a mean age of 27. Data was composed in a similar method for 128 postnatal mothers. Woman were sent an EPDS by post to complete without consulting relatives. Of the non-postnatal group, it was found that the EPDS detected major and minor depression at a percentage of 79% and depression was correctly identified 62% of the postnatal group. The numbers of depressed women in the two groups is not large enough to produce varied statistics, so in interpreting the results some caution is appropriate. Results indicate, however, that the EPDS can be used in women with older children (Beck, 2001). 
2. Causes of postpartum depression
NHS (2018) states that whilst the cause of postnatal depression is not specified, there are a few factors linked with its development, including; having a past of mental health problems, depression prior to pregnancy, having no support from close family or friends, poor partner relationships and life events such as bereavement. Childbirth is a life-changing event which can trigger depression. It can take time to adjust to becoming a new parent and is a stressful and exhausting lifestyle change.
A strong risk factor for PPD is having a record of anxiety problems and, specifically, untreated depression midst pregnancy. Bloch (2000) suggests it is due to a rapid decrease in reproductive hormone levels after childbirth that might assist the development of PPD. 
A longitudinal study of postnatal depression was carried out between 1995-2000 at the University hospital of Oulu (Hiltunen, 2003). A random selection of 187 mothers were examined using various questionnaires in the first week following birth. 16.2% of women were found to be depressed immediately post-delivery. Mothers displaying PPD symptoms immediately after childbirth were at greater risk to have depression further on. Symptoms were re-assessed using the Edinburgh Postnatal Depression Scale four months postpartum where 13.0% of mothers were found to be depressed. The study found mothers aged 30 or less were predicative of PPD. It was also discovered that postnatal depression differed during seasons; summer and spring emed to prevent PPD symptoms due to an abundance of light. It is important to note that whilst the EDPS produces correct results, it is not always accurate. As demonstrated in earlier mentioned research where the EDPS identified 62% of postpartum diagnosed mothers and unaccounted for 38%. 
In addition to hormonal changes, supposed contributors involve social and genetic factors such as little social support, previous abuse, spousal difficulties, violence between intimate partners, and troubling life events (Stewart, 2016). Past research has signified the importance of social status as a risk factor for depression. Women labelled as financially poor live with stress elements such as inadequate housing, insufficient pay and reliance of public transportation. Life events can increase these daily stressors including problems over which some women have little to no control, such as sudden job loss or eviction. Therefore, it is likely mothers with a new-born who are also coping with below average living conditions, are at greater risk for developing depression. 
A longitudinal study researched the link between poverty and depression with mothers during the first three years after childbirth. It found that decreased income was associated with greater depressive symptoms and increased incomes were associated with lower depressive symptoms (Dearing, 2004). This data suggests financial difficulties is a risk factor for developing postpartum depression. 
A study carried out in Iowa, researched the link between postnatal depression and three variable linked with social status; employment, education and socioeconomic status. Eligible participants included 4,332 women, aged 18 and over, who recently gave birth up to 4.6 months postpartum and were partnered in a stable relationship for at least 6 months. Participants completed an IDD; Inventory to Diagnose Depression questionnaire. It is a 22-item self-report devised to recognise depressive episodes by assessing depressive symptoms with their duration and severity. Zimmerman (1987) suggests the IDD demonstrates high reliability and positive predictive value in comparison to clinical interviews. It has also successfully identified women with postpartum depression in clinical research. Therefore, the IDD is a reliable method of assessment to diagnose PPD on a broad sample of subjects. 
The results found that based on their IDD scores, 12% of participants were clinically depressed. The greatest risk factors they found predicative of PPD included: young age, single marital status, less than a college education, low occupational prestige, multiple offspring and annual incomes of $20,000 or less (Segre et al, 2007). However, education and marital status were not considered significant predictors of postpartum depression after consideration of other demographic variables.
Antenatal depression is an acknowledged risk factor for postpartum depression. Both antenatal and postnatal depression are common disorders linked with negative impacts on child development. A review of longitudinal studies researching the link between antenatal depression and postnatal depression was carried out by the University of Auckland (Underwood, 2016). Published research which measured depression during pregnancy and up to 1 year post-birth were analysed. The results of all studies created the following patterns; postnatal depression was consistently associated with antenatal or pre-pregnancy depression, as were single partner status, having previous children, young age, lower education levels and unemployment. The long-term nature of the studies disclosed 39 % of women who experienced antenatal depression developed postnatal depression later on. Likewise, 47% of women diagnosed with PPD had previously experienced antenatal depression. On average, 7% of women who reported significant depressive symptoms in pregnancy stated it persisted after childbirth. The study provides evidence depression levels tend to be higher during pregnancy than in the first postpartum year. This data suggests that postnatal depression is often a continuation of existing antenatal depression.
