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Introduction

Pregnancy can be one of life’s most joyous chapters; however, it may also be one of the most stressful and difficult times in a woman’s life. Childbirth is known to be one of the most challenging experiences, often causing extreme anxiety, particularly for first-time mothers, those who have not given birth in a while, and to those who have not had a favorable experience with previous deliveries. Peripartum depression (PPD), formerly known as postpartum depression, can lead to lifelong complications for both the mother and the fetus, especially when left untreated (Centers for Disease Control and Prevention, 2022). The exact etiology of PPD is not known; however, a study conducted by Schiller et al. (2014) has suggested that hormonal fluctuations during pregnancy and delivery may play a role in the development of this disorder. PPD does not discriminate, meaning it can affect all woman of any race or ethnicity. Currently there are some studies regarding minority women and PPD but little to no data mentioned in the Arab American population creating a need for this project.
Many providers focus on screening women for PPD after delivery, however studies have shown that woman may display signs and symptoms of depression throughout the perinatal period. To prevent or reduce the lifelong complications that can occur with PPD, early intervention is key. Utilizing screening tools such as the Edinburg Postnatal Depression Scale (EPDS) screening tool or Patient Health Questionnaire-9 can assist in the initial step along with other criteria in the early identification process. Having a program that includes screening, education, and follow up during the peripartum period is advantageous. It aligns with three of the four goals of the quadruple aim which includes enhancing patient experience, improving population health, reducing costs, and improving the work life of health care providers (Bodenheimer & Sinsky, 2014). By screening these patients for PPD and giving them resources that may assist them it allows for a step towards addressing their mental needs and sends a message to patients that their health care team cares. The aim of this Doctor of Nursing practice (DNP) project is to provide early screening during the peripartum period utilizing a bilingual English and Arabic translated EPDS tool, educational resources, and appropriate referral as well as telehealth visits to assist those who are unable to follow up in office. 
Background and Significance

Peripartum depression was first recognized in the Diagnostic and Statistical Manual of Mental Disorders (DSM-IV) in 1994 (Davis & Segre, 2013). PPD symptoms include anhedonia, feelings of worthlessness, changes in appetite, isolation, difficulty concentrating or making decisions, and having thoughts of death or harming their child which must persist for greater than 2 weeks (American Psychiatric Association, 2020). To diagnose PPD, certain criteria and a specific time of onset must be met, according to the fifth edition of the DSM (American Psychiatric Association, 2013). Previously, the onset specifier criteria only included symptoms that began after delivery until up to 4 weeks postpartum but was recently changed to include the entire time period of pregnancy. The peripartum period is defined as the duration of time during pregnancy and up to 4 weeks following birth (American Psychiatric Association, 2013). With more research studies being conducted, there is a potential that this may again change to include up to 12 months postpartum. 

There are some theories regarding the cause of peripartum depression, however there is no confirmed etiology. Hormonal imbalances have been shown to play a role in some women with PPD. Throughout pregnancy hormones assist in the development of the fetus and the progression of the pregnancy (Gandhi & Singh, 2021). These hormones include but are not limited to progesterone, estrogen, human chorionic gonadotropin (HCG), oxytocin, and prolactin. When there is rapid fluctuation in hormones such as progesterone and estrogen, it can create an imbalance and have a negative effect on mood. This process occurs typically right after delivery which may correlate with the increased rates of depression during this time period. Other risk factors include, but are not limited to, a previous history of depression, anxiety, lack of support, financial difficulties, family history of PPD, and age (Mayo Clinic, n.d.). 

About 1 in 7 mothers have reported developing symptoms of peripartum depression (Cleveland Clinic, 2022). With roughly 4 million live births occurring each year, approximately 600,000 women will develop symptoms of PPD (Carberg, 2023). Percentages of women who develop symptoms vary from state to state with Michigan being among the states with higher rates of greater then 15% (Centers for Disease Control and Prevention, 2022). PPD is on the rise as reported in a study conducted by Getahun et al. (2023) which found that prevalence rates for PPD have increased in California from 9.4% to 19.3% between 2010 to 2021. Even with this new data showing the increasing prevalence of this issue, about 50% of women go undiagnosed by a healthcare provider (Carberg, 2023). There is a big gap in care when it comes to PPD screening throughout all healthcare settings including obstetrics. The clinic that this doctoral of nursing project will take place, for instance, reports that they typically screen for PPD after delivery and during postpartum visits and not throughout the peripartum period. In the past, the attention regarding depression for pregnant mothers focused solely on the postpartum period as there was an expected imbalance of hormones that occurs immediately after birth. As further research has come to light regarding the potential starting period of symptoms, more and more providers, in addition to reputable sources such as the American Congress of Obstetricians and Gynecologists (ACOG) and American Academy of Pediatrics (AAP), have been recommending the incorporation of routine screenings for PPD in different time periods throughout the perinatal period (American College of Obstetricians and Gynecologists, 2016; Earls et al., 2019).

Knowing when to screen helps with the identification of these symptoms which can play a vital role in addressing the gaps of care in relation to PPD within this population. Perinatal-related suicide is the second leading cause of death in women during the peripartum period (Yu et al., 2021). This illness affects the mother, the fetus, and her family unit. The American Academy of Pediatrics released a policy statement discussing the importance of PPD screening in the pediatric settings for mothers in addition to the consideration of screening the partner, due to new findings of paternal depression (Walsh et al., 2020). The partners of these mothers are more at risk of developing paternal depression if the mother has PPD. Mothers tend to isolate themselves when experiencing PPD which can put a toll on their relationships. 

When left untreated, perinatal depression may cause impaired parent-child interaction, child abuse and neglect, and family dysfunction (Earls et al., 2019). It also may lead to a decrease in the mother’s quality of life and other health disparities for both the mother and infant such as low birth weight and preterm birth. Infants whose mothers experienced PPD were shown to be at greater risk of developing impaired cognitive, emotional, verbal, and social abilities and additional detrimental consequences include suicide and infanticide (Viguera, 2023). 

Safety is a concern that is always addressed in any healthcare setting and is a leading quality indicator in healthcare. As perinatal-related suicide is the second leading cause of death in women during the peripartum period, the goal of a consistently implemented peripartum depression program such as this is to assist in early identification and management of PPD (Yu et al., 2021). This program entails the utilization of a screening tool, watching a short video on postpartum depression, distributing educational materials and tools for support and appropriate referral. Ultimately, it provides pregnant mothers with the necessary tools they need to assist them during the last few weeks of pregnancy and gives them opportunities for early identification and appropriate referral.
There is also the stigma that follows mental health which creates many barriers that make it challenging for pregnant women struggling with these symptoms to seek care. Cultural beliefs also play a role in these difficulties. Minorities experience higher rates of illness and death due to a wide range of health conditions because of the generational injustices that have occurred and that are still present to this day (Centers for Disease Control and Prevention, 2021). According to the Arab American Institute (2018), there are approximately 2 million Arab Americans in the United States. However, due to the United States Census Bureau's classification of Arab Americans as White, there is a lack of statistical data regarding the Arab American population, particularly in relation to PPD. 

Going through PPD can feel isolating in itself, let alone having to navigate the consequences that Arab American mothers face when they are unable to share their feelings because of mental health stigma. In a study conducted by Clément et al. (2015), stigma was linked to an increased probability of delayed care or lack of care regarding assistance with mental health matters. These delays may increase the severity of symptoms and the condition in turn making treatment and recovery difficult to attain. In addition to the stigma language barriers create another obstacle for these patients to face. With this population, many of the Arab American patients predominantly speak Arabic and little to no English, making it even more difficult to discuss how they are feeling as they may already feel as if they are not being heard or understood. In a systematic review conducted by Shamsi et al. (2020), it was found that language barriers are a crucial cause of miscommunication between medical providers and the patients they care for, thus leading to decreased quality of healthcare services and patient satisfaction. In the Arab American culture, it is frowned upon to be a “burden”, therefore, mothers would rather imply that they understood the provider than ask for interpretive services. To break this barrier, it is crucial to ensure that Arab American mothers are aware of available resources, receive support, and are educated about PPD.

Problem Statement
Peripartum depression was first recognized in 1994 in the DSM-IV, however, there continues to be a major gap in care in pregnant women suffering from PPD. Contributory factors to the gap in care present include inconsistencies with screening pregnant women for PPD, screenings only being completed in the postpartum period, and the lack of linguistically sensitive screening tools available. It is challenging enough to experience PPD and can even be more difficult when there are language and cultural barriers present, which Arab American women face. As the ACOG and the AAP recommends the utilization of routine peripartum depression screenings to be completed in the peripartum period, it is important to practice inclusivity and develop programs that reach women of all ethnic backgrounds.
Clinical Questions
Will utilizing the EPDS screening tool in Arab American pregnant women during the antepartum period and postpartum period improve the early identification of PPD symptoms and lead to appropriate referral? Will the provision of a peripartum depression program geared toward Arab American pregnant mothers improve early identification of PPD symptoms and increase patient satisfaction? Will the provision of resources, including educational content and appropriate referral, increase patient satisfaction? Will the utilization of educational content in the Arabic language increase Arab American patients’ knowledge on signs and symptoms of peripartum depression? Will providers find this program practical and beneficial in their practice for their patients?
Literature Review
Databases used when conducting the literature review consisted of CINAHL, PubMed, and ProQuest with key search terms that included postpartum depression, screening, EPDS, prevention, interventions, and cost. Sixteen articles were utilized leading to the identification of common themes that consisted of the importance of risk factor identification, the benefits of screening, EPDS screening cut off scores, appropriate screening times, the utilization of interventions to lower the risk of PPD, and the financial burden that can occur with this disorder. 

