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Postpartum depression affects nearly a quarter of women up to a year after childbirth. Although it is treatable, significant barriers to help-seeking prevent women from being treated. This paper assesses key literature on the barriers for help-seeking among women with postpartum depression. The barriers identified have been mapped onto the socio-ecological model in addition to potential recommendations that professionals can use to address barriers on individual, interpersonal, organizational, community and societal levels. The recommendations provided are meant to serve as leverage points for professionals in efforts to create appropriate support and interventions. As such, this paper serves as a mapping tool for healthcare and public health professionals to assess obstacles to women's help-seeking and to guide multi-pronged interventions on various levels of the socio-ecological model that may increase help-seeking among women with postpartum depression. Holistically and comprehensively providing support to women will require significant effort throughout all sectors of society as opposed to isolated, siloed interventions.
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Introduction

Depression during the postpartum period (PPD) is classified as major depression with onset in the first four weeks postpartum (1), or up to one year after delivery, with symptoms that last for at least two weeks (2). Postpartum depression affects up to a quarter of women up to a year after childbirth (3), with people of color experiencing substantially higher risk compared to Caucasian women (4). Compared to the “baby blues,” which is common, mild, emotional volatility lasting for several weeks after delivery, the duration of PPD can last for several months. Symptoms include depressed or angry feelings, withdrawal from loved ones, feelings of being numb or disconnected, intrusive, worrisome thoughts about hurting the baby (without intent to do so), feelings of guilt about not being a good parent, or harboring doubts about one's ability to care for the baby. Such symptoms interfere with activities of daily living, decrease a woman's quality of life, and negatively impact parent-child bonding (5–8).

Postpartum depression is highly treatable (9). Antidepressant medication, psychotherapy, counseling, and interpersonal therapy have all been shown to be effective treatments (10). Despite the various options, postpartum depression is the most underdiagnosed pregnancy-related health problem in the U.S. (6, 11), with a significant proportion of women not receiving treatment.

In a landmark article, Dennis and Chung-Lee (12) systematically assessed PPD help-seeking barriers and maternal treatment preferences, which had not been done previously. They reviewed peer-reviewed publications to catalog and qualitatively categorize help-seeking barriers for PPD. Updated research in the form of a critical commentary by Grissette et al. (13) confirmed many of Dennis and Chung-Lee's original findings, with results suggesting women with PPD face multiple roadblocks that impede women's access to treatment. We have identified and included several additional barriers by reviewing relevant, recently published literature. Taken together, we classify selected barriers according to the different levels of the socio-ecological model (SEM). Our mapping process involved assigning three reviewers to individually extract barriers that Dennis and Chung-Lee's and Grissette et al. outlined in their work and classify unique barriers according to a level of the SEM. Discrepancies by reviewers were resolved by discussion among all authors. We include practical recommendations for professionals in efforts to create appropriate support and interventions at multiple levels and we emphasize the importance of taking a holistic perspective and working not only within but across levels to provide more comprehensive support to women.

The SEM is a theory-based framework useful to understand the multifaceted personal and environmental influences on behavior (14). The SEM offers a comprehensive perspective on health by considering various interconnected levels: individual, interpersonal, organizational, community, and policy (see Figure 1). It comprises five systems, emphasizing two personal factors (individual, interpersonal) and three outer factors (community, organizational, and societal), with the personal factors exerting the most significant influence. These systems collectively shape the environment, which the SEM argues has a significant impact on developmental outcomes. In the context of PPD, the SEM provides a framework for examining influences on help-seeking. The purpose of mapping the barriers and facilitators of women's help-seeking onto a theoretical framework is two-fold: First, the SEM encourages an expanded view on women's utilization of services by moving beyond personal factors that may limit or enable help-seeking to broader interpersonal, institutional, cultural, and political influences. Second, conceptualizing barriers for women's help-seeking behavior from the perspective of a theoretical framework assists professionals to understand and focus on the areas in which they are positioned to intervene in efforts to create improved access to and acceptability of care, and to collaborate efficiently on implementing multi-level interventions. The purpose of this paper is to map previous research findings and recommendations onto the SEM to guide healthcare and public health professionals to implement interventions that increase help-seeking among women with PPD (Table 1).
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FIGURE 1
Depiction of the layers of the socio-ecological model (SEM).



