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Executive summary  

 

This document represents one of the deliverables of the MIND THE MUM project. Placing parental mental 

health and care to the front. The partners of the projects include Cyprus University of Technology (CUT), 

Birth Forward Cyprus: Birth Forward (BF), Institute Umbilica (Slovenia), University of Gdansk (Poland) 

and European Institute of Perinatal Mental Health (Spain). 

MIND THE MUM - seeks to address two major needs/gaps in Cyprus and Slovenia:  

(1) the need to understand (through systematic monitoring and recording) how the perinatal period is 

experienced by women, and how their perinatal mental health experience may relate to specific risk and 

protective factors. 

(2) the need to produce and contextualize tools and advocate for systemic changes for equipping new 

mothers with skills and choices to safeguard their perinatal mental health. 

 

To achieve this, several objectives have been set within the project: 

• To assess the current situation (through Mixed method study: quantitative and qualitative 

research), 

• To identify the prevalence of postpartum depression symptoms among mothers within the first 

year after childbirth. 

• To identify the prevalence of postpartum anxiety symptoms among mothers within the first year 

after childbirth. 

• To identify protective factors associated with well-being and postpartum mental health among 

mothers within the first year after childbirth. 

• To explore risk factors associated with well-being and postpartum mental health among mothers 

within the first year after childbirth. 
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Quantitative study  

Brief introduction about births and model of care in Cyprus  

The birth model in Cyprus is best described as a highly medicalised, obstetric-led model with growing but 

still limited movement toward midwife-led and woman-centred care. Midwives are fully trained and legally 

recognised professionals, aligned with EU standards. Midwives manage low-risk pregnancies and normal 

births independently and provide, Antenatal education, Labour support, Postnatal care & breastfeeding 

support, detect complications and refer to obstetricians. Their autonomy is limited within the system they 

often work under obstetric supervision, especially in private  hospitals.  

The most recent data published by the Ministry of Health on the total number of births in Cyprus date 

from 2022. In 2022, there were 10,373 births in total, with 10,313 live births and 60 stillbirths. Of these, 

8,806 births occurred in the private sector, while the remaining 1,567 took place in the public sector 

(Ministry of Health, 2024). The sample size was determined through a power analysis with a 95% 

confidence level and a 5% margin of error, resulting in a minimum required sample of 371 participants. 

The reference population is women who delivered in Cyprus and for whom at least six weeks, but no 

more than one year, had passed since childbirth, at the time the survey was conducted. The type of 

sampling chosen to be followed was convenience sampling. Participants met the following criteria: 

 1) they had given birth in Cyprus, with at least six weeks but no more than one year having passed since 

the birth at the time of the survey,  

2) they were over 18 years old,  

3) they spoke and understood Greek or English and 

 4) they had provided informed consent to participate. 

As data collection and measurement tools, the Edinburgh Postnatal Depression Scale, the Generalized 

Anxiety Disorder-7 (GAD-7), the Birth Satisfaction Scale-Revised (BSS-R), the Coping Orientation to 

Problems Experienced Inventory (Brief-COPE), the Breastfeeding Self-Efficacy Scale-Short Form 

(BSES-SF), the World Health Organization-Five Well-Being Index (WHO-5), and a demographic section 

were used. To accomplish the purpose of the study, the questionnaires were distributed in English and 

Greek. An online questionnaire was created using Google Forms, with both language versions being 

identical. The estimated completion time was approximately 15–20 minutes. 
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The online questionnaire enabled participants to complete it at their convenience. Participants were 

assured of strict confidentiality and anonymity in handling their personal data. They were informed that 

only the research team would have access to their information and that they had the right to refuse 

participation or withdraw from the study at any time. All this information was provided in writing on the 

informed consent form. Additionally, participants were able to access the lead research team's contact 

information for further details and could submit complaints to the head of the research department at 

Cyprus University of Technology. 

This national report focuses on results of a survey conducted in the period from May 23rd until September 

30rd 2025 by Cyprus. The survey focuses on these main themes: postpartum depression symptoms, 

postpartum anxiety symptoms, birth satisfaction, adaptive and maladaptive coping strategies, 

breastfeeding self-efficacy and well-being. The research goal was to investigate the prevalence of 

postpartum depression symptoms and postpartum anxiety symptoms and to identify risk and protective 

factors associated with maternal well-being and postpartum mental health among mothers in both 

countries (Cyprus and Slovenia) within the first year after childbirth. 

In Cyprus the survey was administered online and was available in both Greek and English. Recruitment 

was conducted via social media using two complementary approaches: (1) dissemination of an 

informational leaflet that included an invitation to participate in the study and (2) distribution of 

informational cards containing a QR code that directed potential participants to the questionnaire. This 

analysis included 474 respondents in the mentioned period. 

The data was statistically processed using descriptive statistical methods and presented in the form of 

text, tables, and diagrams. Parametric tests (such as the t-test, ANOVA, and Pearson’s correlation 

coefficient) or their non-parametric equivalents were employed when the criteria for parametric testing 

were not satisfied. Additionally, the Cronbach’s alpha coefficient was used to assess the internal 

consistency reliability of the questionnaires. Data analysis was conducted using the Statistical Package 

for the Social Sciences (SPSS) software. 

This report provides a description and summary of main quantitative findings of mothers in Cyprus which 

provide the fundamental base for understanding the specific national experience. The tables in this 

document represent the findings, while the main findings include: 

Most participants were aged 31–40 years (66.9%). Most respondents were married or cohabiting (87.1%) 

and had attained a higher level of education (93.4%). Regarding financial status, the largest proportion 

of participants reported their economic situation as close to the average (61.1%). Nearly all participants 

identified as belonging to the ethnic/racial majority (98.2%). In terms of employment status, the vast 
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majority of participants were employed at the time of the survey (91.1%) (Error! Reference source not 

found.). 

 

Regarding obstetric and perinatal characteristics, most participants reported no history of pregnancy loss 

(70.3%). Half of the sample reported a total of one pregnancy (50.8%) and the majority were primiparous 

(64.1%). Most participants indicated that their most recent pregnancy reached full term (83.8%), resulting 

in the birth of a single infant (96.2%). The time elapsed since the last birth was most commonly between 

six weeks and three months (38.4%). Regarding infant feeding practices, 40.1% of participants reported 

exclusive breastfeeding; however, more than half of the sample reported experiencing difficulties with 

breastfeeding (57.2%) (Error! Reference source not found.). 

 

 

In terms of  infant behavioural characteristics, participants most frequently reported that their infant’s 

crying frequency was about the same as that of other infants of the same age (50.6%). Similarly, 43.2% 

of respondents indicated that the level of difficulty in soothing their infants was comparable to that of other 

babies they knew or had met (Error! Reference source not found.). 

Regarding mental health and treatment, a small proportion of participants reported a history of a 

psychological disorder or mental health issue (11.5%). An even smaller percentage indicated that they 

were currently experiencing a psychological or mental health problem (6.6%). At the time of the survey, 

8.7% of participants reported receiving professional help or treatment, with the most commonly reported 

form of support being professional/ clinical support (15.1%) (Error! Reference source not found.). 

 

In relation to perinatal and birth information, just over one quarter of participants reported an unplanned 

pregnancy (26.7%). Preterm birth (before 37 weeks of gestation) was reported by 14.6% of participants. 