Risk Factors 

Risk factors in healthcare are traits, characteristics, behaviors, or exposures that increase the probability of the development of a disease. Understanding or knowing risk factors assists in the identification of people who are at risk for developing a disease, which allows for providers and staff to recognize patients who may need closer monitoring and early intervention to reduce that risk. In relation to PPD, both Oliveria et al. (2022) and Wedajo et al. (2023) found that having multiple children, a low family income, a poor partner relationship, a history of emotional disorders, intimate partner violence, and lack of support were key risk factors associated with the development of postpartum depression; in addition to substance use by the father and intimacy difficulties in Ethiopian women (Wedajo et al., 2023). 

It has been shown that racial and socioeconomic disparities play a role in increasing the risk of the development of PPD, specifically in black women, who experienced a higher prevalence in relation to theses disparities (Koire et al, 2023; Sidebottom et al., 2018). Interestingly black women were found to screen positive during the prenatal period rather than the postpartum period whereas white women were found to screen positive during the postpartum period compared to the prenatal period (Koire et al, 2023). Utilizing these risk factors to closely monitor and identify postpartum depression throughout the perinatal period were found to aid in early intervention and a positive outcome for both mothers and infants (Koire et al., 2023; Hobeika et al., 2023; Oliveria et al., 2022; Wilcox et al., 2020). 

Screening Tools

Applying screening tools to help identify these risk factors and common symptoms of peripartum depression is equally significant. The EPDS tool is a tool that is frequently mentioned, researched, and employed (Beydokhti et al., 2020; Daoud et al., 2019; Hobeika et al., 2023; Koire et al., 2023; Lewis et al., 2021; Oliveria et al., 2022; Smith-Nielsen et al., 2018; Wedajo et al., 2023; Wilcox et al., 2020, Yahya et al., 2021). This finding was also consistent with a meta-analysis consisting of 22 articles conducted by Moraeset al. (2017). It is a questionnaire completed by the patient that consists of 10 questions in relation to how the patient has been feeling within the last seven days. After the completion of the questionnaire a score is calculated and utilized to determine the likelihood of PPD. 

The scoring may range from 0-30, with a typical positive result or cutoff score being greater than or equal to 13 points. Cutoff scores vary dependent on the institution, which may be problematic in terms of consistency when gathering and comparing data across numerous institutions as it may create false positive results. They also may differ in terms of translation of scales because of variations of psychological distress in different cultures (Smith-Nielsen et al., 2018). Commonly applied EPDS tool cut off scores shared between these articles range from greater than or equal to 10 to 14 (Daoud et al., 2019; Hobeika et al., 2023; Koire et al., 2023; Oliveria et al., 2022; Smith-Nielsen et al., 2018; Wedajo et al., 2023; Wilcox et al., 2020) which is mostly consistent with the Academy of Pediatrics (AAP) range of 9-13 (American Academy of Pediatrics, n.d.). While Smith-Nielsen et al. (2018) fell within that common range the authors of the study proposed that more research is needed, as this cut off may need to be adjusted dependent on where the patient is in the perinatal period.

Other tools are available to assist in the identification of depressive symptoms like the patient health questionnaire (PHQ) (Sidebottom et.al, 2020) or the perinatal anxiety screening scale (PASS) and the general health questionnaire (GHQ) (Beydokhti et al., 2020; Hobeika et al., 2023; Wilcox et al., 2020). These screening tools are typically used in conjunction with the EPDS tool or the EPDS tool can be used alone. It is important to notate that these screening tools are exactly that, a tool used to screen for PPD not to diagnose PPD. The diagnosis of PPD is obtained by using the DSM-V criteria. 

Screening Time

Appropriate timing for when to screen throughout the perinatal period is a vital component of identifying symptoms of PPD, as they may appear throughout pregnancy and postpartum and could lead to early detection and intervention to prevent, delay, or at least reduce the negative impact of PPD (Hobeika et al., 2023; Koire et al., 2023; Oliveria et al., 2023; Sidebottom et al., 2020; Wilcox et al., 2020). While each study had some variation in the timeline of when screenings were completed, Koire et al. (2023), Sidebottom et al., (2020), and Wilcox et al. (2020) shared screening times in the first and third trimester as well as within three months postpartum. The results from these studies lead to the conclusion that the majority of PPD cases in their studies had an increased rate of EPDS positive detection in the antepartum period. However, Koire et al. (2023) completed screenings for PPD in the pediatric and obstetric setting during the postpartum period and found that over 29.3% of women who screened positive in the antenatal period were only screened at the pediatric follow up visit. 

In addition to conducting these screenings during the perinatal period, Koire et. al (2023) found that screening mothers during pediatric visits increased the chances of identification as mothers are more likely to attend and follow up due to the infant’s needs. Of the articles utilized in this literature review, three conducted only postpartum screening. Hobeika et al. (2023) conducted screenings within 4 to 6 weeks postpartum with Lewis et. al (2021) completing screenings during that time period as well as at six months and nine months postpartum and Wejado et al. (2023) any time during the first year postpartum. 

Risk Lowering Interventions

When it comes to interventions, it is common knowledge that nutrition and exercise are many first-line recommendations for certain conditions and is a topic that is discussed during a variety of visits when seeing a provider. In the matter of peripartum depression, exercise and diet were utilized as methods of intervention to assist in the reduction of the susceptibility of peripartum depression (Lewis et al., 2021; Yahya et al. 2021). Exercise interventions included incorporating thirty minutes of light to moderate exercise such as yoga, deep breathing, and walking. Diet modifications, such as limiting meat, increasing fruit and vegetable intake, and ensuring that the mother is sufficient in vitamin D intake and iron, were shown to assist with PPD, as women with vitamin D deficiency were more prone to developing PPD (Yahya et al., 2021). 

The key focus of a systematic review conducted by Ong et al. (2023), was the utilization of psychoeducation, which was conducted in a group setting. Psychoeducation consisted of four portions which included treatment, management, compliance, and prevention. Each of these varied in concentration dependent on the group. Completing technology-based interventions though phone support, mobile apps, social media, and through websites were other options that researchers have tried with success finding that it lowered PPD symptoms through the enhancement of the wellbeing of the mother, increasing her confidence, and creating maternal and paternal self-efficacy (Hanach et al., 2021). Shared topics of discussion that were utilized included stress management, baby blues, the effects of hormone levels, and teaching mindfulness (Beydokhti et al. 2022; Hanach et al., 2021; Lewis et al., 2021; Mu et al., 2019; Ong et al., 2023).

Financial Burden 

The economic burden of perinatal mood and anxiety disorders (PMADs) among births in 2017 over a five-year period after birth was approximately 14 billion dollars (Luca et al., 2020). This cost included indirect and direct costs of untreated PMADs such as missed workdays, overuse of safety net programs, and increased healthcare costs for worsening maternal and child health. Camacho and Shields (2018) and Wilkinson et al. (2016) examined the cost of the intervention they completed versus usual care for PMADs and found the intervention was cheaper than usual care. Quality-adjusted life years (QALYs) are outcome measures that incorporate morbidity and mortality. One QALY represents one year of life in perfect health. QALYs are commonly used outcome measures in many studies regarding the costs of PPD (Camacho & Shields, 2018; Premji et al., 2021; Wilkinson et al., 2016). Both Camacho and Shields (2018) and Wilkinson et al. (2016), identified that the cost per QALY gained was more dominant with the intervention, thus cheaper and more effective than usual care. 

Organizational Assessment
A microsystem SWOT analysis was conducted for host facility to evaluate the strengths, weaknesses, threats, and opportunities present. In order to conduct a successful project, ensuring that the environment and stakeholders are ready for change can be crucial.  The host facility has no current staffing issues regarding medical assistants and secretaries. Almost all of the staff members are bilingual and have been with the facility for one year or more. The office has a well-established patient base that is diverse and accepts both Medicare and Medicaid clientele. It is a private office that has affiliations with a major facility and utilizes services that this major facility offers, such as parenting, lactation, and birthing courses. The host facility also collaborates with ACCESS, which assists with social, economic, health and educational services (Arab Community Center for Economic and Social Services, n.d.). 

