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FOREWORD


In this book, Dr. Shaila Misri has done a remarkable job of presenting the normal and not so normal concerns and difficulties of pregnancy. Her vast clinical experience and expertise are communicated clearly and empathically through her interactions with her patients and in her careful discussion of their problems and answers to their questions. In addition to considering some major psychiatric disorders of pregnant and postpartum women, Dr. Misri provides an understanding of such problems as emotional distress about breastfeeding, marital tension, and the tragedies of miscarriage and infant death. She offers valuable guidelines about when and how to seek therapy and to take medication. This book is unique: it deals with many questions that are rarely answered so directly.

Why is pregnancy so important to women and to society?

Reproductive health is important to every woman and her family as well as to future generations, who are dependent on the health of today’s women and on the reproductive choices that they make. Because women bear this responsibility, their lives and their health are intimately intertwined with the concerns of society. It has been stated,

Social response to women’s reproductive abilities typically has made their bodies part of the public domain in a way that men’s are not…. And as wombs have become increasingly public spaces medically, they have also become increasingly public politically; women’s choices, not only about how they manage their pregnancies, but also about how they will manage their work, their leisure, their use of both legal and illegal drugs, and their sexuality, are further subject to society’s scrutiny and to the law’s constraints. (Nelson, 1992, p. 14)

The idea that psychological forces affect bodily functions and processes is as old as history, but in the past 50 years more serious attention has been paid to this interaction between mind and body. With more research in this area, we have been able to dispel a number of myths and beliefs in favor of factual evidence. Although much remains to be done, we have come a long way from the time when most reproductuve disorders were oversimplified, pejoratively labeled “psychogenic,” and considered to be in some way related to a woman’s ambivalence about her femininity or about childbearing. We no longer label those women who hae difficulties with pregnancy as immature or emotionally disturbed, without serious regard for their problems.

Clearly, every pregnancy, planned or unplanned, is motivated by complex factors, among them the need to love and be loved, to give expression to nurturant wishes, to confirm femininity, and sometimes to restitute previous losses or master earlier life trauma. Pregnancy can be seen as a normal developmental experience for some women that is accompanied by ambivalence and conflict. Although, as Dr. Misri tells us, pregnancy is accompanied by a low incidence of psychiatric disorders, there are some that we should be aware of, especially in the postpartum period. Pregnancy loss, whether planned or unplanned, is also important because of the risk of accompanying psychiatric disorders, including depression, but it is often not taken seriously enough.

Dr. Misri has taken all of these and a myriad of other issues very seriously. She has listened to her patients’ questions and shared her answers with us in this unique and fascinating book. No other book provides as much important information and states it so candidly and empathically.

CAROL C. NADELSON, M.D.
Former President, American Psychiatric Association;
Editor in chief, American Psychiatric Press, Inc.
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INTRODUCTION


MY PERSONAL JOURNEY TOWARD WRITING THIS BOOK

I began my work relating to pregnancy and postpartum disorders in 1979, and this area continues to be the focus of my psychiatric practice today. I am the director of the Reproductive Psychiatry Program at St. Paul’s Hospital and the codirector of the Reproductive Psychiatry Program at a maternity hospital in Vancouver called BC Women’s. The term “reproductive psychiatry” refers to the care of women who have psychiatric symptoms related to the reproductive cycle. Premenstruum, pregnancy, postpartum, and menopause are times of specific vulnerability for some women. The majority of patients in our program are seen on an outpatient basis, but I do consult to and look after patients admitted to hospital as well.

The patients referred to my service typically come from two sources—inpatients admitted to BC Women’s in Vancouver and out-patients from the southwestern part of British Columbia and even referrals from as far away as northern Washington State. The outpatient population varies in age, marital status, social class, and so on; we studied referral patterns at our clinic three years ago, and found that our patients typically range in age from 25 to 45, are more likely married than single, and have at least a high school education. Fifty percent of them work outside of the home, while the other half are stay-at-home mothers.

When it comes to the outpatient population, I am convinced that many of my patients are actually going to grow old with me because they have already been in my practice for a number of years. For example, a woman who was first referred to me for treatment of depression after the birth of her first child may then decide to have one or two more children, a process that may take eight to ten years. Then she may come back to me again when she is experiencing mood swings during menopause. I tend to function as a bridge between an obstetrician and a primary care physician for many of these patients.

The inpatient population at BC Women’s is also quite varied, and this is the source of many of my referrals. Commonly today, a woman’s psychiatric history will be noted on her prenatal labor/delivery chart, and provides some advance notice that a psychiatrist’s care may be helpful. On the other hand, I may have to respond to a sudden telephone call from an obstetrician or a family physician, telling me that a woman has had an acute psychotic episode following the birth of her baby or is acutely suicidal. Fortunately, this scenario is less and less common today; it is not unusual for me to see patients who request psychiatric referral themselves or are referred by the staff looking after them on the ward. But most of my referrals come from the family doctors or obstetricians looking after the patient at BC Women’s.

Even at the age of ten, it was my ambition to become an obstetrician/gynecologist. I dreamed of following the footsteps of my paternal uncles, in whose maternity nursing home I worked during summer holidays; in fact, I held my first retractor in the operating room when I was 16! After finishing medical training, I worked in a department of obstetrics and gynecology in a hospital in West Germany. I eagerly anticipated Monday evening “pre-op” rounds, when I would go and talk to my patients about the surgery they were to undergo the next day. An anesthetist colleague pointed out to me that I was just as good at listening to my patients’ fears and anxieties as I was in the operating room—a casual remark that would later have a tremendous impact on my professional life.

After finishing a year of specialization in the field of obstetrics/gynecology, I emigrated to Canada and applied for further training at the University of British Columbia. My application was for training in two specialties—either psychiatry or obstetrics/gynecology. It was simply a matter of timing that I got accepted in psychiatry earlier. After only a few months, however, I knew that this was where I belonged. I was fortunate enough to be able to combine my expertise in both psychiatry and obstetrics/gynecology and to serve the selective group of patients whose care is at the intersection of both these specialties.

Over these years, I have come to feel that the unique problems of pregnant women and mothers suffering emotional disorders should receive greater attention. Practitioners need not necessarily treat them differently from other patients, but they must recognize the particular “stigma” applied to the mother who is suffering a mental illness.

After all, a mother is expected to “handle” things, isn’t she? She is expected to have special resources of emotional strength, to be ready, willing, and able to sacrifice her own needs to her family’s well-being. A mother who is herself in emotional distress is a picture we do not want to see. Faced with these internalized societal expectations, many of my patients believe that they could control their problems by themselves, if only they exerted enough effort—without realizing that the problems could have a psychological or hormonal basis. With this view, they typically take on the full responsibility for suffering their condition—whether the most benign postpartum “blues” or a full-blown postpartum psychosis—in isolation.

In the past few years, a number of my patients have asked me to give them “something to read” that they could take home with them and share with their husbands so that their illness could be “legitimized.” One of the reasons I undertook the writing of this book is that I was not easily able to recommend reading material for my patients and their families because few books are available to the public on the subject of emotional disorders in postpartum and pregnancy.