With respect to mode of delivery, 48.4% reported a vaginal birth, while 51.6% reported a caesarean 

section (planned or emergency). Maternal complications were reported by 18.5% of participants and 

neonatal complications by 13.3%. Smoking during pregnancy was reported by a small proportion of the 

sample (2.6%) (Error! Reference source not found.). 

Concerning postpartum support, participants most frequently reported a moderate level of support from 

their partner (43.5%). Family support was also commonly rated as moderate (46.2%), although a notable 

proportion reported low levels of family support (20.0%). Support from friends was more frequently 
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perceived as low, with 43.8% of participants reporting limited support from this source (Error! Reference 

source not found.). 

 

In relation to participants’ responses on the Edinburgh Postnatal Depression Scale (EPDS), overall 

findings indicated predominantly positive mood and low levels of depressive symptomatology. 

Specifically, 68.2% of participants reported that they had been able to laugh and see the funny side of 

things “as much as I could,” while 42.7% stated that they looked forward to things “as much as ever.” 

Greater variability was observed for items assessing self-blame and anxiety: 32.6% of women reported 

blaming themselves “some of the time” and nearly 75% indicated feeling anxious or worried “sometimes” 

or “very often.” Similarly, 52.2% reported feeling scared or panicky “sometimes” or “quite a lot” and 52.5% 

indicated that things had been “getting on top of” them at least occasionally. In addition, 26.4% reported 

difficulty sleeping “sometimes” or “most of the time”, while 37.2% reported feeling sad or miserable “quite 

often” or “most of the time.” Most participants (87.3%) denied any thoughts of self-harm. Taken together, 

these item-level responses suggest that although most mothers experienced mild or situational distress 

commonly observed during the postpartum period, approximately one-third endorsed symptoms 

indicative of increased vulnerability to postpartum depression or anxiety (Error! Reference source not 

found.). 

Analysis of EPDS screening categories revealed that nearly half of the participants (45.0%) scored within 

the no-depression range (0–9), indicating minimal postpartum distress. In contrast, 18.2% of participants 

fell within the possible-depression range (10–12), reflecting sub-threshold symptoms, while a substantial 

proportion (36.8%) scored ≥ 13, corresponding to probable depression. Overall, more than half of the 

sample (55.0%) exceeded the recommended screening threshold of 10, suggesting an elevated risk for 

postpartum depressive symptomatology (Error! Reference source not found.). Analysis of the EPDS 

item responses indicated that all items loaded positively on a single latent factor representing depressive 

symptomatology, supporting the unidimensionality of the scale in this sample. Internal consistency was 

excellent (α = .87), in line with findings from international validations. The lower factor loading observed 

for the self-harm item (0.33) was expected, as it reflects a distinct, though related, aspect of depressive 

severity (Error! Reference source not found.). 

In relation to participants’ responses on the Generalized Anxiety Disorder Scale (GAD-7), 54.4% reported 

feeling nervous, anxious, or on edge on several days, and 45.3% indicated excessive worry during the 

same period, often feeling unable to stop or control it. Difficulty relaxing on several days was reported by 

50.5% of participants. The least frequently endorsed symptom was restlessness, with nearly half of 
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participants (48.9%) responding “not at all.” In contrast, 15.7% of participants reported experiencing 

nervousness or tension “nearly every day,” indicating a smaller subgroup with more pronounced anxiety 

(Error! Reference source not found.). 

Examination of GAD-7 severity categories indicated that 42.8% of participants reported mild anxiety, 

17.3% moderate anxiety and 13.9% severe anxiety, while one-quarter of the sample (25.7%) reported 

minimal symptoms. When combining moderate and severe levels, 31.2% of participants met the clinical 

threshold for significant anxiety (scores ≥ 10) (Error! Reference source not found.). Analysis of the 

GAD-7 items indicated that all seven items loaded strongly on a single latent factor, which accounted for 

62.3% of the total variance. Internal consistency was excellent (α = .90), confirming that the GAD-7 

functions as a unidimensional measure of generalized anxiety in this postpartum population. The highest 

factor loading was observed for the item “Worrying too much about different things” (α = .86), highlighting 

its central role in the anxiety construct, whereas the lowest loading was for “Feeling afraid as if something 

awful might happen” (α = .58) (Error! Reference source not found.). 

 

In relation to participants’ responses on the Birth Satisfaction Scale – Revised (BSS-R), most participants 

reported high overall satisfaction with their birth experience, with 83% agreeing or strongly agreeing that 

they were satisfied overall (BSS-10). Items reflecting emotional safety and coping (BSS-8) also received 

high endorsement, indicating positive perceptions of personal competence and received support. 

However, a notable proportion of participants disagreed or strongly disagreed that they were well 

informed (63%) or that the birth met their expectations (65%), highlighting perceived gaps in 

communication and expectation management during childbirth (Error! Reference source not found.). 

 

Exploratory factor analysis of the BSS-R in the Cypriot sample identified a three-factor solution, 

accounting for 54.9% of the total variance. This structure aligns broadly with the conceptual model 

reported in previous validation studies, reflecting the multidimensional nature of women’s childbirth 

experiences. Factor 1 encompassed items related to the quality-of-care provision and the physical 

environment, including perceptions of staff communication, support and delivery room conditions. Factor 

2 represented emotional distress, capturing negative affective states such as anxiety and perceived lack 

of control during labor. Factor 3 reflected perceived control and decision-making, highlighting aspects of 

personal agency and participation in the birth process. Inter-factor correlations indicated moderate 

associations, suggesting that these domains are distinct yet interrelated components of overall birth 

satisfaction. The three-factor configuration and cumulative variance of 54.9% support the construct 
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validity of the BSS-R for assessing multidimensional birth satisfaction among Cypriot mothers, while the 

total internal consistency coefficient (α = .65) indicates acceptable reliability for exploratory use in this 

population (Error! Reference source not found.). 

 

In relation to participants’ responses on the Breastfeeding Self-Efficacy Scale (N = 393), 82.9% of 

participants reported having breastfed their baby, while 17.1% reported that they had not. Nearly three-

quarters of mothers (71.9%) indicated moderate-to-high self-efficacy, reflecting strong confidence in their 

ability to breastfeed effectively, while 28.2% reported low self-efficacy (Error! Reference source not 

found., Error! Reference source not found.). 

Analysis of the BSES items indicated that all items loaded positively and strongly on a single factor, with 

factor loadings ranging from .58 to .90, confirming the unidimensional structure of the scale in this sample. 

The high proportion of variance explained (63.6%) and excellent internal consistency (α = .96) suggest 

that the scale reliably captures mothers’ confidence in their ability to breastfeed. The strongest loadings, 

observed for Items 4–5 and 13, highlight endurance and determination as central components of 

breastfeeding self-efficacy (Error! Reference source not found.). 