A weakness identified while conducting this assessment is the need for more providers to assist with the patient volume. Although screenings can be administered by the medical assistants, once screened positive, appropriate management and referral is completed by the provider. There is currently only one nurse practitioner and one obstetrics doctor at the facility and no midwives. These screenings are only done in the postpartum period which indicates a gap in care. They do not offer telehealth visits currently. The benefit of having telehealth services is that it can accommodate those who are unable to be seen due to lack of transportation or other personal reasons. It allows for more opportunities to address the needs of the patient and could be both helpful and limiting in regard to privacy for the patient to discuss sensitive topics such as mental health. However, phone calls could be completed so that conversations could be kept off speaker and more private. 

As with any clinic, there were some opportunities and threats identified. Opportunities included the expansion of screenings periods which would help identify patients at risk for developing PPD and lead to early intervention. It may help the patients feel more supported and could also assist the business in a financial sense as these screenings can be billed. As mentioned early, screenings can be documented by medical assistants who would relieve the providers from this task. Providing telehealth sessions also allows for more financial incentive as these too are visits that bring in more revenue yet allow patients to obtain the care that they need in a more convenient manner. This project may shed some light regarding the benefits of phone call visits to this office. Threats include other competitors who offer these services already for these patients and those who have more providers available. These other offices that incorporate their threats have an increased availability of appointments and less wait times which may deter patients away from the host facility.
Resources and Funding

With regard to cost of this doctoral project the anticipated resources include office supplies (i.e., printer paper, stapler, staples, black ink pens, and paper clips.). Printer paper was used for the printed screening and educational materials, and consent forms. The office already had available computers and phones that were utilized. No current additional staff was needed as this was implemented during routine prenatal visits that were already taking place. All of the educational resources provided are publicly accessible. Other use of online content did not require a subscription. Lunch was provided during staff training, and at the completion of the project. The total estimated cost of this project was $250.
Theoretical Framework

Interaction Model of Client Health Behavior
Cheryl Cox’s Interaction Model of Client Health Behavior (IMCHB)consists of three elements that aid in the development of better outcomes for patients and contribute to nursing theoretical knowledge (Kim et al., 2020). These elements include client background, client-professional interaction, and client health outcomes. Utilizing this framework will assist in developing a better outcome for these patients, as there is a lack of information regarding peripartum depression in the Arab American community. The combination of the lack of screening for depression and a language barrier that occurs within this community leads to many missed diagnoses and interventions that could have positively impacted these mothers. These interventions would have assisted them in obtaining the care that they needed and deserved during the challenges of motherhood. 
The Client Singularity element in this model displays important variables of information that needs to be collected, such as the mothers’ demographics, social factors, health history, resources, motivations, emotional responses, and beliefs. The Client-Professional Interaction element factors in the support that providers must give and the trusting therapeutic climate that is essential to provide. This is especially important when it comes to mental health as numerous patients, in general, are afraid to discuss how they are feeling due to their belief that they will be perceived differently or judged. The major stigma in the Arab American community regarding mental health is one that is in dire need of breaking. Thus, providing a therapeutic, trusting, and supportive environment is crucial during the implementation of this pilot project. In addition, the Client-Professional Interaction element includes the implementation of an intervention, which would be the Arabic-translated EPDS tool, with these Arab American mothers during the perinatal period. In the last element, also known as health outcomes, five variables are mentioned to assist in measuring the effects of this project. However, of these five the variables, clinical health status indicators, severity of the health care problem, and satisfaction of care will be utilized. 

Figure 1: Cheryl Cox’s Interaction Model of Client Health Behavior
[image: image1.png]5. Thave felt scared or panicky for no very good reason:
Yes, quite a lot
Yes, sometimes
No, not much
No, not at all

6. Things have been getting on top of me:

Yes, most of the time I haven’t been managing at all
Yes, sometimes I haven’t been managing as well as usual
No. most of the time I have managed quite well

No, I have been managing as well as ever

7. Thave been so unhappy that I have had difficulty sleeping (not because of the baby):

Yes, most of the time
Yes, sometimes

Not very much

No, not at all

8. Thave felt sad and miserable:
Yes, most of the time
Yes, quite a lot
Not very much
No, not at all

9. I have been so unhappy that I have been crying:
Yes, most of the time
Yes, quite a lot
Only sometimes
No. never

10. The thought of harming myself has occurred to me:
Yes, quite a lot
Sometimes
Hardly ever
Never
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Teetering on the Edge: A Substantive Theory of Postpartum Depression
Cheryl Beck’s postpartum depression theory, Teetering on the Edge: A Substantive Theory of Postpartum Depression, focuses on a four-stage process that occur when women experience loss of control, a social psychological problem when navigating postpartum depression (1993). These four stages included encountering terror, dying of self, struggling to survive, and regaining control. Stage one, encountering terror, is the initial abrupt and unexpected development of postpartum depression. It is a feeling of being trapped in the dark with no way of escaping. Common conditions found during this stage include horrifying anxiety attacks, enveloping fogginess, and relentless obsessive thinking. Stage two, dying of self, occurs because of the conditions mentioned in stage one and involuntarily leads to alarming depersonalization, self-isolation, and the consideration of self-destruction. In the following stage, struggling to survive, women developed three strategies to combat the conditions in stage two that included obtaining professional help which was a grueling process as health professionals did not provide appropriate assistance for these patients, prayer and obtaining support. The fourth and final stage consisted of unpredictable transitions, mourning of lost time with their children, and finally guarded recovery thus naming this stage regaining control. However, even after the final stage mothers were still left with the fear of the potential return of depression. Beck’s theoretical framework influenced the choice of the educational pamphlet and nonpharmacological interventions that were given to participants throughout this project. The symptoms from each stage and their pertinence were discussed at the initial visit to educate and prepare them for potential symptoms they may experience. This has hopefully assisted in the development of better outcomes for these patients as Beck’s theory gives insight regarding the experiences/stages that mother face when going through postpartum depression. 
The Plan-Do-Study-Act (PDSA) Cycle 
The Plan-Do-Study-Act (PDSA) cycle consists of four steps to determine whether an implemented change was successful or not and is a learning process that allows for trial and error until a conclusion is met. The first step in the PDSA cycle is the “Plan” stage, which consists of developing hypotheses and determining how to test the hypotheses. Goals, objectives, and outcome measures have been created for this pilot project as well as a detailed proposal thus completing the first step in this cycle. Without these goals, objectives, and outcome measures, there would be no driving factor for the project and the results of the project would be without purpose. In the “Do” stage the hypotheses made are tested by initiating the plan that was created to determine whether or not the hypotheses are correct; thus, leading to the collection of results or evidence which will begin after IRB approval and consist of the implementation of the project. The following stage is the “Study” stage where data is analyzed and pertinent information is discovered and will be initiated once implementation is completed (Institute for Healthcare Improvement, n.d.). During this stage new hypotheses may start to formulate and are then considered in the final step of the PDSA cycle. In the final stage, the “Act” stage of the PDSA cycle, reflection on the entire process occurs, leading to the decision of whether or not another cycle needs to be completed. Therefore, if further information is needed or new hypotheses are developed the PDSA cycle may begin again and will be implemented in phase two of the DNP project. 
Purpose Statement

PPD is a disease that does not discriminate and has shown to have negative effects on the entire family unit when left untreated. Previous research conducted has largely focused more so on the period of time right after delivery rather than the entire perinatal period. As more research is being completed, knowledge has come to light regarding the occurrence of PPD symptoms during pregnancy and the importance of acting sooner rather than later. The lack of information regarding PPD in the Arab American population is evident. The purpose of this project was to implement a PPD program in pregnant Arab American women to: 

1. Bridge the gap of care in relation to PPD in the perinatal period. 

2. Determine if a translated EPDS tool and educational content regarding PPD improves identification of signs and symptoms of peripartum depression.
3. Provide appropriate referral for further management when needed.

4. Promote better health outcomes for the family unit. 
Completing this project has increased available information for this population, brought awareness to peripartum depression, reduced stigma, helped mothers feel heard, and helped those who are suffering in silence. 

