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Introduction

Traditionally, motherhood has been seen as a period of emotional wellness.
However, the process of becoming a mother is associated with more physiological,
hormonal, cognitive, and social changes than at any other time in a woman’s life.
Women who are unable to adapt to these changes may experience psychopathologi-
cal symptoms, which are sometimes interpreted as part of the postpartum period.
For many women who are experiencing postpartum depression (PPD), however,
symptoms can go undetected by family doctors, gynecologists, and pediatricians.
Until recently, Spain did not have a system of care designed to treat perinatal mental
health. Still, detection of and assistance for women with perinatal depression in
Spain are characterized by a lack of specificity and a need for more training in peri-
natal mood disorders. For this reason, assistance for women afflicted with perinatal
depression is plagued with numerous barriers to detection and adequate treatment
due, in part, to misconceptions by both healthcare professionals and mothers.

Migration is one of the major political and sociocultural phenomenons of this
century. Spain has traditionally been a country with relatively low rates of immigra-
tion and only in the last decade has experienced population growth due to migration
into the country.
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Between 1998 and 2007, the immigrant population in Spain grew from 1.9 to
11.5 % (National Statistics Institute [INE] 2012). Approximately half of the immi-
grants in Spain are women (49 %), most of whom were of childbearing age (84 %
were between 15 and 49 years old) (INE 2012). In 2010, 34 % of immigrant women
were from Latin American countries, making Latin America the second-largest
contributor to Spanish immigration after the European Union.

Although it is not possible to consider “migrants” as a homogeneous group con-
cerning the risk for mental illness (Carta et al. 2005), there are some reasons to
believe that immigrants may have higher prevalence of psychiatric disorders than
the natives of the host country (Fung and Dennis 2010). Given recent findings, we
might expect differences in the expression and manifestation of depressive symp-
toms, in the number and types of risk and protective factors, and disparities in detec-
tion, diagnosis, and treatment of immigrant patients as well as in the variability in
drug response (Burroughs et al. 2002). Despite the growing importance of under-
standing Spain’s immigrant population, epidemiological studies have not included
this population. In order to address the unique needs of immigrant women in Spain,
this population should be included in empirical research that examines issues related
to women’s mental health.

This chapter has two objectives: first, to provide an overview of the Spanish
Health System as it relates to initiatives designed to address the mental health needs
of women suffering with PPD and second, to explore differences in rates of PPD
and health behaviors between Spanish and Spanish-speaking Latin American immi-
grant (LAI) mothers.

National Health System of Spain

Spain has been a parliamentary monarchy since 1978, and it is a member of the
European Union. It is located in the southwest of Europe, and it occupies most of
the Iberian Peninsula. The country is divided into 17 Autonomous Communities
(AC) where Spanish is the official language, and some ACs have also other official
languages (Basque, Catalonian, Valencian, or Galician).

The Spanish National Health System (NHS) seeks to provide universal coverage
with free access to health care for all, regardless of nationality or legal status. The
Spanish NHS is supported predominantly through general taxation, allowing for the
provision of medical service at little to no cost to patients. The Spanish NHS is
largely decentralized, with each of the 17 Autonomous Communities (AC) respon-
sible for their own health planning and healthcare services management (Ministry
of Health and Social Policy 2010). The central government is responsible for the
general organization and coordination of health services, as well as foreign health
affairs and legislation of pharmaceutical products. The respective 17 AC Health
Services have primary jurisdiction over the planning, organization, and delivery of
health services and expenditure within their territory (Ministry of Health and Social
Policy 2010) (Fig. 1).
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Fig. 1 Spanish autonomous communities, Catalonia’s health regions, and basic health areas of
Barcelona. Note: PASSIR Sexual and Reproductive Health Assistance Program, CSMA Community
Mental Health Center

Although each AC uses different terms, the AC is functionally and organization-
ally divided into health regions based on geographic, socioeconomic, and demo-
graphic criteria. Each health region is organized in turn by health sectors, which
comprise multiple basic health areas. The basic health area is the territorial unit
around which Primary Care services are organized.

In 2012, the Spanish population was approximately 46.2 million, including 5.7
million immigrants. In Spain, all are entitled to health protection and public health
care regardless of citizenship. Although the healthcare system is universal, immi-
grants may still face sociocultural and linguistic barriers to care, although the lin-
guistic barrier is not an issue for Spanish-speaking immigrants from Latin America
(LAI) and the Philippines (Garcia-Armesto et al. 2010). However, access among
illegal immigrants may change in the coming years, as the issue is currently under
discussion (RD 16/2012).