3. Effects of postpartum depression and its impact on child development
According to Goodman (2004), on average, 20% of women with PPD still suffer from depression beyond the first postpartum year, and 13% following 2 years. Additionally, an approximate of 40% of women will relapse in subsequent pregnancies. Postnatal depression creates maternal suffering, diminished living and is found to increase marital conflicts and impaired infant–caregiver attachment (Stein, 2014). When compared to the healthy mother, there is also a higher risk for mothers with PPD in impairing social, emotional and cognitive development of her child and in few cases, consider suicide or infanticide (Esscher, 2016).
Rutter (1985) discovered among the significant influences in a child's early cognitive development is the parents providing a variety of opportunities and activities for play and interaction. responsiveness to the child's signals, and the teaching of specific skills. These influences are negatively affected when the mothers depression influences her interaction with the child and creates attachment issues. The child then suffers a lack in development in comparison to the child who has full engagement and mother-infant interaction. 
The University of Cambridge researched the impact of postnatal depression on child development in a sample of 58 mothers diagnosed with postpartum depression. They were followed up to 18 months and reassessed a second time after five years. At 18 months, children of mothers who experienced postnatal depression when compared to infants of non-postnatal mothers, had greater chances of being insecurely attached, had increased rates of behavioural disturbance and demonstrated low cognitive development in male infants. After 5 years, infants of postnatally-depressed women were more likely to show signs of behavioural disturbance both at school and home in comparison to infants of non-postnatally depressed mothers. They expressed decreased social interaction and displayed cognitive styles linked with depression (Murray, 1996). The findings suggest that problematic interactions between mother and infant become rapidly established. It is then integrated into the infant’s mental functioning and influences the journey of development beyond childhood.
PPD mothers commonly express low attentiveness and slower responsiveness to the needs of their infant. They also lack problem solving abilities. Longitudinal studies have found that PPD mothers were less likely to establish boundaries on their child and were even less likely to follow them through if they did set limits (Kochanska, 1987). It was also found that children of depressed mothers appear more passively noncompliant and express emotions less mature than their appropriate age autonomy (Kuczynski, 1990). The study found it was more probable for these infants to counter negatively to friendship advances. They preferred to participate in low-level physical play instead of engaging in sole creative play. These aspects of child behaviour were related to postnatal depression, even when demographic variables were taken into consideration such as; maternal age, ethnicity, socioeconomic status, marital status, child’s age and number of siblings.
Another study researched a sample of 94 women diagnosed with postpartum depression up to 12 months postpartum along with their first-born child. At age 4, the infants cognitive functioning was examined using the McCarthy Scales. It was found that infants of PPD mothers lacked significantly intellectually but only when the depression developed in the child’s first year of life. Furthermore, these infants were found to develop more slowly as they come from socially disadvantaged homes (Cogill, 1986). The fact that the study found decreased cognitive development of the children at age 4 proposes that the impact of postnatal depression on cognitive development is long-term rather than temporary. However, the sample size of this research was small and the mothers were not clinically assessed in the intervening three years which limits the accuracy of the study. 
Methodology and Methods
The research conducted throughout this review was online-based and did not involve the use of in-person libraries and gathering data from hardcopies or books. My primary method of research involved the use of search engines such as Google Scholar and the UWTSD library search engine provided by the University. Majority of the literature included in this review stemmed from journal articles found through the mentioned search engines. The criterion I used to select which literature to include in my review is as follows. If a literature item seemed relevant to my chosen topic, I would bookmark it to my saved pages. This allowed me to keep track of all articles which I may have needed to incorporate into my review later on. 
I went on Google Scholar and conducted a search using these main keywords; postnatal, postpartum, depression and child development. Along with these keywords, I would input words such as ‘impact’, ‘effects' and ‘cause' which narrowed down my search from 190,000 results to 100,000. This also ensured more relevant articles to appear first, which avoided wasting time filtering through irrelevant data. To bring about greater research, I found exchanging keywords with alternate synonyms produced varied results. For example, using ‘influence’ instead of ‘impact’ generated a different set of results. 
I began my search by filtering results with a date of publication from 2005 onwards. However, I found that there were greater longitudinal studies regarding my chosen topic area which originated earlier than this date. Therefore, I decided to include literature published as early as 1980. Amongst my search, I found that authors Beck CT and Murray JL had significant research published about postpartum depression. This made me regard their literature as authentic for their long-term input into studying my chosen topic. For this reason, I have cited their journals the most. 
I have also included literature retrieved from Google. When searching on Google, it is important to note that it is more difficult to ensure data is accurate and reliable. Therefore, when employing Google as a search engine, I ensured that the research I decided to use in my review were from highly authentic websites, such as the NHS. I excluded the use of unauthenticated websites, such as media outlets like ‘The Sun’ and ‘The Daily Mail’. Data from mentioned websites and their like cannot ensure accurate research. 
Throughout my review, I have only included research that I have understood and excluded research that I did not understand. The literature I have used in this review were used because they fell within the scope of my chosen topic and all information irrelevant to my topic were not used. Both qualitative (interviews, observations etc.) and quantitative research (questionnaires, EDPS etc.) have been included in my review. 