Program Objectives
1. To demonstrate an improved understanding of the identification of signs and symptoms of peripartum depression by increasing the knowledge of Arab American pregnant mothers by educating on the signs and symptoms of peripartum depression utilizing bilingual educational handouts and an educational video by the end the first visit
2. To increase appropriate screening rates to bridge the gap of care for Arab American pregnant women in relation to PPD screening in the peripartum period by utilizing the bilingual EPDS tool and implement routine screening process at 35-37 weeks’ gestation and 4-6 weeks postpartum by the end of the project.
3. To increase awareness of peripartum depression by educating Arab American pregnant mothers regarding potential causes of peripartum depression and providing them a bilingual educational handout by the end of the first visit.
4. To increase patient satisfaction in relation to PPD from baseline by implement a screening process utilizing a PPD program consistent of handouts and a screening tool in both the English and Arabic language by the end of project. 
5. To increase staff satisfaction and confidence with the management of the screening process for peripartum depression symptoms by providing training and education on the PPD program and screening process prior to the start of the project implementation phase. 
6. To increase appropriate referrals of Arab American pregnant mothers for further management of peripartum depression when needed by providing appropriate referrals for Arab American pregnant mothers who screened positive utilizing the tool’s scoring design accordingly by the end of the project.
Methodology

Project Design 

The design of this DNP project was Quality Improvement (QI). The goal of a QI project is to improve patient outcomes, increase the quality of care provided, and increase patient safety (American Academy of Family Physicians, n.d.). When left untreated peripartum depression can have multiple negative effects on a patient’s quality of life. This project screened Arab American perinatal patients for peripartum depression symptoms throughout the perinatal period utilizing a tool that they understood and educated participants regarding the signs and symptoms to look out for. Having a screening tool geared towards patients who cannot speak the English language assisted in the language barrier struggle. Poor communication between the patient and provider can hinder the trusting relationship that needs to be built in order to create a safe environment where patients can speak and feel like that are being heard. Increasing screening by completing screenings with patients in both the antepartum and postpartum periods created an opportunity for early identification of peripartum depression and increased the chance of identifying these symptoms. Currently there is a lack of screening being completed for peripartum depression. Thus, by conducting a QI project this has given providers the ability to view the impact of providing these screenings on patients’ lives and has increased the quality of the care that they provided. A timeline was created for project completion (see Appendix A).
Project Setting/Participants 
The project setting took place in an obstetrics office located in the Midwest region of the United States (U.S.) Participants in this project included Arab American pregnant women 18 years or older, who spoke the Arabic language or were bilingual in both English and Arabic. The number of participants in this project was 15, however one participant was excluded as she did not follow up for her second visit. Exclusion criteria included: women younger than 18 years old, non-Arab American women, women with a physician diagnosed, pre-existing mental illness, and women who were not in the perinatal period. Stakeholders included the principal investigator of this project, providers, and medical staff.
Recruitment Strategies

The voluntary participation involved clinic patients undergoing prenatal checkups. Providers and medical staff gave patients brief information regarding the project and kept a list of interested patients in which the principal investigator of this project obtained to provide a more detailed description regarding the purpose and process of the project. After completing this conversation, informed consent was obtained for those who chose to participate. 
Intervention 
The intervention consisted of using the translated EPDS tool that included both English and Arabic translation (see Appendix B) and the utilization of resources that contained educational material regarding peripartum depression signs and symptoms and nonpharmacological methods to reduce these symptoms. The EPDS tool was administered between 35 to 37 weeks of gestation alongside provision of education regarding signs and symptoms of peripartum depression. An additional screening was conducted at 4 to 6 weeks postpartum. If a participant was screened positive at any point, educational materials regarding nonpharmacological methods to assist them with peripartum depression symptoms was provided to them. The participant was then referred to their obstetrician who referred them to behavioral health or their primary care physicians accordingly. If the participant’s symptoms were very severe such as homicidal or suicidal ideations, this would have warranted immediate referral to the emergency department for further evaluation, however, none of the participants met these criteria. Pre and post surveys were administered to both the participant and staff to determine satisfaction of the peripartum depression program, confidence level in identifying symptoms, and knowledge of peripartum depression during the first initial and final interactions.
Implementation 

After obtaining a letter of consent from the practice setting, Institutional Review Board (IRB) approval from the host academic institution was obtained. The first step of the implementation included a luncheon with the office staff to inform them regarding the project in detail and train them regarding the process. The staff pre-survey (appendix F) was given to all staff including medical assistants and providers prior to the presentation regarding this project. Once completed the presentation began and the following was discussed: peripartum depression signs and symptoms, how to administer the EPDS tool, EPDS scoring and next steps, the decision tree (appendix C), timeline, and educational resources for the participants. All staff members received the same educational content. The principal investigator of this project was available to the staff 7 days a week through email, phone, or text to respond to any questions regarding this project.
The recruitment period lasted approximately 2 weeks. A minimum of 15 to 20 participants were projected to participate in this project. A list of mothers was obtained by the office manager as potential participants utilizing the clinics’ electronic medical record (EMR) system, IPClinical. A total of 15 participants volunteered for this project. The recruitment period consisted of reaching out to mothers at 32-34weeks’ gestation at their prenatal visits who met inclusion criteria. Inclusion criteria included pregnant women who are Arab American that were 18 years old and older with no pre-existing physician diagnosed mental illness. Exclusion criteria included women less than the age of 18, non-Arab American, women with a physician diagnosed preexisting mental illness, and those who were not pregnant. The IPClinical system in addition to the demographic intake form assisted in the identification of a preexisting physician diagnosed mental illness. 
To gather interested participants the medical assistants or principal investigator informed patients who were present in the office regarding the project. This was done once the patient was moved to a private room during their visit. If the mothers were interested the medical assistants notified the principal investigator who then explained the project in detail with the patients, obtained informed consent on those who chose to participate in the project and completed the demographic intake form (appendix D). The forms were then labeled with a unique code and placed in a manila file folder in a locked safe stored in the manager’s office workspace. The dates were then recorded regarding the patients’ next visits that would take place between 35-37 weeks of gestation and the principal investigator coordinated to be present during that visit. The EPDS tool, pre-survey, and the educational pamphlets located in Appendices B, D, F, were then printed in preparation for the start of the implementation of this project. 
A decision tree was created for a visual image of the implementation process (see Appendix C). It is important to note that the principal investigator completed this process with each medical assistant that was involved to ensure that everything was properly administered and collaborated with the obstetrician in the office. The initial screening start visit began between 35 to 37 weeks postpartum where the medical assistant and principal investigator gave the participant the pretest survey and the bilingual EPDS tool to complete. If the participant was unable to read or write English or Arabic or preferred assistance with the completion of the questionnaire and EPDS screening, the principal investigator or medical assistant read the Arabic translation for the participants and marked the response given by the participant. After the administration of the bilingual EPDS screening tool, a video in the Arabic language provided by Hamad Medical Corporation, a not-for-profit health care provider for state of Qatar, regarding peripartum depression symptoms was played. After the completion of the video, an Arabic translated handout discussing the warning signs and symptoms of peripartum depression was provided to the participants (see Appendices G, H, and I).
EPDS scores were calculated, and the completed EPDS tool was given to the obstetrician who discussed the results. If the patient scored less than 10, no further action was needed, and they were then reevaluated at their 4-to-6-week postpartum visit. If the patient scored 10 or more on the EPDS tool, the principal investigator notified the obstetrician who then referred to the participant to their primary care provider or a behavioral health specialist. In addition, the participant was provided with a video link provided by the Multicultural Health Communication Service discussing mindfulness that had six exercises for nonpharmacological methods to reduce stress that could be played in the English or Arabic language (n.d.) (see appendix J). A post survey was administered which concluded the visit. If the patient scored positive on question 10 or reports any suicidal or homicidal thoughts at any point the principal investigator and or medical assistant notified the obstetrics provider, and the patient would be dismissed from the project and referred to the emergency room. None of the participants scored positive on question 10. After the completion of the EPDS tool, demographic intake form, and pretest and/or post-test the participants assigned a unique code written on their documents, which were then placed in a designated manila file folder. This file was then locked in a safe stored in the office manager’s workspace that only the principal investigator had an access key.
The final visit took place at 4 to 6 weeks postpartum. The principal investigator or medical assistant administered the second screening with the EPDS tool and the post survey. The completed EPDS tool was then given to the obstetrician who discussed the results with the patients. If the patient scored less than 10 no further action was needed. If the patient scored10 or more, they were referred to their primary care provider or a behavioral health specialist. If the patient scored positive on question 10 or reported any suicidal or homicidal thoughts at any point the principal investigator or medical assistant notified the obstetrics provider, and the patient would be dismissed from the project and referred to the emergency room. None of the participants scored positive on question 10. After the final visit was completed the EPDS tool and post-test survey were labeled with the patient’s unique code and placed in the designated manila file folder back in the locked safe stored in the office managers workspace that only the investigator had key to access. The staff were then given a post survey to complete, and this concluded the implementation portion of this project. 
Data Collection Process and Tools

The instrument that was used in collecting data regarding peripartum depression symptoms from Arab American pregnant women was the Arabic-translated EPDS screening tool. According to Cox et al. (1987), the EPDS screening tool is a standardized valid tool that consists of a 10-item scale that is easy to score and can be completed in five minutes. An EPDS cut off score of greater than or equal to 10 will be used to indicate a positive screen (Cox et al., 1987). The English version of the EPDS tool has a sensitivity of 86%, a specificity of 78% and a positive predictive value of 73%. The Arabic translated version of the EPDS tool has a sensitivity of 77.8% and specificity of 80.2% (Department of Health, Government of Western Australia, 2006). The surveys scores were calculated, and the provider was notified regarding the score. 