In relation to participants’ responses on the Brief COPE Inventory, overall, mothers reported moderate 

use of a broad range of coping strategies. The most frequently endorsed approaches were active and 

adaptive, including taking direct action, positive reframing and seeking emotional or instrumental support, 

with the majority of participants selecting “a little bit” or “medium amount.” In contrast, maladaptive or 

avoidant behaviours—particularly denial, behavioural disengagement, and substance use—were rarely 

reported; 95.9% of respondents indicated “not at all” for items such as “using alcohol or drugs,” and 63.0% 

for “giving up trying to deal with it.” Self-blame emerged as the most commonly reported maladaptive 

response, though still endorsed by only a minority of participants (approximately 40% at any level of 

frequency). Overall, these responses suggest that Cypriot mothers predominantly relied on active, 

problem-focused and emotion-regulating coping strategies, with minimal reliance on avoidance or self-

destructive behaviours when managing postpartum anxiety (Error! Reference source not found.). 

Participants demonstrated a high reliance on adaptive coping strategies. Overall, Cypriot mothers 

reported moderate use of adaptive strategies (M = 2.59) and lower endorsement of maladaptive coping 

behaviours (M = 1.93). Among the adaptive subscales, planning, positive reframing and active coping 

received the highest scores, whereas substance use and behavioural disengagement were the least 

frequently endorsed maladaptive strategies (Error! Reference source not found.). 
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Examination of composite scores indicated that participants reported moderate use of adaptive coping 

strategies, with a mean score of M = 2.59 (SD = 0.55), reflecting relatively frequent engagement in 

behaviours such as active coping, planning, and positive reframing. In contrast, the mean score for 

maladaptive coping was lower (M = 1.93, SD = 0.42), suggesting that avoidant responses - including 

denial, behavioural disengagement, and self-blame - were used infrequently. Internal consistency was 

excellent for the adaptive composite (α = .89) and acceptable for the maladaptive composite (α = .78), 

indicating satisfactory reliability of the scales (Error! Reference source not found.). 

In relation to participants’ responses on the WHO-5 Well-Being Index indicated a moderate overall level 

of subjective well-being among postpartum mothers. For the item “Felt cheerful and in good spirits,” the 

majority of participants (77.9%, n = 369) reported having felt positive affect “more than half,” “most,” or 

“all of the time,” while 21.3% (n = 101) selected the three lower categories. A similar pattern was observed 

for “Felt calm and relaxed,” with 67.1% (n = 318) reporting that they felt calm more than half of the time, 

compared with 32.0% (n = 152) who experienced limited relaxation. Regarding the item “Felt active and 

vigorous,” 58.4% (n = 277) indicated that they felt energetic more than half of the time, whereas 40.1% 

(n = 190) reported feeling this less frequently, suggesting frequent tiredness. The most negatively skewed 

distribution was observed for “Woke up feeling fresh and rested,” with 61.8% (n = 293) selecting “at no 

time,” “some,” or “less than half of the time,” and only 36.5% (n = 173) reporting that they felt rested more 

than half of the time. For “Daily life filled with things that interest me,” responses were more evenly 

distributed, with 50.2% (n = 238) indicating that they experienced interest and motivation more than half 

of the time and 48.7% (n = 231) reported these feelings less frequently (Error! Reference source not 

found.). 

Concerning dimensionality of WHO-5, all five items loaded strongly on this component (factor loadings = 

.75–.86), indicating that they reflected a single latent construct of subjective well-being. Internal 

consistency was excellent (Cronbach’s α = .90), confirming that the WHO-5 items formed a coherent and 

reliable measure of positive emotional functioning among participants in Cyprus (Error! Reference 

source not found.). 

Based on total WHO-5 scores, 199 participants (42.3%) were classified as having low well-being, 

suggesting possible vulnerability to depressive symptoms or reduced emotional functioning, whereas 271 

participants (57.7%) reported good well-being, indicating satisfactory psychological adjustment (Error! 

Reference source not found.). Examination of the correlation matrix revealed strong positive 

associations among EPDS, GAD-7 and BSS scores, indicating that higher levels of depressive 

symptomatology co-occurred with elevated anxiety levels and stress levels. Scores on the WHO-5 Well-
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Being Index were negatively correlated with all measures of psychological distress, most notably with 

EPDS scores (r = −.61), suggesting that lower emotional well-being was associated with higher levels of 

depressive symptoms. Adaptive coping strategies were positively correlated with WHO-5 scores (r = .41) 

and negatively correlated with both depressive and anxiety symptoms, whereas maladaptive coping 

strategies demonstrated the opposite pattern, showing a positive association with EPDS scores (r = .44). 

Finally, breastfeeding self-efficacy (BSES) scores were negatively correlated with EPDS scores (r = −.40) 

and positively correlated with WHO-5 scores (r = .43), indicating that higher confidence in breastfeeding 

was associated with better maternal mental well-being (Error! Reference source not found.). 

Among Cypriot mothers, active coping, planning and positive reframing were most strongly associated 

with higher levels of well-being and greater breastfeeding confidence. In contrast, denial, behavioural 

disengagement and self-blame were positively correlated with depressive symptoms and lower well-

being. Coping strategies such as religion, humour and venting demonstrated weak or non-significant 

associations with mental health and well-being (Error! Reference source not found.). 

Analysis of predictors of well-being (WHO-5) indicated that depressive symptoms (EPDS) emerged as 

the strongest negative predictor (β = −.42, p < .001), followed by anxiety (GAD-7; β = −.25, p < .001) and 

stress related to birth satisfaction (BSS; β = −.11, p = .015). These findings indicated that higher levels 

of emotional distress were robustly associated with lower perceived well-being (Error! Reference source 

not found.). 

Conversely, adaptive coping strategies significantly predicted higher levels of well-being (β = .21, p < 

.001), suggesting that mothers who engaged in problem-focused and cognitively reframing strategies 

(e.g., planning, positive reinterpretation and active coping) reported greater psychological vitality and 

optimism. Breastfeeding self-efficacy (BSES) also contributed positively to well-being (β = .17, p = .002), 

indicating that women who reported greater confidence in their breastfeeding abilities tended to 

experience better overall well-being (Error! Reference source not found.). 

In contrast, maladaptive coping emerged as an independent negative predictor of well-being (β = −.19, p 

= .002), even after controlling depressive and anxiety symptoms. This finding suggested that avoidant, 

disengaged or self-blaming coping styles directly undermined maternal well-being, reinforcing their 

maladaptive role in the postpartum adjustment process. Overall, the model characterized maternal well-

being as a function of both emotional health and the quality of coping responses, highlighting constructive 

coping strategies and breastfeeding self-efficacy as key protective factors among mothers in the Cypriot 

sample (Error! Reference source not found.). 
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Analysis of predictors of depressive symptoms indicated that anxiety symptoms (GAD-7) emerged as the 

strongest positive predictor (β = .54, p < .001), suggesting substantial overlap between anxiety and 

depressive symptomatology during the postpartum period. Stress related to birth satisfaction (BSS) also 

contributed significantly to depressive symptoms (β = .29, p < .001), indicating that higher perceived 

stress was associated with increased depressive experiences (Error! Reference source not found.). 

Well-being (WHO-5) demonstrated a significant inverse association with depressive symptoms (β = −.33, 

p < .001), indicating that mothers who reported greater life satisfaction and psychological vitality 

experienced fewer depressive symptoms. Coping styles also exhibited distinct associations: adaptive 

coping negatively predicted depressive symptoms (β = −.18, p < .001), whereas maladaptive coping was 

positively associated with depression (β = .20, p < .001). These findings indicated that reliance on 

avoidant or self-blaming coping strategies was linked to greater depressive affect, while engagement in 

proactive coping strategies appeared to buffer against depressive symptoms (Error! Reference source 

not found.). 