The Spanish NHS is organized into two levels of care: Primary Health Care and
Specialist Care. Primary Health Care provides basic health services to the population
living within a 15-min radius of the Primary Care Centers. These centers are staffed
by multidisciplinary teams consisting of family physicians, pediatricians, nurses,
administrative staff, and in some cases also social workers, midwives, and physio-
therapists and are responsible for health promotion, disease prevention, and assis-
tance with common health problems. Specialist Care, on the other hand, is responsible
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for the treatment and diagnosis of more complex conditions requiring more costly
resources (Ministry of Health and Social Policy 2010). Specialist Care is offered in
hospitals and specialty centers on an inpatient or outpatient basis. Patients may only
access Specialist Care with a referral from a primary health care provider. Patients
who have receive services through Specialist Care are then referred back to their
primary care physician, who uses their medical history and the recommendations of
the specialist to provide any needed clinical and/or therapeutic supervision, as well
as continuity of care (Ministry of Health and Social Policy 2010).

Specialist Care includes hospital care, psychiatric and mental health care, drug-
dependency care, and sexual and reproductive health assistance, as well as other
specialist care resources. Sexual and reproductive health assistance is responsible
for health care during the pregnancy and postpartum periods, in addition to other
functions such as attention to sexual health, reproductive counseling, and issues of
gender violence. The sexual and reproductive health assistance programs are staffed
by obstetricians, gynecologists, midwives, nurses, and psychologists.

Psychiatric and Mental Health Care is organized into community mental health
centers, with separate facilities for adults and for children and adolescents. These
centers are territorially based and provide outpatient mental health treatment, are
responsible for the continuity of psychiatric care, and centralize access to other sec-
tor-based mental health services (i.e., inpatient psychiatric units, psychiatric emer-
gency care, day hospitals, rehabilitation units, psychosocial rehabilitation day
centers). In parallel, some supra-sectorial programs have been developed for the
specialization of specific pathologies or treatments (i.e., eating disorders units, bipo-
lar programs, pathological gambling programs, perinatal psychiatry programs).

The Spanish NHS is able to provide quality health services in an efficient manner,
achieving above average health indicators. Total expenditures on health in Spain are
close to the average reported by Organisation for Economic Co-operation and
Development (OECD) countries (9.6 % of gross domestic product), spending an aver-
age of 1,399 Euros per capita (Organisation for Economic Co-operation and
Development [OECD] 2012). Spain has the second highest figures of any country in
the OECD for life expectancy at birth in the female population (85.3 years), behind
Japan (86.4 years). The male life expectancy at birth is also above average among
OECD nations (79.1 years vs. 77 years) (OECD 2012). The infant mortality rate is 3.2
per 1,000 births, lower than the OECD average (4.3/1,000 births), and Spain also has
lower than average levels for potential years of life lost, behind Iceland, Luxemburg,
and Japan, in this order (OECD 2012). Finally, the rate of maternal mortality
(6/100,000) is below average among OECD nations (24.7/100,000) (OECD 2012).

The study described in this chapter was conducted in Catalonia, an Autonomous
Community of Spain. Catalonia is composed of 7.5 million citizens. It is divided
into seven health regions (Fig. 1) (Catalan Health Service [CatSalut] 2012). Both
Spanish and Catalonian are the official languages of Catalonia. Spanish is currently
the most spoken language in Catalonia and especially in the Barcelona metropolitan
area (Catalan Statistics Institute [Idescat] 2008). All the study described below was
conducted in Spanish language.
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The Status of Perinatal Mental Health in Spain

There are no nationally agreed quality assurance standards for perinatal mental
health assistance in Spain. The availability of specialized care services in
perinatal mental health in Spain is variable, and in most areas, it is absent.
Mental disorders in the perinatal period are attended usually in the general mental
health network. The initiatives to create specialized services emerge in Spain in
the last decade, mainly from the national public health system, as the Perinatal
Psychiatry Program Barcelona-Clinic (Hospital Clinic Maternitat, from Barcelona),
the Hospital Puerta de Hierro Majadahonda, and the Consorci Sanitari de Terrassa,
and some private initiatives, such as the USP Instituto Universitario Dexeus
(Appendix I). While there may be more initiatives in Spain, we will refer to four
national programs that have recently begun a stable collaboration within the newly
created Spanish Marce Society (Olza-Ferndndez et al. 2011).

The perinatal liaison mental health service in the Consorci Sanitari de Terrassa
(Barcelona) was developed in 2007. This service arises from the adult psychiatry
section and provides specialized support to the mental health network of a specific
health sector. It has developed an outpatient consultation for the psychopharmaco-
logical treatment of mental disorders (depression, bipolar disorder, etc.) in preg-
nancy, as well as a coordinated monitoring with obstetricians and neonatologists of
pregnancy, childbirth, and immediate postpartum.

The perinatal liaison mental health service in Hospital Puerta de Hierro
Majadahonda (Madrid) was developed in 2009. The service has two outpatient con-
sultations: a perinatal psychiatry consultation (specifically for pregnant and post-
partum or breast-feeding mothers with mental disorders) and an infant psychiatry
consultation (from birth to 6 years old, addressing relational pathologies and early
feeding disorders). The program arises from the child psychiatry section, and there
is a close liaison with Neonatology and Obstetrics services. The program provides
psychiatric service to pregnant and postpartum women hospitalized in the maternity
and babies admitted to neonatal or pediatrics and their families.

