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The Institute of Medicine's (IOM) 1999 publication To Err is
          Human: Building a Safer Health System illuminated the unfortunate reality of
        medical errors in the healthcare industry. The report reviewed the prevalence of medical
        errors in the United States and highlighted measures that should be taken to prevent them.
        Specifically, the authors of the report noted that at least 44,000 and perhaps as many as
        98,000 Americans were dying in hospitals each year as a result of medical errors. As a
        result of an increase in medical error incidents, the Florida Legislature mandates that all
        healthcare professionals and those working as members of an extended healthcare team in
        Florida complete a two-hour course on the topic of prevention of medical errors. This
        continuing education course is designed to satisfy the requirements of the Florida law and
        provide all licensed behavioral and mental health professionals with information regarding
        the root cause analysis process, error reduction and prevention, and patient safety.
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Course Overview



The Institute of Medicine's (IOM) 1999 publication To Err is
          Human: Building a Safer Health System illuminated the unfortunate reality of
        medical errors in the healthcare industry. The report reviewed the prevalence of medical
        errors in the United States and highlighted measures that should be taken to prevent them.
        Specifically, the authors of the report noted that at least 44,000 and perhaps as many as
        98,000 Americans were dying in hospitals each year as a result of medical errors. As a
        result of an increase in medical error incidents, the Florida Legislature mandates that all
        healthcare professionals and those working as members of an extended healthcare team in
        Florida complete a two-hour course on the topic of prevention of medical errors. This
        continuing education course is designed to satisfy the requirements of the Florida law and
        provide all licensed behavioral and mental health professionals with information regarding
        the root cause analysis process, error reduction and prevention, and patient safety.

Audience



This course is designed for all licensed behavioral and mental health professionals, including social workers, counselors, and therapists, particularly those in Florida.

Course Objective



The purpose of this course is to satisfy the requirement of the Florida law and provide all licensed mental health professionals with information regarding the root cause analysis process, error reduction and prevention, and patient safety.

Learning Objectives



Upon completion of this course, you should be able to:
	Define "medical error."
	Describe the root cause analysis process, and identify the most common sentinel events.
	Evaluate the most common errors in psychologic or behavioral settings and strategies to prevent these errors.
	Identify potential psychologic consequences of medical errors.



Faculty



Marjorie Conner Allen, BSN, JD, received her Bachelor of Science in Nursing degree from the University of Florida, Gainesville, in 1984. She began her nursing career at Shands Teaching Hospital and Clinics at the University of Florida, Gainesville. While practicing nursing at Shands, she gave continuing education seminars regarding the nursing implications for dealing with adolescents with terminal illness. In 1988, Ms. Allen moved to Atlanta, Georgia where she worked at Egleston Children’s Hospital at Emory University in the bone marrow transplant unit. In the fall of 1989, she began law school at Florida State University. After graduating from law school in 1992, Ms. Allen took a two-year job as law clerk to the Honorable William Terrell Hodges, United States District Judge for the Middle District of Florida. After completing her clerkship, Ms. Allen began her employment with the law firm of Smith, Hulsey & Busey in Jacksonville, Florida where she has worked in the litigation department defending hospitals and nurses in medical malpractice actions. Ms. Allen resides in Jacksonville and is currently in-house counsel to the Mayo Clinic Jacksonville.

Faculty Disclosure



Contributing faculty, Marjorie Conner Allen, BSN, JD,
                                has disclosed no relevant financial relationship with any product manufacturer or service provider mentioned.

Division Planner



Alice Yick Flanagan, PhD, MSW

Division Planner Disclosure



The division planner has disclosed no relevant financial relationship with any product manufacturer or service provider mentioned.

Director of Development and Academic Affairs



Sarah Campbell

Director Disclosure Statement




        The Director of Development and Academic Affairs has disclosed no
        relevant financial relationship with any product manufacturer or
        service provider mentioned.
    

About the Sponsor



The purpose of NetCE is to provide challenging curricula to assist
        healthcare professionals to raise their levels of expertise while fulfilling their
        continuing education requirements, thereby improving the quality of healthcare.
Our contributing faculty members have taken care to ensure that the
        information and recommendations are accurate and compatible with the standards
        generally accepted at the time of publication. The publisher disclaims any
        liability, loss or damage incurred as a consequence, directly or indirectly, of
        the use and application of any of the contents. Participants are cautioned about
        the potential risk of using limited knowledge when integrating new techniques into
        practice.

Disclosure Statement



It is the policy of NetCE not to accept commercial support. Furthermore, commercial
        interests are prohibited from distributing or providing access to this activity to
        learners.