The idea of writing my own book began slowly to appeal to me. I started to imagine a pregnant woman entering a bookstore and looking for books on the subject because she’d had a depression that went untreated in an earlier pregnancy and is afraid that she will have the same frightening symptoms this time. Perhaps like so many of my patients on their first visit, she is afraid to share her fears with her husband and uncertain whether to discuss her worries with her doctor.

Could this woman in fact go to a bookstore and find a book about postpartum problems? Could she thus gain some knowledge about the experience of other women? Could she then find the courage to identify with these symptoms and approach her doctor for help? These are the kinds of questions I came to mull over. Eventually, the answer was obvious—a book of this kind could indeed be helpful to patients, their husbands, and other professional caregivers in the field.

Over several years, I made a number of starts on the project, but my two sons were quite small and I felt unable to take time away from our family life to work on the manuscript. Then my father died, and I suddenly realized how short life is and that if one wants to do something, the time is now—or even yesterday. Another legacy from that period was a personal lesson in vulnerability and distress. Throughout my own two pregnancies, I had had support from family and friends and had not personally experienced the traumas of many of my patients. My father’s death, however, affected me deeply, and I found that I needed extra support and help to regain an even balance. It is strange, perhaps, that it was the death of a loved one that gave me the courage and insight to proceed with this project. The time seemed right, and I took a leave of absence to work seriously on the task of bringing my thoughts together in a book.

MY CROSS-CULTURAL EXPERIENCE

As a psychiatrist specializing in emotional illnesses related to reproduction, I have often had reason to reflect on my personal experience in giving birth to two sons. When my first child was born, I had the unique opportunity to observe the process and my own reactions from two quite different viewpoints. On the one hand, I was a medical doctor whose psychiatric training took place in Canadian medical schools and who had lived virtually all of my adult life in the Western world. On the other hand, I am Indian by birth, and when I became a mother, I received the same postpartum care that women in my homeland have received for centuries.

Following the birth of my first son, my mother flew from India to stay with me for six months, bringing with her a woman who has been a member of my parents’ household for over thirty years. This woman is a specialist in the traditional rituals and practices associated with childbirth and postpartum care in the culture in which I had been born. During the first thirty days after birth, both the mother and the baby receive special daily massages, which help heal the body. Ritualistic baths are given to both mother and baby to relax and soothe them. The mother’s diet is monitored very carefully, and she is encouraged to eat foods that help produce an abundant milk supply and bring less colic to the infant. All of this makes for an atmosphere in which a new mother is accorded special consideration of her needs, a designated time of rest and recovery, and a great deal of personal support in learning to breastfeed and to care for her new infant. There is also a very special continuity of experience across generations since my mother, in her time, had received this very same care.

My purpose in relating my experience is not to promote the traditional rituals of India—although I am personally very grateful to have had this nurturing and supportive postpartum experience. However, I think we in the industrialized West need to look at the traditions that exist elsewhere in the world and reflect on the low incidence of postpartum depression in cultures that give distinct recognition and support to women in the postpartum period.


TO THE WOMEN WHO READ THIS BOOK


For most women, pregnancy and birth are profound events that involve the woman in an emotional and psychological gestation period of defining, testing, and evaluating the possibilities of a redefined self—a self that is now fully a mature female, facing new relationships to the child of whom she is mother, the partner with whom she shares new obligations and an altered dynamic, the parents through whom she is linked to past generations, her circle of social contacts, and society in general. When this period of personal and social growth is compromised by emotional disorder, the contrast between expected joy and fulfillment and the reality of paradoxical feeling and debilitating illness brings particular pain.

Not only is the woman herself particularly vulnerable but so too are those with whom she is linked—the partner whose self has also been engaged in the tasks of redefining himself as a parent, an infant with pressing emotional, physical, and developmental needs, and perhaps older children with their own immediate needs for care and attention. Therapy is complicated by the need for treatment within the context of these relationships, some of them new and fragile.

Pregnancy and motherhood are indisputably challenges in themselves—how much more so, then, for the woman who experiences an emotional disorder at the same time. Anxiety and depression can affect anyone, and these disorders cross all cultural, social, and economic barriers. And what of the woman who is predisposed to mental illness? Research studies show that 8 to 28 percent of women with prior depressive illness will again suffer depressive symptoms in pregnancy or postpartum. These women need more than supportive friends and family; they need the support of professionals to help them through their depressive symptoms. Postpartum symptoms are often dismissed because of the shame associated with emotional problems in this “happy” period of a family’s life. Oftentimes, even family, friends, and caregivers will dismiss serious symptoms as a normal adjustment to postpartum, hoping that they will go away. The reality is that the woman is tormented, at times does not get help, and continues alone in her illness.

An emotional disorder in pregnancy is something like a crippling injury to a young child—doubly poignant and frustrating because the illness challenges and undermines what was expected to be a period of growth, development, and increasing fulfillment. Although the incidence of postpartum psychosis is not high—1 to 4 per 100 deliveries—when it does happen it is truly devastating. The risk of psychotic illness in the first three months postpartum is 15 times the risk in a non-postpartum population. That this is a very vulnerable period should not be underestimated; both the woman herself and those around her must be tuned in to her emotional state from the time she becomes pregnant to the birth to perhaps weeks and months after the baby is born.

Attention to the new mother’s emotional well-being is essential if she is to develop a full emotional bond with the new baby as well as to continue to express her love for other family members. If she is not well herself, depression can make her feel very self-centered, and she will find it almost impossible to mother. We, as women, must come forward and nurture each other. We must make it acceptable for mothers to “have problems” and to receive help for those problems. The patients whose stories I related are, in a way, extending that sense of encouragement and support through the pages of this book.

TO MY COLLEAGUES IN THE HEALTH CARE PROFESSIONS

The recognition that emotional disorder can accompany pregnancy and the postpartum period is centuries old. Yet even today, with our increasing knowledge of the etiology of emotional illness, the causes and progression of emotional disorders in pregnancy and the postpartum are regarded as something of a puzzle and viewed differently within the medical profession—with the result that women who suffer these disorders not uncommonly go undiagnosed or receive inappropriate treatment.

In the early 1800s, Dr. J. E. D. Esquirol, a French physician who was one of the first to attempt to analyze postpartum disorders, wrote very sensitively of the loneliness of new mothers who were emotionally troubled. He was convinced that for every woman whose troubled state was recognized, there were many more who suffered in silence because they feared the consequences of disclosing their emotional state. In this respect, there is still today a great deal of progress to be made.

Certainly within the medical and caregiving community, we are achieving both a better understanding of emotional disorders in general and more successful approaches to their treatment. We are also beginning to acquire useful clinical data that allow us to relate aspects of the female reproductive cycle to emotional disorders. Most promisingly we have the benefit of much better drug therapy to alleviate acute symptoms, and we are developing more reliable information about the long-term impact of mothers’ drug therapy on the health of their children. In addition, we are gaining more experience in how drug and non-drug therapies can best be used, singly and in combination.

Despite numerous improvements and better education, however, we are still faced with popular misconceptions that discourage women from seeking help. Every caregiver who has taken part in the treatment of a patient with an emotional disorder is aware that sometimes half the battle is fighting the patient’s fear of the stigma that all too commonly attaches to seeking help and following treatment. Fortunately, the services of many professional caregivers in both hospital and community settings intersect with the concerns of pregnant and new mothers, and each of us in our own sphere can play a role in making it more acceptable for out patients to seek the help they need.