Within the private sector, the perinatal psychiatry and reproductive unit of the
USP Instituto Universitario Dexeus in Barcelona in 2009 was developed. It com-
bines specialized consultations aimed at preventive care and psychological and psy-
chiatric treatment during pregnancy and the postpartum period, with specific
protocols for fear of pregnancy, panic disorder, fetal death, and PPD. The program
also includes assisted reproduction, from the perspective of reproductive dysfunc-
tion, infertility treatments and pregnancy and postpartum period, and treatment fail-
ures and repeated abortions. The program also addresses the ongoing decision-making
and subsequent course of recipient couples of donated gametes. Recently, it has
developed a web-based system for the routine screening of PPD, using the self-
administered Edinburgh Postnatal Depression Scale (EPDS) at 4—6 weeks postpar-
tum period. Subsequently, it offers a telephone consultation for assessment and
referral for clinical diagnosis and treatment.
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Perinatal Psychiatry Program Barcelona-Clinic

The first Perinatal Psychiatry Program developed in Spain was started in 2000
modeled after other international perinatal psychiatry programs (Hospital Clinic
Barcelona 2012). The Perinatal Psychiatry Program Barcelona-Clinic is located in
the building of the Hospital Clinic Maternitat, along with Maternal-Fetal Medicine,
Neonatology and Genetics programs. The Hospital Clinic Maternitat is the referral
maternity hospital for more than 500,000 inhabitants, with approximately 3,000
births/year (Navarro et al. 2008) (Fig. 1).

The Perinatal Psychiatry Program Barcelona-Clinic is a supra-sectorial outpa-
tient program and provides services to those in the health sector (Integral Health
Care of Barcelona Esquerra), always in coordination with professionals with special
training from community mental health centers and maternity services. Consultations
with professionals from other health sectors are provided through a high resolution
consultation (HRC). The HRC is an early visit (less than 15 days from receipt of the
request) to develop an individualized treatment plan and report, which is given to
the original referring physician. Hospitalization, Day Programs, and psychosocial
rehabilitation Day Centers are provided through the respective health sectors.

The Perinatal Psychiatry Program Barcelona-Clinic incorporates a gender
approach, taking into account the specificity of gender in relation to the nature and
course of mental disorders, the treatment, the risk and protective factors, and the
impact of perinatal mental disorders. The program’s objectives are to provide
assessment, care, treatment, training, supervision, and research. Assessment objec-
tives include a prepregnancy psychiatric consultation, as well as the examination of
the course and characteristics of the illness; the clinical evolution; the precipitating
factors; the specific risk factors (perfectionism, vulnerable personality); the expo-
sure to gender violence; the exposure to childhood adversities, including childhood
abuse; the emotional state during pregnancy; the level of social support and division
of household tasks; and a systematic assessment of emotional state using the EPDS
at different times of pregnancy and at 6-8 weeks postpartum. The assessment also
includes the evaluation of mother—infant bonding disorders using the Brockington’s
scale (Postpartum Bonding Questionnaire, Brockington et al. 2001) and questions
for the bonding disorder diagnosis based on the criteria for disorders of the mother—
infant relationship of Brockington (Brockington et al. 2006). Care objectives include
changes in lifestyles such as substance use, smoking cessation, or dietary interven-
tions. Pregnant women with severe mental health problems require special care.
Treatment objectives include an individualized psychiatric and psychological treat-
ment during pregnancy, delivery, postpartum, and breast-feeding. It aims to develop
an individualized treatment plan for pregnant and postpartum women depending on
the type of disorder they present and the course and current status of their illness.
The best evidence regarding the use and safety of psychiatric medications during
pregnancy and postpartum is applied (NICE 2009; Beyondblue 2011). The decision-
making process is based on balancing risks and benefits of drug treatment. The
psychological treatment includes a group cognitive behavioral therapy for panic
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disorder in pregnant and postpartum women, psychological therapy for depressive
and posttraumatic stress symptoms after pregnancy loss, cognitive behavioral ther-
apy for women with obsessive fears about harming her baby, and intervention for
mother—infant interaction. With respect to teaching and in line with the deficiencies
in specific training in perinatal psychiatry, training activities are being developed for
professionals from Primary Care teams, Specialized Care, midwives, residents of
psychiatry, psychology and mental health nursing, and undergraduates. Although it
is less frequent, training activities are also offered to Latin American mental health
professionals. Regarding supervision, Primary Care professionals and midwives
may receive consultancy and peer supervision to improve detection of women with
perinatal mental health disorders and provide brief interventions for mild mental
health problems and mother—child relationship and help to identify situations requir-
ing referral to General Practitioner or to Secondary Care.

The program has received funding from public agencies to carry out research
projects on the epidemiology of mental disorders in the postpartum period, the vali-
dation of screening instruments for anxiety and depressive symptoms in the postpar-
tum period (EPDS, Garcia-Esteve et al. 2003; General Health Questionnaire [GHQ],
Navarro et al. 2008), course of psychiatric disorders during pregnancy and postpar-
tum (Garcia-Esteve et al. 2007), prognostic factors for recovery from PPD, and the
study of the effects of the pathologies and psychiatric treatment on pregnancy, deliv-
ery, and the newborn in the short and medium term (Roca et al. 2011). The program
has also lines of research on mental health and gender violence (Index of Spouse
Abuse [ISA], Torres et al. 2010).

