.o~

staggering 85% of women may experience the “baby Not Just the Blues

blues,” characterized by mild tearfulness, or sadness, Perhaps because PPP i s thankfully so rare, the usual assump-

anxiery, irritability, mood swings, and farigue.* Sounds  tion is thar a child is “at least safe” with a PPD mother. The
pretty normal for the first couple of weeks after a baby is born, child of the PPD parent, however, is at risk for many s;de :

OER . ) T T R S N TR

right? Hormones are in full migration, and sleep is at a premi- effects thae, while not usually fatal, are extremely seriois* #
um, so most new mothers don't show up at church or the mall Child advocates agree that children Wlth depressed care-
with makeup and clean clothes. givers face many risks. A study pubhshed in Child ~  yeup

The human body is nothing if not resilient, however, and after Development in 1999 showed that -babies are less interested
a couple of weeks, a routine has settled in and things look brighter.  in the speech of depressed mothe. s, resulting in less than
That is, unless you have postpartum depression or psychosis. normal speech development. Otfiér studies have shown thar

The baby blues become full-blown postpartum depression babies who have difficulty le:umng eatly in life often have
(PPD) when they last for more than about 10 days. Some problems with behavior and schooI performance.

A vc:ry rare :u:d very serios form of PPD postpartu :psychos:
(PPP) affects only 2 or 3 in 1,000 women, but
need hosplsahzanon-——th;s form of PPD can b

ed are often left to suffer in silence, with help commg
after they have harmed themselves or their children,
high-profile cases of infanticide have dxawn attent:o'n to:th
disorder, bur they are clouded in the emotion and hozmr o
the acts themselves. Many mothers dlsbehevc the existence of -
the disorder. Experts agree those closest to the new mother
should be aware of the symptoms and be able to help a mother
get mental health care when she cannot help herself.

See Baby Blues, page 32

* Sources for statistics cited In this article are available from Children’s Volce E-mail
voice@cwla.org N

By Christine Hansen and Sheri Wallace
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Baby Bfues, from page 30

Psychotherapist Tina Tessina points out that many effects
can result from a depressed caregiver. “Problems can 1ange
from severe neglect, to 2 mom who can't get out of bed ar
function, to simple noniesponsiveness—not interacting with,
smiling at, or ralking to her child in a normal way.”

Tessina adds that children reacr differently. Severely neglected
children may fail to thrive, “becoming nonresponsive, not grow-

ing normally, and not passing the usual milestones—sitting up,

creeping, crawling, walking, or talking—or achieving them later
than normal.” Children of mildly depressed mothers may either
“become depressed themselves or become abnormally quiet and
withdrawn. Or, in an attempt to get attention, they can exhibit

hyperactive behavior, temper tantrums, and irritabiiry.”

“In general,” Issokson says, “a depressed mother who is un-

treated is not as responsive to a child of any age, is not emo-

tionally available, and may have a low threshold for frustration,
a low threshold for tolerating the child’s affect, and will not be
able to teach a child affect regulation.” She emphasizes, “PPD

needs treatment, whether that be medicarion, therapy,

acupuncture, homeopathy, or support groups. Some PPD will
resolve by itself and not turn into ongeing depression. But for
some women, PPD is the beginning of an ongoing depression

that needs to be addressed and treated.”

Foster Moms and Grandmothers
Although PPD depends on pregnancy and childbirth, care-
givers don't have to give birth to become depressed. Experts
agree that any caregiver who is raising an at-risk child should

be evaluated for depression.

Nada L. Stotland, an expers on PPD and speaker for che

American Psychiatric Association, says depressed caregivers fall

into the same category as women suffering from PPD in that
they are still not able to fully perform the duries of childrear-
ing. “For one thing,” she explains, “a depressed guardian is

g
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much less able to protect a child from the degradations of
others than a nondepressed guardian.”

Although no studies show how many depressed women are
taking care of children, experts have no doubt the number is
shocking. “In almost every case where the family sicuation of
an at-risk child is evaluated,” Stotland says, one can probably
find a depressed caregiver.

Screening for Depression

Just because PPD is triggered by pregnancy and birth doesn’t
mean it goes away in a reasonable amount of time. An esti-
mated 25% of women who have untreated PPD wili still be
depressed one year later; women with a history of depression
tend to experience PPD the longest.

Issokson suggests a depression screen should be on every
pregnant mother’s intake form. “There are PPD screenings
already published, [as well as} general depression inventories
readily available that care providers could incorporate,” she
says. “The issue is whether health care providers are willing o
take on the responsibility of doing these screenings and whether
they have relationships with mental health providers [to refer
women to]. If these screenings are routine, then everyone
pacticipates, and no one is stigmatized or singled out.”

Instead of a standardized depression screen, Tessina says,
“pregnant women should be questioned abour their suppore
systems and encouraged to seek friends and family who will be
helpful.” She suggests that childbirth classes and prenatal care
include realistic information about the first few months of
child rearing, and that fathers be strongly encouraged to par-
ticipate. “Health care workers,” she notes, “can help by aiding
the formation of postpartum support groups, finding ways to
provide in-home support for new parents, and letting the new
mother know they're available to talk on the phone and help

her should she need it.”
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No Magic Pill

The barde to provide children with a depression-free environ-
went doesn't end with identifying the problem alone. Women

who are depressed, particularly those in less-than-desirable

circumstances, typically have many reservations abour beginning

a trearment program-—especially one that includes medication.

Ofzen, Stotland says, the most important pars of beginning
trearment is simply respecting the mother’s reservations. “Given
the stigma attached ro menral iliness, i’s understandable that
these women will be hesirant ro accept a diagnosis of depres-
sion or anxiety,” she explains. “Also, if you're already dealing
with a social worker or similar agency, it's unlikely you would
want to voluntarily do anything else thas might make you look
like a less competent parent.”