 

Breastfeeding self-efficacy (BSES) also emerged as an independent negative predictor of depressive 

symptoms (β = −.15, p = .001), suggesting that greater confidence in breastfeeding abilities was 

associated with a lower risk of depressive symptomatology. Collectively, these findings underscored that 

depression symptoms among Cypriot mothers were shaped by the interplay of anxiety, stress, emotional 

well-being and coping style, with breastfeeding self-efficacy functioning as an additional resilience factor 

(Error! Reference source not found.). 

 

Analysis of demographic variables indicated that age and financial status emerged as the most consistent 

correlations of maternal mental health. Older mothers and those reporting greater financial stability 

exhibited significantly lower levels of depression and anxiety symptoms, alongside higher levels of well-

being and greater confidence in coping strategies. Educational attainment demonstrated modest positive 

associations with adaptive coping strategies and breastfeeding self-efficacy, suggesting that higher 

education levels may support enhanced problem-solving skills and maternal confidence (Error! 

Reference source not found.). 

 

Multiparous Cypriot mothers reported lower levels of depressive symptoms and higher levels of well-

being and self-efficacy compared with first-time mothers. These findings suggested that prior maternal 
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experience may buffer psychological distress and enhance maternal confidence during the postpartum 

period (Error! Reference source not found.). 

Feeding practice was strongly linked to psychological adjustment. Mothers who exclusively breastfed had 

lower EPDS scores and higher WHO-5 and BSES scores, indicating better emotional well-being and 

greater breastfeeding-related confidence (Error! Reference source not found.).Mothers who delivered 

vaginally reported slightly lower levels of depressive symptoms and higher well-being compared with 

those who had caesarean births. Although the observed effects were modest, these findings suggest that 

more medicalised birth experiences may be associated with greater emotional burden (Error! Reference 

source not found.). 

Perceived support from partners and family showed negative associations with depressive symptoms 

and strong positive associations with well-being and breastfeeding self-efficacy. Support from friends 

demonstrated weaker, yet still protective (Error! Reference source not found.). 

A history of mental-health diagnosis was associated with higher levels of depressive and anxiety 

symptoms, as well as lower well-being and breastfeeding self-efficacy, identifying a high-risk subgroup 

of Cypriot mothers (Error! Reference source not found.). 

Mothers who experienced complications showed higher EPDS scores and lower WHO-5 scores, 

confirming that physical complications contribute to increased postpartum emotional strain (Error! 

Reference source not found.). 

 

Qualitative study  

 

For qualitative study, a thematic guide was developed based on an international literature review. The 

thematic guide was pilot tested with four women, who provided feedback that informed further 

improvements. In addition, the guide was revised following the completion of the quantitative statistical 

analysis conducted at an earlier stage of the study. The final version was refined and finalized in 

agreement with all project partners. 

Based on previous studies, focus group thematic saturation is usually reached after 4–6 groups (Hansen 

et al., 2017). The reference population is women who delivered in Cyprus and for whom at least six 

weeks, but no more than one year, had passed since childbirth at the time the survey was conducted. 
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The type of sampling chosen to be followed was convenience sampling. Participants met the following 

criteria:  

1)  Had given birth in Cyprus, with at least six weeks but no more than one year having passed 

since the birth at the time of the survey 

2) They were over 18 years old 

3) They spoke and understood Greek  

4) They had provided informed consent to participate. 

Regarding the recruitment of the qualitative sample, a dedicated section was included at the end of the 

questionnaire where participants who wished to take part in the scheduled focus groups of the next stage 

of the study could provide their contact details. Additionally, this initiative was disseminated and promoted 

through personal social media accounts, online communities addressed to mothers, and through the non-

governmental organization Birth Forward. 

Subsequently, in November 2025, a total of five (5) in-person focus groups were organized and 

conducted, with the participation of 8–10 mothers per group, forming a total qualitative sample of forty-

two (42) mothers who met the same inclusion criteria as those applied in the quantitative part of the study. 

During the face-to-face focus group sessions, participants were first provided with oral information 

regarding the purpose and importance of the study, followed by a briefing about the audio-recording 

process. Informed consent was then obtained from all participants, who reviewed and signed the relevant 

consent form prior to the start of each session. 

Parallel to the implementation of the focus groups, the transcription process of the interviews commenced 

and was carried out progressively for each group immediately after the completion of each session. In 

January 2026, the inductive thematic analysis of qualitative data began, following the analytical 

framework proposed by Braun and Clarke (2006). This process was completed in March 2026, when, 

following data saturation, the main themes and subthemes of the qualitative analysis were identified. 

The main themes and subthemes identified through the qualitative analysis are presented below: 

Theme 1: Matrescence and Identity Reconfiguration 

Subtheme 1.1: Loss of self and pre-motherhood identity 

Subtheme 1.2: Self-care and personal time 

Subtheme 1.3: Ambivalent and unfamiliar emotional experiences 
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Theme 2: Psychological Distress and Anxiety in the postpartum period 

Subtheme 2.1: Anxiety related to the infant’s health and safety 

Subtheme 2.2: Anxiety perceived maternal adequacy 

Subtheme 2.3: Emotional overload and exhaustion in daily caregiving 

Subtheme 2.4: Social idealization and unrealistic expectations of motherhood 

 

Theme 3: Breastfeeding within the social regulation of motherhood 

Subtheme 3.1: Perceived pressure surrounding breastfeeding 

Subtheme 3.2: Physical and practical challenges with breastfeeding 

Subtheme 3.3: Unrealistic expectations and perceived feelings of failure 

Subtheme 3.4: Negotiating maternal autonomy and personal boundaries 

 

Theme 4: The Dual Nature of Support 

Subtheme 4.1: Partner as a source of emotional support or emotional burden 

Subtheme 4.2: Family as supportive resource or as source of pressure 

Subtheme 4.3: Professional support and the role of healthcare professionals 

Subtheme 4.4: Mothers unmet support needs 

 

Theme 5: Childbirth Experience 

Subtheme 5.1: Traumatic and unpredictable childbirth experiences 

Subtheme 5.2: Loss of bodily control and medical interventions 

Subtheme 5.3: Healthcare professional’s behaviour and communication  

Subtheme 5.4: Information provision and participation in decision-making 
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This report presents a synthesis of the main qualitative findings from mothers in Cyprus, offering insight 

into the national experience of the transition to motherhood. 

 

Theme 1: Maternal Ambivalence and Identity Reconfiguration  

 Findings within this theme indicate that the transition to motherhood was experienced as a profound 

process of identity reconfiguration, characterised by a sense of loss, disruption of the pre-existing self, 

and complex emotional responses during the early postpartum period. Participants described this 

transition not only as a practical adjustment to a new role, but as a deeper psychological and existential 

shift. 

Subtheme 1.1: Loss of self and pre-motherhood identity 

Mothers  described motherhood as an abrupt and disorienting transition, marked by a perceived rupture 

between their previous and current identity. As one mother  reflected,  

“my life has completely changed… I used to be out all the time… and suddenly I have a baby in my arms.” 