In the Fig. 2, a detailed summary of the Program’s assessment and intervention
procedures is shown.

Postpartum Depression in Spain

In Spain, scientific interest in PPD in recent years has led to research on prevalence of
PPD, on its risk, genetic and personality factors, and on validation of detection tools.

Prevalence figures of PPD in Spain obtained using clinical structured interviews
are similar to those observed in other developed countries, where the point preva-
lence estimate ranged from 6.5 to 12.9 % at different months in the first year post-
partum (Gavin et al. 2005). In a previous study, we found an estimated prevalence
of PPD of 10.15 % (3.6 % major depression, 6.5 % minor depression) at 6 weeks
postpartum based on an SCID interview (Ascaso et al. 2003). In a multi-centric
study conducted in seven teaching hospitals in Spain, the incidence of major depres-
sion during the first 32 weeks postpartum was 12.7 % (Sanjuan et al. 2008).

The risk factors for PPD found in studies conducted in Spain are similar to those
observed in other developed countries. PPD has been associated with polymorphic
variations (5-HTTLPR and VNTR) in the serotonin transporter gene (Sanjuan et al.
2008), clinical factors such as past depressive episodes, premenstrual symptoms
and depressive symptomatology during pregnancy (Garcia-Esteve et al. 2008;
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Fig. 2 Perinatal Psychiatry Program Barcelona-Clinic: summary of the program’s assessment and
intervention procedures. Note: EPDS Edinburgh Postnatal Depression Scale, GHQ General Health
Questionnaire, STAI State—Trait Anxiety Inventory, 7-ACE tolerance, annoyed, cut-down, and eye-
opener, ETI-SF early trauma inventory —short form, PPD postpartum depression, CBT cognitive
behavioral therapy, PBQ Postpartum Bonding Questionnaire

Escriba-Agiiir and Artazcoz 2011), personality factors such as neuroticism or per-
fectionism (Gelabert et al. 2012; Martin-Santos et al. 2012), and psychosocial fac-
tors such as poor partner relationship, low social support, family caregiver role,
negative life events, being on sick leave, or traumas such as childhood physical
abuse (Garcia-Esteve et al. 2008; Escriba-Agtiir and Artazcoz 2011; Vilella et al.
2012; Plaza et al. 2012).

Too often, PPD is dismissed as a normal or a natural consequence of childbirth.
Screening of all mothers during the antepartum and postpartum period may help to
identify women with PPD. The EPDS is a 10-item, self-rated questionnaire that is
easy to use and with high acceptability, becoming an excellent tool for use by health
professionals and midwives for detection of PPD. The EPDS was translated into
Spanish and validated in a Spanish sample by our team (Garcia-Esteve et al. 2003).
The cutoff for detecting PPD in Spanish mothers was determined to be 10/11, with
a sensitivity of 79 %, a specificity of 95.5 %, and a positive predictive value of 63 %
(Garcia-Esteve et al. 2003). This validation has allowed the implementation of sys-
tematic screening from Primary Care to increase rates of identified PPD. For use as
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Sexual and Reproductive Health Assistance Programs, CSMA Community Mental Health Center,
MBU mother—baby unit

a screening tool, the health professionals received training in the administration,
detection, and referral. This questionnaire has been administered to both native
Spanish and LAI mothers. In recent years, it has promoted the use of the EPDS (Cox
et al. 1987) as a systematic tool for identifying women at risk for PPD by Primary
Care and Sexual and Reproductive Health practitioners of its health sector. It also
helps organize appropriate referral circuits for the health sector according to the
severity of need and the type of mental health resources that already exist. Midwives
usually administer the EPDS. If the EPDS score is 11 or greater or if item 10 “The
thought of harming myself has occurred to me” is positive, the midwife may refer
the patient to the General Practitioner for assessment and treatment (Fig. 3). Once
detected, the case management depends on the general practitioner (GP) who can
start the treatment if depressive symptoms are mild to moderate, together with the
psychologist of the Sexual and Reproductive Health Program. If the depressive
symptoms are moderate to severe, the GP refers to the general mental health center.
Inpatient hospitalization may be necessary for severe PPD, and in this case the
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patient is referred to a general psychiatric inpatient unit. To date, there are no
psychiatric inpatient mother—baby units in Spain.