Implicit Bias in Health Care




      The role of implicit biases on healthcare outcomes has become a concern,
      as there is some evidence that implicit biases contribute to health
      disparities, professionals' attitudes toward and interactions with
      patients, quality of care, diagnoses, and treatment decisions. This may
      produce differences in help-seeking, diagnoses, and ultimately treatments
      and interventions. Implicit biases may also unwittingly produce
      professional behaviors, attitudes, and interactions that reduce patients'
      trust and comfort with their provider, leading to earlier termination of
      visits and/or reduced adherence and follow-up. Disadvantaged groups are
      marginalized in the healthcare system and vulnerable on multiple levels;
      health professionals' implicit biases can further exacerbate these
      existing disadvantages.
    

      Interventions or strategies designed to reduce implicit bias may be
      categorized as change-based or control-based. Change-based interventions
      focus on reducing or changing cognitive associations underlying implicit
      biases. These interventions might include challenging stereotypes.
      Conversely, control-based interventions involve reducing the effects of
      the implicit bias on the individual's behaviors. These strategies include
      increasing awareness of biased thoughts and responses. The two types of
      interventions are not mutually exclusive and may be used synergistically.
    


1. INTRODUCTION



The Institute of Medicine's (IOM) 1999 publicationTo Err is Human: Building a Safer Health System illuminated the unfortunate reality of medical errors in the healthcare industry. The report reviewed the prevalence of medical errors in the United States and highlighted measures that should be taken to prevent them. Specifically, the authors of the report noted that at least 44,000 and perhaps as many as 98,000 Americans were dying in hospitals each year as a result of medical errors [1]. They further noted that even when using the lower estimate of 44,000, deaths in hospitals due to medical errors exceeded the annual deaths attributable to motor vehicle accidents (43,458), breast cancer (42,297), or acquired immunodeficiency syndrome (16,516) [1]. A 2013 literature review stated that the average number of annual in-hospital deaths attributable to medical error may actually be much higher, at 210,000 to 400,000, which would make medical errors the third leading cause of death in the United States [2]. This was supported by findings of a 2016 study [45].
As part of an effort to address medical error incidents, Florida law mandates that all healthcare professionals and those working as members of an extended healthcare team in Florida complete a two-hour course on the topic of prevention of medical errors [3]. This continuing education course is designed to satisfy the requirements of the Florida law and provide all licensed behavioral and mental health professionals with information regarding the root cause analysis process, error reduction and prevention, and patient safety.

2. DEFINING "MEDICAL ERROR"



The IOM Committee on Quality of Healthcare in America defines
      error as "the failure of a planned action to be completed as intended or the use of a wrong
      plan to achieve an aim" [1]. It is important
      to note that medical errors are not defined as intentional acts of wrongdoing and that not all
      medical errors rise to the level of medical malpractice or negligence. Errors depend on two
      kinds of failures: either the correct action does not proceed as intended, which is described
      as an "error of execution," or the original intended action is not correct, which is described
      as an "error of planning" [1]. A medical error
      can occur at any stage in the process of providing patient care, from diagnosis to treatment,
      and even while providing preventative care. Not all errors will result in harm to the patient.
      Medical errors that do result in injury are sometimes called preventable adverse events or
      sentinel events. These events are considered "sentinel" because they signal the need for
      immediate investigation and response [4].
Preventable adverse events or sentinel events are defined as
      events that cause an injury to a patient as a result of inaction on the part of the healthcare
      provider or as a result of an action/intervention whereby the injury cannot reasonably be
      attributed to the patient's underlying medical condition [1]. For example, if a patient has a surgical procedure and dies
      postoperatively from pneumonia, the patient has suffered an adverse event. But was that
      adverse event preventable? Was it caused by medical intervention or inaction? The specific
      facts of the case must be analyzed to determine whether the patient acquired pneumonia as a
      result of poor handwashing techniques of the medical staff (i.e., an error of execution),
      which would indicate a preventable adverse event, or whether the patient acquired pneumonia
      because of age and comorbidities, which would indicate a nonpreventable adverse event.
Healthcare professionals can learn much by closely scrutinizing and evaluating adverse events that lead to serious injury or death. The evaluation of such events would also enable healthcare professionals to improve the delivery of health care and reduce future mistakes. In addition, healthcare professionals must have a process in place to evaluate those instances in which a medical error occurred and did not cause harm to the patient. By reviewing these processes, healthcare professionals are afforded the unique opportunity to identify system improvements that have the potential to prevent future adverse events. The Joint Commission, recognizing the importance of analyzing both preventable adverse events and near-misses, has established guidelines for recognizing these events and requires healthcare facilities to conduct a root cause analysis to determine the underlying cause of the event [5].

