CONFERENCE:

Promoting a Healthy Childhood by Identifying and Treating 

Maternal Depression

A conference to raise awareness of the scope and impact of maternal depression on

children and to provide professionals working with families the tools to screen for

depression and to access services for depressed mothers.

Date:


June 17, 2009, 9:00 am -1:00 pm 

Location:  

The Children’s Center, 492 First Avenue, at 29th Street, NYC

Sponsored by:
The New York Center for Children, in association with Prevent Child Abuse America and NYC Children’s Services
Conference Chairs:
Katherine Teets Grimm, MD, Medical Director, New York Center for Children; and 

Anne Reiniger, JD, LMSW, Past Chair, Prevent Child Abuse America
Audience:
200 professionals, including teachers, guidance counselors, lawyers, child advocates, preventive and foster care agency caseworkers and staff, doctors, nurses, social workers and child care professionals.

► Maternal depression is widespread and can negatively impact the health and welfare of children

► Maternal depression can trigger child neglect and abuse, and can impair development of emotions essential to bonding and relationships

► Maternal depression can be reduced with treatment  
► Reducing maternal depression can reduce child abuse and neglect and promote healthy child development 

► Professionals should screen mothers for depression and refer women for treatment when indicated

___________________________________________________________________________

Maternal depression is widespread, especially among low-income women with young children.  Every year, over 10% of all women experience depression.  For low-income women, the prevalence of depression doubles to at least 25%.  Consequences of maternal depression include inadequate prenatal care, low birth weight babies, less mature and less active children, anxiety disorders and depression in their children.  A mother’s depression can cause her child to experience significant cognitive delays, reduced language abilities and lowered social, emotional and behavioral functioning.  Because maternal depression impacts parenting abilities, it can lead to neglect of children’s basic physical, emotional, medical and educational needs, and sometimes even to child abuse.

Screening of pregnant women and mothers of young children is key to reducing the impact of depression on women and young children.  Asking parents questions about how they are feeling and what they are facing opens the door to identifying women who are depressed.  The questions can be asked at a pre-natal visit, a well-baby visit or a home visit. Initial screening can involve two simple questions: 1. Over the past two weeks, have you ever felt down, depressed or hopeless?  2. Over the past two weeks, have you felt little interest or pleasure in doing things?  
Maternal Depression is highly treatable, yet women too often do not get the help they need.  80% of all women who receive treatment for depression respond positively.  However, less than 13% of low-income women in a study were receiving treatment for depression.  Depressed mothers often have difficulty recognizing and acknowledging depression because they believe it to be a normal part of life and because they are too depleted to see themselves clearly. Mothers who are depressed need services that address them both individually and as a parent. Services should include strategies to prevent or repair damage to early parent-child relationships which are critical to healthy early child development 

Keynote Speech: “Strengthening Policies to Address Parental Depression and its Impact on Children”

Janice L. Cooper, PhD:  Interim Director, National Center for Children in Poverty, Columbia University. Dr. Cooper spoke about changing policies in order to address maternal depression and its impact on children. She discussed the different factors that contribute to maternal depression, with an emphasis on low-income populations. Dr. Cooper paid tribute to Dr. Jane Knitzer, co-author of “Reducing Maternal Depression and Its Impact on Young Children”, the article that inspired this conference. Dr. Knitzer passed away earlier this year. Dr. Cooper summarized Dr. Knitzer’s philosophy as one which emphasizes “that every child and every family is sacred, and that it is every person’s duty to reach out to the most marginalized and vulnerable among us”. Dr. Cooper discussed three cases of maternal depression. The first story illustrated the importance of persistent attempts at intervention; the second introduced a mother who made contact with a system that was unable to help her; and the third painted a vivid picture of multi-generational depression. Dr. Cooper then addressed poverty’s role in depression and overall childhood health: 43% of children under six live in low-income families, and the younger the children are, the more likely they are to be poor. Contrary to many popular beliefs, studies have found that even if nothing else is changed giving families more money improves their children’s school readiness. Financial hardship limits the time and resources that parents are able to invest in their children.  Dr. Cooper stressed that children’s earliest experiences shape the brain, and that the quality of these early relationships is a key ingredient in healthy brain development. 

Multiple risk factors significantly increase the likelihood for depression. Maternal depression is a key marker in child development, is widespread among low-income parents, and affects both employability and parenting. An estimated 32% of mothers caring for toddlers experience depression. For low income women, this number is even higher. The challenge is that, even though depression is treatable, low income women do not get treatment. They often lack access, fear repercussions, or fear that the medication will impair their parenting. In terms of policy, there are workforce challenges, fiscal barriers, and system obstacles. She cited various programs in other states that were designed to help parents, and addressed the importance of increasing support. Finally, she challenged the audience to create a plan for addressing this problem. 