In the event that specialized services are available, several treatment options are
available for PPD, including pharmacological and nonpharmacological treatments,
psychological therapies, and psychosocial interventions (Fitelson et al. 2011). There
have been few medication trials specifically evaluating the effectiveness of antide-
pressant medication, but the available evidence suggests that medications typically
used to treat major depression in the general population are equally effective in PPD
(Payne 2007). Decision-making about initiating antidepressant medication during
breast-feeding and the choice of agent must be made on a case-by-case basis, taking
into account the woman’s characteristics (e.g., age, weight, ethnicity), her mental
health history and tendency to relapse, the severity of the depressive symptoms,
prior response to medications, the risk to the infant, the risk to undertreating or not
treating depression, and the patient’s preferences. The infant’s pediatrician should
be made aware of the possible exposure, and the infant should be monitored for
changes in feeding patterns, sleeping patterns, sedation, irritability, and other signs
of drug toxicity. Electroconvulsive therapy (ECT) is an option for depressed post-
partum women with treatment-refractory major depression or with severe symp-
toms such as psychotic symptoms, catatonia, or strong suicidal urges. Anesthetic
agents used in ECT are rapidly metabolized and risk of transmission in breast milk
can be minimized by timing breast-feeding accordingly.

An example of psychological intervention for PPD is developed in the Perinatal
Psychiatry Program Barcelona-Clinic (see section “Perinatal Psychiatry Program
Barcelona-Clinic”), based on the Milgrom’s cognitive behavioral program (Milgrom
et al. 1999). It includes psychoeducation, increasing positive activities, relaxation
training, assertive training, cognitive restructuring, problem solving, exposure and
response prevention, and the preparation for return to work and baby separation.
Psychoeducation includes information regarding PPD, specific risk factors, and
stigmatized beliefs. It seeks to increase positive activities, such as self-care, time for
herself, increasing previous social activities, or new activities with the baby, or find-
ing the balance between the mother’s and the baby’s needs. The assertiveness train-
ing helps to seek support when needed or have the right to maintain her baby rules.
Cognitive restructuring aims to restructure unrealistic attributions and expectations
about maternity. Problem-solving techniques are used for resolving problems about
balancing work and parenting or parenting and housework. They are also helpful for
resolving interpersonal conflicts, such as problems with the couple about parenting.
Psychological treatment of PPD is performed in conjunction with psychopharmaco-
logical treatment.

Barriers to Detection and Treatment

There are multiple barriers in the detection and treatment of perinatal depression.
Professional barriers to detection include a lack of training in perinatal mental
health, making detection and treatment difficult. Moreover, screening instruments
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are not used systematically by health providers. Professional barriers also include
stigmatized beliefs about women. In this sense, there may be a tendency to attribute
depressive symptoms to negative personal characteristics such as lack of maturity,
infantilism, and dependency or a way of seeking attention, obtaining a secondary
benefit, or receiving financial help. Not infrequently, depressive symptoms are inter-
preted as a lack of family support rather than a legitimate mental health problem.

Barriers to treatment among depressed mothers may include misconceptions as
well as structural barriers. Barriers to help-seeking by depressed mothers, as Wisner
(2010) suggest, include the tendency to attribute symptoms to external causes such as
stress. It is also common for mothers to be unfamiliar with PPD and assume that the
symptoms presented are inherent in pregnancy and postpartum. Mothers tend to
believe that depressive symptoms will resolve on their own, not knowing that PPD
treatments work or that psychiatric and psychological care is beneficial. Furthermore,
depressive symptoms are often seen as a sign of weakness, so embarrassment and fears
of being stigmatized and rejected may also make it difficult to seek care. Additionally,
women may be reluctant to take medication if they are breast-feeding. This has led to
a delay in the onset of treatment and, consequently, in the therapeutic response, with
an average of a year to achieve full remission (Garcia-Esteve et al. 2006) Structural
barriers include difficulties in going to appointments during work hours (in Spain,
visits are mostly in the public sector, and this is done primarily in the morning) or in
balancing the many demands of work, caring for a newborn, and medical visits.

System-based barriers to treatment include the lack of availability of specific
psychological treatments. In Spain, interpersonal psychotherapy is not implemented
in most mental health programs, nor are therapies focused on mother—infant interac-
tions available. Another issue is the lack of inpatient mother—baby units in Spain,
which complicates the management of mothers with suicidal or infanticidal thoughts
or psychotic symptoms. These mothers usually are hospitalized in conventional
inpatient psychiatric units.

There are also specific barriers to assessment and treatment of perinatal depres-
sion in immigrant women. In addition to responses found among native-born moth-
ers, immigrant mothers may not be used to asking for help, or they may think that
services are for other native-born women not for them. For cultural reasons, some
women may not describe psychological symptoms or will refer to somatic symp-
toms rather than psychological ones. They may not talk about these symptoms with
a health professional for fear of being judged, which is heightened in illegal immi-
grant mothers who also fear being deported. Regarding structural barriers, these
women may have greater financial difficulties that prohibit them from seeking med-
ical care, including limited transportation and difficulty taking time off from work.
These women tend to work as caretakers and often cannot take maternity leave.
Similarly, they have less support from their partners and nuclear families, which are
often in the country of origin (Fung and Dennis 2010). Regarding professional bar-
riers, health professionals tend to interpret depressive symptoms in Latin American
mothers as a strategy to get attention, a way to get a secondary benefit, or an attempt
to take advantage of the universal healthcare system.
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Maternity, Migration, and Postpartum Depression

Are There Differences in Prevalence Rates of PPD Among
Spanish and Latin American Immigrant Mothers?