3. ROOT CAUSE ANALYSIS PROCESS



The Joint Commission is a national organization with a mission
      to improve the quality of care provided at healthcare institutions in the United States. It
      accomplishes this mission by providing accredited status to healthcare facilities. Accreditors
      play an important role in encouraging and supporting actions within healthcare organizations
      by holding them accountable for ensuring a safe environment for patients. Healthcare
      organizations should actively engage in a cooperative relationship with the Joint Commission
      through this accreditation process and participate in the process to reduce risk and
      facilitate desired outcomes of care. Based on data from The Joint Commission, 84% of sentinel
      events occur in hospitals, emergency departments, or ambulatory care centers and 13% of
      sentinel events occur in psychiatric hospitals or behavioral health facilities [46].
The Joint Commission defines a sentinel event as "an unexpected occurrence involving the death or serious physical or psychological injury, or the risk thereof. Serious injury specifically includes loss of limb or function. The phrase 'or the risk thereof' includes any process variation for which a recurrence would carry a significant chance of a serious adverse outcome" [4]. Root cause analysis, as defined by the Joint Commission, is "a process for identifying the basic or causal factors that underlie variation in performance, including the occurrence or possible occurrence of a sentinel event" [4].
The following subsets of sentinel events are subject to review by the Joint Commission [4]:
	The event has resulted in an unanticipated death, major permanent loss of function, or severe temporary harm and intervention required to sustain life not related to the natural course of the patient's illness or underlying condition


Or
	The event is one of the following (even if the outcome was not death or major
        permanent loss of function unrelated to the natural course of the patient's illness or
        underlying condition): 	Suicide of any patient receiving care, treatment, and services in a staffed
              around-the-clock care setting or within 72 hours of discharge
	Unanticipated death of a full-term infant
	Abduction of any patient receiving care, treatment, and services
	Discharge of an infant to the wrong family
	Rape, assault (leading to death or permanent loss of function), or homicide of any
              patient receiving care, treatment, and services
	Rape, assault (leading to death or permanent loss of function), or homicide of a
              staff member, licensed independent practitioner, visitor, or vendor while on site at a
              healthcare organization
	Hemolytic transfusion reaction involving administration of blood or blood products
              having major blood group incompatibilities
	Surgery on the wrong patient or wrong body part
	Unintended retention of a foreign object in a patient after surgery or other
              procedure
	Severe neonatal hyperbilirubinemia (bilirubin >30 mg/dL)
	Prolonged fluoroscopy with cumulative dose >1,500 rads to a single field or any
              delivery of radiotherapy to the wrong body region or >25% above the planned
              radiotherapy
	Fall resulting in: any fracture; surgery, casting, or traction; required
                consult/management or comfort care for a neurological or internal injury; a patient
                with coagulopathy who receives blood products as a result of the fall; or death or
                permanent harm as a result of injuries sustained from the fall (not from physiologic
                events causing the fall)





(For further definition of terms, please refer to the Joint Commission's Sentinel Event Policy and Procedures at https://www.jointcommission.org/sentinel_event_policy_and_procedures.)
As part of the accreditation standards, the Joint Commission requires that healthcare
      organizations have a process in place to recognize these sentinel events, conduct thorough and
      credible root cause analyses that focus on process and system factors, and document a
      risk-reduction strategy and internal corrective action plan that includes measurement of the
      effectiveness of process and system improvements to reduce risk [7]. This process must be completed within 45 days
      of the organization having become aware of the sentinel event [4].
The Joint Commission will consider a root cause analysis acceptable for accreditation purposes if it focuses primarily on systems and processes, not individual performance. In other words, the healthcare organization should minimize the individual blame or retribution for involvement in a medical error [7]. In addition, the root cause analysis should progress from special causes in clinical processes to common causes in organizational processes, and the analysis should repeatedly dig deeper by asking why, then when answered, why again, and so on. The analysis should also identify changes that can be made in systems and processes, either through redesign or development of new systems or processes, which would reduce the risk of such events occurring in the future. The Joint Commission requires that the analysis be thorough and credible. To be considered thorough, the root cause analysis must include [4]:
	The analysis repeatedly asks a series of "why" questions, until it identifies the systemic causal factors associated with each step in the sequence that led to the sentinel event
	The analysis focuses on systems and processes, not solely on individual performance
	A determination of the human and other factors most directly associated with the sentinel event and the process(es) and systems related to its occurrence
	The analysis of the underlying systems and processes through the series of "why" questions determines where redesign might reduce risk
	An inquiry into all areas appropriate to the specific type of event
	An identification of risk points and their potential contributions to this type of event
	A determination of potential improvement in processes or systems that would tend to decrease the likelihood of such events in the future, or a determination, after analysis, that no such improvement opportunities exist


To be considered credible, the root cause analysis must meet the following standards [4]:
  
	The organization's leadership and the individuals most closely involved in the process and systems under review must participate in the analysis.
	The analysis must be internally consistent; that is, it must not contradict itself or leave obvious questions unanswered.
	The analysis must provide an explanation for all findings of "not applicable" or "no problem."
	The analysis must include consideration of any relevant literature.


Finally, as previously discussed, after conducting this root cause analysis, the organization must prepare an internal corrective action plan. The Joint Commission will accept this action plan if it identifies changes that can be implemented to reduce risk or formulate a rationale for not undertaking such changes and if, where improvement actions are planned, it identifies who is responsible for implementation, when the action will be implemented, and how the effectiveness of the actions will be evaluated [4].