Each professional has the opportunity to help identify women at risk, to support and encourage women in seeking help, and to participate in an integrated treatment plan. Family practitioners often are the first caregivers to detect emotional or psychiatric problems and can intervene at an early stage. Obstetricians, by virtue of their involvement with difficult pregnancies, can often identify those women at high risk, whereas social workers and community health nurses often have the most frequent contact with postpartum mothers and families in distress. Counselors of all kinds who treat female patients are in a position to participate in pevention, assisting women to prepare before hand for the emotional demands of pregnancy. Each of us has an opportunity to help our patients address the complex emotional, familial, and social factors in pregnancy—to invite discussion around difficult situations, to encourage frank expression of feelings, to make connections between our patients and other professionals who can help them.

I have written this book to share the experience and insights gained in a psychiatric practice almost exclusively concerned with emotional disorders accompanying the female reproductive cycle. The sharing of such experience across disciplines has already helped in the development of a common approach to the treatment of various psychiatric disorders. As we continue to share the knowledge gained in our practices, we will achieve an increased awareness of and greater consistency in approach to the particular emotional disorders of pregnancy—which will surely aid our patients.

WHAT IS NORMAL AND WHAT IS NOT?

Deeply felt emotions and intense emotional highs and lows can be components of normal pregnancies. For this reason, it is easy for both women themselves and for their health practitioners to mistake the reality of an emotional disorder. In our North American society, too, extraordinary levels of stress are increasingly accepted as ordinary accompaniments to the demands of parenting and career building. Both the individual and the surrounding society place extreme expectations on young women to “have it all”—to be perfect mothers, partners, achievers. In this setting, a woman is reluctant to break ranks, to admit loss of control, or to acknowledge real feelings when they are in conflict with those positive feelings she expects and is expected by others to feel.

Psychotherapists and women themselves are beginning to acknowledge the depth of those feelings and to expand our definitions of “normal” and “abnormal.” This kind of approach offers a challenge to both women and health care practitioners—for women, to recognize and express feelings openly and to seek help; for practitioners, to provide sensitive and comprehensive support that takes fully into consideration the bio/psycho/social model of care.

HOW TO USE THIS BOOK

The mental picture I have held throughout the writing of this book is that of a woman who may find help as she reads these pages. I imagine the most likely reader is a woman who herself has suffered a psychiatric disorder related to pregnancy or postpartum and is looking for greater understanding of what happened to her and why. Perhaps she is a woman who experienced a past pregnancy during which she felt emotionally troubled but never sought help and feels worried and uncertain as she faces a new pregnancy. My reader might also be a husband or partner—a new father who is baffled by unexpected emotional upheaval in the mother of their new infant. Or my reader might be a sister, a parent, or a friend, looking for some way to help a troubled loved one.

It is natural for any of these readers to look first for specifics—information on a particular kind of disorder, on the phases of pregnancy or postpartum, on the effects of medications. As you read about your specific area of interest, you will often find references to related material in other chapters. I encourage you to pursue these references as well, and to read the more general chapters for a broad understanding of the causes, treatment, and occurrence of emotional disorders in pregnancy and postpartum. In most chapters, I have included a short section entitled “What I Tell My Patients,” which summarizes the issues and very general advice I most often find meaningful in particular circumstances. In reading the book, you will also find the stories of many women who are typical of my patients—the very women who formed my mental image of the women who might read my book—and you will find answers to some questions I am typically asked by my patients.

I imagine that, having read this book, my readers might be able to begin a dialogue—with their partner, with their friend, with their family doctor, with their counselor. I hope that the work I describe in this book will contribute to a lasting dialogue between women and health care professionals on the emotional realities of pregnancy and motherhood. I hope that troubled women who read this book will realize that there is no reason to feel stigmatized. I hope that by exchanging feelings, knowledge, and insights, we may someday create such an environment of confidence and trust that no woman will choose to suffer in silence.



PART I

PROBLEMS NEW MOTHERS MIGHT EXPERIENCE




CHAPTER 1

“IT WASN’T SUPPOSED TO BE LIKE THIS”


Psychological Problems in Pregnancy


WHAT I TELL MY PATIENTS

What I would like to tell my patients is that anxiety and mood changes in pregnancy are to be expected and generally do not require any professional help. However, a minority of women experience extreme symptoms of anxiety, obsessive-compulsive disorder, or psychosis, and these women need psychiatric help. When symptoms of anxiety or obsessive-compulsive disorder happen for the first time, the woman is often unable to recognize them for what they are because the whole experience is so new. And when there are emotional complications in pregnancy, it often becomes doubly difficult not only for her to recognize her turmoil but to verbalize her feelings to her partner or her family doctor.

When a pregnant woman is dramatically ill, either physically or emotionally, her family will be aware of it and will see that she gets help. But many psychiatric illnesses, although devastating to the woman who is suffering, are not so readily apparent to the family. A woman with a prior history of psychiatric illness may be afraid to acknowledge that she needs care again at this special family time. A woman who suffers psychiatric illness for the first time in pregnancy may be completely shocked by what is happening and reluctant to seek help. Furthermore, nobody ever wants to talk about any negative feelings that one might feel during pregnancy. Pregnancy is expected to be a happy event, and therefore it becomes problematic to speak openly about troubling emotions—even to loved ones.

Remember, though, that as the expectant mother, you play a pivotal role in your family. You have to be emotionally well—not only to carry the pregnancy to term, but to have the emotional strength to care for your baby. It is your responsibility to look and ask for appropriate help. However, it is not your fault if you do not recognize that emotionally you are not doing well.

My hope is that women who have disturbing emotions will become aware, through reading this book, that they are not isolated and alone. The problems they are experiencing have been experienced by many other women, and treatment is available. The first step may be the hardest, but it is important to speak openly and frankly with your family physician, community nurse, or other professional counselor about your difficulties. There is plenty of help available—you only need to ask for it—and you may be surprised at how supportive people around you will be.



The basic impetus for this book came from my patients, who said that they needed to understand whether what they were feeling was normal or not and to feel validated in what they were experiencing. In most cases, of course, the symptoms and signs of pregnancy are so new that the woman is not really in a position to differentiate normal symptoms from abnormal, alarming ones. Furthermore, as any woman who has experienced more than one pregnancy knows, each pregnancy has its own particular quality. While it is natural to feel anxious about the new sensations of a first pregnancy, a woman might in fact sail through her first pregnancy—both physically and emotionally—only to experience difficulties in a subsequent pregnancy.

Any pregnancy is a major landmark in a woman’s life. The first pregnancy, particularly, is fraught with anxieties, and I shall address these common fears first. In this chapter, my aim is to provide an understanding of emotional distress that might lead a pregnant woman to seek professional help, whether from a psychologist, a psychiatrist, a social worker, or another type of counselor, depending on the type of emotional problems she experiences.