TABLE 1 Barriers and recommendations for help-seeking for PPD, mapped onto the socio-ecological model.
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Individual-level barriers and recommendations for help-seeking

Individual-level barriers of help-seeking for PPD in Dennis and Chung-Lee's (12) and Grissette et al.'s (13) work, as well as in additional literature (15), indicate that there is a strong belief among some women that needing help makes someone weak, and many women have a strong sense of self, preventing them from believing they need care or seeking care (16, 17). Other women report being unaware that symptoms of PPD could be classified as problematic, with some women lacking knowledge on where and how to access resources and treatment options (12, 13). Awareness campaigns, such as the Blue Dot Project that is now incorporated as an international awareness symbol through Postpartum Support International, are an important access point to connect individuals and families to resources and support. The Blue Dot Project (18) is the official host of the Maternal Mental Health awareness week. Other social media toolkits that promote inclusive, knowledge-building of signs, symptoms, resources, and support are important, especially in spaces occupied by women and new mothers.

Women in the perinatal period have reported resistance to pharmaceutical treatments, including taking antidepressants due to fear of addiction, side effects to self or baby through breast-milk transmission, or perception of long-term harms (12, 13). These concerns are particularly salient for Black mothers (18). Because women reported feeling an insufficient knowledge base to make decisions regarding pharmaceutical treatment, patient decision-making aids may be useful in providing guidance in clinically complex cases. Research has indicated high patient satisfaction with such aids (19).

Finally, time management is reported as an individual-level barrier to help-seeking for PPD. Women have reported insufficient time to attend appointments, due to scheduling conflicts or a perception that other demands on their time are more important. If women fear contacting the wrong person when they reach out to traditional medical establishments, they are less likely to disclose symptoms. Telehealth services can ease concerns about time, reducing wait times and the need for in-person follow-up care (20, 21). Telehealth modalities include video conferencing, mobile health, and text messaging that can be used with mental health counseling and health promotion interventions that do not require a physical presence but provide face-to-face communication. Text messaging can also be used for appointment reminders and motivational messaging (22, 23).



Interpersonal-level barriers and recommendations for help-seeking

Interpersonal barriers in Chung-Lee's (12) and Grissette et al.'s (13) work, as well as other literature (15), include negative views of PPD from partners, family and friends. Gender identity, racial identity, and class may make some women uniquely susceptible to facing discrimination from others, which may increase the likelihood and severity of PPD symptoms and negatively impact help-seeking (24). A lack of emotionally warm and empathetic support can also be detrimental to seeking mental health treatment. Studies indicated there is a low awareness among partners and other family members about perinatal mood disorders like PPD and the treatment of them, as well as a lack of knowledge on how to support someone with a disorder (25). This lack of knowledge and support can increase the negative stigma associated with PPD (26), and is directly linked to symptoms of PPD (27). One way to promote support is families, partners, friends, and providers being aware of online forums in which women can participate. Online forums can provide social support for new mothers, facilitate the sharing of information, act as a source of entertainment, and provide a sense of community for women who might otherwise feel isolated due to the demands of new motherhood (28). Postpartum Support International offers women and men opportunities to connect with other moms and dads, respectively, in online support groups where the first 30 min is for providing information, education, and establishing group guidelines. The next 60 min is considered “talk time,” in which women and men can share and talk with each other. Postpartum Support International also offers a Peer Mentor Program. This program pairs individuals in need of support with a trained volunteer who has also experienced and fully recovered from a perinatal mood disorder. The goal of the program is to offer encouragement and hope from someone who has experienced a perinatal mood disorder by establishing a one-to-one connection with an individual who is struggling (29).