4. FLORIDA LAW



Mental health professionals have an obligation to report preventable adverse events to leadership and ensure that employers have processes in place to satisfy the Joint Commission requirement. In Florida, certain serious adverse incidents must also be reported to Florida's Agency for Health Care Administration (AHCA). Florida law requires that licensed facilities, such as hospitals, establish an internal risk management program and, as part of that program, develop and implement an incident reporting system, which imposes an affirmative duty on all healthcare providers and employees of the facility to report adverse incidents to the risk manager or to his or her designee. The risk manager must receive these incident reports within 3 business days of the incident, and depending on the type of incident, the risk manager may have to report the incident to AHCA within 15 days of receipt of the report.
Florida Statute 395.0197 specifically defines an adverse incident as [8]:
An event over which healthcare personnel could exercise control and which is associated in whole or in part with medical intervention rather than the condition for which such intervention occurred, and which:
a) Results in one of the following injuries:
	Death
	Brain or spinal damage
	Permanent disfigurement
	Fracture or dislocation of bones or joints
	A resulting limitation of neurologic, physical, or sensory function that continues after discharge from the facility
	Any condition that required specialized medical attention or surgical intervention resulting from nonemergency medical intervention, other than an emergency medical condition, to which the patient has not given his or her informed consent
	Any condition that required the transfer of the patient, within or outside the facility, to a unit providing a more acute level of care due to the adverse incident, rather than the patient's condition prior to the adverse incident


b) Was the performance of a surgical procedure on the wrong patient, a wrong surgical procedure, a wrong-site surgical procedure, or a surgical procedure otherwise unrelated to the patient's diagnosis or medical condition
c) Required the surgical repair of damage resulting to a patient from a planned surgical procedure, where the damage was not a recognized specific risk, as disclosed to the patient and documented through the informed-consent process
d) Was a procedure to remove unplanned foreign objects remaining from a surgical procedure
In 2018, the Florida AHCA reported that a total of 131 deaths occurred as a result of hospital error, 20.6% of 636 adverse incidents reported for the year [9]. The next most common incidents in 2018 were surgical procedure to remove foreign object from a previous surgical procedure (16.5%), transfer of the patient to a unit providing a more acute level of care due to the adverse incident (14.2%), surgical procedures unrelated to the patient's diagnosis or medical needs (10%), and surgical procedure performed on the wrong site (5.3%) [9]. The following adverse incidents must be reported to the AHCA within 15 calendar days after their occurrence [8]:
	The death of a patient
	Brain or spinal damage to a patient
	Performance of a surgical procedure on the wrong patient
	Performance of a wrong-site surgical procedure
	Performance of a wrong surgical procedure
	Performance of a surgical procedure that is medically unnecessary or otherwise unrelated to the patient's diagnosis or medical condition
	Surgical repair of damage resulting to a patient from a planned surgical procedure, where the damage is not a recognized specific risk, as disclosed to the patient and documented through the informed-consent process
	Performance of procedures to remove unplanned foreign objects remaining from a surgical procedure


Each incident will be reviewed by the AHCA, who will then determine the penalty to be imposed upon the responsible party [8]. All Florida healthcare professionals who practice in licensed facilities should familiarize themselves with these requirements and ensure that the facility in which they practice has processes in place to ensure compliance.
Unlike Florida's mandatory reporting of serious adverse incidents, the Joint Commission recommends that healthcare organizations voluntarily report sentinel events, and it encourages the facilities to communicate the results of their root cause analyses and their corrective action plans. As a result of the sentinel events that have been reported, the Joint Commission has compiled Sentinel Event Alerts, which it provides to all accredited organizations. These alerts are intended to provide healthcare organizations with important information regarding reported trends and, by doing so, highlight areas of potential concern so an organization may review its own internal processes to maximize error reduction and prevention with regard to a particular issue [10].

5. ERROR REDUCTION AND PREVENTION



Between 2005 and the second quarter of 2019, the Joint Commission had reviewed 14,925 reported sentinel events impacting 12,520 patients and resulting in 6,258 patient deaths [46]. (Some events, such as fire, can impact multiple patients.) In 2018, the most common categories of sentinel events were unintended retention of a foreign body (including radiation overdose and severe neonatal hyperbilirubinemia) (16%), patient fall (15%), wrong-site/wrong-patient/wrong-procedure (13%), patient suicide (9%), and delay in treatment (7%) [46]. Of these, patient suicide, delay in treatment, and patient fall are the most pertinent to mental or behavioral health practice.
These are all errors with modifiable risk factors. Error reduction may be accomplished by applying the root cause analysis methodology, through extra diligence by healthcare professionals, and by adopting a willingness to identify personal shortcomings and to evolve. As identified in Florida Administrative Code Rule 64B19-13.003, the most serious potential errors in psychologic or behavioral settings include "inadequate assessment of suicide risk, failure to comply with mandatory abuse reporting laws, and failure to detect medical conditions presenting as a psychological disorder" [12].Failure to detect medical conditions presenting as a psychologic disorder is akin to delay in treatment. These errors affect pediatric, adolescent, adult, and senior patients alike.
PATIENT SUICIDE