NORMAL UPS AND DOWNS

From the very first time a woman thinks about conception, she does so with a sense of excitement, of anticipation, and also uncertainty about whether or not she will achieve this particular goal she has set, in most cases in agreement with a partner. Not surprisingly, the circumstances surrounding conception are important. Is the baby wanted? Has conception occurred in a relationship that is rocky? These issues are important because they reflect the woman’s feelings towards the baby-to-be even before conception takes place.

A woman who has been planning a pregnancy with enthusiastic support of her partner will likely be overjoyed at learning that she is pregnant. On the other hand, a woman who is experiencing difficulty in her relationship might respond to the news of pregnancy in a very different way. For example, Joan, a 35-year-old single woman who came to see me recently, became pregnant by a man she had dated very briefly. The man then disappeared from her life completely. Her dilemma was whether or not to continue the pregnancy. “I’ve decided to have this baby,” Joan said when she first came to see me, “but I am really anxious and worried about even the smallest little change I’m experiencing emotionally and in my body.” She is not alone. Today, many women make their own decision to become pregnant or to continue the pregnancy, whether or not they have a partner in their lives. Needless to say, such a pregnancy presents its own difficulties to the mother.

That many emotional changes accompany pregnancy, is normal and to be expected. It is almost taken for granted that the prevailing feeling will be, “I am so happy about this!” In reality, however, one does not always expect to be happy when pregnancy occurs. Normal emotional response to pregnancy varies according to the kind of symptoms the woman has, how advanced the pregnancy is, and the circumstances and family setting into which the baby will arrive.

Many pregnancies today are planned and anticipated. And in general, they happen amid cultural expectations that pregnancy and family life will be joyful and positive. What’s more, the popular media—which seem to have so much to do with women’s self-image—present an idealized picture in which All is Possible for the woman of today. Magazines tell us and television shows us that not only can today’s woman savor every moment of childbearing and child rearing, she can do all of this at the same time she enchants her husband, climbs a steep career ladder, and satisfies even the most critical parents or in-laws with her ability to run an organized and attractive home.

It’s well for women to be aware of these stereotypes at the outset of pregnancy because our popular culture confronts women with an array of conflicting—and extraordinarily stressful—demands. In the last hundred years, pregnancy has “come out of the closet,” but now it’s dressed in designer clothes—trappings of role expectations and pressures that can provoke serious emotional conflicts during pregnancy and beyond.

Recently, Louise, a 31-year-old secretary, consulted me. She was determined to climb the corporate ladder and was working during the day, taking evening courses, and trying to be supportive of her husband, who was going to school. She told me, “I didn’t realize that the nausea and the vomiting that I’m experiencing with pregnancy would make me run to the bathroom every few minutes. Will I need to run out during my evening class? How will I handle the demands of my working day? If only I’d known this before, if someone had warned me, maybe I’d have been prepared. I’m happy that I’m pregnant, but I’ve also been worried—how much longer can I carry on like this? I’m so glad you told me that after ten or twelve weeks of pregnancy, I’m likely to get beyond this.”

It might be said that at the same time women are “allowed” all kinds of lifestyle options, the very wealth of options and the perception that all of them can be claimed without strain is itself a source of stress. Maureen, a 29-year-old lawyer’s wife who had moved to the West Coast, came to me recently, having experienced obstetrical problems in her first trimester. She was the owner of a riding stable, and was also a riding instructor, and now it was mandatory for her to have complete bed rest in order to avoid problems in the pregnancy. Maureen was very much preoccupied with how her business would run without her, especially given the monumental task of finding someone to replace her in this rather specialized field. The source of stress in a situation like this is obvious. Careful planning and the support of her spouse were needed both to handle the practical business problems she faced and to care for her developing baby.

Discussions throughout this book will make it apparent that the exact triggers to extremes of disruptive emotions are seldom clear. At different times, different factors have a bearing on emotional states—one’s personal and family medical and psychiatric history, hormonal changes in one’s body, the strength of one’s personal relationships and support systems, and the stress of circumstances and surroundings. Sandra, a 33-year-old woman who became pregnant again when her first child was 18 months of age came to me filled with both joy and trepidation. Sandra and her husband had planned to have a second child, but not so soon. The pregnancy created a set of new problems just as they had moved to a new city. Since she had more job qualifications than her husband, Sandra was the family’s primary breadwinner, and they had expected that she could easily find work. Her husband was unemployed and worked in a trade where jobs were unpredictable. Had there been no problems in the pregnancy, their situation might have been handled easily by finding the right day-care situation for their toddler while she started a new job. However, Sandra developed insomnia, which escalated in her first trimester. She was extremely fatigued and felt drained of energy. Unable to concentrate after her sleepless nights, she had difficulty interviewing for jobs. This, along with the demands of looking after her 18-month-old son at the end of the day, added to her stress and contributed to the tension between Sandra and her husband. Finally, the only solution was for Sandra to stay home all day, looking after the child, while her husband actively looked for work.

Sandra’s case is an example of how demands of a difficult pregnancy can create stressful changes in family dynamics and relationships. Relatively speaking, these can be small and minor problems of pregnancy. But the woman who has a personal or family history of emotional problems or has received psychiatric care in the past must make sure that her doctor is aware of her history so that she can receive supportive care throughout the pregnancy. And no woman who experiences early pregnancy should underestimate the stress that can be generated by role conflicts and societal expectations or ignore the fact that excessive stress can contribute to serious emotional disturbance.

In the early months of pregnancy, you’ll be seeking advice and starting to follow regimens that benefit your baby’s health and keep you as healthy and comfortable as possible. At the same time that you’re paying careful attention to nutrition and exercise, and perhaps getting special advice on medical conditions you may have, you should also be paying particular attention to your emotional state and well-being. Just as pregnancy has come out of the closet, so too the complex issue of emotional and mental well-being is beginning to be understood and accepted by the public as a medical condition that merits understanding and proper care.

THE NORMAL CONCERNS OF PREGNANCY AND POSTPARTUM

It’s important to recognize that pregnancy and postpartum, as times of real change, are naturally also times of strong emotions—fear, anxiety, and sadness, as well as great happiness. During pregnancy and postpartum, every woman, particularly a first-time mother, experiences change on every conceivable level: in physical appearance and sensation, in emotional concerns, in life status within her family, community, and work environment, in daily routine and level of activities, both physical and intellectual. Questions and concerns, some quite specific to a particular point in the pregnancy and others quite general, are inevitable and quite normal. In addition, as medical science and technology give us more information and form an ever greater part of our daily lives, we find we have more concerns. For instance, now that ultrasound and amniocentesis are widely available, the pregnant woman is prey to the high anxiety that can accompany these tests as well as benefiting from the reassurance their results can provide.

From the time they first contemplate pregnancy, women are concerned about the baby they will carry and give birth to—its health and well-being, its future, and its effect on the rest of the family, mother included. And while pregnancy and postpartum have always been times of some questioning and concern for the prospective mother (and father!), these days, the societal expectation that a woman will be an exemplary mother, an attractive, sexy, caring wife, usually while holding down a successful job outside the home, puts an even greater burden on the pregnant woman.