Stotland advises those who work with depressed caregivers
to ke these reservations seriously and accepr that so-called
traditional treatment methods may not be feasible. The lifestyle
of the depressed caregiver may not permir regular medication
intake, or the caregiver might be receiving advice from her cler-
gy to simply “pray about the situation.” Stotland says educating
everyone in the circle—from clergy, 1o medical petsonnel, to
family and fiiends—is the only way to remove some of the
stigma involved and get treatment information into the hands
of women with PPD and clinical depression.

Tessina advises friends and family of depressed caregivers,
“Listening is what'’s important. If a person is depressed, spend

‘ne with them, draw them out, and encourage them o ralk.
on't feel you have to come up with answers~—the solutions
will probably be overwhelming to a depressed person anyway.”
She adds that ic’s important to reassure the caregiver that feel-

ing overwhelmed is normal.

“What really helps is understanding and reassurance, infor-
mation, and actual physical help,” Tessina says. “Do the dishes,
change some diapers, let her take a nap. T urge all my pregnant
clients to make connections with other moms of infants and
toddlers, and to spend time together. The moms can become
the extended family that is so missing these days, and help each
other. Moms who have this kind of support and connection
rarely have problems with depression.”

Removing the Stigma

Although medical science has made great advances in
developing better medications for depression, antidepressants
still have a stigma attached to them. Issokson combats this
by educating her patients about PPD and its trearments.
“Antidepressants will not change [a person’s] core personality.
They will change brain chemistry so the symproms of
depression are no longer debilitating,”

Even with education, some patients resist medication. Issok-
son tells her patients she will honor and respect their treatment
“ecisions but that she'll continue to share information on whas

believes is the best erearment for them. “I validate her fears
about drugs and reach her about the benefits, trying to dispel

any myths abour drugs she may have,” says Issokson, who often
includes the woman's partner in discussions. Even if the patient
declines medicarion, Issokson ensures thar the pasient has access
to support groups and helpful resources.

Medication can alleviate some symptoms of depression, but
some form of therapy usually is necessary as well. "While medica-
tion can change the brain chemistry,” Issokson says, “it does not
rake away or address the interpersonal or social issues thar may be
contriburing to the depression. For those who refuse medication,
therapy will be one of their primary sources of suppore.”

Lifelines

Support groups ate essential to helping people overcome
depression. “Depression s a disease of isolation,” Tessina says.
“It happens when people feel alienated from themselves, and
therefore everyone else. Depressed people have unrealistic
expectations of how grear they should feel, and few skills to
change their own moods. Close contact with friends, family,
and support groups can show them that other people struggle
too, give them examples of what can be done, and, best of all,
give them hope that they can feel better.”

Jane Honikman, founding disector of Postpartum Support
International, says support groups may offer the only real
treatment available to some women. “If professional mental
health care is unavailable or too expensive, a support group
may be these mothers’ fast hope.”

Honikman urges all social service agencies and health care
providers to either provide support groups with trained facilita-
tots or refer women to such groups. Attending a support group,
she says, offers new mothers peer support and aceess to infor-
mation on parenting and community resources, as well as other
specialized services that may be needed. “Caregivers who artend
regular support groups feel their efforts and triumphs are vali-
dated,” she explains. “The support group can also help erase the
stigma of mental illness surrounding depression, and the trained
facilitator can screen for serious problems such as PPR”

An excellent support group can operate on an ongoing basis
for very litcle money, Honikman adds. “Even in situations
where funding is almost nonexistent, a support group could
probably be started.” And women who attend support groups
regularly need less one-on-one interaction with caseworkers
and health care providers, making support groups both a
program and personnel savings measure, as well as an effective
treatment opeion.

Educating the Community

Since depression is an illness that affeces the family, it also
affects the community. Community leaders who work with
families, such as clergy, should be enlisted to help screen for
depression. “Clergy can be helpful in sanctioning the use of
therapy and medication,” Issokson says. “Clergy should
educate themselves about risk factors for PPD and take note
when they are meeting with new parents.”

See Baby Blues, page 34
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Baby Blues, from page 33

-+ Tessina-adds-that clergy need to-establish connections with

professional psychotherapists in the community. “Clergy have
neither the time nor the expertise for long-term counseling.
People come to them in crisis, buz when someone needs more
help than clergy can provide, they should know the resources
around them.”

Unfortunately, more “visible” mental ilinesses, such as schiz-
ophrenia or bipolar disorder, can rake priority for trearment
over depression-especially in populations where mental health
rreatment is limited. “Depression is a serious mental illness
that has repercussions for the entire family and must be taken
seriously, just like other mental ilinesses,” Issokson SRYS.
“When a baby is involved, it’s crucial for the mom to per
treatment because the baby’s developing mental health is also

ar rislk. Unlike bipolar illness or schizophrenia, depression can
often be quiet, private, yet extremely dangerous ”

In the end, awareness and availability of trearment may
come down to dollars and cents. “The more treazable—and
coverable by insurance—a mental illness is,” Tessina says, “the
more likely it is to be diagnosed and treated. The more visible
disorders are more easily quantifiable, and it's easier to make
a case for giving drugs, so it's easier for the insurance/medical
system to make money from them; therefore, they ger more
attention. Depression responds best to the slower and less
spectacular process of therapy, where the patient learns co help
him- or herself. This makes less money for drug companies and
is more difficult for HMOs to handle, so it's not encouraged.” : -

Christine Hansen, Olympia, Washington, and Sheri Wallace,
Tucson, Arizona, are freelance medical writers.
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