Ardis Olson, MD:  Professor of Pediatrics & Community and Family Medicine, Dartmouth Hitchcock Medical Center. Dr. Olson addressed four key questions about screening for maternal depression: Who?; Why?; How?; and What are the challenges? She stated that maternal depression affects mothers’ participation with their children, their parenting beliefs and their confidence, and leads to less use of peer support and less implementation of positive parental behavior. Dr. Olson encouraged health professionals to screen for maternal depression and to have a systematic way of addressing the screening results. She broke up the process into four steps: preparing for screening, discussing screening results with the mother, linking the mother to evaluation and help, and following up with her. She introduced two measures for screening: the Edinburgh Postpartum Depression Scale (2 questions) and the Patient Health Questionnaire (9 questions). She stressed the importance of both introducing the screeners in a way that will not intimidate the mothers and of addressing any concerns the mothers might have. Dr. Olson stated that the discussion of results with the mothers should include education, motivation, support, and parenting advice. The screeners’ job is to inform mothers that they are at a higher risk for depression and to talk about how this affects their children. Dr. Olson stressed the importance of linking mothers to evaluation and help immediately after the screening is completed. Every physician who screens for maternal depression should have a community resource list ready for substance abuse referrals, parenting resources, and support groups. Finally, she addressed various concerns about screening, such as a lack of training in mental health, possible legal liability, and concerns regarding the effect on the provider’s relationship with the mother. One does not need to be a mental health clinician to screen, and one is just as liable if he or she does not screen for depression. Dr. Olson ended her presentation by saying that “depression robs mothers of the energy and confidence to be the mother they want to be.”  

Kathryn Salisbury, PhD:  Director of Program Innovation and Community Partnerships, Mental Health Association of New York City. Dr. Salisbury’s presentation addressed the place between depression and treatment, a place where many mothers become isolated. She advocated using social media to address depression. These kinds of resources have the potential to prevent more serious mental health issues, and also help mothers become ready to enter treatment. She cited that 1-800 numbers have been receiving a heightened number of calls related to callers’ worsening economic situations. Dr. Salisbury referred to the current economic situation as the perfect storm: a situation in which funding and programmatic support is decreasing at the same time that need is increasing. Women often see taking care of their children as more important than taking care of their own mental health. For this reason, peer-to-peer support groups are often the key to engaging reluctant women in treatment. She cited the opening of nine new family resource centers in NYC, and the help line 1-800-Lifenet as two great resources. Finally, she spoke about the importance of social networking sites such as Facebook and Twitter in increasing communication and mobilizing for action. 
Sarah Blust, LMSW, MPH:  Program Manager, Clinical & Community Health Programs, Public Health Solutions. Ms. Blust described Public Health Solutions as a “large, non-profit umbrella organization”, which serves the underserved in NYC acting as a “safety net for family planning.” Ms. Blust first addressed the various factors that prevent underserved women from following up with services and then introduced the BRF Screening Program, created and implemented by Public Health Solutions.  BRF is a comprehensive screening for depression, anxiety, and substance abuse. Prior to the BRF, 4% of women at Public Health Solutions were identified as being depressed; after the BRF 12% were identified. Once PHS started screening for depression, the organization found a dearth of affordable and accessible mental health services, so they decided to implement their own mental health services, due to start July 1st 2009. The center’s social work staff was trained to provide bilingual, integrated, and sustainable cognitive-behavioral therapy. The therapy offered will be an average of 12 weeks long with an administration of the Beck scale at the first, fourth, and last session. There will also be a consultant bilingual psychiatrist on call who will treat patients regardless of insurance. Finally, Ms. Blust identified some challenges that she anticipated within the new program, including social workers’ overload, clinic flow, financial support, mental health treatment for uninsured family planning patients, and access to affordable and bilingual psychiatric services. 