Given all these changes and concerns, it’s no wonder that a new or prospective mother often feels like a bundle of anxiety, or gets a bit blue, or finds herself wondering how she ever got into this situation. This is all perfectly normal. Although no two women will have the exact same experiences while pregnant or after—and while the same woman may have completely different experiences from one pregnancy to the next—all women become anxious, blue, sad at one time or another. And every woman brings her own concerns to this time of her life. If she’s been pregnant before and had any complications, she’s likely to worry that the same circumstances will prevail again. If a close friend or relative had difficulties of one sort or another, she may fear that she too will have to be put on bed rest, or give herself insulin injections, or spend nights trying to comfort a colicky baby. And if she’s had any physical or emotional problems, it’s natural for her to be concerned that they may resurface now, to threaten her happiness.

Most women have questions, concerns, and worries as they face pregnancy. And for the most part, these are well within the range of normal and relatively easy to deal with. As we will see, worrying about the results of a test or how your childless friends will relate to you is perfectly normal: it’s only when you find it impossible to shake a particular anxiety and your worry upsets your routine, or when one sleepless night becomes weeks of insomnia, or an occasional crying jag becomes a permanently hopeless mood that the situation has become abnormal and help is called for.

Dozens of books have been written to help women understand what is happening to their bodies and emotions during pregnancy and to help them prepare for childbirth, and it would serve no purpose for me to attempt to duplicate the information found in those books here. However, the questions that follow are typical of the normal concerns of the emotionally healthy pregnant or postpartum woman, and should serve as a guideline for the range of concerns that may be facing you as you journey through pregnancy:

Before conception: Is this the right time for pregnancy? Will I be able to get pregnant? Can we afford to have a baby now? Do I really want a child, or do I just like babies? Will I be a good mother? Will I lose my identity as a person when I become a mother? Will my marriage be as happy as it is now?

In the first trimester: Will I miscarry? Will I have horrible morning sickness? Is the pregnancy progressing properly? Will I be able to stick to a diet that’s healthy for my baby? Am I putting on too much weight too quickly? When should I tell my family? Will I have to rethink my career and perhaps put it on hold? In addition to these questions, women in the first trimester find themselves wondering about the signs and symptoms of early pregnancy—the disappearing waistline, the frequent urination, the fatigue—and about environmental influences on their developing child. Is it safe to work at a computer terminal? Do we have to get rid of our cat? Is it safe to sleep under an electric blanket? What do I do about my allergy medicine, and what about the wine I drank before I knew I was pregnant?

In the second trimester: Why are my gums bleeding? Why don’t I feel the baby’s movements yet? What will the ultrasound examination show? What about the amniocentesis? Now that I’m starting to lose my figure, will my partner find me less attractive? Is it safe to have sex? What will I do if my placenta previa doesn’t migrate up and I have to go on bed rest? Is it normal to be more scared than thrilled at the prospect of twins? Why am I becoming so forgetful? Will I be able to keep working?

In the third trimester: I have a searing pain down the back of my leg—is that normal? Are those Braxton-Hicks contractions, or am I going into premature labor? Will my husband and I be able to go on one last vacation, or is it tempting fate to travel? Will we get the baby’s room done before she arrives? What if my doctor isn’t available when I go into labor? What will we do if the baby doesn’t turn—I don’t want to have a C-section! My boss still doesn’t seem to realize that I’m going on maternity leave; will my job be here when I get back? Will I lose control when I go into labor?

Postpartum: Is my baby healthy? Why am I so tired? Will I be able to nurse? What if I can’t lift the baby after the C-section? What if I can’t quiet the baby? Will I drop the baby when I’m bathing him? Will my baby like the baby-sitter better than me if I go back to work? Will I ever feel like having sex again? Will sex ever feel good again? Will I be able to lose all the weight I put on?

Throughout the pregnancy: Is this the right time? Will my baby be healthy? Will my partner still love me? Will my baby be smart? Do we have enough space—and can we afford more if we need it? Will I be able to deal with my first child and the new baby? Will my stretch marks go away? Will I become my mother? Will I be a good mother?

Now let me start to discuss what happens when a woman’s concerns and behavior go beyond the normal zone and jeopardize her life or the life of the baby she carries.

In this chapter, I will first discuss the less severe emotional problems associated with pregnancies and then consider the extremes of emotional disturbance that may affect a woman’s ability to function normally in the first trimester. It is important to recognize the range of emotional disorders, from less severe to more severe, so that you will know when to seek help. The less severe emotional disorders associated with pregnancy are often part of the normal feelings of pregnancy and do not require professional help, I want to point out the differences between the various emotional disorders and also to provide reassurance that severe emotional disorders can be treated and alleviated.

COMMON NAUSEA

Let me first talk about nausea, which is a normal occurrence caused by body changes as the pregnancy advances; associated headache is also common. During the first weeks—or even days—of the first trimester, most women—over 50 percent—will experience changes in their appetite and feel queasiness in their stomach, similar to the motion sickness they might experience on a boat or plane ride. This queasy feeling can make the woman feel that she is going to vomit. Often food does not interest her. She may have a total aversion to certain types of food, and the moment she attempts to eat any food, she might feel nausea again. The nausea is often more pronounced if the woman eats nothing, and so the vicious cycle continues. Many women report that nausea is more common towards the morning, when the stomach is empty, and again towards evening, when additional stresses of attending to other members of the family and preparing the meal are likely. The nausea and vomiting usually begin to abate by the twelfth week, lingering only occasionally into the second trimester.

When a woman first visits her doctor to confirm her suspicions that she is pregnant, she is very likely to be asked, “Do you feel like you’re going to throw up?” Nausea in early pregnancy is so characteristic that her doctor checks for this sign. Unfortunately, this natural question often has the effect of setting the stage for anxiety, as the woman, particularly the first-time mother, assumes that pregnancy means she is going to be vomiting frequently.

During the first trimester, the woman is often unable to rest properly and fatigue sets in, which can make the nausea and vomiting worse. Very rarely, though, does the nausea and vomiting require any medical support other than reassurance and a briefing on the kinds of food that should be eaten. In most cases, the problem then resolves and vomiting does not become a major emotional, or for that matter, physical problem. Reassurance and affirmation that the symptoms are common often come from a patient’s mother, sister, or women friends.

HYPEREMESIS: WHEN NAUSEA AND VOMITING ARE SEVERE

As I have discussed, a moderate amount of nausea and vomiting is part of the expected norm in pregnancy. Often, family stories retold years later include the words, “When I was expecting you, it just seemed that I couldn’t keep anything down.” However, some women experience hyperemesis gravidarum, an extreme degree of nausea with vomiting that is dangerous to both their health and their babies during pregnancy. This results in severe imbalance of electrolytes, significant weight loss, ketosis, acetonuria, and/or damage to the internal organs. Hyperemesis gravidarum is a rare condition, occurring in approximately one in a thousand pregnancies. Whereas the normal nausea and vomiting of pregnancy usually stop sometime early in the second trimester, the severe vomiting of hyperemesis continues throughout the pregnancy. The vomiting and nausea may be so severe that a woman may require repeated hospitalizations so that she can be properly fed through intravenous feedings.

What Causes Hyperemesis?