Outside Spain, few studies compare PPD prevalence between immigrant and native-
born mothers, and results are controversial. While some studies have not found
differences (e.g., Yoshida et al. 1997), others have found a higher prevalence of PPD
in immigrant mothers compared to those who are native-born (e.g., Zelkowitz and
Milet 1995). Furthermore, to our knowledge, studies comparing PPD rates between
Spain-born and Spanish-speaking LAI mothers are lacking.

We carried out a cross-sectional study with two phases aimed at answering this
question. The study was conducted at the Hospital Clinic Maternitat, a teaching
hospital, in Barcelona (Spain) with an average of 3,000 births/year. All mothers
who received a routine checkup at 6 weeks postpartum in the Department of
Obstetrics and Gynecology during a 1-year period were eligible to participate.
Illiterate women, as well as women whose children died after birth, were excluded.
The study protocol was approved by the Hospital Clinic Review Board with written
informed consent from all participants.

The study included two phases, which were carried out on the same day. In phase
1, all mothers who met the inclusion criteria were approached by a trained clinical
research assistant who explained the study; collected data regarding sociodemo-
graphic, obstetric, and health behaviors; and administered the Spanish validated
version of the EPDS (Garcia-Esteve et al. 2003). Participants were stratified into
four levels according to their EPDS score as follows: <7; =7 and <10; =10 and <13;
and =13. In phase 2, approximately 30 % of participants in the previous phase were
randomly selected using a stratified multistage sampling design (Table 1). In order
to ensure adequate rates of minor and major depression, a random sample including
15 % of women with EPDS score <7; 50 % with EPDS score =7 and <10; 60 % with
EPDS score=10 and <13; and 100 % with EPDS score=13 were selected. All par-
ticipants in phase 2 were interviewed with the non-patient version of the Structured
Clinical Interview for DSM-IV Axis I disorders (SCID-I) (First et al. 1997) in order

Table 1 EPDS score distribution in the two-phase sampling

Native Spain (N=1,214) Latin American (N=164)

EPDS Sample Sample
scores Phase 1 (n) Phase2 (n) % weight Phase 1 (n) Phase2(n) % weight
0-6 889 121 13.60 7.35 93 9 9.70 10.33
7-9 137 70 51 1.96 32 13 40.60 246
10-12 78 45 57.70 1.73 16 9 56.30 1.78
13> 110 104 94.50 1.06 23 19 82.60 1.21
Total (n) 1,214 340 164 50

Note: EPDS Edinburgh Postnatal Depression Scale
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Fig. 4 Distribution of the Latin American immigrant (LAI) mothers by country of origin

to establish a diagnosis of minor and major PPD. The PPD prevalence and 95 %
confidence intervals were estimated using weighted logistic regression with the
observed sampling fractions of participants (Spanish and LAI mothers) in phase 2
as sample weights as explained in our previous work (Navarro et al. 2008).

The sample recruited in phase 1 comprised 1,378 mothers: 1,214 native Spanish
and 164 LAIs. Figure 4 shows the distribution of LAI mothers by country of origin.
The majority of immigrants were from Peru and Ecuador, followed by Colombia,
Santo Domingo, and Argentina. Table 2 shows the sociodemographic characteris-
tics of the study sample. LAI mothers, in comparison to native mothers, were
younger, had higher education, had a higher proportion of single motherhood and
poor partner relationships, had more financial problems, and had a higher percent-
age of employment without contract (Table 2).

Figure 5 represents the weighted prevalence rates of major, minor, and combined
(major and minor) PPD for native Spanish mothers and LAI mothers. LAI mothers
had a 17.3 % prevalence of combined PPD (major and minor) and 11.4 % of major
PPD. In contrast, native Spanish mothers had a prevalence of 11 % and 7.7 %,
respectively. The prevalence of PPD found in Spanish mothers was similar to that
obtained in our previous work (Ascaso et al. 2003).

The immigrant LAI mothers had a higher prevalence of PPD than native-born
mothers. A recent systematic review of PPD in refugee, asylum seeker, and
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Table 2 Sociodemographic characteristics of the study sample
Native Spain (n=1,214) Latin American (n=164)
n % n % x2 (d)

Educational level

Primary 465 38.4 21 12.8 42.86 (2)***

Secondary 434 35.8 76 46.3

University 313 25.8 67 40.9
Stable partner 1,198 98.7 152 92.7 26.12 (1)##*
Poor partner relationship 63 5.3 20 13.2 16.14 (1)***
Number of children

1 729 60 98 59.8 0.01 (1)

>2 485 40 66 40.2
Employment status

Employed 959 79 111 67.7 57.52 (3)##*

Unemployed receiving benefits 64 5.3 3 1.8

Unemployed not receiving 25 2.1 21 12.8

benefits

Housewife 166 13.7 29 17.7
Employment without contract 104 8.6 56 34.1 92.11 (1)***
Financial problems 137 11.3 89 54.6 196.54 (1)***
Age