Additional barriers to help-seeking include health professionals who minimize and dismiss depressive symptoms, force the medicalization of depression through pharmaceutical treatment, show disinterest, display patronizing attitudes, or do not engage in discussions about PPD and other perinatal mood disorders (12, 13). Health care providers such as childbirth educators, midwives, and nurses are in key positions to make personal connections with women, offer emotional support, and make recommendations and referrals to community resources to help women enjoy the postpartum experience (11). Strong, close relationships between the healthcare provider and the patient facilitate help-seeking for PPD, particularly when disclosure is met with understanding, recognition of the problem, and reassurances that they are not alone (12, 13). Providers can also boost women's perception of social support by offering group prenatal care. Group prenatal care, as opposed to traditional models of prenatal care where women receive individual health care services from clinical providers during pregnancy, has been shown to increase women's perception of social support, boost relationships with providers, and improve their emotional well-being (30). Furthermore, having positive relationships with providers and peers through group prenatal care can promote a supportive environment to address PPD and facilitate help-seeking behaviors (31).



Organizational/institutional-level barriers and recommendations for help-seeking

Organizational/institutional-level barriers in Dennis and Chung-Lee's (12) and Grissette et al.'s (13) work, as well as other literature (15), indicate that a lack of physicians from minority backgrounds and language barriers inhibit help-seeking, underscoring the importance of culturally competent care and language support services. Due to cultural differences, questionnaires for perinatal mood disorders need to be specifically tailored to language, country of origin, or culture to have accurate diagnostic information (32). In a feasibility study measuring the effectiveness of a Telemedicine Perinatal Mental Health Model among Latina women in Southern California, Baker-Ericzén (33) et al. found that mothers who participated in a culturally sensitive mental health program reported higher rates of satisfaction and more access to community care. Baker-Ericzén et al. (34) found that providing culturally-sensitive care on perinatal mood disorders, and connecting the importance of screening/treatment of perinatal mood disorders to cultural values is essential. Allowing access to providers who speak the same language is also important for women experiencing depression to describe their experiences in their native language.

Other barriers include a lack of time and/or privacy with the provider, which contributes to perceptions that thorough mental health assessments are not conducted or that exams are insufficient, thus dissuading women from help-seeking or follow-up care. When providers are competent in following standards of care, consumer confidence increases and may underscore help-seeking behaviors (35). For example, the ACOG (34) recommends women who have current depression or anxiety, a history of perinatal mood disorders, risk factors for perinatal mood disorders, or suicidal thoughts should receive close monitoring, evaluation, and assessment. Nurses, in particular, play an important role in identifying women with perinatal mood disorders. They need to know how to aid in screening for perinatal mood disorders, be well-versed in the options for care and interventions, as well as possible barriers that their patients may be facing (36). Knowing the risk factors for PPD can help facilitate appropriate triage. Risk factors include depression or anxiety during pregnancy, experiencing stressful life events during pregnancy or the early postpartum period, traumatic birth experience, preterm birth/infant admission to neonatal intensive care, low levels of social support, previous history of depression, and breastfeeding problems (34, 37).

Health care professionals should follow the ACOG recommendations that all obstetric care providers complete an assessment for depression and anxiety at least once in the perinatal period. The American Academy of Pediatrics recommends expanding screening through infant's 1, 2, 4, and 6-month well child visits (38). The ACOG also recommends that providers complete a full assessment of mood and emotional well-being during the comprehensive postpartum visit using a validated instrument. One such validated instrument for PPD and anxiety is the Edinburgh Postnatal Depression Scale (EPDS) and is the most frequently used in research and clinical practice settings (39). The EPDS consists of 10 self-reported questions that take less than 5 min to complete. Real-time perinatal psychiatric consult lines should be available to providers with patients who screen positive for psychosis, suicidality, or thoughts of harming a child (40).