It is possible that the event with the greatest emotional
        impact on mental health professionals (and patients' families) is patient suicide. In
        general, the suicide rate is increasing, with a nearly 30% higher rate in 2016 compared with
          1999 [43]. According to a 2010 Joint
        Commission Sentinel Event Alert, 75% of inpatient suicides occurred in psychiatric hospitals
        or behavioral health units of general hospitals [13]. The next greatest number occurred in surgical, intensive care,
        telemetry, or oncology units (14.25%); emergency departments (8%); and home care,
        rehabilitation units, and long-term or residential care facilities (2.5%). General hospitals
        are inherently less safe for suicidal patients than psychiatric hospitals or units, as they
        offer the patient more time alone and a number of potential suicide options (e.g., jumping,
        intentional drug overdose, cutting with a sharp object, hanging, strangulation) and means
        (e.g., tubing, bandages, plastic bags) that are designed out of psychiatric settings[13]. Another study reported 73.9% of hospital
        inpatient suicides in 2014–2015 happened during psychiatric treatment [48].
In general, patient suicide is highest among those 65 years of age or older. However, the peak is much younger for American Indian/Alaskan Native individuals (with a peak in men 19 to 24 years of age) and women (with a peak at 35 to 54 years of age) [42].Of patients 17 to 39 years of age admitted to hospitals for one medical condition, suicidal ideation increases from a baseline of 16.3% in the general population to 25%; the rate increases to 35% for those admitted with two or more conditions [14]. The root causes of patient suicide that have been identified, in order of frequency, are [41]:
	Inadequate patient assessment (80% of cases)
	Poor communication between staff
	Human factors
	Poor leadership
	Dangerous physical environment
	Information-related factors
	Poor continuum of care
	Poor care planning
	Medication use
	Lack of patient education


The reporting healthcare facilities recommended a number of risk reduction strategies, including updating the staffing model, monitoring consistency of the implementation of observation procedures, revising information transfer procedures, engaging family and friends in the process of contraband detection, and implementing education for family and friends regarding suicide risk factors [13]. A simple review of these measures demonstrates that healthcare and mental health providers can avoid the devastating impact of an inpatient suicide by implementing fairly routine preventative strategies, such as removing harmful items and careful screening through the admission process [48].
Suicide Risk Assessment



There are many suicide risk assessment tools for use by
          health and/or mental health professionals but few have been tested empirically. If and
          when they are used, all too often an assessment tool is insufficient in preventing
          suicide. A thorough assessment by a trained mental health professional is often the best
          choice, but even these professionals are not infallible. Of those who die from suicide,
          20% have had contact with a mental health provider in the last month[43]. Many reasons have been identified for
          inadequate professional assessments or lack thereof [16]:
      
	Suicide risk assessment training was never provided to the mental health professional, physician, or nurse.
	The risk of suicide is minimized or overlooked by the professional due to personal anxiety related to suicide in general.
	The professional has a fear of documenting thought processes because those actions could come under scrutiny in a malpractice suit.
	Risk assessment is performed but not documented.
	The task of suicide risk assessment is delegated to another professional who is incapable of performing an adequate assessment or who does not complete the task.
	Suicide risk assessment is simply not indicated.
	A systematic suicide risk assessment is never performed.
	The professional is reluctant to assess suicide risk due to excessive false positives.


It is recommended that all patients be screened using a systematic, personalized suicide risk assessment by a trained professional and that the results of the assessment be diligently documented [16]. The assessment should be within the scope of practice and competence of the individual performing the task. When a professional, such as a social worker or counselor, identifies a client who is at risk for suicide, he or she has an obligation to protect the client from self-harm and must consult with a supervisor or other colleague. This can be perceived to be in contradiction to the principle of confidentiality, but preventing harm is an ethical obligation with greater importance and should be taken as seriously as threats made against another person.
Although some professionals are uncomfortable with suicidal clients, it is essential not to ignore or deny the suspicion of suicide risk. The first and most immediate step is to allocate adequate time to the client, even though many others may be scheduled. Showing a willingness to help begins the process of establishing a positive rapport. Closed-ended and direct questions at the beginning of the interview are not very helpful; instead, use open-ended questions such as, "You look very upset; tell me more about it."
A thorough assessment involves not only totaling suicide risk factors (acute and chronic) but should consider other factors, such as the patient's job contentment and their satisfaction from interpersonal relationships, which are considered protective [15]. As noted, suicide ideation increases with the severity of an individual's injuries (e.g., traumatic brain injury with enduring sequelae, amputation or loss of limb, loss of motor function), chronic pain syndromes, and poor prognoses (e.g., Alzheimer disease, cancer, autoimmune diseases) [17]. Warning signs of suicidal thought include threatening self-harm, actively seeking suicide means (e.g., medications, medical instruments or other objects, removing IV lines or life-sustaining apparatus), and expressing thoughts about death, dying, and suicide. These patients should be considered at high risk of suicide. When assessing for suicide, it is important to be cautious of misleading information or false improvement [44]. When an agitated patient suddenly appears calm, he or she may have made the decision to complete suicide and feels calm after making the decision. Denial is another important consideration. Patients may deny harboring very serious intentions of killing themselves.
Reluctance or even outright refusal to implement a systematic suicide risk assessment program has been demonstrated in a study of attending hospital psychiatrists (one of the few studies that exist on the topic) [15]. As an advocate for clients, all mental health professionals, including social workers, counselors, therapists, and psychologists, should ensure that a suicide risk assessment is performed and documented and that follow-up assessments are completed on a regular basis.