This shift was not only practical but deeply psychological, with mothers describing a realisation that they 

were 

 “losing [their] previous life” and that “the days of carefree living… are over.”  

Mothers also questioned the absence of their own identity within the postpartum experience, asking 

“where are we in all this?”, highlighting how the focus shifts almost entirely to the infant. For some, this 

extended to a perceived loss of femininity, with one mother stating she had 

 “Stopped feeling like a woman.” 

 

Subtheme 1.2: Self-care and Personal Time 

Mothers consistently described a significant reduction in self-care and personal time, as caregiving 

demands became all-consuming. Basic needs such as eating, bathing, or resting were often difficult to 

meet, particularly in the early postpartum period. One mother illustrated this by describing how she 

needed help.  



16 
 

“I remember that I gave birth on Tuesday. I had washed and done my hair on Monday, and then by 

Saturday I was saying to them, please take the baby, I just want to wash my hair… just for an hour… that 

was it.”  

“We abandon ourselves—we don’t even wash our hair. Why can’t both exist at the same time? That really 

affected me… it affected me a lot. You feel like you lose that identity, and I think that’s where you start 

letting yourself go.”  

Mothers also described how their own needs became secondary to those of the infant, with one 

participant stating that “our priority becomes the baby… and we forget ourselves. 

” In some cases, this was experienced as a deeper form of self-loss, with women describing feeling 

reduced to functional caregiving roles and questioning their identity within the household. 

Subtheme 1.3: Ambivalent and Unfamiliar emotional experiences  

Participants spoke about feelings of guilt, emotional instability, uncertainty, and the coexistence of joy 

and distress. 

One participant described the guilt she felt when she was unable to experience the happiness she had 

expected after giving birth: 

“Many times I felt guilty. I had a very happy pregnancy, I really wanted this baby, and then suddenly when 

I became pregnant and gave birth, I couldn’t enjoy the first days… I even feel ashamed saying this.”  

Another participant explained how love and distress could coexist simultaneously: 

“At the same time you may feel… something very beautiful, you love the baby so much, but on the other 

hand you want to leave, to disappear… it sounds very bad… but both exist together. Your emotions can 

change within the same seconds.”  

Similarly, another mother summarized this emotional duality: 

“It’s that feeling… joy and sadness at the same time.”  

Another participant described intense emotional sensitivity and uncertainty during the first days of 

motherhood: 

“I was crying for no reason… I would get emotional and cry over insignificant things. It was my first baby… 

it was that uncertainty… that feeling of not knowing what I’m supposed to do.”  

Finally, one participant shared a particularly difficult postpartum experience: 
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“I had postpartum depression… my sadness was very intense for about one or two weeks, I was crying 

constantly. I struggled to even hold the baby, to bathe the baby, to change the diaper for more than a 

week. It was very difficult. The first week was the worst… I was very sad and had terrible thoughts, like 

‘what have I done now?’”  

 

Theme 2: Psychological Distress and Anxiety in the postpartum period 

Subtheme 2.1: Anxiety related to the infant’s health and safety 

Mothers frequently describe anxiety as a continuous emotional state following childbirth, often closely 

tied to the overwhelming sense of responsibility for their infant’s wellbeing. One mother explained:  

“After you give birth, a constant anxiety begins, I would say… a constant concern. I feel that anxiety 

becomes something ongoing now… you are the only one responsible for this baby, and whatever 

happens to it falls on you.” 

Many mothers described intrusive worries about their infant’s safety, even during ordinary moments of 

daily life. One mother shared:  

“But this baby is mine and now I am responsible? If I leave the house and something happens? You feel 

guilty even thinking of going downstairs to have a coffee… but what if she stops breathing? What if the 

blanket moves and covers her face? Is she breathing? Is she okay? You are in a constant state of worry.” 

Finally, some mothers described how anxiety about their child’s health began even before conception 

and continued throughout pregnancy and the postpartum period.  

Subtheme 2.2: Anxiety Related to Maternal Adequacy 

Many women described anxiety related to their own perceived adequacy as mothers. Several women 

reported questioning their emotional responses, particularly in the first days after birth. One mother 

recalled:  

“I didn’t know if I loved my baby… what kind of mother am I? It was like a theatre of the absurd for two or 

three days… night would come and I would say, do I love her? I don’t love her. So what kind of mother 

am I? Why don’t I feel this? And there was no one to explain to me that it’s okay—it may come from the 

first hour, or it may not. It’s not that I didn’t love her, I just didn’t know how to process everything that had 

happened.” 
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For some mothers, emotional overwhelm appeared through frequent crying and persistent self-doubt 

about their maternal competence. As one participant described:  

“In the beginning there was a lot of emotional outbursts, a lot of crying… am I capable of this or not? I 

kept saying, why is the baby crying if the mother is holding it? The baby shouldn’t be crying.” 

 

Subtheme 2.3: Emotional Overload and Exhaustion in Daily Caregiving,  

Mothers described feeling emotionally and physically overwhelmed by the continuous demands of caring 

for a newborn while simultaneously managing household responsibilities and personal recovery. One 

mother expressed the weight of these expectations:  

“The whole family expects you to take care of the baby, take care of yourself, and also take care of 

everyone else.” 

Finally, mothers emphasized the importance of even small moments of personal time. One participant 

explained:  

“With so many things to do all day, you just want that half hour at night to sit alone—to have it for yourself.” 

 

Subtheme 2.4: Social Idealization of Motherhood,  

Μothers reflected on how motherhood is often socially portrayed as a purely joyful and fulfilling 

experience, which made it difficult for them to openly discuss the challenges they faced. One participant 

described the contrast between public expectations and personal reality:  

“Everyone was congratulating me, saying ‘we also want a baby,’ and they think everything is perfect 

because you are pregnant and a baby is coming… and you feel embarrassed to talk, even to your friends, 

to tell them… you know, not everything is perfect, not every moment is perfect.” 

Finally, mothers emphasized the importance of greater empathy and reduced judgment among mothers 

themselves. As one mother expressed:  

“We should be a bit more relaxed with each other and not judge each other so easily. Each one of us has 

gone through something difficult, and yet we don’t show understanding to one another. As soon as 

someone says something like that, we immediately judge her. 
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Theme 3: Breastfeeding within the social regulation of motherhood 

Subtheme 3.1: Perceived pressure surrounding breastfeeding 

Mothers frequently described experiencing intense social and interpersonal pressure regarding 

breastfeeding, often accompanied by feelings of guilt and expectations about what constitutes “good” 

motherhood. One mother explained:  

“I felt guilty because of society in general, that if I didn’t do it, I wouldn’t be a good mother.” 

Pressure was also reported within close relationships, including from partners, as one participant 

explained:  

“Even my husband, because we attended classes together, when I told him I didn’t want to breastfeed 

anymore because I couldn’t handle what was happening… I was crying, the baby was crying… he told 

me ‘no, you will breastfeed’, because they had emphasized the benefits of breastfeeding to him, but he 

couldn’t understand what my body was going through so that I could be well enough to feed my baby.” 

