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Abstract
Background
The prevalence rate of postpartum depression (PPD) is 9 to 17% among mothers, with higher rates among low income and immigrant populations. Due to the negative effects of PPD symptoms on both the mother and baby, treating mothers with depression symptoms is of great importance. This study examined treatment preferences for PPD among Israeli mothers with and without PPD symptoms, specifically focusing on treatment centers, type of professional and mode of treatment, to help develop relevant policies to promote the health of mothers by reaching a deeper understanding of their preferences.

Methods
1000 mothers who attended Maternal Child Health Clinics (MCHCs) in Israel for their infant’s first medical exam participated in a cross-sectional survey.

Results
In this sample, 8.4% of the participants suffered from PPD. Mothers with PPD compared to those without symptoms had lower economic status, were more likely to be single, to be first-time mothers, have an unemployed partner and to have immigrated to Israel. Mothers with PPD preferred private mental health practice and community treatment centers by mental healthcare professionals. They also preferred group interventions and personal psychotherapy rather than technology-based interventions.

Conclusions
The study findings support the formulation of mother-sensitive health policies based on understanding mothers’ preferences, and thus, help prepare treatment alternatives that will suit different groups of mothers with PPD, for the benefit of mothers, newborns, and families. Disseminating the results of this study among professionals as part of professional training, can promote appropriate treatment facilities and modes of care for mothers with PPD.
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Background
PPD is characterized by an inability to experience pleasure, anxiety symptoms, panic attacks, spontaneous crying, depressed mood, and sometimes accompanied by suicidal thoughts following the birth of an infant [1]. Epidemiological studies show that the prevalence of PPD among the general population in Western countries ranges between 9 and 17% [2, 3]. Risk factors identified from earlier studies include motherhood at a young age [4, 5], low levels of education and SES [6, 7]. A higher prevalence of PPD symptoms was reported among ethnic minorities and immigrant populations [8, 9].
Women who experience PPD often show signs of self-neglect and engage in risk-related behaviors such as the excessive consumption of alcohol, cigarettes, and illegal substances [5]. The newborn and the other family members can also be affected by the mother’s PPD. Studies have reported that untreated PPD may adversely affect infant–maternal attachment [10], the cognitive and motor development of the infant [10, 11] and was associated with behavioral and learning disorders during childhood and adolescence [12, 13].
Due to the negative effects of PPD symptoms on both the mother and infant, early detection of women with PPD symptoms is of great public health importance. In many Western countries, a routine depression screening is performed among postpartum populations [14]. In Israel, since 2013, nurses routinely assess depressive symptoms during the 26-28th week of pregnancy and 4–9 weeks post-partum in perinatal health visits [15] using a validated translation of the Edinburgh Postnatal Depression Scale (EPDS) [16]. Despite the early detection of mothers with PPD, a large proportion of the mothers are not actually treated for their PPD symptoms [17, 18]. Moreover, results from a study conducted in Australia showed that 20% of women, when screened for perinatal depression and anxiety did not respond honestly. Women who felt uncomfortable reporting PPD symptoms were much more likely to show symptoms of perinatal depression and anxiety [19].
Currently, the treatments offered to women diagnosed with PPD are antidepressants [18]; psychodynamic therapy [20]; interpersonal therapy [21]; and cognitive-behavioral therapies [22], which have all been shown effective in treating PPD.
Previous studies that have examined preferences for treating PPD and showed variations in preferences for type of health care professionals, type of treatment and place of treatment, which differed according to the demographic profile of the mother. For example, a study conducted in the United States showed that compared to younger mothers, older mothers were more likely to seek therapy for their PPD symptoms [23]. Another study found that compared to Caucasian mothers African-American mothers preferred to receive counseling for their PPD symptoms from religious figures in the community and expressed low confidence in medication [24]. Findings from another study showed that educated, married women, with high SES, preferred individual psychotherapy rather than group therapy for their PPD symptoms [25].
Our study population included postpartum women who, according to previous studies [26], were expected to experience mild postpartum “baby blues” (between 60 and 80% of mothers), those who experienced clinical postpartum depression (around 15% in most populations) and those who did not experience any symptoms of depression at all following childbirth. Thus, while it may be difficult to imagine how clinical depression feels, given that the vast majority of new mothers experience some symptoms, we ask them to speculate on what their preferences would be for treatment, given clinical post-partum depression. To the best of our knowledge, no previous studies have compared mothers with and without detected PPD as for their preferences for mental health treatment since it is clear that some women without reported or detected symptoms are still in need of effective and suitable PPD treatment. This was the rationale for the current study.
Our aim was to compare preferences for mental health treatment regarding a variety of mode, profession and place of treatment of mothers with and without PPD. We hypothesized that demographic variables will differ between mothers with and without PPD; we also hypothesized that mothers with PPD compared to those without symptoms would differ as to type of treatments preferences.
Procedure
A cross sectional study was conducted between December 2014 and August 2015 in eight Maternal and Child Health Clinics (MCHCs) in the center of Israel. The study population included 1000 mothers who attended the MCHCs for the first medical exam of their infant at nine weeks postpartum. Inclusion criteria were Hebrew-speaking mothers who gave birth to a child within the last six months and lived in the region. The study was approved by the research ethics committee of the Ministry of Health, Israel. The sample size was calculated using OpenEpi software for a two-sided significance level of 0.05 and statistical power of 80%. OpenEpi indicated that 900 women were required for the study, which we increased to 1000 as we assumed that approximately 10% would not be fully compatible or would not provide complete data.
We approached mothers who came to MCHCs and presented the purpose of the study. If a mother met the inclusion criteria she was invited to participate. Out of the 1107 eligible mothers 1000 mother (90.2%) agreed to participate, signed informed consent and completed the questionnaire; 7.5% (83) refused to participate and 2.3% [24] had missing data and were not included in the final analysis. Mothers, who were identified as having PPD symptoms, were advised to turn to treatment and were given details about where to access treatment in the vicinity of their residence.