MEDICATION ERRORS



Unquestionably, medication errors are one of the most common causes of avoidable harm to patients. These errors may occur at three critical points: when ordered by a physician or psychologist, dispensed by a pharmacist, or administered.
The National Coordinating Council for Medication Error Reporting and Prevention defines a medication error as "any preventable event that may cause or lead to inappropriate medication use or patient harm while the medication is in the control of the healthcare professional, patient, or consumer. Such events may be related to professional practice, healthcare products, procedures, and systems, including prescribing; order communication; product labeling; packaging, and nomenclature; compounding; dispensing; distribution; administration; education; monitoring; and use" [18].
A number of medication errors can be linked to the prescriber who continually uses potentially dangerous abbreviations and dose expressions. Despite repeated warnings by the Institute for Safe Medication Practices about the dangers associated with using certain abbreviations when prescribing medications, this practice continues [19].
Other factors contributing to prescriber errors are illegible or confusing handwriting and, a frequently cited cause of many adverse and sentinel events, the failure of healthcare providers to assess risk and prevent errors. Facilities should implement appropriate guidelines, policies, and procedures to ensure safe medication administration practice. These policies should include [20]:
	Reconciling medications at transition points (e.g., admission, discharge, transfer)
	Keeping an accurate medication list (including over-the-counter and comple-mentary and alternative medications)
	Asking patients to bring their medications in periodically
	Informing the patient of indications for all medications
	Asking regularly whether patients are taking their medications, including as-needed drugs, as nonadherence may signal issues other than knowledge deficits, practical barriers, or attitudinal factors
	Considering that new complaints may represent side effects of medications
	Explaining common or significant side effects
	Asking regularly about side effects or adverse drug events
	Avoiding abbreviations
	Working as a team with pharmacists, physicians, and nurses
	Adhering to Class I clinical indications and guidelines
	Using special caution with high-risk medications
	Exercising particular caution in high-risk situations (e.g., when stressed, sleep-deprived, angry, supervising inexperienced personnel)
	Reporting errors and adverse drug events
	Including medications when transferring patients between providers
	Standardizing communication about prescriptions within the practice
	Actively monitoring the patient for response to medication therapy, using validated instruments when possible
	Minimizing the use of free samples


Finally, facilities should have proper quality assurance measures in place to monitor medication administration practices. Included among these would be protocols and guidelines for use with critical and problem-prone medications to help optimize therapies and minimize the possibility of adverse events and to integrate "triggers" to indicate the need for additional clinical monitoring [21].