18-24 108 8.9 39 23.8 36.36 (2)***

28-34 764 62.9 96 58.5

>34 342 28.2 29 17.7
Note: **¥p<0.001

PPD
_0
Minor PPD
—o0—
S E— o Native Spain Major PPD
A Latin American
T T T T T
0 5 10 15 20 25 30

Prevalence rates of PPD

Fig. 5 Prevalence rates of postpartum depression (PPD) among LAI mothers and Spanish moth-
ers. Note: PPD postpartum depression. The horizontal lines indicate 95 % confidence interval
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immigrant mothers that included studies from Canada and Australia found that
immigrant mothers had higher risk of PPD than the native-born mothers, with rates
ranging from 24 to 42 % (Collins et al. 2011). In contrast, US researchers such as
Yonkers et al. (2001) did not find differences in prevalence rates of PPD between
Latina, African American, and Caucasian mothers. In addition, some studies have
found a lower rate of PPD in foreign-born Latina mothers when compared to
US-born Latinas, suggesting a negative influence of higher acculturation (Fung and
Dennis 2010; Huang et al. 2007). These mixed results highlight the complex rela-
tionship between immigrant status and PPD, which may be mediated by multiple
factors including ethnic, social, and cultural factors, the characteristics of the host
country.

Our results are in line with those that found the immigrant mothers to be at high
risk for PPD (Collins et al. 2011; Fung and Dennis 2010). Common risk factors
associated with PPD in immigrant mothers are stressful life events prior or during
their pregnancy, including premigration stressful events, and low social support,
including poor marital quality (Collins et al. 2011; Zelkowitz et al. 2008). In our
sample, LAI mothers showed a higher rate of single motherhood and poor partner
relationships compared to native-born mothers. As suggested by Fung and Dennis
(2010), marital quality may be especially important in this population due to the lack
of support from the extended family that is not geographically accessible. The higher
rates of PPD in LAI mothers may be explained by a higher exposure to well-known
risk factors associated with PPD (e.g., stressful events, including traumatic events,
low social support, poor partner relationship) and culture-related risk factors. More
research is needed to elucidate the specific contributors to PPD in LAI mothers.

Are There Differences in Prevalence Rates of Reproductive
Health Behaviors Among Spanish and Latin American
Immigrant Mothers?

The last aim of the study described above was to examine differences in reproductive
health behaviors (alcohol, coffee, and tobacco use during pregnancy and breast-
feeding, unplanned pregnancy, and previous voluntary abortions) between Spanish
and LAI mothers. Prevalence rates with 95 % confidence intervals (CI) for each
reproductive health behavior in Spanish and LAI mothers were computed using the
sample recruited in phase 1.

Figure 6 shows the prevalence rates and CI for each health behavior in both
samples. LAI mothers had higher rates of unplanned pregnancy and previous volun-
tary abortions than native-born participants. There were also group differences in
prevalence rates of breast-feeding, favoring immigrant mothers. Spanish mothers
had higher prevalence of tobacco and coffee use during pregnancy.

Our results indicate that immigrant mothers breast-feed their children at higher
rates than Spanish mothers. Similar trends have been found in the USA where
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Fig. 6 Prevalence rates of health behaviors among LAI mothers and Spanish mothers. Note:
The horizontal lines indicate 95 % confidence interval

breast-feeding rates among Hispanics are higher than in “white American” women
(Beck et al. 2002). Other studies have shown a gradual abandonment of breast-
feeding practices as immigrants acculturate (Gibson et al. 2005). In Spain, Spanish
mothers have lower breast-feeding rates than immigrants. It is possible that the dif-
ferences observed between the two populations in this study respond to differing
cultural and economic patterns. Immigrant mothers retain an upbringing model in
which breast-feeding is essential for infant survival. In fact, women who cannot
breast-feed tend to look for wet nurses. In previous studies in the US population, the
identification with Latin American Hispanic culture and low rates of acculturation
were related to higher rates of breast-feeding in Hispanics, pointing out the impor-
tance of breast-feeding in the Latin American culture model (Gill 2009). The high
cost of formula is another important reason that might explain disparities in breast-
feeding rates given that immigrant mothers tend to experience more economic
difficulties.

The rate of unplanned pregnancies in LAI mothers is higher than that observed
in Spanish native mothers. In a US sample, the rate of unplanned pregnancy in
Hispanic women was 40 %, vs. 32 % in white women, and the rate of unwanted
pregnancy was 7 % in Hispanics, compared to 5 % in white women (Kost and
Forrest 1995). However, in another study, Hispanic American women living in the
USA showed the same rate of unplanned pregnancies as non-Hispanics, as high as
30.4 % (Henshaw 1998). Planning a pregnancy is a learned health behavior designed
to control conception. These are behaviors that are facilitated by information in
schools, visits to health centers, and dissemination of health policies aimed at
greater control of pregnancies by women. While Spain is far from having satisfac-
tory rates of planned parenthood, the results suggest that the level of conception
control in Spanish mothers is higher than in LAI mothers.
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The relationship between unplanned pregnancy and PPD has been shown in
previous research (Garcia-Esteve et al. 2005). Planning involves the adoption of
healthier behaviors, so pregnancy can occur in the best possible conditions. An
unplanned pregnancy can affect mother—child bonding, which impacts future inter-
actions which are necessary for the emotional and cognitive development of the
newborn (Barber et al. 1999).