Feelings of guilt were often linked to concerns about the perceived health benefits of breastfeeding. One 

mother shared:  

“I felt guilty, thinking ‘won’t the baby get the first milk? Won’t it get some antibodies?’ Just a few milliliters, 

those antibodies, the colostrum… it becomes more about the antibodies and the colostrum than about 

anything else, but then if you go somewhere people ask, ‘Did you breastfeed?’” 

Finally, many mothers emphasized how breastfeeding became the central question others asked about 

them, often even before their wellbeing was considered. One participant described:  

“The question I kept hearing was, before anyone even asked if I was okay: ‘Are you breastfeeding?’ If I 

said yes, they stayed quiet. If I said no, they immediately asked: ‘Why not?’ The ‘why’ always came right 

after the question ‘Are you breastfeeding?’ 

 

Subtheme 3.2: Physical and practical challenges with breastfeeding 

Mothers  frequently described breastfeeding as a painful process, particularly during the early postpartum 

period. One mother explained:  

“I tried very hard to breastfeed the baby; at the beginning I also had some difficulties, and I was in pain.” 

Conflicting professional advice also created confusion for some participants. One mother recalled:  
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“They had given me nipple shields, but there was disagreement between the midwives about whether I 

should use them. One said ‘take them, it’s fine,’ while the other said ‘no, don’t use them.’ In the end I 

became confused… I tried very hard, I was in pain, but I kept saying okay, it’s fine—some nipple shields, 

some patience, some creams…” 

A lack of proper preparation or support was also highlighted as a major challenge. One mother reflected:  

“We struggled with breastfeeding, which was something I really wanted to do, and again it felt strange 

that I didn’t have the help I needed. I believe that if there had been better education about breastfeeding 

beforehand, informing you about the process, it would have helped a lot.” 

 

Subtheme 3.3: Unrealistic Expectations and Feelings of Failure,  

Many mothers described entering motherhood with strong expectations about breastfeeding, often 

shaped by medical recommendations, which later contributed to feelings of disappointment when reality 

differed. One mother explained:  

“I had it in my mind that I had to breastfeed for six months, because the World Health Organization 

recommends exclusive breastfeeding for six months and that this is the best thing you can do. My 

mistake, a huge mistake. It should be as long as the mother and the baby want and as long as it works.” 

For several mothers, the gap between expectations and lived experience was particularly striking in the 

first days after birth. One mother described:  

“When I gave birth, that first night I believed that I would put the baby on me and that it would breastfeed 

beautifully and naturally… but in the beginning my nipples hurt so much. When the time came to 

breastfeed I would feel anxious… I was thinking that I didn’t want to breastfeed, but I had to… I didn’t 

want to, but I kept telling myself to try again today.” 

Finally, when early postpartum experiences did not align with mothers’ expectations, many women 

reported feeling immediate failure. One mother explained:  

“I didn’t see the baby in the first hour—I saw him three hours later. We are told that one hour after birth 

you should put the baby to the breast. But I took three hours to see him… and immediately I felt that I 

had failed. I felt like I hadn’t succeeded… I immediately felt that I had failed to breastfeed him.” 

 

Subtheme 3.4: Negotiating maternal autonomy and personal boundaries 
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Mothers emphasized the importance of establishing personal boundaries regarding breastfeeding, 

highlighting the need to prioritize their own wellbeing. One mother explained:  

“Because consciously I didn’t want this for myself, and consciously I feel more worthy for my baby 

because I knew how to set my own boundary and help my baby grow in the way that I could. I wasn’t 

firmly against breastfeeding—I tried it, I saw that I didn’t like it, and I stopped… and that was okay.” 

Others realized through experience that breastfeeding did not align with their personal comfort or 

emotional wellbeing. As one mother explained:  

“I realized that this wasn’t something I liked, it didn’t express who I am, I didn’t enjoy this whole 

breastfeeding situation at all, and I consciously decided that I would not breastfeed—so that I could be 

well myself.” 

Theme 4: The Dual Nature of Support  

Subtheme 4.1: Partner as Emotional Support or Emotional Burden 

Mothers’ experiences in which their partners were perceived not as a source of support, but rather as an 

additional emotional burden during the postpartum period. Participants described feelings of 

abandonment, lack of understanding, poor communication and emotional neglect from their partners. 

One mother described how the lack of emotional and practical support from her partner overshadowed 

her experience of early motherhood: 

“I wasn’t really experiencing motherhood. I was experiencing rejection from my husband and 

abandonment. It was very hard for me to be expecting a baby and eight days after giving birth, when I 

told him to slow down on the road because I had stitches and couldn’t manage, he told me that I was just 

saying that so I wouldn’t have to do housework. I experienced something inhumane… As time passed, I 

kept experiencing the same thing again and again. He seemed weak and he made me feel inadequate, 

as if I had somehow used the pregnancy afterwards to control him and make him do things for me. My 

husband constantly reminded me that he had to treat me as if I was fine. As a person I appear strong, 

but in reality I was not well. I tried to explain it to him, but there was no communication.” 

Finally, one participant described the relationship with her partner as a true parenting partnership rather 

than a situation in which the father was merely “helping”: 

“My husband and I were a team, so for me it was obvious - it wasn’t even that he was ‘helping.’ He’s not 

helping me; he’s a parent. When people ask him if he helps, he actually gets annoyed. He says, ‘Yes, 
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yes, I help,’ but the truth is he sees it as his responsibility too. So I had incredible support - I really have 

no complaints.”  

 

Subtheme 4.2: Family as Help or as a Source of Pressure,  

Family members were often experienced as an important source of support during the postpartum period. 

Participants described receiving emotional encouragement, practical assistance and reassurance from 

close family members, particularly mothers, fathers and siblings. 

One mother explained how crucial the presence of experienced family members was during the early 

days of breastfeeding: 

“For example, around the fourth or fifth day when the milk comes in, which I think are the most difficult 

days of breastfeeding. In my case it happened to be a Sunday - I had just returned home on Saturday 

and the next day it started. I managed to find someone to come, but the point is that on those days you 

really need someone. It’s very difficult and you need someone who knows what they’re doing to come to 

your house, because on your own you can’t manage it. If it wasn’t for my sister and my mother, I might 

not have continued breastfeeding.”  

Finally, another mother described the emotional pressure created by extended family expectations 

regarding visits: 

“One uncle decided to come on his own, even though I had told my mother I didn’t want visitors. My 

husband stopped him at the door and politely said, ‘thank you for coming, but that’s as far as it goes.’ 

Afterwards my mother asked me why I was reacting like that and it really affected me psychologically. 

Some more distant grandmothers and relatives also made indirect comments about the clinic because 

we hadn’t allowed them to visit.”  

 

Subtheme 4.3: Professional Support and the Role of Healthcare Professionals, 

Mothers  described varied experiences with healthcare providers, including both supportive and 

challenging interactions. These accounts highlight the important role that healthcare professionals can 

play in shaping mothers’ experiences during the postpartum period. 

Another mother expressed disappointment with the level of care and emotional support provided by 

midwives: 
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“I can’t say that I felt that kind of care or support from the midwives. It was more like ‘this is what the 

doctor said, so this is what we will do.’ I didn’t like that. I expected more support from the midwives. But 

I also understand that they work in a clinic and under a doctor, so they won’t take responsibility for 

something on their own - they just follow what the doctor says.”  