FAILURE TO REPORT ABUSE



In Florida, as in other states, workers in many occupations
        are designated as "professionally mandated reporters of abuse," including teachers, nurses,
        physicians, and law enforcement officials [22]. Social workers, psychologists, and all mental health professionals are included among
        those who are required to report abuse, neglect, abandonment, and exploitation of children
        and adults. Additionally, suspected maltreatment is to be reported.
There were about 674,000 unique cases of child abuse in the
        United States in 2017 resulting in approximately 1,720 deaths[23]. The vast majority of perpetrators of abuse
        were parents or legal guardians. More than 65% of the referrals of abuse are generated by a
        mandated professional, including social services personnel (11.7%), medical personnel
        (9.6%), and mental health personnel (5.7%); children very seldom report abuse
          themselves [23]. The percentage of reports
        generated by professionals remained stable between 2009 and 2017.
Only about 17% of all reports of child abuse or suspected
        child abuse result in a substantiation or indication of actual maltreatment according to
        state law [23]. However, this should not
        discourage the professional from intervening. It is never punishable to submit a report in
        good faith; furthermore, all reports are confidential (except among protective services
        personnel) until indicated in a judicial proceeding [22]. In addition to breaching the ethical duty to protect clients from harm
        (and, subsequently, the professional consequences of this ethics violation), there are legal
        consequences for those who fail to comply with mandatory abuse reporting requirements.
        Diligent reporting and documenting of abuse better protects professionals from legal action
        resulting from inaction.
Adult abuse encompasses self-abuse, domestic abuse, and
        abuse/exploitation by caregiver(s) of a vulnerable adult [22]. Exploitation refers to the misuse of moneys, taking or selling of
        property, the inappropriate use of guardianship/power of attorney, and the failure to use
        the vulnerable adult's funds for their care. A vulnerable adult is defined in Florida as an
        individual 18 years of age or older with "mental, emotional, long-term physical or
        developmental disability/dysfunction, brain damage, or the infirmities of aging" that
        prevent him or her from performing activities of daily living or providing for his or her
        own care [22]. Vulnerable adults and children
        are abused at a rate between 4 and 10 times greater than that of the general population and
        are themselves less likely to report abuse due to a variety of fears, including not being
        believed, reprisals, and caretaker abandonment [24]. Mental health professionals are often the individuals to whom the abuse
        is reported. With the aforementioned statistics and somewhat unique fears in mind, it is
        reasonable that a slightly higher index of suspicion be employed when working with this
        cohort.
Emotional changes or suspicious injuries that are noticed in
        adult clients should be documented and reported. Marks and bruises in various stages of
        healing should be noted, especially those that resemble objects such as belts or electrical
        cords or those that reoccur regularly; cigar/cigarette burns; burns in the shape of an
        object (e.g., clothes iron); missing clumps of hair; marks from being tied down; and other
        injuries with no reasonable explanation [25].
        Other signs of abuse include recurrent poor hygiene among those in the care of others,
        medical conditions left untreated, food hoarding, age-inappropriate sexual
        behavior/knowledge of sex, unexplained fear of persons/places, unaccounted for injury or
        disease of the genitals. Psychologic abuse may be harder to detect, but in some cases there
        are physical manifestations of psychologic abuse. Studies of the long-term physical effects
        of intimate partner violence or child abuse have found an increased risk of asthma, chronic
        pain, sexually transmitted infections, stomach ulcers, liver disease, and high blood
        pressure among victims [6,32].
Compliance with abuse reporting laws is not optional, and
        reporting suspected abuse to a supervisor does not satisfy this requirement[22]. Abuse must be reported to the Florida
        Abuse Hotline by telephone (1-800-962-2873 or TTY 1-800-955-8771), by fax (1-800-914-0004),
        or online (https://reportabuse.dcf.state.fl.us) when knowledge of abuse or suspected
        reasonable cause exists. Telephone is the preferred contact method and should always be used
        in emergency situations. It is up to the Florida Department of Children and Families
        counselors to determine if the report meets the legal requirements for further action[22]. If a counselor refuses the report, a
        supervisor can be requested for further discussion.

FAILURE TO IDENTIFY MEDICAL CONDITIONS PRESENTING AS PSYCHOSIS



A large number of medical conditions can cause acute psychiatric symptoms in patients with no history of mental illness and can exacerbate the severity of or create new psychiatric symptoms in individuals with pre-existing mental illness [26]. These conditions include, but are not limited to, central nervous system (CNS) disorders (e.g., seizure, aneurysm, subdural hematoma, tumor); infections (e.g., urinary tract infection, pneumonia, sepsis); cardiopulmonary disorders (e.g., hypoxia, myocardial infarction); metabolic/endocrine disorders (e.g., thyroid, adrenal, renal, hepatic disorders); adverse reactions to medications (e.g., corticosteroids, dopamine agonists); illicit drug use or withdrawal (e.g., cannabis, amphetamines, heroin); and chemical and plant toxicities (e.g., caffeine, psilocybin, aromatic hydrocarbons) [27].
Patients who solely have medical conditions but who present to emergency departments of general hospitals (or psychiatric hospitals) with psychiatric symptoms without medical complaints should be successfully and expediently differentiated from those with psychosis due to mental illness. This can be challenging considering the number of potential diagnoses that must be ruled out during a standard medical clearance at a psychiatric hospital or following a mental status exam at an emergency department. Differentiation is further complicated by comorbid conditions (e.g., a schizophrenic patient with pneumonia) and the grey area between some medical conditions and psychiatric illnesses (e.g., seizure disorders) [26]. Furthermore, the increasing workload of hospital psychiatrists and physicians, administrative bureaucracy, advancing age of the country's population, complex drug regimens, widespread prescription and illicit drug use, and psychiatric evaluations performed by individuals not possessing competency have been identified as causative factors of a missed medical diagnoses or delays in treatment. Morbidity and mortality can be significantly increased for many conditions the longer they remain undiagnosed as a result of focusing on psychiatric aspects of care.
In one study, 3% of psychiatric admissions are actually due
        to a medical condition; this number is likely higher for older individuals[28]. For example, elderly patients or patients
        with intellectual disabilities with various infections often present to emergency or urgent
        care facilities with no other symptoms other than psychosis due to delirium; these
        infections may be initially overlooked as the healthcare team focuses on the psychologic
          symptoms [29,47]. Urinary tract infections and pneumonia are
        the most frequent causes of sudden change in mental status in elderly patients, but these
        patients are often initially diagnosed with dementia based on their age[30]. Other possible causes include electrolyte
        imbalances, thyroid dysfunction, organ failure, and medications.
In addition to standard medical testing and mental status examination, it is important for hospital staff to gain as much relevant history from family members, caregivers, and acquaintances about the patient's usual mental status to aid in diagnosis. Social workers and mental health professionals familiar with patients can be valuable substitutes if family members or other acquaintances are unavailable.