LAI mothers report a higher rate of induced abortions than native-born Spanish
mothers in the study. Although data from other countries shows a higher prevalence
of induced abortions in Hispanic samples (Henshaw and Kost 1996), we believe that
abortion is a result of poor planning, not to be associated with a social or cultural
group. In many countries its use is conditioned by religious beliefs and legal issues.
This increased abortion practice in LAI mothers probably represents poor health
habits in which abortion is used as a form of contraception when other birth control
methods fail or have not been used.

Although the figures for smoking during pregnancy are very high in Spanish
mothers, they are consistent with larger studies of this population (Martinez-Frias
et al. 2005). The lower prevalence rate of smoking during pregnancy in the LAI
group corresponds with results from other studies in which smoking during preg-
nancy is lower among immigrant mothers than in European or American mothers.
For example, Mexican immigrant women smoked less than the US-born mothers
and Mexican mothers born in the USA (Zambrana et al. 1997). In the UK, women
of Afro-Caribbean, Asian origin smoked less during pregnancy than European
women (Waterson and Murray-Lyon 1989). In the USA, smoking prevalence among
Hispanic Americans is less than that of other racial/ethnic groups and varies from
1.8 to 8.2 % depending on the state (Beck et al. 2002). The lower prevalence of
tobacco use in LAI mothers may be associated with the influence of social norms
and cultural traditions that these women bring with them.

We did not find differences in prevalence rates of alcohol consumption among
Spanish and LAI mothers. In a study of the general population, the Spanish National
Health Survey found lower rates of smoking but higher rates of alcohol consump-
tion in immigrant women in comparison to native-born women (National Statistics
Institute [INE] and Ministry of Health and Social Policy 2006). Given the well-
known teratogenicity of alcohol (e.g., fetal alcohol syndrome), alcohol intake dur-
ing pregnancy by more than 10 % of the study population is a striking figure.
Furthermore, substance use, including alcohol and tobacco consumption, has been
associated with depressive symptomatology in pregnancy and postpartum (Melo
etal. 2012; Le Strat et al. 2011; Quelopana et al. 2011).

Recommendations Based on Our Data

LAI mothers are a socioeconomically disadvantaged group; they are younger, have
less support from their partners, and have more economic problems than Spanish
mothers. We found that 17 % of LAI mothers developed PPD, and specifically,
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11 % had a major depressive episode in the postpartum period. LAI mothers in our
study have poorer reproductive health habits than native Spanish mothers; they have
a higher risk of unplanned pregnancies and induced abortions. As described previ-
ously, these poorer health habits, especially unplanned pregnancy, have been associ-
ated with PPD. In contrast, LAI mothers show a greater likelihood of breast-feeding.
LAI women should be a target population for psychoeducational health programs
aimed at improving self-detection of depressive symptoms in the postpartum period
and family planning habits. It would be advisable to study the barriers to detection
and treatment of perinatal depression in LAI immigrant women, as well as the bar-
riers to access to family planning programs.

There were no differences between Spanish and LAI mothers with respect to
alcohol consumption during pregnancy, which was found in up to 10 % in this
sample. However, smoking in pregnancy was less frequent in LAI than Spanish
mothers. Given the rates of substance use in our study, these recommendations
should be considered: (a) disseminate information on the well-known effects of
tobacco, alcohol, and coffee consumption during pregnancy, (b) screen for sub-
stance use in both Spanish and LAI mothers, and (c) provide strategies for the ces-
sation of alcohol in both populations given that previous studies show that
consumption of substances, such as alcohol and tobacco, has been associated with
perinatal depressive symptomatology and also given the teratogenic potential.
In recent years, Spain has designed public health programs aimed at cessation of
smoking in pregnancy (Department of Health 2006) and the cessation of alcohol
and illegal drugs consumption during pregnancy (Department of Health 2010).

In conclusion, over the last decade, there has emerged in Spain a marked scien-
tific interest in the subject of perinatal mental health. This has led to the develop-
ment of outpatient specialized services, the launching of training activities for basic
health and mental health professionals, and the promotion of screening programs
for the detection of DPP. Multidisciplinary relationships have been established in
order to create networks that facilitate the care of mental health problems during the
perinatal period. All these achievements respond to the concerns of professionals
who work in different services. It is suggested that the government should adopt
perinatal mental health policies and establish a network based on a model of col-
laborative care. There is a need to include evidence-based knowledge about mental
health problems in training and continuing education of health professionals.
Finally, perinatal mental health needs should be addressed taking into account the
specificity of different sociocultural groups of women, such as Latin American
immigrant mothers.
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