Finally, one mother described a particularly supportive pediatrician who focused on both the baby and 

the mother’s wellbeing: 

“There was a pediatrician from Nicosia who attended the birth and later came to my room to show me 

how to breastfeed and what to do. Even though it was my second baby, he explained everything—what 

signs of mastitis to watch for, what I should do, even simple remedies. And every time he saw the baby 

he would first ask, ‘How is the mother?’ even before asking about the baby. He would ask how 

breastfeeding was going. 

 

 

Subtheme 4.4: Mothers’ Actual Support Needs,  

Mothers highlighted a wide range of needs during the postpartum period. These needs related to 

professional support, practical help at home, family support, and broader structural support from the state. 

The excerpts below illustrate how mothers described the types of support they considered most 

necessary. 

Mothers emphasized the need for stronger professional support from midwives and healthcare 

professionals, particularly during the early postpartum period and in relation to breastfeeding guidance. 

One mother reflected that having a midwife present at home would have been extremely helpful: 

“What we really need—maybe even an exclusive midwife. Looking back, that was my mistake. If I have 

another baby, because this was my first, I would want a midwife in my home.”  

Finally, one mother emphasized the importance of accessible education and preparation during 

pregnancy: 

“The most important thing is being psychologically prepared. It would be helpful if there were standardized 

sessions during pregnancy, where you know that every week you can go somewhere and learn what to 

expect, ask questions, and understand that what you’re experiencing is normal.”  

Finally, mothers highlighted the importance of fathers’ presence during the early postpartum period: 
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“Fathers should stay at least forty days with their partner after the birth.”  

 

Theme 5: Childbirth Experience 

Subtheme 5.1: Traumatic and Unpredictable Childbirth Experiences, 

Mothers described how childbirth often unfolded in ways that differed significantly from their expectations. 

One mother expressed deep emotional disappointment when her birth experience did not match the 

expectations she had envisioned: 

“In my mind I had imagined experiencing something very different, but in the end I experienced something 

completely different… I really wanted to give birth naturally.” (emotional – crying) 

Finally, one mother described a particularly traumatic emergency caesarean section that left a lasting 

emotional impact: 

“I was incredibly scared when they told me I had to go for an emergency caesarean because the baby’s 

heart rate had dropped. The monitor had been silent for quite a while….. It stayed with me like a 

nightmare. I don’t want to have another baby.”  

 

Subtheme 5.2: Loss of Bodily Control and Medical Interventions,  

Mothers described moments during childbirth where they felt a loss of control over their bodies and the 

birthing process. Several mothers reflected on painful medical procedures, unexpected interventions, and 

feelings of vulnerability or lack of agency during labor and delivery. One mother described a particularly 

distressing experience during cervical dilation procedures: 

“I had three centimeters of dilation, which didn’t happen naturally. The midwife did it with cervical 

massages—her hand during every contraction, you know… it was the worst thing. Without an epidural. I 

felt like I was being violated… honestly, I felt like I was being violated.” (emotional – crying) 

Another mother expressed uncertainty about the medical decision to induce labor: 

“Even now I still don’t understand why I had to be induced. Maybe it was because my pregnancy was 

considered high-risk? But in the end I still don’t know if that induction was really necessary.”  

Finally, one mother described the emotional impact of being separated from her baby immediately after 

birth: 
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“After the birth, I remember they simply put me to sleep and I didn’t have the chance to be with my baby.” 

(crying) “I gave birth on Thursday and I saw the baby on Friday.”  

 

Subtheme 5.3: Behaviour and Communication of Healthcare Professionals,  

Mothers described both positive and negative experiences related to the behaviour, communication, and 

responsiveness of healthcare staff during childbirth. Their accounts highlight how supportive 

communication and respectful care can contribute to a positive birth experience, while lack of attention, 

dismissive attitudes, or poor communication can significantly impact mothers’ perceptions of care. 

Mothers described highly supportive interactions with healthcare professionals, emphasizing teamwork, 

reassurance and compassionate communication during labour and delivery. 

One mother described feeling invalidated by clinic staff when she raised concerns about her blood 

pressure: 

“My experience with the staff was not good at all. I even told my doctor about it because she needed to 

know. The staff made me feel like I was crazy - that it was all in my head and that my blood pressure 

wasn’t actually high.”  

Finally, one mother described a situation in which she felt that the midwife did not take her seriously when 

she reported that she was about to give birth: 

“I kept telling the midwife that I was about to give birth and that I was in a lot of pain, but I didn’t receive 

the attention I expected. I ended up giving birth in a small room almost alone with my husband. I kept 

shouting to my husband to call the doctor because I was giving birth. The midwife came to check me and 

told me to keep my legs closed until the doctor arrived. By the time the doctor came, he barely had time 

to put on gloves. What bothered me most was that she didn’t listen to me. I kept telling her I was giving 

birth, but she didn’t take me seriously—even though she knew it was my second baby.”  

 

Subtheme 5.4: Information and Participation in Decision-Making,  

Mothers described both positive and negative experiences regarding the information they received and 

their involvement in decisions related to childbirth. Some mothers reported feeling informed, respected, 

and included in decision-making processes, while others expressed frustration about insufficient 

explanations, lack of alternatives, and limited participation in decisions affecting their care. Many mothers 
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described positive experiences where healthcare professionals respected their preferences and involved 

them in decision-making. 

She also explained that she had learned about alternative options through independent research rather 

than from healthcare professionals: 

“I had heard from a midwife that if induction doesn’t work you can decide to stop and try again the next 

day. But that option was never offered to me.”  

Finally, one participant emphasized the importance of more transparent communication and patient-

centered care during childbirth: 

“There should be more information and explanation during labour. Midwives and doctors should 

communicate more and treat us more humanely, explaining what is happening and why.”  

 

 

Conclusion  

Anxiety symptoms emerged as the most robust predictor of postpartum depressive symptomatology, 

underscoring the substantial comorbidity and symptomatic overlap between anxiety and depression 

during the postpartum period. This finding aligns with existing literature, which indicates that postpartum 

psychological distress rarely manifests in isolation, but rather reflects a broader underlying affective 

vulnerability. 

Concurrently, birth-related stress—operationalised through measures of birth satisfaction—was identified 

as a significant contributor to depressive symptoms. This suggests that the subjective appraisal of the 

childbirth experience holds considerable psychological significance, with more negative or stressful 

perceptions potentially exacerbating postpartum emotional distress. 

In contrast, maternal well-being demonstrated a pronounced protective effect. Elevated levels of 

psychological vitality and life satisfaction were associated with reduced depressive symptomatology, 

supporting the conceptualisation of well-being not simply as the absence of distress, but as an 

independent and active resilience factor in the postpartum context. 

Coping strategies further distinguished psychological outcomes. Adaptive coping mechanisms, such as 

problem-solving and active engagement, were associated with lower levels of depressive symptoms. In 

contrast, maladaptive strategies—including avoidance and self-blame—were linked to increased 
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depressive symptomatology. These findings highlight coping style as a modifiable psychological process 

that can either mitigate or intensify emotional distress. 