Rahil Briggs, PsyD:  Director, Healthy Steps at Montefiore Albert Einstein College of Medicine, Department of Pediatrics, Montefiore Medical Group – Comprehensive Family Care Center. Dr. Briggs began her presentation by saying that she wanted to think about the “relationship experience during [a child’s] first few years”. A “healthy, positive socio-emotional foundation” sets down a pathway for initial development. She emphasized that developmental milestones cannot be addressed if the stress in the child’s life is not addressed first. Dr. Briggs focused on the neurobiological aspect of experience, saying that the pruning of unused pathways in the brain is dictated by experience. “Regular attachment experiences facilitate the brain’s major regulatory systems.” In order to facilitate proper attachment, caregivers must have emotional availability, offer nurturance, warmth, protection, and comfort, and repair after non-contingent responses. Dr. Briggs cited that babies of depressed mothers have less activation in the left frontal lobe (responsible for language), and more activation in the right frontal love (responsible for emotional regulation). Additionally, she reminded the audience that babies can be diagnosed with depression as early as 4 months. She showed a graph from J.J. Heckman’s study on rates of return to human capital investment, showing how the rates of return are exponentially higher the younger the child is when services and intervention are implemented.  Money invested in infants and young children can save up to $18 on the dollar in future social service costs. Dr. Briggs discussed the Healthy Steps program at Montefiore. She described it as providing enhanced services for a high-risk population. Clinicians in the program develop therapeutic relationships with the family, conduct joint office visits with pediatricians, conduct behavioral screenings of children, screen parents for risk factors, refer parents to community resources, and conduct parent support groups. Dr. Briggs also presented the assessment tools that Montefiore uses to evaluate the Healthy Steps program and the extremely positive results achieved within the program so far. These results show the rate of maternal depression dropping from 20 to 30 percent at birth to between 5 and 10 percent at 18 months among families in the program versus a fairly steady, slightly escalating rate of depression in a similar control group not receiving Healthy Steps’ services.  The children’s behavior, development, and future outcomes also increased as a result of Healthy Steps’ intervention.

Linda McMaster:  Program Manager, ROAD (Reaching Out About Depresssion), Cambridge Health Alliance Department of Community Affairs. Ms. McMaster described ROAD as a grassroots, community program created and led by women in a low-income community. There are three main parts to the ROAD program: workshops, the advocacy resource team, and leadership development. According to Ms. McMaster, the workshops are “an antidote to the helplessness that many women feel”. They are 13-session, 2.5-hour interactive programs on different topic areas, such as depression, parenting, or domestic violence. Among other things, the women in the workshops collaborate to create resource guides for the community and organize social action events. The advocacy resource team, composed of law and psychology students, provides peer-based advocacy and assistance with both long and short-term goals. The legal team helps with crises, and issues such as eviction notices, changes in the system, and benefits. Ms. McMaster describes this team as incredibly valuable because “you can’t address someone’s emotional situation if you haven’t addressed their immediate physical danger.” The leadership development program trains community members in wide range of areas, as dictated by the community’s identified needs. Ms. McMaster ended her presentation by saying that “we have to be flexible because otherwise we’re not meeting women where they are.” 

Valarie Ifill:  Co-founder and Facilitator, ROAD, Cambridge Health Alliance Department of Community Affairs. ROAD began as a group of women who got together and realized that they had many problems in common. Among these were depression, violence, inadequate housing, faulty social services, and lack of social security. Many members of the original group died in their 40’s, and afterwards a law student started working with them to create the informal ROAD. “No one slips through the cracks at ROAD.” Although there is a large sense of community within the organization, the biggest challenge is the fact that ROAD is not a provider, so it’s sometimes hard to address all the complex problems that the women have.  In this challenge is also where ROAD’s greatest strength exists. As a community-founded, community-based, community-run program ROAD is able to address a wide range of needs for an extremely low income community.  This model sidesteps many of the barriers women who need services may feel restrained by in clinical settings or in programs where the services are provided by people with lives so vastly different from their own.  The program also approaches the issue faced by community members from their own starting point and with their own frame of reference. 

Evaluations

The evaluations were extremely positive. 97% of respondents gave the overall conference a rating of a 4 or 5 (with 5 being the highest ranking). The average rating was a 4.7. Attendees’ comments included:

“Eye-opening”

“The spectrum of speakers was very beneficial and informative”

“Great ideas for screening”

“Well-organized and comprehensive”

“I especially liked the diversity of the speakers and the content covered”

“The panel speakers were informative and really touched on concrete programs/interventions!” 

“The conference offered a lot of great information and resources in the maternal depression field that I was not aware of and I can now share with my colleagues”

“The presentation of programs was absolutely fantastic – not only for referral sources, but to generate ideas for how to create own program”

“The conference really looked at tackling depression and maternal health from all different angles and the effect it can have not only on the mothers but children and communities”

“Thank you for the folder with so much information that will help my coworkers who could not attend and clients!” 

“Information provided is applicable to my practice and will greatly influence the services I provide”

The New York Center for Children is a privately-funded non-profit organization providing comprehensive services, free of charge, to children who have been abused. 


This conference is made possible by generous grants from Agnes Gund, 

the Annie E. Casey Foundation and Tom Carhart.
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