Study measures
PPD symptoms were assessed using the Edinburgh Postnatal Depression Scale (EPDS) [16]. The questionnaire includes 10 questions, focusing on the feelings of mothers during the perinatal period. Each question is rated on a 4-point Likert scale. The tenth question is about intention to self-harm [27]. The score is the sum of all the statements. In this study, the cut-off point of 10 was selected, similar to previous studies conducted in Israel and in various countries [3, 7, 8]. The internal reliability was good (Cronbach α = 0.82).
Preferences for getting mental health treatment for PPD. The questionnaire was adapted from a previous study to reflect the treatment options available in Israel [25, 28].
	a.Preferred place of treatment: mothers were asked, “If you felt depressed after birth, to which treatment center would you prefer to go?” Answers were eight different options, for example: MCHCs, Community health clinic (Health Maintenance Organizations, HMOs), psychiatric clinic, or private mental health practice.


 

	b.Health Care provider preference: mothers were asked, “If you felt depressed after childbirth, to what extent you would prefer the treatment of the following professionals?” Answers were twelve options, for example: nurses, social workers, or psychiatrist.


 

	c.Preference regarding options to receive the therapy: mothers were asked “There are many ways to get treatment. To what extent do you feel that the following options would be suitable for your needs?” Fifteen options were presented, for example: home visits, Skype-based treatment, or group meetings.


 

	d.Behavioral intent to access treatment in general was examined with one statement: “If you felt depressed after childbirth, would you go for treatment?” The participant responded on a four point Likert scale ranging from [1] very likely to go for treatment to [4] would not go for treatment at all.


 




Social-demographic questionnaire: age, ethnicity, years of education, economic status, religion, marital status, number of children, and the employment status of the mother and her husband.