Importantly, breastfeeding self-efficacy emerged as an additional independent protective factor in survey 

and in qualitative study. Mothers who reported greater confidence in their breastfeeding abilities 

experienced fewer depressive symptoms, suggesting that perceived competence in infant care may 

facilitate maternal adjustment and enhance emotional stability. 

Feeding practices were also closely associated with maternal psychological adjustment. Exclusive 

breastfeeding was linked to lower depressive symptoms, higher levels of well-being, and greater 

breastfeeding self-efficacy. Although causality cannot be established, this association likely reflects a 

bidirectional relationship between emotional health and breastfeeding confidence. 

 

Mode of delivery demonstrated smaller yet noteworthy effects, with vaginal birth associated with 

marginally more favourable psychological outcomes compared to caesarean section. These differences 

may be attributable to variations in physical recovery, perceived control, and overall birth experience. 

 

Furthermore, perceived social support—particularly from partners and family—emerged as a critical 

protective factor. Strong support networks were associated with reduced depressive symptomatology, 

alongside enhanced well-being and self-efficacy, thereby reinforcing the central role of interpersonal 

support in postpartum adjustment. Although support from friends was beneficial, it appeared to exert a 

comparatively weaker influence. 

 

Collectively, these findings suggest that postpartum depression among Cypriot mothers is shaped by a 

multifactorial interplay of emotional vulnerability (e.g., anxiety), subjective experience (e.g., birth-related 

stress), psychological resources (e.g., well-being and coping strategies), behavioural confidence (e.g., 

breastfeeding self-efficacy), and contextual factors (e.g., social support). This integrative perspective 

underscores the necessity for postpartum care to adopt a holistic, biopsychosocial framework, 

incorporating systematic psychological screening, targeted support for adaptive coping, breastfeeding 

guidance, and the strengthening of social support systems. 
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Recommendations  

Based on present findings, several context-specific recommendations can be proposed to strengthen 

postpartum mental health care within GeSY and the broader maternal healthcare framework in Cyprus. 

 

Routine perinatal mental health screening should be formally integrated into standard maternity care 

pathways within GeSY. Screening for both anxiety and depressive symptoms should be conducted during 

pregnancy and at multiple postpartum time points by midwives, obstetricians, and primary care providers. 

The implementation of validated tools, alongside clear referral protocols to mental health services, is 

essential to ensure early identification and continuity of care. 

 

The development and integration of specialised perinatal mental health services is strongly 

recommended. Currently, mental health support within maternity care in Cyprus remains limited and 

fragmented. Establishing multidisciplinary perinatal mental health teams—including midwives, clinical 

psychologists, psychiatrists, and health visitors—would enable more comprehensive and coordinated 

care. Such services could be embedded within public maternity units and community health settings. 

Antenatal and intrapartum care should place greater emphasis on women’s childbirth experience. Within 

both public and private maternity services in Cyprus, efforts should be made to enhance informed choice, 

shared decision-making, and respectful maternity care. Promoting continuity of midwifery care, where 

feasible, may improve maternal satisfaction and reduce birth-related stress. Structured breastfeeding 

support should be strengthened at both hospital and community levels. Although initiatives aligned with 

the Baby-Friendly Hospital Initiative exist, their implementation is not yet uniform across all maternity 

facilities in Cyprus. Expanding access to lactation consultants, standardising breastfeeding education, 

and ensuring consistent post-discharge follow-up would enhance breastfeeding self-efficacy. Importantly, 

care should remain woman-centred and avoid inducing pressure or guilt. 

 

Community-based postpartum support services should be expanded. In the Cypriot context, where family 

networks play a central role, healthcare services should actively involve partners and extended family 

members in maternal care. Educational programmes could be developed to raise awareness of 

postpartum mental health, equipping families to provide effective emotional and practical support. 
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Interventions aimed at promoting maternal well-being should be incorporated into primary care and 

community services. These may include midwife-led support groups, psychoeducational programmes, 

and low-intensity psychological interventions (e.g., mindfulness-based approaches). Such initiatives 

could be delivered through existing maternal and child health services to maximise accessibility. 

 

Health care professionals training is essential. Midwives, nurses, and obstetricians in Cyprus would 

benefit from enhanced training in perinatal mental health, including the recognition of anxiety and 

depressive symptoms, basic psychological support skills, and appropriate referral pathways. This would 

strengthen early intervention capacity within routine care. 

 

Finally, national policy development is warranted. The establishment of a formal perinatal mental health 

strategy in Cyprus—aligned with European best practices—would provide a structured framework for 

service development, resource allocation, and quality assurance. Data collection and ongoing research 

should also be prioritised to monitor maternal mental health outcomes and inform evidence-based policy 

decisions. 

 

Implications for Practice 

 

This project carry important implications for clinical practice within maternity and postpartum care, 

particularly in the context of Cyprus and the delivery of services under GeSY. The prominent role of 

anxiety as a predictor of postpartum depressive symptomatology highlights the need for healthcare 

professionals to move beyond a sole focus on depression and adopt a more comprehensive approach to 

perinatal mental health assessment. Midwives, obstetricians, and other frontline providers should 

routinely assess both anxiety and depressive symptoms throughout the perinatal period, enabling earlier 

identification of women at risk and more timely intervention. 

The significance of birth-related stress underscores the importance of promoting positive childbirth 

experiences. In clinical practice, this necessitates the provision of woman-centred care that prioritises 

informed choice, effective communication, and emotional support during labour and delivery. Enhancing 

women’s sense of control and involvement in decision-making may reduce the psychological impact of 

childbirth and improve postpartum outcomes. 
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The protective role of maternal well-being suggests that postpartum care should not be limited to the 

identification and management of pathology but should also actively promote positive psychological 

functioning. Midwives and community healthcare providers are well-positioned to support maternal well-

being through holistic care approaches, including emotional support, reassurance, and referral to 

supportive services where necessary. 

Furthermore, the differential impact of coping strategies indicates that clinical practice should incorporate 

elements of psychological support aimed at strengthening adaptive coping mechanisms. Brief, midwife-

led psychoeducational interventions or referrals to psychological services may help women develop more 

effective coping strategies, thereby reducing vulnerability to depressive symptoms. 

The findings also emphasise the clinical importance of breastfeeding self-efficacy. Healthcare 

professionals should prioritise the provision of consistent, evidence-based breastfeeding support, 

particularly in the early postpartum period. Enhancing maternal confidence through practical guidance 

and encouragement may not only improve breastfeeding outcomes but also contribute positively to 

maternal mental health. Such support, however, must remain non-judgemental and responsive to 

individual preferences and challenges. 

In addition, the association between feeding practices and psychological outcomes reinforces the need 

for integrated care that considers both physical and emotional aspects of infant feeding. Clinicians should 

adopt a supportive and individualised approach, recognising the complex, bidirectional relationship 

between maternal mental health and breastfeeding. The role of social support further highlights the 

importance of involving partners and family members in postpartum care. In practice, this may involve 

encouraging partner participation during antenatal education and postpartum visits, as well as providing 

guidance on how to support maternal mental health effectively. 

 

Finally, these findings support the adoption of a holistic, biopsychosocial model of care in routine clinical 

practice. Effective postpartum care should integrate psychological screening, emotional support, 

breastfeeding guidance, and social support facilitation, delivered through collaborative, multidisciplinary 

approaches. 

 