Specialists hold different views about the causes of hyperemesis. Those who see it as solely a physical condition attribute the severe nausea and vomiting to shifting hormone levels. Those who see it as a psychological condition view hyperemesis as the result of conflict in a woman who would prefer not to be pregnant but has nevertheless opted to continue her pregnancy. The theory is that in these cases, the pregnancy is unwanted or unplanned, and the woman feels trapped or resentful. Fearing that her feelings are abnormal, unacceptable, or incomprehensible, she may be unable to talk about them. The physical act of vomiting, then, becomes her body’s way of symbolically rejecting the pregnancy.

My own view is that internal conflicts usually—but not always—have a role to play in hyperemesis. Consequently, hyperemesis is more likely to occur in women who have mixed feelings about the pregnancy and the changes that the responsibility of child care will make in their lives. In these cases, the pregnant woman may unconsciously develop hyperemesis as an “acceptable” way of both getting the reassurance of medical attention and diverting her attention from the real issues that are causing her conflict. On the other hand, I have also known a few cases of hyperemesis in which pregnant women experienced the extreme symptoms of hyperemesis in the complete absence of any detectable psychological or lifestyle conflicts.

What Can Be Done for Hyperemesis?

A pregnant woman’s obstetrician or family doctor invariably asks her if she is feeling nauseated or is vomiting, and a woman should be very clear about the frequency and severity of her symptoms when she answers the question. Sometimes, nausea can be relieved by eating smaller, more frequent meals, changing bowel habits to avoid constipation, and getting adequate rest. In addition, the symptoms are sometimes relieved once the woman has discussed them with her doctor and understands that their occurrence in early pregnancy is quite common. Often, less severe nausea and vomiting is discussed in prenatal classes, and advice is given there about diet and food consumption. This can be tremendously helpful. The woman’s partner may be able to take over preparation of meals, which is often very helpful to a woman who cannot bear the smells of different foods. Basically, the focus at this time is on helping to reduce the woman’s fears and keeping her properly informed. These measures alone can help a woman complete the first trimester as comfortably, and with as little nausea and vomiting, as possible.

True hyperemesis, however, usually requires hospitalization. Once in the hospital, the expectant mother will receive intravenous feeding, supplemented by vitamins and minerals. In these situations, it’s recommended that the woman get plenty of bed rest, try to relax, and limit visitors. Her doctor should involve a psychiatrist to help the woman explore issues of conflict. Severe cases might require repeated hospitalizations to ensure that the woman is nourished sufficiently to carry her baby to term.

In one case of hyperemesis, the course of events unfolded as follows.

MARIA’S STORY

Recently, I was asked to see Maria, a 28-year-old graduate student who had been hospitalized for treatment of her symptoms of extreme nausea and vomiting in early pregnancy. Her family physician had referred her to me to help investigate possible underlying causes. Her husband, also a graduate student at the local university, was present throughout the interview and appeared to be very supportive. Despite the physical discomfort she had been experiencing, Maria appeared to be extraordinarily cheerful and tried to convince me that everything was absolutely perfect in their family situation and especially with regard to the expected child.

The next day I received an emergency call from the nurse on the ward, saying that Maria was sobbing uncontrollably. When I talked with Maria, she “confessed” to me that since her husband had insisted on being present at the previous day’s interview, she had not been able to speak openly.

Maria told me that although she and her partner had been together for many years, their marriage was quite recent and had taken place as a result of this pregnancy. A highly ambitious woman, Maria had always planned to do well for herself by getting an education. However, she had a student loan debt of more than $10,000, and she felt it unlikely that she would be able to return to graduate school and finish her work after the birth of this baby.

Even before the problems connected to the pregnancy, the relationship between Maria and her husband had been quite rocky. Her husband had physically abused her several times, to the extent that she had needed treatment in the hospital’s emergency department. Just prior to the current admission, he had roughly pushed her down the hallway, and Maria had hoped that somehow this trauma would result in a miscarriage.

Her husband had been quite unhappy when Maria’s pregnancy had forced them to marry, though his attitude became more positive as the pregnancy continued. Nevertheless, his physical abuse of Maria became more frequent during pregnancy, as happens all too commonly in such situations. In this particular couple, it was obvious that Maria’s symptoms of hyperemesis were closely associated with her relationship with her husband. Consequently, the symptoms waxed and waned as the pregnancy went on. She eventually developed a severe case of nausea and vomiting and with this, she was admitted to the hospital.

In talking with Maria, I realized how truly trapped she felt and how much she wanted this pregnancy to end. A Roman Catholic, she did not believe in terminating the pregnancy, and she had realized some days before that she should get some professional help in dealing with her problems. She wasn’t certain how to go about being put in touch with a psychiatrist, but in this roundabout way, her emergency admission brought her into my care.

I continued to see Maria throughout her pregnancy and focused supportively on interpersonal conflicts. Eventually she and her husband were also referred to a marital therapy clinic for further treatment. Despite her difficulties with vomiting and hyperemesis throughout the pregnancy, Maria gave birth to a bouncing eight-pound girl. She has decided to wait another few years, she tells me, before she attempts another pregnancy.

Maria’s story is one that shows a significant association between psychological and marital conflicts and her extreme physical symptoms. Conflicts like this are not always associated with hyperemesis, however, and each case requires careful investigation so that the right avenues or therapy can be found and followed. It should also be emphasized that a woman who has been incredibly healthy before pregnancy can still have hyperemesis.


A QUESTION YOU MIGHT HAVE ABOUT EXTREME VOMITING

[image: Image] I’m just beginning the second trimester of my first pregnancy and I’ve been desperately sick for weeks with nausea and vomiting. I haven’t wanted to tell anyone just how bad I’ve been feeling because I’ve heard that sickness like this means you subconsciously don’t want your baby. This baby is coming right on schedule, and I just can’t believe that I’m unhappy about it, and neither will my husband.

What you’ve heard is a very simplified version of just one of several theories about the cause of extreme nausea and vomiting, or hyperemesis. Hyperemesis tends to occur more commonly in women who are experiencing some kind of conflict or difficulty around the circumstances of their pregnancy. However, hyperemesis has occurred in women whose environments are entirely positive and supportive.

Let’s take first things first. Your family doctor needs to know about your symptoms. Some first trimesters are rockier than others, and the sickness you’re having may still be within “normal” limits and perhaps can be alleviated with changes as simple as getting proper rest, making minor changes in your diet, and so on. On the other hand, if this is truly a case of hyperemesis, you and your baby are going to need nutritional support to see you through this successfully. Don’t be surprised if your doctor also suggests referral to a psychiatrist—this is good medical practice for the investigation of hyperemesis.

No matter how positively one anticipates pregnancy, it can nevertheless be a stressful time. Different women are affected differently by the stresses of adjustment to being a mother, such as applying for pregnancy leave, reorganizing the home front, and thinking of child care, even though it’s still months away. I’d encourage you not only to seek prompt medical advice, but to speak frankly to your doctor or counselor about your emotions and feelings. It’s easy to be bombarded with friends’ well-meaning advice and sometimes misinformation. You may be suffering from just an ordinary case of first trimester vomiting and nausea which, in your own view, seems severe and have become even more worried when a friend advises you that severe vomiting is a serious problem. Or you might experience marked vomiting and nausea that you are considering telling your doctor about. Don’t let friends or family scare you or deter you from getting the care you and your baby need. The best practice is to keep your doctor well informed about what you are experiencing and let your doctor give you professional, objective advice.