In addition to self-assessment tools, it is important to give pregnant women the pertinent information and education on postpartum changes and infant care so that they feel more equipped with their new role and lifestyle, as well as the difficulties that may come up due to it. Providers who give informational and emotional support to pregnant women about infant-care have been shown to decrease the number of women who had postpartum anxiety and improved the safety and welfare of infants (41). Community health workers are key partners in the health system and can be trained to screen and refer women to mental health services, provide support, and accompany them to healthcare visits (42).

Other barriers include long wait lists to be seen by a provider, difficulty navigating medical phone trees, early discharge after delivery, and a lack of referral protocol or provider follow-up. Because initiation of treatment or referral to mental health care providers offers maximum treatment benefits, the ACOG recommends that clinical staff in obstetrics and gynecology practices should be prepared to initiate medical therapy and refer women to behavioral health resources when needed (2). To increase the confidence and competence of providers, and potentially have a positive downstream effect on women's help-seeking behaviors, healthcare providers are encouraged to complete a practice readiness assessment, such as the Practice Readiness to Evaluate and address Perinatal Depression (PREPD), to inform the development of policies and procedures in implementing perinatal depression screening as standard care (43). Additionally, lack of medical providers who accept Medicaid is a salient organizational barrier that prevents women from receiving the care and screenings they need. State-level Medicaid expansion has been shown to increase the number of providers who accept Medicaid (44).



Community/structural-level barriers and recommendations for help-seeking

Community/structural-level barriers in Dennis and Chung-Lee's (12) and Grissette et al.'s (13) work, as well as other literature (15), indicate community norms and cultural models of the maternal role and mental health affect women's help-seeking. Women of ethnic minorities have reported wanting the opportunity to meet other mothers in similar situations either in group settings or in community-based peer support groups (45). The use of online support groups can provide cultural support for women experiencing PPD. Postpartum Support International offers many culturally diverse, online support groups including groups for queer and trans parents, Black parents, Latinx parents, single parents, and military mothers.

Researchers have documented that women often feel self-shame or embarrassment when needing outside help for PPD, and they have a negative stigma associated with the disclosure of this information (15, 16, 46, 47). These community-level barriers are particularly salient for women of color, low-income women, or among those with lower levels of health literacy (16, 17, 48, 49). Warmlines or hotlines for PPD support can be an important source of support for women who may be reluctant to access traditional treatment or face other barriers to care. Telephone support has shown to decrease postpartum depressive symptomology (50). Telephone support is offered in multiple languages by Postpartum Support International and the HRSA-operated National Maternal Mental Health Hotline. Additionally, faith-based institutions may be able to reach women in non-traditional spaces and enhance protective factors such as social support. Postpartum Progress has a list of potential sources of support according to different religions (51). Finally, programs and events to promote awareness of PPD are important to empower women to seek treatment and receive the support they need. Postpartum Support International hosts community events to bring awareness of the issues surrounding PPD. One example, the Climb Out of the Darkness community walk, is an international fundraiser where survivors, providers, and members of the community come together to promote awareness for PPD (52). Community members, health care providers, and other maternal mental health advocates can bring awareness of PPD by signing a petition calling on the World Health Assembly and the UN World Health Organization to officially recognize World Maternal Mental Health Day, to be commemorated annually on the first Wednesday of May (53).

Barriers in the built environment include lack of personal transportation and lack of childcare (12). Additionally, women who live in rural communities and states have greater disadvantages than their urban counterparts and are at a much higher risk of experiencing PPD throughout their lifetime (54). They may have a lower socioeconomic status than women in urban areas, which can make it harder to get to a facility to be screened and cared for (55, 56). This is due, in part, to the increasing closures of critical access hospitals and the workforce shortages that are especially common in rural communities (57, 58). Mestad et al. (59) suggest co-locating multiple health services to help at-risk populations with new motherhood. One example of innovative funding is the Health Resources and Services Administration (HRSA) funding for Screening and Treatment for Maternal Depression and Related Behavioral Disorders. Through this program, behavioral health and care coordination has been integrated into maternal healthcare through a real-time consult line (60). Healthcare providers have also been trained on perinatal mood and anxiety disorders, equipping more providers with relevant skills (3, 59).