Additional tools to collect information included pretest and posttest questionnaires with questions pertaining to patient and staff project satisfaction, confidence level with identifying peripartum depression, and their knowledge regarding peripartum depression and a demographic intake form (Appendices D, E, and F).The principal investigator then collected all the data while in the facility and transferred this information into excel spreadsheets where patients were given a unique code, and identifiers were removed. These documents were then shredded to ensure patient sensitive information was destroyed. Once completed the excel data was placed into Intellectus and descriptive analysis, descriptive, and the mode was utilized to summarize the data, explore differences of EPDS scores over time, and examine relationships between the demographic variables.
Human Subjects and Ethical Considerations
Due to the cultural beliefs of these patients and the stigma around mental health this can be uncomfortable for some patients. Therefore, it was important that cultural sensitivity was utilized throughout this process. Linguistically sensitive tools and educational content were utilized. When conducting screenings patients were placed in an exam room alone to reduce psychological harm. Patients were always given the option to request a support person present for the educational component. Whenever a screening was completed, the forms were labeled with a unique code and were kept in a manilla file folder that were then sealed and placed in a locked filing cabinet which did not leave the premises. If the investigator needed to gather information this was done in office in a private room. In addition to these steps, no identifiable information was reported to maintain compliance when gathering patient information and accessing their EMR, informed consent was obtained prior to the initiation of any step in this process. After the completion of the implementation process, the unique code used was placed in the excel document for each patient and the documents were then shredded. These steps were followed at all times to ensure that no harm was done. Participants had the ability to withdraw from the project at any point and IRB approval was obtained prior to project implementation. 
Potential Benefits and Outcomes

Potential benefits and outcomes included early screening and assessment with a screening tool that is linguistically sensitive to this population which may lead to better understanding and identification of symptoms. Early appropriate referral and educational resources will lead to timely evaluation and assistance throughout this process thus, providing mothers with a supportive network for their mental health needs. As this will address their mental health needs it may promote the quality of life of both mothers and their infant and assist in further preventing the consequences that could occur with this condition. By normalizing the discussion regarding peripartum depression and educating patients with or without their support person, this will assist in the reducing the stigma of mental health. It may empower these pregnant or postpartum Arab American women to feel comfortable speaking regarding mental health with their provider and with their families.
Evaluation Methods 
Data Analysis Process
 Pre and post surveys for participants and staff were utilized in this project. Survey questions addressed participant and staff satisfaction with the PPD program, confidence in recognizing symptoms, knowledge of PPD, and resource utilization. Other collected data included screening completion rates, EPDS screening tool scores, peripartum depression symptom rates, and number of consults. The pretest questionnaire utilized a Likert scale to measure the participants’ perception of their current knowledge of peripartum depression, confidence in identifying peripartum symptoms, and interactions with their providers and was administered with the patient during the first visit (35-37 week). An EPDS screening tool was given to mothers starting at the end of the third trimester (35-37 week). The same process occurred during the visit that took place at 4 to 6 weeks postpartum but with a posttest questionnaire given to mothers at the end of their participation in the project regarding their thoughts on the resources, handouts, and Arabic-translated EPDS screening tool.
The data analysis plan (Table 1) contains the goals, objectives, methods and type of analysis conducted that led to the analysis of the data. The objectives are in alignment with the goals of the project and contributed to the answering of the clinical questions this project was made to address. There were a total of six goals, and six objectives to meet those goals. The methods to gather the data included the completion of the pretest and posttest questionnaires, EPDS tool scores, and screening and referral rates. To analyze the data that was collected descriptive analysis was utilized. 
Table 1: Data Analysis Plan 

	Goal
	Objective
	Method
	Analysis

	To demonstrate an improved understanding of the identification of signs and symptoms of peripartum depression by the end of the project
	Increase the knowledge of Arab American pregnant mothers by educating on the signs and symptoms of peripartum depression utilizing bilingual educational handouts and an educational video by the end the first visit
	Pre/posttest Questionnaire (Likert Scale)
EPDS scores
	Descriptive Analysis 


	To increase appropriate screening rates to bridge the gap of care for Arab American pregnant women in relation to PPD screening in the peripartum period by the end of the project.
	To utilize the bilingual EPDS tool and implement routine screenings at 35-37 weeks’ gestation and 4-6 weeks postpartum by the end of the project.
	Pre/post test 
Questionnaire (Likert Scale)
EPDS scores
Screening rates
	Descriptive Analysis


	To increase awareness of peripartum depression by the end of the project
	To educate Arab American pregnant mothers regarding potential causes of peripartum depression and provide them a bilingual educational handout by the end of the first visit.
	Referral Rate
Pre/posttest (Likert Scale)
Questionnaire
	Descriptive Analysis


	To increase patient satisfaction with culturally competent care in relation to PPD from baseline by the end of the project.
	To implement a screening process utilizing a PPD program consistent of handouts and a screening tool in both the English and Arabic language by the end of practicum.
	Pre/posttest Questionnaire (Likert Scale)


	Descriptive Analysis


	To increase staff satisfaction and confidence with the management of the screening process for peripartum depression symptoms by the end of the project.
	To provide training and education on the PPD tool kit and screening process prior to the start of the project implementation phase.
	Pre/posttest Questionnaire
	Descriptive Analysis


	To increase appropriate referrals of Arab American pregnant mothers for further management of peripartum depression when needed by the end of the project.
	To provide appropriate referrals for Arab American pregnant mothers who screened positive utilizing the tool’s scoring design accordingly. 
	Referral Rate
	Descriptive Analysis


Sustainability plan
To continue this project post implementation, printouts of the screening tool and educational materials were given to the office staff, and electronic versions were sent by email to the office manager. The office manager was briefed regarding all materials and the implementation process. The decision tree document was left with each provider in the office for reference. This project revolved around screening, education, and referral which are common practices in many healthcare facilities. As the office is now switching to a new EMR system these documents can be made electronically and incorporated via the EMR system. The PPD symptom video and mindfulness exercise videos can be sent to the patient via a link and reviewed prior to coming to their visit or after their visit. Medical assistants are qualified to administer patient depression screenings and paperwork to be filled out; therefore, it eases the burden on the provider. It is the medical assistant’s role to obtain and input the information into the system in which the provider will interpret and discuss the result with the patient as with any screening, imaging, or lab work. As this implementation process was incorporated into routine visits there was no need to hire additional staff, and the overall process was not exhaustive making this easy to sustain within its existing process. 
Analysis

Data was analyzed utilizing descriptive statistics to examine the effects of the utilization of the translated version of the EPDS tool and educational content on Arab American pregnant women, appropriate referral, and protocol development for PPD screening. Analysis was performed on the Intellectus statistics software. 

Results
Sample Characteristics

A total of seven staff members and 14 participants agreed to participate in the project from the patient roster of the obstetrics office. Table 2 illustrates the demographic data of the 14 pregnant Arab American participants. All 14 participants are married and had no previous history or current diagnosis of anxiety or depression. A large number of respondents’ maternal race was Yemeni (50%, n =7), between 18 to 26 years old (50%, n =7), and preferred the Arabic language (71.43%, n = 10). There were an equal number of participants who were primigravida, meaning in their first pregnancy, compared to multigravida, or having had more than one pregnancy. Most participants had a level of education that consisted of a high school degree/ General Education Development (GED) diploma or higher (35.71%, n =5) and were unemployed (78.57%, n = 11).  
	Table 2: Frequency Table for Nominal Variables Variable
	n = 14
	%

	Maternal age
	
	

	    18-26
	7
	50.00

	    35 and older
	3
	21.43

	    27-34
	4
	28.57

	Marital status
	
	

	Married
	14
	100.00

	Maternal Race
	
	

	    Yemeni
	7
	50.00

	    Lebanese
	4
	28.57

	    Syrian
	2
	14.29

	    Iraqi
	1
	7.14

	Highest level of education achieved
	
	

	    Some high school
	4
	28.57

	    Some college
	1
	7.14

	    College degree
	3
	21.43

	    High school graduate/ GED
	5
	35.71

	    Some middle school
	1
	7.14

	First pregnancy
	
	

	    Yes
	7
	50.00

	    No
	7
	50.00

	Partner has occupation
	
	

	    Yes
	13
	92.86

	    No
	1
	7.14

	Participant has occupation
	
	

	    No
	11
	78.57

	    Yes
	3
	21.43

	Prior or current depression anxiety at start of prenatal care
	
	

	n/a
	14
	100.00

	Preferred language
	
	

	    Arabic
	10
	71.43

	    English 
	4
	28.57


The incidence of peripartum depression and appropriate referral rate are presented in Table 3. Peripartum depression symptoms were determined utilizing the Arabic translated EPDS tool, with a positive screening consisting of a score of 10 or more. 4 of 14 participants (28.57%) scored greater than or equal to 10 in the antepartum period while 1 of the 10 (10%) remaining participants scored greater than or equal to 10 in the postpartum period. Overall, 5 of 14 participants (35.7%) scored 10 or more in the peripartum period. There was an appropriate referral rate of 100%.
	Table 3: Incidence of Peripartum Depression and Appropriate Referral Rate
	n = 14
	%