Sample
In Table 1, we present socio-demographic variables of mothers with and without PPD. Mothers with PPD compared to those without symptoms had statistically significant lower economic status, were more likely to be single, to be first-time mothers, have an unemployed partner and to have immigrated to Israel.
Table 1Demographic variables among women with and without PPD (Percentage (n))


	 	With PPD
	Without PPD
	χ2 (df)

	Marital status

	 Single
	18.2 (4)
	81.8 (18)
	6.97* [2]

	 Married
	7.9 (76)
	92.1 (883)
	 
	 Live with a partner
	21.1 (4)
	78.9 (15)
	 
	Number of children

	 First child
	12.0 (46)
	88.0 (337)
	10.90** [1]

	 Second child and up
	6.1 (37)
	93.9 (574)
	 
	Religion status

	 Secular
	8.6 (40)
	91.4 (427)
	0.64 (3)

	 Traditional
	9.2 (25)
	90.8 (248)
	 
	 Religious
	7.5 (12)
	92.5 (148)
	 
	 Ultra-Orthodox
	7.0 (7)
	93.0 (93)
	 
	Immigration

	 Immigrant
	12.4 (29)
	87.6 (205)
	6.33* [1]

	 Native born
	7.2 (55)
	92.8 (711)
	 
	Spouse unemployment

	 Unemployed spouse
	16.9 (10)
	83.1 (49)
	10.17* [1]

	 Working spouse
	7.6 (70)
	92.4 (856)
	 
	Economic status

	 Difficulty
	14.9 (28)
	85.1 (160)
	12.68*** [1]

	 No difficulty
	6.9 (56)
	93.1 (756)
	 
	TOTAL IN THE SAMPLE
	8.4 (84)
	91.6 (916)
	 

*p ≤ 0.05; **p ≤ 0.01; ***p ≤ 0.001





Data analysis
The data was analyzed using SPSS version 23.0 software. We conducted χ2 and student t-tests with demographic, and treatment preference variables among mothers with and without PPD in order to identify salient variables affecting treatment preferences. In the second stage of analysis, we preformed Exploratory Factor Analysis (EFA (for the three types of treatment preferences. Variables were included in the analysis, if their loading was .40 and above. We then conducted student t-tests with treatment preference variables after EFA comparing mothers with and without PPD.

Results
Among our participants 8.4% scored 10 or higher on EPDS. Ten (1%) mothers stated in response to question 10 that they considered hurting themselves.
In Table 2 we present treatment preferences among mothers with PPD compared to those without symptoms. The top three preferred places among mothers with PPD were private mental health practice [1], community health clinic (HMOs) [2], and MCHCs [3]. Mother with PPD ranked community treatment centers in second place compared with women without PPD who ranked it first (t (998) = − 2.55, p ≤ 0.05.
Table 2Treatment preferences by PPD status (means, standard deviations, t test)


	 	With PPD Mean (SD)
	Degree of preference
	Without PPD Mean (SD)
	Degree of preference
	t (df = 998)

	Treatment centers

	 Private mental health practice
	2.55 (1.26)
	1
	2.51 (1.26)
	2
	0.30

	 Community health clinic (HMOs)
	2.38 (1.04)
	2
	2.70 (1.11)
	1
	−2.55*

	 MCHCs
	2.26 (1.05)
	3
	2.49 (1.12)
	3
	−1.81

	 Mental health clinics for women in general hospitals
	2.10 (1.13)
	4
	2.09 (1.13)
	4
	0.11

	 Community mental health centers
	1.84 (1.03)
	5
	1.78 (0.99)
	6
	.51

	 General hospital outpatient clinic
	1.75 (0.92)
	6
	1.81 (0.99)
	5
	0.13

	 Psychiatric hospital outpatient clinic
	1.60 (0.95)
	7
	1.52 (0.88)
	7
	0.84

	 Inpatient in a psychiatric hospital
	1.17 (0.54)
	8
	1.21 (0.60)
	8
	−0.59

	Type of professional

	 Psychologist
	3.54 (1.49)
	1
	3.49(1.41)
	1
	0.37

	 Alternative therapist (shiatsu, massage, acupuncture)
	3.17 (1.52)
	2
	2.88 (1.52)
	3
	1.66