NORMAL RESPONSES TO FOOD AND EATING DURING PREGNANCY

A woman’s first clue that she is pregnant is often a distinct new food preference, or “food fetish.” Some women seek out foods that are bland, while others may seek out foods that are spicy or pungent in taste. These early indications that a woman is pregnant are part of her body’s response to changing hormones, and are entirely normal. The complexity of changing hormones eventually affects all aspects of a woman’s functions, including the appetite center in the brain.

The baby developing inside the mother’s womb naturally requires additional nourishment to grow. The mother’s increased appetite, usually a feature of the second trimester, is the way her body encourages her to take in the additional food now needed. Even in the first trimester, however, the tiny developing embryo requires extra nutrition. Accordingly, many doctors routinely prescribe a vitamin supplement to the woman whose pregnancy has just been diagnosed—not because she is likely to be missing vitamins, but simply to make sure that she and her baby get the proper balance of vitamins and minerals.

Recently, I saw a woman who is a health care professional and whose sister had severe problems with bulimia—excessive eating followed by self-induced vomiting. My patient was in her second trimester and concerned that her increased food consumption was a sign of an eating disorder like her sister’s. After talking with her about her eating patterns, I was able to reassure her that she was experiencing the typical and healthy increased appetite of the second trimester.

The natural and necessary weight gain of pregnancy is something that every expectant mother has to come to terms with. Our society places a great emphasis on slimness as a desirable feminine attribute, regardless of a woman’s age or body build. Slimness itself has come to be equated with a healthy lifestyle, and many women are extremely alert to their smallest weight gain and exert a great deal of control to maintain their “ideal” weight. Nature has planned a healthy pregnancy according to a different model, however, and medical professionals agree that a reasonable weight gain is an expected and essential component of pregnancy, both for the mother and the fetus. With good prenatal counseling and awareness of the nutritional requirements of pregnancy, most women come to enjoy a new self-image of healthy expectant motherhood.

Nevertheless, many women who are very careful about their diet and make a point of exercising regularly to maintain fitness become anxious when they suddenly begin to crave the ice cream and chocolate that they have seldom allowed themselves to indulge in before. Some women give themselves “permission” to indulge in “forbidden foods,” such as desserts and fried foods, on the grounds that this is such a special time in their lives. All this is quite normal!

For most people, their appearance and body image are closely linked to their identity, their sense of self, and thus, their level of self-confidence. Not surprisingly, then, many women are quite shocked by the growth of the abdomen and the widening of the hips that take place as pregnancy progresses. Some women may put off wearing maternity clothes for the longest time, attempting to disguise what they see as a “disgraceful” body. Again, these are quite normal, even expected, responses to pregnancy. It’s important to keep in mind that for most people, no change in body image is easy to accept. Changes in body image, whether resulting from surgery, medical treatment, or pregnancy, can alter one’s sense of ego. And in addition to the stresses of increasing weight and changing body shape, a young woman may also feel the anxiety associated with the practical need for and expense of maternity clothes.

Having discussed the normal range of issues seen in the pregnant woman’s responses to food, eating, and body image, I would now like to introduce the more severe disorders relating to eating and body image during pregnancy. Although these severe psychiatric illnesses are relatively rare, they do exist and treatment should be sought early.

EATING DISORDERS

The stereotypes of popular culture have played many cruel jokes on today’s women, and some of them become increasingly dangerous in pregnancy, when not just one, but two lives, are at stake. The female images in television and magazine advertising incessantly show that the “model” woman has the shape and weight of a girl in early adolescence. This is obviously not the shape that nature intended for the mature female of the species—and it is very far from the maternal shape required for a healthy pregnancy and the delivery of a healthy baby.

The eating disorders of anorexia nervosa and bulimia are tragic “fashion diseases” of the past few decades, and it took medical science some time to recognize that they are indeed physiological as well as psychological disorders. A woman with anorexia is driven by a distorted self-image to starve herself into a dangerously malnourished condition. Even when excessively thin, she sees herself as overweight and is terrified of gaining any weight at all. To reach her elusive goal of being “thin enough,” a woman with anorexia must carry on a secretive campaign involving altered eating habits and excuses that will somehow hide from her family the fact that she is starving herself.

As in anorexia, in bulimia a woman has an exaggerated preoccupation with body image. With bulimia, however, the woman “binges,”—eating an enormous amount of food in a short period of time—and then compensates for doing so in a variety of ways: by making herself vomit, by taking laxatives or diuretics, by engaging in fasts or overly strict diets, and/or by exercising excessively. Bulimia is another secretive disorder, and one in which the woman’s appearance may offer no clues of ill health to her family. Unlike a woman with the starved appearance of anorexia, the woman with bulimia may be of normal body weight—a weight she maintains through her abnormal eating practices.

At the other extreme, obesity is also an eating disorder that can have grave health implications in pregnancy. An obese person is one who seemingly has no control over appetite and food consumption and weighs at least 20 percent more than the normal body weight for his or her age and height. The health consequences of excessive weight were recognized much earlier than those of excessive thinness. Clearly, a pregnant woman with obesity is at extra risk of severe heart and respiratory complications, and while she is eating more than enough, she may not be eating the best diet for her baby’s development.

Eating Disorders and Pregnancy

Women with the eating disorders of anorexia and bulimia very often have difficulty becoming pregnant. One of the characteristic symptoms of these disorders is amenorrhea—cessation of menstruation. In addition to affecting the woman’s overall health, both anorexia and bulimia disturb the normal production and functioning of hormones. Whether or not the woman with either disorder fully ceases having periods, her menstrual cycles may be so disrupted as to interfere with her ability to conceive. In fact, a percentage of infertile women will have an undisclosed history of either bulimia or anorexia, both of which can affect the menstrual cycle.

The majority of eating disorders in pregnancy represent the continuation of preexisting disorders. Very few cases of a woman experiencing an eating disorder for the first time during pregnancy have been reported. There is also some suggestion that women with extreme cases of vomiting or hyperemesis may have had a history of an eating disorder prior to the pregnancy. The natural healthy weight gain of pregnancy is a punishing dilemma for the woman with anorexia or bulimia. And sometimes, the normal stresses of pregnancy, such as coming to terms with motherhood and increased responsibility, may contribute to the uncontrolled food consumption of the obese woman.

It is unclear whether eating disorders occur more frequently during pregnancy. However, what is clear is that both these disorders can affect the ability of a woman to bear a child successfully.

Assuming that a woman with any of the three eating disorders I have described is able to carry out her pregnancy, these disorders affect her health and the long-term health of her unborn child. Even with the most positive attitude towards the pregnancy and expected child, women with eating disorders are seldom able to alter their self-destructive behavior on their own. They need both the sympathetic awareness of and support from their families, and also the professional resources of trained counselors to assist them.

Because women with eating disorders have a distorted view of their body, the health-care giver must have available correct and appropriate information regarding the healthy range of weight gain during pregnancy and what is acceptable versus unacceptable behavior in the context of an eating disorder, for the woman and for her growing baby. It can be confusing to a patient when she receives inconsistent information from health-care professionals, since she will also balance the information against her own sense of the weight at which she feels comfortable and can live with given peer or societal pressures.