	Antepartum 
	4 of 14
	28.57

	Post Partum
	1 of 10
	10.00

	Peripartum 
	5 of 14
	35.70

	Previous Hx of Depression or Anxiety
	0 of 14
	0.00

	Referral Rate of Positive EPDS 
	5 of 5
	100.00


A pretest and posttest questionnaire was given to each participant to gather information regarding their familiarity with peripartum depression, experience with screening for peripartum depression, and to assess the effects of the project. For a visual representation this information can be found in Table 4. This data was analyzed utilizing descriptive statistics. The scores regarding the participants’ awareness of peripartum depression and feeling unashamed to seek help remained the same after the educational intervention. However, this was not the case when it came to participants’ confidence in identification of peripartum depression symptoms as the score increased. In addition, there was an increase in participant satisfaction with the communication and interaction with their healthcare professional regarding peripartum depression at the end of their participation in the project. 
	Table 4: Participants Pre and Post Test Questionnaire
	n = 14

	Pretest 
	Post Test

	Awareness of Peripartum Depression
	Awareness of Peripartum Depression

	Mode: Score 5
	Score 5

	Identification of Symptoms 
	Identification of Symptoms 

	Mode: Score 4 and 5 
	Mode: Score 5

	Unashamed To Seek Help
	Unashamed To Seek Help

	Mode: Score 5
	Mode: Score 5

	Communication with Provider 
	Communication with Provider 

	Mode: Score 4
	Mode: Score 5


The common consensus amongst participants regarding the peripartum depression video, educational handouts and program for peripartum depression found in Table 5 was strongly agree. Participants felt that the peripartum video provided great insight into what peripartum depression may look like and that the educational handouts that were given had increased their knowledge on peripartum depression. Overall, participants recommended pregnant women the utilization of this peripartum depression program. 
	Table 5: Benefit of Resources and Arabic Translated Handouts Participants’ Perspective
	n = 14

	Peripartum depression video in Arabic language provided great insight into peripartum depression symptoms 
	Mode: 5

	Arabic translated handouts increased knowledge about PPD 
	Mode: 5

	Recommendation of peripartum depression program
	Mode: 5


Staff

	Table 6: Staff Pre and Post Test Questionnaire 
	n = 7

	Pretest
	Post Test

	Confidence in identifying peripartum depression symptoms
	Confidence in identifying peripartum depression symptoms

	Mode: Score 3
	Mode: Score 4

	Understand the purpose of the EPDS tool and can administer tool
	Understand the purpose of the EPDS tool and can administer it

	Mode: Score 4
	Mode: Score 4


A pretest and posttest survey was administered to seven staff members. As shown in Table 6, the staff’s confidence in identifying peripartum depression symptoms has increased after the intervention while their understanding of the purpose of the EPDS tool and ability to administer the tool remained the same.  
As presented in Table 7, all staff members (100%, n = 7) stated that they did not utilize the EPDS tool prior to the project, however, all (100%, n = 7) were in agreement after the project was implemented that they would utilize the tool and would continue screening in both the antepartum and postpartum period. 
	Table 7: Staff Questionnaire 
	n = 7
	%

	Increased knowledge of peripartum depression after project implementation 
	Mode: Agree

	57.14%

	EPDS tool utilization prior to project implementation
	Mode: No
	100.00

	Will utilize EPDS tool after project implementation
	Mode: Yes
	100.00

	Will continue screening in both antepartum and postpartum period
	Mode: Yes
	100.00


Statistical Significance 
In order to determine statistical significance a two tailed Wilcoxon signed rank test was performed on the pre and post survey results regarding the participants and staff. The Wilcoxon signed rank test is a non-parametric test typically utilized for smaller sample sizes to determine if there is a significant shift between paired responses before and after an intervention. Overall, there was no statistical significance found with regard to the participants and staff responses in the pre and posttest surveys as the p-values were greater than 0.05 as shown in Table 8 and Table 9. 
	Table 8: Two Tailed Wilcoxon Signed Rank Test Participants 
	ɑ
	V
	z
	p

	Awareness of peripartum depression
	.05
	8.50
	-1.68
	.093

	Identification of symptoms 
	.05
	5.00
	-1.55
	.121

	Unashamed to seek help
	.05
	12.00
	-1.34
	.180

	Communication with provider
	.05
	2.00
	-1.52
	.129


	Table 9: Two Tailed Wilcoxon Signed Rank Test Staff
	ɑ
	V
	z
	p

	Confidence in identifying Peripartum Depression Symptoms 
	0.05
	1.50
	-1.30
	0.194

	Understand the purpose of the EPDS tool and can administer tool
	0.05
	2.00
	-1.13
	0.257


Discussion 

When it came to the incidence rate of Arab American pregnant women screening positive for peripartum depression symptoms in this project, it was found to be more prevalent during the antepartum period compared to the postpartum period with 35.7% of participants experiencing peripartum depression symptoms overall. This data coincided with the information found in the literature review that was conducted prior to completing this project. For instance, an increased incidence in the antepartum period amongst women was a finding that was shared amongst Koire et al. (2023), Sidebottom et al., (2020), and Wilcox et al. (2020), thus supporting the data found in this project and supporting the evidence that peripartum depression symptoms do not develop solely in the postpartum period. Currently there is limited data regarding peripartum depression in the Arab American community leaving many health care providers to use generalized statistical data regarding peripartum depression. Approximately 4 million live births occur each year and about 1 in 7 women develop peripartum depression symptoms (Carberg, 2023; Cleveland Clinic, 2022). The data gathered from this project revealed that 3 in 8 Arab American pregnant women experienced symptoms of peripartum depression. This further signified the incidence of peripartum depression symptoms within the Arab American population and underscored the importance of providing a routine screening process and linguistically sensitive tools for peripartum depression. 

Having linguistically sensitive screening tools and education assists in providing the best resources to obtain a more accurate screening result. Each participant who had screened positive on the Arabic translated EPDS tool was then referred to their obstetrician who referred them to a behavioral health specialist thus making the appropriate referral rate 100%. Arabic and English translated handouts were offered to the participants however 10 of the 14 participants chose to proceed with the utilization of the Arabic translated material displaying the need for linguistically sensitive material. 

When comparing the pretest and post test results regarding the participants’ awareness of peripartum depression the response stayed the same. It was only after the educational component was completed that the participants verbally expressed their realization that they did not truly understand the symptoms of peripartum depression and its impact that it can have on their lives. This reaction may support the notion that their scoring on the pretest survey for the question that addressed their knowledge regarding peripartum depression may not have been a true representation. In addition, as the educational component was being completed some participants required further assistance with regard to Arabic translation as there are many dialects in the Arabic language which may have impacted their scores as well. The questionnaires were also self-administered. Self-administered questionnaires may be beneficial due to their flexibility of being able to complete the questionnaire at the participants own pace, but it could limit the amount of information gathered and influence participants to respond in a socially acceptable manner (Caduff & Ranganathan, 2023). It should be noted that even though there was no increase in participants’ knowledge of peripartum depression, a majority of participants found that the brief Arabic translated video as well as the Arabic translated handouts were beneficial as it increased their insight and knowledge about peripartum depression and its symptoms. In addition, participants in this project recommended the use of this peripartum depression program. 

The continuation of the peripartum depression program was also recommended by the staff who participated in the project. All staff members that participated in this project reported that they would continue screening for peripartum depression throughout the peripartum period utilizing the EPDS tool thereby ensuring the sustainability and maintenance of the screening process. To successfully utilize a screening tool, one must be trained to utilize and effectively administer it, in which overall, the staff reported that they agreed they would be able to do so. A PowerPoint presentation was completed with the staff regarding peripartum depression in addition to the educational content about the EPDS tool, its purpose as well as how to utilize it. All staff members reported an increase in knowledge and confidence in identifying peripartum depression symptoms post implementation of the project. 
Though there was no statistical significance found, this does not take away from the findings as a result of the completion of this project. There are many factors that play a role in determining significance in addition to the limitations that may occur when conducting a study. For example, the sample size of this project was particularly small. A small sample size can cause less statistical power making it harder to ensure if the results were truly significant as it may lead to false negatives or positives (Serdar et al., 2020). Therefore, these results should not be generalized but utilized to signify the importance of conducting this project on a larger scale. 
Implications for practice 
The completion of this project has provided new insight regarding the effects of regular screening and the use of linguistically sensitive screening tools and resources on the Arab American population in the Midwest region of the U.S. With this knowledge, nurses and providers may incorporate this program for their patients to assist with the early identification of symptoms of peripartum depression (PPD), formerly known as postpartum depression. In the peripartum depression program, participants were educated with linguistically sensitive information about events that occur during and after pregnancy such as the anatomical and physiological changes, potential mental health ailments, and the steps needed to be taken in order to ensure they receive care. This was shown to increase their knowledge regarding symptoms of peripartum depression and empower these participants by increasing their confidence to identify these symptoms as they were aware of the potential symptoms that could occur and knew when to seek assistance. This education can be incorporated throughout routine prenatal sessions or even offered as prerecorded online videos or an in person streamed sessions so that mothers may attend from home or in the clinic. Cost effective tools that are linguistically sensitive for the population that is being served can be provided through an online link to be completed or completed during routine office visits by trained medical personnel. Education and screening have always been key interventions in the care that we provide as nurses and as providers thus, taking this information and providing it at the bedside will assist both the patient and the provider and should be something of standard practice amongst all medical personnel.