	 Family Physician
	2.79 (1.37)
	3
	2.98 (1.40)
	2
	−1.16

	 A family member, friend or co-worker
	2.77 (1.40)
	4
	2.60 (1.45)
	4
	1.00

	 Psychiatrist
	2.52 (1.51)
	5
	2.42 (1.43)
	8
	.58

	 Art/ Movement/ Music therapist
	2.32 (1.46)
	6
	2.51 (1.52)
	6
	−1.10

	 Social Worker
	2.30 (1.37)
	7
	2.55 (1.38)
	5
	−1.52

	 Nurse
	2.23 (1.21)
	8
	2.49 (1.36)
	7
	−1.67

	 Occupational Therapist
	2.17 (1.44)
	9
	2.30 (1.39)
	9
	−.82

	 A volunteer trained for this purpose
	2.08 (1.37)
	10
	2.23 (1.37)
	10
	−.93

	 Religious leaders
	1.95 (1.43)
	11
	1.88 (1.35)
	11
	.47

	Mode of treatment

	 Personal meetings in a private office
	2.94 (1.07)
	1
	3.07 (1.03)
	1
	−1.10

	 Home visits
	2.59 (1.20)
	2
	2.61 (1.21)
	3
	−.11

	 Group meetings in the community led by a professional
	2.48 (1.06)
	3
	2.27 (1.12)
	4
	1.65

	 Personal psychotherapy in a community clinic
	2.45 (1.04)
	4
	2.67 (1.08)
	2
	−1.84

	 Group meetings community led by a woman who is not a professional but has experienced similar problems
	2.07 (1.06)
	5
	1.99 (1.06)
	5
	.60

	 Internet-based treatment, chatting with another woman in my situation
	1.96 (1.05)
	6
	1.93 (1.04)
	6
	−.13

	 Treatment by phone
	1.89 (1.04)
	7
	1.87 (1.06)
	7
	.13

	 Medications and treatment
	1.80 (1.04)
	8
	1.87 (1.04)
	8
	.84

	 Internet-based treatment, chatting with a professional
	1.63 (.95)
	9
	1.64 (0.94)
	11
	−.15

	 Practice on a website with the help and explanation of therapist
	1.58 (.94)
	10
	1.68 (0.96)
	10
	−92

	 Using an iPhone application
	1.51 (.82)
	11
	1.70 (1.01)
	9
	−1.69

	 Skype with a professional
	1.47 (.84)
	12
	1.53 (.91)
	12
	−.54

	 Medication
	1.47 (.89)
	12
	1.39 (0.77)
	13
	.95

	 Group meetings on the web with women with the same problems as a self-help group
	1.39 (.87)
	13
	1.35 (0.77)
	14
	.52

	Would seek treatment in general
	3.04 (1.12)
	 	3.29 (1.00)
	 	−2.12*


*p ≤ 0.05



The preferred professionals were psychologists [1], alternative therapists [2], and family physicians [3]. The top three preferred services among women with PPD were personal meetings in a private office [1], home visits [2], and group meetings in the community under the guidance of a professional [3].
It is important to note that mothers with PPD also were less likely to seek treatment in general (t (998) = − 2.12, p ≤ 0.05). No statistically significant differences were found for the other preferences.
In the second stage, of analysis we preformed EFA for all forms of treatment preferences to examine whether the number of components in each preference could be reduced. The analysis showed three main factors in each type of preference. a. Place of treatment: community health clinic; psychiatric clinics; and private mental health practice (Appendix 1). b. Professionals: professionals in the community; mental health professionals; and paraprofessionals in the community (Appendix 2). c. Mode of treatment: personal psychotherapy; technology-mediated interventions; and group interventions (Appendix 3).
In Table 3, we present treatment preferences after the EFA among mothers with PPD compared to those without symptoms. Differences were found between mothers with and without PPD regarding preferences for community treatment centers. Mother with PPD ranked community treatment centers in second place compared with women without PPD who ranked it first (t (998) = − 2.71, p ≤ 0.01). No statistically significant differences were found for the other preferences. Mothers with PPD and mothers without PPD preferred private mental health practice (Ranking 1 and 2 respectively) and community treatment centers (Ranking 2 and 1 respectively) and were less likely to want to seek treatment in a psychiatric framework. They also preferred mental health care professionals, group interventions and personal psychotherapy interventions and not technologically mediated interventions.
Table 3Treatment preferences after Exploratory Factor Analysis by PPD status (means, standard deviations, t test)


	 	PPD mean (SD)
	Degree of preference
	Without PPD
mean (SD)
	Degree of preference
	t (df = 998)