The presence of peer support groups with childcare services in communities can reduce logistical barriers and serve as an access point for women to receive help for symptoms of PPD. Some in-person programs consist of a free, peer-support group, developed to increase social support and destigmatize postpartum mood symptoms. Groups can be held weekly and co-facilitated by former group attendees and maternal health professionals (29).



Societal-level/public policy barriers and recommendations for help-seeking

Societal-level barriers in Dennis and Chung-Lee's (12) and Grissette et al.'s (13) work, as well as other literature, indicate that lack of access to healthcare is a primary barrier to women's help-seeking, particularly if a woman is uninsured, underinsured, or at risk of exposure to immigration enforcement due to immigration status. Economic barriers, poverty, and mental health shortage areas, especially in rural areas, are all known barriers to PPD treatment (26). Advocacy efforts for policies and funding that support maternal health is critical. Comprehensive reimbursement systems, statewide Medicaid expansion (61, 62), and support for community-based health services, including Head Start (63), Healthy Start, home visitation programs (39), Title V, and Block Grants that provide screening and referral services for PPD can improve maternal mental health outcomes and reduce disparities (64). Paid leave and making childcare available and affordable may reduce the impact of PPD on the child (65, 66), reduce the risk of PPD (67), and allow women to seek help for PPD.




Conclusion

Postpartum depression is a multi-faceted problem, influenced by diverse forces in society. As such, it is important to elucidate the facilitators and barriers for help-seeking on multiple levels of the socio-ecological model so a multi-faceted and multi-pronged approach to prevention, detection and treatment can be advanced. Because many barriers are not isolated on a singular level, but rather are compounded by interactions and influences from various levels of the SEM, understanding how recommendations can be broached and interwoven throughout the individual, interpersonal, community, and societal levels can contribute to more comprehensive, easily accessible, and appropriate care (68). For example, barriers on an individual level such as detrimental beliefs regarding help-seeking may be intensified by family and friends’ views of PPD or healthcare providers who are not trained in competent, compassionate care. Barriers on an organizational level, such as lack of time and/or privacy with a provider may be intensified by community norms of shame and stigma around mental health. Barriers are ultimately more challenging in situations of poverty or without adequate legal or health insurance protections.

The entry points for intervention on an individual-level include promotion of awareness campaigns and social media toolkits, as well as other tailored tools for women to gain information and support, such as warm lines, hot-lines, and decision-making aids. The entry points for intervention on an interpersonal level include promoting resources to increase peer support, building relationships of trust between providers and patients, and working to address stigma associated with PPD. The entry points for intervention on an organizational level include promotion of self-report assessments and screening tools, as well as front-line provider education. Other options include working with providers who are not embedded in the traditional health system, such as community health workers and peer-support volunteers. The entry points for intervention on a community level include co-locating services that can address multiple needs of mothers simultaneously, community awareness events, such as the worldwide Climb Out of the Darkness walk, sponsored by PSI International, and actively working toward culturally-responsive services with a racially and linguistically diverse workforce. Finally, the entry points for intervention on a societal level include policy proposals such as paid leave, affordable childcare and Medicaid expansion. The more healthcare and public health professionals work to implement interventions across multiple levels of the SEM, the greater the potential impact of enhancing women's help-seeking for PPD.

Some limitations to our mapping tool exist. It was difficult to limit each barrier to only one level of the SEM when, in reality, they could be placed in multiple levels. Future research should be conducted to address gaps related to the intersectionality of factors such as race, ethnicity, gender, and socio-economic status. Additionally, there is a lack of research on the role of fathers in help-seeking for PPD. More research which is inclusive of fathers is needed to address barriers and facilitators to help-seeking for PPD.
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pregnancy and the postpartum

Perinatal psychiatric consultation services
Utilization of community health workers
Provision of informational and emational support
for infant care

Practice readiness assessments, such as PREPD

Community/
structural level

‘The environment around individuals influences health
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Unsupportive community
norms or cultural models of
maternal role
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determining health outcomes.
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