Peripartum depression affects the entire family unit and may cause impaired parent-child interaction, child abuse and neglect, and family dysfunction. Therefore, early recognition of peripartum depression symptoms can lead to earlier management of the condition and ultimately change the course of action that may take place. Cheryl Beck, the creator of Teetering on the Edge: A Substantive Theory of Postpartum Depression, has brought to light the everyday effects of peripartum depression that are faced when patients experience PPD and the grueling process they go through. Evidence through the literature review completed has shown that diet, exercise, and education regarding stress management, baby blues, the effects of hormone levels, and teaching mindfulness have been helpful in PPD (Beydokhti et al. 2022; Hanach et al., 2021; Lewis et al., 2021; Mu et al., 2019; Ong et al., 2023). These measures are cost effective and practical to discuss as health care providers are already incorporating this information in everyday practice, however, they just need to adjust this information to correspond with the peripartum population. When left untreated, perinatal mood and anxiety disorders (PMADs) lead to indirect and direct costs which include but are not limited to missed workdays, overuse of safety net programs, and increased healthcare costs for worsening maternal and child health. By sustaining and increasing the identification of peripartum depression symptoms with appropriate screening tools that are linguistically sensitive, this has led to early identification of symptoms and appropriate referral so that patients are obtaining the care that they deserve, and further complications are reduced.

Limitations
There were limitations in this project. A major limitation was the small sample size which limits the ability to generalize these findings (Polit & Beck, 2020). Small sample sizes also increased the likelihood of a sample bias. Although the sample was randomly selected it may not have fully represented all Arab Americans. In addition to a small sample size the project was exclusively conducted in a specific area within the Midwest region of the U.S. Conducting this project in a small location as opposed to conducting it in multiple regions or nationwide further limited generalizability. Screening tools such as the EPDS tool are not an exact science and the translation into Modern Standard Arabic may not account for the many Arabic dialects, which could lead to misinterpretation and potentially decreased accuracy of results. Nevertheless, these limitations do not take away from the insight this project has provided but highlights the importance of conducting this project on a larger scale.  
Conclusion

The effects of peripartum depression on mothers can be insidious and can cause determinantal outcomes when left untreated such as decreased quality of life and other health disparities for both the mother and her child (Earls et al., 2019; Viguera, 2023). It is a disease that causes mental and physical ailments due to the consequences of lack of care. The purpose of this project was to establish a routine screening process utilizing a linguistically appropriate peripartum depression screening tool. With this process in place this led to the identification of Arab American pregnant mothers suffering from peripartum depression symptoms and appropriate referral. This project has shown that there is a demand for a PPD program amongst patients and staff and sheds light on the absence of knowledge amongst medical personnel regarding the use of the EPDS tool for early identification of PPD symptoms. There is strength in knowledge, and with the provision of educational recourses this has empowered Arab American women to identify peripartum depression and its symptoms so that they may advocate for themselves and receive the necessary care to assist them through what can be the most challenging time of their lives. 
Recommendations 
Findings from this project suggest that peripartum depression symptoms may begin to show in the antepartum period enough to require appropriate referral for further evaluation and management. For more impactful results it is recommended to repeat this project at a larger scale as having a smaller sample size affects the generalizability of the project’s findings. In addition, it may also be beneficial to continue screening at 3 months, 6 months, and 12 months postpartum as the peripartum period has been defined as from the start of pregnancy up to 1 year postpartum. Increasing the period of time for recruitment would assist in scaling this project as well. To assist in easing the process of implementation, integrating the EPDS tool into the EMR that is utilized would allow for easy and quick access and reduction of printing cost. Collaborating with behavioral health specialists in advance may ease the process of obtaining care which could increase the likelihood of follow up. 
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[image: image4.png]Perinatal depression is depression that
occurs during or after pregnancy. The
symptoms can range from mild to
severe. In rare cases, the symptoms are
severe enough that the health of the
mother and baby may be at risk.
Perinatal depression can be treated.
This brochure describes the signs and
symptoms of perinatal depression and
how you or a loved one can get help.

Overview

What is perinatal depression?

Perinatal depression is a mood disorder that
can affect women during pregnancy and
after childbirth. The word “perinatal” refers
to the time before and after the birth of a
child. Perinatal depression includes depression
that begins during pregnancy (called prenatal
depression) and depression that begins after
the baby is born (called postpartum
depression). Mothers with perinatal
depression experience feelings of extreme
sadness, anxiety, and fatigue that may make
it difficult for them to carry out daily tasks,
including caring for themselves or others.

What causes perinatal depression?

Perinatal depression is a real medical illness
and can affect any mother—regardless of
age, race, income, culture, or education.
Women are not to blame or at fault for having
perinatal depression: it is not brought on by
anything a mother has or has not done.
Perinatal depression does not have a single
cause. Research suggests that perinatal
depression is caused by a combination of
genetic and environmental factors. Life
stress (for example, demands at work or
experiences of past trauma), the physical
and emotional demands of childbearing and

How is postpartum
depression different from
the “baby blues”?

The “baby blues” is a term
used to describe mild mood
changes and feelings of worry,
unhappiness, and exhaustion
that many women sometimes
experience in the first 2 weeks
after having a baby. Babies
require around-the-clock care,

so it's normal for mothers to feel
tired or overwhelmed sometimes.
If mood changes and feelings

of anxiety or unhappiness are
severe, or if they last longer than
2 weeks, a woman may have
postpartum depression. Women
with postpartum depression
generally will not feel better
unless they receive treatment.

Postpartum Psychosis

Postpartum psychosis (PP) is a
severe mental iliness that occurs
after childbirth. PP is a medical
emergency, and it is important

to seek help immediately by
calling 911 or going to the nearest
emergency room. Women who
have PP can have delusions
(thoughts or beliefs that are not
true), hallucinations (seeing,
hearing, or smelling things

that are not there), mania (a

high, elated mood that often
seems out of touch with reality),
paranoia, and confusion. Women
who have PP also may be at risk
for harming themselves or their
child and should receive help as
soon as possible. Recovery is
possible with professional help.
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Demographic Intake Form
[image: image5.png]caring for a new baby, and changes in hormones that occur during and after
pregnancy can contribute to the development of perinatal depression. In
addition, women are at greater risk for developing perinatal depression if they
have a personal or family history of depression or bipolar disorder or if they
have experienced perinatal depression with a previous pregnancy.

Signs and Symptoms

Some women may experience a few symptoms of perinatal depression; others
may experience several symptoms. Some of the more common symptoms of
perinatal depression include:

» Persistent sad, anxious, or “empty” mood

» Irritability

» Feelings of guilt, worthlessness, hopelessness, or helplessness

» Loss of interest or pleasure in hobbies and activities

» Fatigue or abnormal decrease in energy

» Feeling restless or having trouble sitting still

» Difficulty concentrating, remembering, or making decisions

» Difficulty sleeping (even when the baby is sleeping), awakening early in the
morning, or oversleeping

» Abnormal appetite, weight changes, or both

» Aches or pains, headaches, cramps, or digestive problems that do not have

a clear physical cause or do not ease even with treatment

» Trouble bonding or forming an emotional attachment with the new baby

» Persistent doubts about the ability to care for the new baby

» Thoughts about death, suicide, or harming oneself or the baby
Only a health care provider can help a woman determine whether the
symptoms she is feeling are due to perinatal depression or something else. Itis
important for women who experience any of these symptoms to see a health
care provider.

If You Know Someone in Crisis:

» Dial 911in an emergency.

» Call the toll-free National Suicide Prevention Lifeline at 1-800-273-TALK
(8255), 24 hours a day, 7 days a week. All calls are confidential. To use
the Lifeline Chat, visit https:/suicidepreventionlifeline.org.

» Contact the Crisis Text Line 24 hours a day, 7 days a week, by
texting HELLO to 741741.
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Treatment for perinatal depression is important for the health of both the mother
and the baby, as perinatal depression can have serious health effects on both
With proper treatment, most women feel better and their symptoms improve.

Treatment for perinatal depression often includes therapy, medications, or a
combination of the two. If these treatments do not reduce symptoms, brain
stimulation therapies, such as electroconvulsive therapy, may be an option to
explore. Learn more about these therapies by visiting the National Institute of
Mental Health’s (NIMH) Brain Stimulation Therapies webpage at www.nimh.nih.
gov/braintherapies. A health care provider can help women choose the best
treatment based on their symptoms.

Psychotherapy

Several types of psychotherapy (sometimes called “talk therapy” or
“counseling”) can help women with perinatal depression. Two examples of
evidence-based approaches that have been used to treat perinatal depression
include cognitive behavioral therapy and interpersonal therapy.