	Treatment centers

	 Private mental health practice
	2.55 (1.26)
	1
	2.51 (.90)
	2
	.30

	 Community treatment centers
	2.32 (.84)
	2
	2.59 (0.90)
	1
	−2.71**

	 Psychiatric clinics
	1.69 (.68)
	3
	1.68 (.70)
	3
	.10

	Type of professional

	 Mental health professionals
	3.02 (1.35)
	1
	2.95 (1.21)
	1
	.46

	 Professionals in the community
	2.44 (.91)
	2
	2.67 (1.06)
	2
	−1.94

	 Paraprofessionals in the community
	2.42 (1.05)
	3
	2.48 (1.11)
	3
	−.44

	Mode of treatment

	 Group interventions
	2.27 (.96)
	1
	2.13 (1.01)
	2
	1.24

	 Personal psychotherapy
	2.25 (.65)
	2
	2.31 (.63)
	1
	−.90

	 Technology mediated interventions
	1.62 (.64)
	3
	1.67 (.67)
	3
	−.58


**p ≤ 0.01




Discussion
This study examined comparatively preferences to psychological treatment of mothers with and without PPD. In terms of PPD symptoms, 8.4% of the participants scored 10 or higher. This finding is in accordance with findings of previous studies conducted in Israel among Jewish mothers reporting 9% at cut off point of 10 [8]. While the response rate in our study was high [29], there are still populations that were not represented in this sample, such as Arabic-speaking women whose rates of PPD have been reported as significantly higher than the rest of the population [8].
Our findings showed that women who immigrated to Israel were more likely to suffer from PPD than Israeli-born women. These findings are consistent with previous studies showing immigration as a risk factor for PPD [7, 9]. Women living with a partner had more symptoms of PPD than single or married women. This finding is supported by findings from previous studies [4, 17]. As in other studies we showed that women with poor economic status had more PPD symptoms [4, 30] and preferred to seek treatment less frequently in general [25]. Another finding was that mothers with a first child reported of more symptoms of PPD than mothers with second child and above. The findings in the literature are inconclusive regarding this topic. On the one hand, previous research has shown that women with a first child have more PPD symptoms than women with a second child [31]. However, another study showed a positive correlation between the number of children and PPD [32]. In other studies, however, there was no association between these variables [17, 33].
In the current study, mothers with and without PPD preferred to be treated in private mental health practice and in community treatment centers. They least preferred the option of psychiatric clinics. These findings are consistent with the findings of a previous study conducted in the US. There 90% of mothers preferred to receive primary care in private mental health practice and about 70% preferred to receive primary care in primary care clinics. Only one-fifth of mothers preferred to be treated in mental health care [25]. A possible explanation for our finding is that mothers feared social labeling of mental illness and the stigma associated with being a patient in a psychiatric setting [17, 18, 34]. In Israel, outpatient mental health care services from psychiatric hospitals were transferred in 2015 to HMOs in the community. Among other things, this was done to reduce the labeling of those with mental illness and to facilitate integration into the community of people suffering from mental difficulties. Our study was conducted during the implementation of this policy by the Ministry of Health and our findings support the rationale behind this change.
We also found that mothers preferred to be treated by professionals such as psychologists and family physicians and gave a lower priority for informal professionals such as volunteers and alternative caregivers. These findings are supported by a previous research conducted in Israel showing that about one-third of mothers with PPD symptoms sought treatment from professionals [17].
Our findings showed that women with PPD preferred group interventions and personal psychotherapy, such personal meetings and home visits compared to technology-mediated interventions. This finding is interesting because, as suggested in previous studies, women preferred more personal psychotherapy [20, 24, 25], and were less likely to prefer group interventions [25]. It is possible that group therapy enables mothers to develop better strategies for coping with PPD symptoms by learning from other mothers’ experiences. Group interventions can give mothers a feeling that they are not alone but rather part of a group coping with difficulties of PPD [35]. Women were less likely to prefer technologically mediated interventions, although this type of treatment can reduce the labeling of mental illness and protect their privacy [36]. Future research is warranted to examine this finding. Our findings also reinforce other studies that showed that women are very unlikely to prefer medications for treatment of PPD, which was ranked 12/13 [21, 37, 38].
We found that mothers with PPD compared to mothers without PPD were less likely to seek treatment in general. This finding was supported by previous studies in Israel and abroad [17, 18, 34]. It is possible that mothers with PPD may be afraid that seeking help for their symptoms will be construed as evidence of defective parenting capacity. Thus, the findings of previous studies have shown that fear of tagging as a “bad mother” reduced the reference to treat symptoms of PPD [39, 40]. It is also possible that mothers with PPD symptoms have less energy in general to move outside of their personal realm and initiate help seeking, which reinforces the need for identifying these mothers and bringing treatment to them, through home visits or other means.
It is important to identify the factors that hinder accessing treatment among women with PPD. This behavior raises concerns and emphasizes the need for active reaching out to engage these mothers, to overcome their fear of excess stigmatization in the health and welfare care systems.
The primary limitation of this study is that it is cross-sectional and did not include Arabic-speaking mothers. Future studies should include the attitudes and behavioral intentions of other sectors of Israeli society as well.