What Causes Eating Disorders?

There are various explanations for the appearance of eating disorders. Clearly, powerful popular stereotypes of the ideal feminine body image may contribute to the development of anorexia and bulimia. The question of why some women are plagued by these disorders while other women are not is more complex. Some researchers suggest that by forcing herself to maintain a preadolescent body shape, an anorexic woman may be trying to avoid conflicts over sexual identity or the demands of sexual maturity. Others have suggested that the emotional profiles of one or the other of the woman’s parents are factors, and there are even some suggestions that imbalances in the body chemistry may predispose some women to these disorders.

Similarly, a combination of causes is suggested for obesity. Heredity is a major factor, as demonstrated by studies of obesity in families. Other possible factors are the individual’s metabolism and the way the individual’s nervous system processes messages about appetite.

What Can Be Done for Eating Disorders?

The recognition of eating disorders as behaviors that can be treated is fairly recent, and effective treatment programs are beginning to be developed. The usual first step is supportive psychological counseling, which may continue on a long-term basis until the individual establishes patterns of successful eating behavior. Both individual counseling and group therapy can help the individual recognize inappropriate behavior and then examine and practice alternate behaviors. Treatment of eating disorders involves the patient’s adjusting to a new self-image, and she may need supportive care to deal with problems, such as depression or anxiety, which might accompany the new realities she is facing. The dietician also has an important role to play in treatment of eating disorders.

Extreme cases of anorexia usually require hospitalization for both medical and psychiatric treatment, and extreme cases of obesity may also be treated in hospital. In severe cases of eating disorders, antidepressant medications may be recommended. When a woman with eating disorders becomes pregnant, it’s especially important for her baby’s welfare that she seek treatment. This is how one anorexic woman came to receive care for her eating disorder in her first trimester:

JOANNE’S STORY

Joanne was a 32-year-old dental hygienist of Italian origin, married to a construction worker. In her family, food was accorded a great deal of importance, both in itself and as the social focus of family gatherings. Joanne, however, rebelled against this. Her family and her colleagues found her to be extraordinarily thin, and Joanne always found some excuse or another to explain why she was not hungry at mealtimes. She made a point of not being around the home at dinner time and eventually came to avoid family gatherings.

Joanne and her husband planned her pregnancy, but when she became pregnant, she carried on her eating habits unchanged. Joanne’s anorexia was not identified until her family doctor, who had diagnosed her pregnancy, also detected some abnormalities about her eating patterns and referred her to me. I learned that the most important thing in Joanne’s thinking was being thin. She regarded her mother, who was just slightly overweight, as “repulsive,” and she was terrified that if she gained even five pounds, her husband would leave her. Joanne was so committed to her thinness that she was a “secret eater,” hiding small bits of food, and she scrupulously weighed the small amount that she ate—but basically what she was doing was starving herself.

When she became pregnant, she became obsessed with the fact that she would now gain weight. She checked her appearance constantly in the mirror and weighed herself repeatedly. The illness progressed so rapidly in the first trimester that she almost stopped eating completely. She was admitted to hospital for a week to be fed intravenously so that she could be sufficiently nourished to maintain her pregnancy.

In addition to psychiatric care, Joanne received additional supportive therapy from nurses, psychologists, and a dietitian from the hospital’s Eating Disorders Clinic. Her weight was maintained appropriate to her pregnancy, and after about three weeks, she felt she could manage the diet at home. For the balance of her pregnancy, she returned to the hospital for weekly visits to the dietician and a psychologist.

Through counseling, Joanne developed an understanding of the importance of being well and avoiding excessive dieting during pregnancy, and she gave birth to a healthy baby girl. She has had two subsequent pregnancies and suffered from anorexia during neither. In between pregnancies, however, she had intervals of struggling again with her eating disorder, but with counseling and support, she has for the most part brought her eating disorder under control.

To come to an understanding of this disease, and most importantly, to control it, is a difficult task as we have seen. Joanne is a patient who exemplifies two important messages about eating disorders. First, although her disease was diagnosed and treated, she had a few relapses. However, with proper help from professionals—a psychologist, who used techniques of behavior modification therapy, a dietician, who weighed the patient daily, and a supportive counselor—the illness was brought under control during her pregnancies, and she was able to give birth to healthy infants.


A QUESTION YOU MIGHT HAVE ABOUT EATING DISORDERS

[image: Image] I’ve read about anorexia nervosa, and I’m sure that my sister has this condition. She’s been married for a year and says she’s planning to get pregnant. Is it possible for women with anorexia nervosa to become pregnant? Would her baby be healthy?

Women with severe anorexia nervosa stop having periods and, in less severe cases, they usually have irregularities in their menstrual cycles that interfere with fertility. However, it is possible for an anorexic woman to become pregnant and when this happens, a major concern is that the mother receive sufficient nutrition to bring a healthy baby to term. Women who cannot do this on their own may have to be hospitalized in order to be nourished with intravenous feedings.

Evidently, your sister’s thinness or eating habits have made you suspect anorexia, and if this is the case, she needs supportive understanding. Anorexics usually develop habits of secrecy to hide their near-starvation from their family, and you might not have much luck tackling the issue with her head-on. Since she and her husband want to have a family, you might explore with her the need for careful nutrition and sensible weight gain in pregnancy and encourage her to speak with her family doctor now about her general health status and eating habits. Her family doctor should be in a position to suggest where behavioral support may be available in your community.



DEPRESSION DURING PREGNANCY

In daily conversation, people often talk about feeling “depressed” when they describe quite normal lows in their range of emotions—disappointment, occasional pessimism, sadness related to a specific event, and so on. In medical terms, however, depression refers to a mood disorder in which one’s low mood has become so pronounced and continuous that it disrupts normal functioning,

All pregnant women must make some psychological adjustments—some of them more difficult than others. What many women do not know, and so need to learn from their friends and loved ones, is that the special joy of pride and accomplishment in pregnancy is likely to be accompanied by feelings of insecurity and uncertainty. While their body is obviously affected by the changes of pregnancy, the psyche is, too. Even in the best and easiest pregnancies, it is common for women to experience a kind of “mourning” for the youthful girlhood they are unequivocably leaving behind, as well as for a lifestyle that will be forever changed when the baby arrives.

The woman who has chosen to delay pregnancy in order to get ahead in her career may find herself quite isolated and insecure when the planned pregnancy finally gets underway. Both female and male co-workers and superiors may place unrealistic expectations on her performance, and she may find the interests and concerns of her peers at work quite removed from her own new situation.

Minor Depressions and Mood Changes in the First Trimester

Within the context of the normal range of human emotions, depression—the feelings of a person who is extremely unhappy about a certain situation or circumstances, and then comes out of his mood state when the situation or circumstance has changed—is very common. Rarely, however, is this mood pervasive or long-lasting, and rarely does it interfere with the person’s functioning on a daily basis.

By the same token, feeling extraordinarily happy under certain circumstances is also a normal part of the range of human emotions. Consider what typically happens when you have achieved a goal such as getting a new job or passing an examination: you are elated; friends celebrate with you; it is a particularly joyful time. When it is over, you once again feel “normal.” Thus, there is usually a balance in a person’s life between these two extremes of being happy and unhappy.
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