Cognitive Behavioral Therapy (CBT)

CBT is a type of psychotherapy that can help people with depression and
anxiety. It teaches people different ways of thinking, behaving, and reacting to
situations. People learn to challenge and change unhelpful patterns of thinking
and behavior as a way of improving their depressive and anxious feelings and
emotions. CBT can be conducted individually or with a group of people who
have similar concerns.

Interpersonal Therapy (IPT)

IPT is an evidence-based therapy that has been used to treat depression,
including perinatal depression. It is based on the idea that interpersonal and life
events impact mood and vice versa. The goal of IPT is to help people to improve
their communication skills within relationships, to develop social support networks,
and to develop realistic expectations that allow them to deal with crises or other
issues that may be contributing to their depression.

For information on how to identify a mental health professional and questions to
ask when considering therapy, visit the NIMH Psychotherapies webpage at
www.nimh.nih.gov/psychotherapies.

Medication

Women with perinatal depression are most commonly treated with antidepressants,
which are medications used to treat depression. They may help improve the way
the brain uses certain chemicals that control mood or stress. Women who are
pregnant or breastfeeding should notify their health care provider before starting
antidepressants so their health care provider can work to minimize the baby’s






[image: image7.png]exposure to the medication during pregnancy or breastfeeding. The risk of
birth defects and other problems for babies of mothers who take antidepressants
during pregnancy is very low; however, women should work with their health
care provider to weigh the risks and benefits of treatment and to find the best
solution for their situation. Women may need to try several different
medications before finding the one that improves their symptoms and has
manageable side effects.

Antidepressants take time—usually 6 to 8 weeks—to work, and symptoms such
as sleep, appetite, and concentration problems often improve before mood lifts.
Itis important to give medication a chance before deciding whether or not it works.

Do not stop taking antidepressants without the help of a health care provider.
Sometimes people taking antidepressants feel better and then stop taking the
medication on their own, and the depression returns. Stopping medications
abruptly can cause withdrawal symptoms. When a woman and her health care
provider have decided it is time to stop the medication, the health care
provider will help her to decrease the dose slowly and safely. To find the latest
information about antidepressants, talk to a health care provider and visit this
U.S. Food and Drug Administration (FDA) webpage on the use of medications
during and after pregnancy: www.fda.gov/pregnancy.

Please Note: In some cases, children, teenagers, and young adults under
the age of 25 may experience an increase in suicidal thoughts or behavior
when taking antidepressants, especially in the first few weeks after starting
or when the dose is changed. Patients of all ages taking antidepressants
should be watched closely, especially during the first few weeks of treatment.

If suicidal behaviors are observed, notify a health care provider right away.
If you or a loved one is in crisis, call 911 for emergency services or contact

the National Suicide Prevention Lifeline (Lifeline) at 1-800-273-TALK (8255).
To learn more about the Lifeline, visit https:/suicidepreventionlifeline.org.

After the birth of a child, many women experience a drop in certain hormones,
which can lead to feelings of depression. FDA has approved one medication,
called brexanolone, specifically to treat severe postpartum depression.
Administered in a hospital, this drug works to relieve depression by restoring
the levels of these hormones. To learn more, visit www.fda.gov/news-events/
press-announcements/fda-approves-first-treatment-post-partum-depression.

Researchers continue to study treatment options for perinatal depression. A
health care provider can explain the different treatment options and help
women choose the treatment that is right for them.
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Itis important to understand that depression is a medical condition that
impacts the mother, the child, and the family. Spouses, partners, family
members, and friends may be the first to recognize symptoms of perinatal
depression in a new mother. Treatment is central to recovery. Family members
can encourage the mother to talk with a health care provider, offer emotional
support, and assist with daily tasks such as caring for the baby or the home.

Support or advocacy groups can offer a good source of support and information.
One example of this type of group is Postpartum Support International
(www.postpartum.net); others can be found through online searches.

Learn More About Perinatal Depression

Federal Resources

» Moms’ Mental Health Matters
(Eunice Kennedy Shriver National Institute of Child Health and Human
Development, National Child & Maternal Health Education Program)
www.nichd.nih.gov/MaternalMentalHealth

» Postpartum Depression
(Office on Women'’s Health, U.S. Department of Health and Human
Services)
www.womenshealth.gov/mental-health/mental-health-conditions/
postpartum-depression

» Medicine and Pregnancy
(U.S. Food and Drug Administration)
www.fda.gov/pregnancy

» Postpartum Depression
(MedlinePlus, National Library of Medicine)
https://medlineplus.gov/postpartumdepression.html

» “Baby Blues™—or Postpartum Depression? video
(NIMH)
www.youtube.com/watch?v=6kaCdrvNGZw

» NIMH research studies on postpartum depression
www.nimh.nih.gov/labs-at-nimh/join-a-study/adults/adults-postpartum-
depression.shtml
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Clinical trials are research studies that look at new ways to prevent, detect, or
treat diseases and conditions. Although individuals may benefit from being part
of a clinical trial, participants should be aware that the primary purpose of a
clinical trial is to gain new scientific knowledge so that others may be better
helped in the future.

Researchers at NIMH and around the country conduct many studies with

patients and healthy volunteers. Talk to your health care provider about clinical
trials, their benefits and risks, and whether one is right for you.

For more information, visit www.nimh.nih.gov/clinicaltrials.
Finding Help

Behavioral Health Treatment Services Locator

The Substance Abuse and Mental Health Services Administration (SAMHSA)
provides this online resource for locating mental health treatment facilities and
programs. Find a facility in your state at https:/findtreatment.samhsa.gov. For
additional resources, visit www.nimh.nih.gov/findhelp.

Talking to Your Health Care Provider About Your Mental Health

Communicating well with a health care provider can improve your care and help
you both make good choices about your health. Find tips to help prepare for
and get the most out of your visit at www.nimh.nih.gov/talkingtips. For
additional resources, including questions to ask a provider, visit the Agency for
Healthcare Research and Quality website at www.ahrq.gov/questions.
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This publication is in the public domain and may be reproduced or copied
without permission from NIMH. We encourage you to reproduce and use NIMH
publications in your efforts to improve public health. If you do use our materials,
we request that you cite the National Institute of Mental Health. To learn more
about using NIMH publications, please refer to www.nimh.nih.gov/reprints.

For More Information

NIMH website
www.nimh.nih.gov

MedlinePlus (National Library of Medicine)
https:/medlineplus.gov
https:/medlineplus.gov/spanish (en espafiol)

ClinicalTrials.gov
www.clinicaltrials.gov
https://salud.nih.gov/investigacion-clinica (en espafiol)

National Institute of Mental Health

Office of Science Policy, Planning, and Communications
6001 Executive Boulevard

Room 6200, MSC 9663

Bethesda, MD 20892-9663

Toll-free: 1-866-615-6464

Email: nimhinfo@nih.gov

Website: www.nimh.nih.gov
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Peripartum Depression Symptoms Video

https://www.youtube.com/watch?v=vhPzHtUOjnc
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Peripartum Depression Symptoms Handout: English Version
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Appendix I
[image: image19.png]Staff Pretest Survey
1. Ifeel confident in identifying peripartum depression signs and symptoms.
a. Not confident
b. Somewhat confident
c. Neutral
d. Confident
e. Very confident
2. Ihave utilized the Edinburgh Postnatal Depression Scale tool in the past.
a. Yes
b. No
3. How well do you agree with this statement: “I understand the purpose of the
Edinburgh Postnatal Depression Scale tool and am able to administer it to patients.”

Strongly Disagree

b. Disagree

. Undecided
d. Agree
e. Strongly Agree
4. Have you considered the use of this tool in this practice prior to this project?
a. No
b. Yes
i. Ifyes, please explain why you think it has not been standard practice

in this office:



[image: image20.png]Staff Posttest Survey
1. Ifeel confident in identifying peripartum depression signs and symptoms.
a. Not confident
b. Somewhat confident
c. Neutral
d. Confident
e. Very confident
2. How well do you agree with this statement: “I understand the purpose of the
Edinburgh Postnatal Depression Scale tool and am able to administer it to patients.”
a. Strongly Disagree
b. Disagree
c. Undecided
d. Agree
e. Strongly Agree
3. How well do you agree with this statement: I feel that my knowledge regarding
peripartum depression and it signs and symptoms have increased after the
completion of this project.”
a. Strongly Disagree
b. Disagree
c. Undecided
d. Agree

e. Strongly Agree



Peripartum Depression Symptoms Handout: Arabic Version
[image: image21.png]4. How well do you agree with this statement: “I am satisfied with the project that was
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a. Strongly Disagree
b. Disagree
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5. Will you continue utilizing the Edinburgh Postnatal Depression Scale tool now that
this project is completed?
a. Yes

b. No
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Appendix J
Non-Pharmacological Intervention 

https://www.mhcs.health.nsw.gov.au/about-us/campaigns-and-projects/current-campaigns/mindfulness-program-audio-resources/arabic