During my search, it was important to consider variables such as ethical practice in research. I have only included research which have fallen within the guidelines of respecting the subjects right to privacy and confidentiality, with subjects providing informed consent of their participation. It was important to ensure all that the data I used from studies were collected, analysed and reported in line with professional codes of conduct and morals. This means the studies did not violate animal welfare, human rights and public health and safety whilst abiding with the law. I did this by only citing journal articles published by well-recognised organisations known for their professional conduct, like the British Medical Journal. This means the research did not affect the health and wellbeing of participants of the study. They also involved the use of data protection acts to protect participants confidentiality and anonymity. During the studies, research leaders were expected to ensure discrimination between participants were prevented.  
Government agencies who fund research often publish codes of ethics for researchers. Ethical codes promote the aims of the research, whilst supporting the value of collaboration and teamwork, ensuring all those involved in the research have mutual respect and fairness. This is particularly essential in the field of scientific research as results depend on collaboration between researchers and groups. Researchers are supported by public money, so ethical committees are responsible for ensuring researchers can be held accountable for their actions. Conflicts of interest, misconduct and research involving humans and animals must follow correct procedures to ensure funding is spent appropriately. This ensures that the public can trust the research, as they have the confidence that researchers have held social and moral values, such as the principle of doing no harm to others. The ethics committee’s role is to consider that what you are doing is appropriate and proportionate to your research aims. The committee may also suggest alternative methods that they think are more suitable for the target group or additional precautions that you can take. 
Findings and Discussion 
Risk factors - An onset of postpartum depression can be caused by many factors. Past record of depression and anxiety is amidst the variables that are linked with a higher chance of postpartum depression. The relationship between PPD and pre-pregnancy depression has been referred to in many studies as a powerful factor in postpartum depression. Therefore, the occurrence of mental health disorders such as depression during and prior pregnancy is a significant contributor in predicting PPD. Lee (2000) researched the psychosocial risk factors for PPD in a university teaching hospital in Hong Kong. He involved the use of self-report questionnaires and face-to-face interviews. 220 women, aged 16-42, indicated postpartum depression was related with previous depression during pregnancy and prolonged postnatal ‘blues'. He also found alternative risk factors which correlated with the presence of postpartum depression, including; temporary housing accommodation, financial difficulties and past psychiatric disorders. However, this study is limited as it is unique to its local population with its sample size being a subgroup of Hong Kong women. Despite the lack of variety of participants   this data further emphasises the need of clinicians and midwives to identify the cause of postpartum as early as they can to limit its aggressiveness post-delivery. 
Cognitive development - Many published studies are taken as evidence to demonstrate there is a decline in child cognitive levels in infants with mothers suffering from postnatal depression. Infants of PPD mothers have been recorded to show patterns of reduced attention. Murray (1992) studied cognitive functioning regarding object existence was worse for children of 61 postnatally-depressed mothers in comparison to 42 non-postnatally depressed mothers. This may be due to the reason that PPD mothers offer less contingent stimulation to their child, which in turn disturbs the child’s learning performance. Another variable which may intervene with development is the negative affect expressed by the infants of depressed mothers. Singer (1992) states this negative affect hinders with the infants understanding and skill to process information. 
A study researched by Lyons-Ruth et al (1986) the difference between infants aged 12-18 months of postnatally depressed mothers in comparison to infants of healthy mothers. Assessed by the Bayley Scales, they found higher rates of maternal depression were considerably linked to an infant’s motor and mental development at age 1. Likewise, Murray (1996) studied the difference of development in a British sample of full-term healthy infants of primiparous women who were either healthy or were postnatally-depressed. He found that compared with infants of healthy mothers, infants of PPD mothers were consequently more likely to fail on stage V of Piaget’s objects permanence task, which is a key tool  to measure an infants capacity for mental representation. 
Emotional development - Stein et al (1991) studied the influence postpartum depression has on a child’s emotional development. They examined a child’s interpersonal functioning whilst in direct conversation and engagement with their mother. The children of depressed mothers, when compared to a sample of infants of non-depressed mothers, expressed less sharing intuitive, lower rates of interaction, decreased concentration and increased negative reactions to situations. They also expressed lower sociability to strangers. This data suggests that postpartum depression can not only affect a child’s cognitive and mental functioning, but also has impacts on sociability and interaction. 
Subsequently, Murray (1992) interviewed mothers using a behavioural screening questionnare when their children were 18 months of age. He found when compared with mothers who had been well in the postnatal period, those who suffered postpartum depression had greater chances to report behavioural difficulties in their child. These fundamentally regarded sleeping and eating difficulties, separation difficulties and temper tantrums. Combined, these studies affirm to a significantly higher level of emotional disturbance in later infancy in the children of mothers who have had a postnatal depression. 
Conclusion and Recommendations 
The importance of this review was to gain recognition of the importance of diagnosing postpartum depression to prevent the consequences it unfolds on child development. Postpartum depression occurs in approximately 13% of women, and often goes ignored. The infants of depressed mothers are at risk for low cognitive development, developing insecure attachment, deregulated attention. Therefore, it is incumbent on researchers to gain more insight on to the causes of postpartum depression and for clinicians to diagnose its onset as early as possible. 
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