Conclusions
Mothers with PPD represent a high-risk population who can benefit greatly from appropriate treatment. Our findings show that mothers with PPD have unique preferences. Mothers with PPD preferred private mental health practice and community treatment centers by mental healthcare professionals, and preferred group interventions and personal psychotherapy rather than technology-based interventions. We also found that mothers with PPD compared to mothers without PPD were less likely to seek treatment in general.
On the practical level, sharing the findings of this study with professionals, such as nurses at family health centers or physicians, in professional training sessions, lectures, seminars and journals, can increase awareness of their role in providing formal support for mothers who require treatment for PPD.
Our findings may assist professionals to develop relevant policies and programs designed to promote the health of mothers by reaching a deeper understanding of their preferences. As a result, therapy alternatives can be developed to better suit diverse groups of mothers in Israel who cope with the impacts of PPD, for the benefit of mothers, children, and entire families.
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Appendix 1

Table 4Preferred place of treatment (exploratory factor analysis)


	Place of treatment
	Community health clinic
	Psychiatric clinics
	Private mental health practice

	MCHCs
	.80
	 	 
	Community health clinic (HMOs)
	.69
	 	 
	Community mental health centers
	 	.72
	 
	Psychiatric hospital outpatient clinic
	 	.84
	 
	General hospital outpatient clinic
	 	.77
	 
	Mental health clinics for women in general hospitals
	 	.73
	 
	Inpatient in a psychiatric hospital
	 	.67
	 
	private mental health practice
	 	 	.50







Appendix 2

Table 5Preferred type of professional (exploratory factor analysis)


	Type of professional
	Professional in the community
	Mental health professionals
	Allied health workers

	Nurse
	.54
	 	 
	Social Worker
	.46
	 	 
	Family Doctor
	.60
	 	 
	Psychiatrist
	 	.69
	 
	Psychologist
	 	.73
	 
	A volunteer trained for this purpose
	 	 	.66

	Occupational therapist
	 	 	.68

	Alternative therapist
	 	 	.66

	Art/ Movement/ Music therapist
	 	 	.71







Appendix 3

Table 6Preferred mode of treatment (exploratory factor analysis)


	Mode of treatment
	Personal based interventions
	Technology mediated interventions
	Group based interventions

	Home visits
	.49
	 	 
	Personal meetings in the community clinic
	.44
	 	 
	Personal meetings in a private office
	.55
	 	 
	Medications
	.62
	 	 
	Medications and treatment
	.72
	 	 
	Treatment by phone
	 	.60
	 
	Skype with a professional
	 	.75
	 
	Internet-based treatment, chatting with a professional
	 	.77
	 
	Internet-based treatment, chatting with another woman in my situation
	 	.70
	 
	Group meetings on the web with women with the same problems as a self-help group
	 	.74
	 
	Practice on a computer site with help and explanation of therapist, online
	 	.66
	 
	Using an iPhone application
	 	.62
	 
	Group meetings in the community under the guidance of a professional
	 	 	.75

	Group meetings community under the guidance of a woman who is not a professional but has experienced similar problems
	 	 	.72
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