6. PSYCHOLOGIC CONSEQUENCES OF MEDICAL ERRORS



According to the Institute for Healthcare Improvement, there are approximately 6 million survivors of medical errors each year [33]. As a result of these errors and the way they are handled, patients can lose trust in the healthcare system, and some may never feel a sense of safety in the care of anyone (including mental health professionals) again [31]. These same sentiments can carry over into the psyche of family members and even the general public. Stress reactions, anxiety disorders, worsening of existing mental health conditions, drug dependence, and suicidal ideation may develop in victims of medical errors, even as the result of "less serious" events, such as a breech in confidentiality. Feelings of anger, guilt, loss, and fear may persist long after the event [33].
Many individuals are reluctant to accept the risk of seeking help for mental, social, or medical issues, but certain groups have traditionally been wary of trusting professionals in these occupations. In the United States, black individuals have historically been and continue to remain wary and even suspicious of the medical/mental health care system [34,35,46]. For example, 40% of black Americans feel that prescribed medications are a form of undisclosed experimentation (compared to 28% of white Americans), and this demographic tends to underutilize health care, especially preventative care [35]. The cause of this suspicion is partially distrust of institutions in general; however, medical errors and gross ethical violations (e.g., the Tuskegee syphilis study, personal experience with discrimination) may also be to blame [34]. It is important that clients be encouraged to seek preventative care for health issues, especially those that disproportionately affect their gender and race.
As part of the movement to bring greater transparency to the practice of medicine, along with an improved effort to reduce the post-traumatic effects of medical errors, mental health professionals are increasingly being relied upon to assist patients and families with coping following serious errors [33]. A growing number of institutions have put into place support programs for professionals who have committed medical errors as the result of studies showing significant personal impact (e.g., guilt, reduced job satisfaction, burnout, sleep disturbances, loss of confidence, anxiety about committing future errors, depression) and lack of support following these events [33,36,37,40]. However, many victims and perpetrators of medical errors may seek help on their own. Social workers and mental health providers should refer clients to specialists when indicated.
It is important that patients and professionals understand
      that risk and trust are a part of everyday life. It is necessary for clients to regain trust
      or self-trust and learn to rethink in a more complex way. Cognitive-behavioral therapy has
      been shown to be one of the more successful methods of reducing post-traumatic stress or
      anxiety and may be useful for these clients [38,39].
Individuals with high levels of anxiety are particularly difficult to engage and may be reluctant to participate in psychologic interventions. Using a Socratic dialogue to prompt basic realizations and then beginning cognitive-behavioral therapy can be very useful as a treatment approach for those with anxiety disorders and post-traumatic stress following a medical error. Maladaptive and negative automatic thoughts, such as, "I can't trust anyone/myself," should be explored and replaced with positives [38]. Other therapy components (e.g., exposure therapy, behavioral family therapy) may be considered on an individual basis.

7. CONCLUSION



The topic of medical errors is especially disconcerting because, by nature, they are a violation of the primary ethic of the various medical and helping professions—the duty to cause no harm. That being said, medical errors will continue to affect healthcare delivery for years to come, but to say that they are unavoidable is somewhat erroneous. In order to ensure client and patient safety through error reduction, mental health and healthcare professionals should make a conscious effort to maintain and improve their knowledge of their profession, accept criticism, recognize personal limitations, build competencies, work as team members, notice and correct insufficiencies in service delivery, practice self-care, effectively manage workloads, and be proactive in creating solutions that may reduce errors. These are some of the keys to a safer healthcare system.
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Domestic violence continues to be a prevalent problem in the United States today.
        Because of the number of individuals affected, it is likely that most healthcare
        professionals will encounter patients in their practice who are victims. Accordingly, it is
        essential that healthcare professionals are taught to recognize and accurately interpret
        behaviors associated with domestic violence. It is incumbent upon the healthcare
        professional to establish and implement protocols for early identification of domestic
        violence victims and their abusers. In order to prevent domestic violence and promote the
        well-being of their patients, healthcare professionals in all settings must take the
        initiative to properly assess all women for abuse during each visit and, for those women who
        are or may be victims, to offer education, counseling, and referral information.
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Course Overview



Domestic violence continues to be a prevalent problem in the United States today.
        Because of the number of individuals affected, it is likely that most healthcare
        professionals will encounter patients in their practice who are victims. Accordingly, it is
        essential that healthcare professionals are taught to recognize and accurately interpret
        behaviors associated with domestic violence. It is incumbent upon the healthcare
        professional to establish and implement protocols for early identification of domestic
        violence victims and their abusers. In order to prevent domestic violence and promote the
        well-being of their patients, healthcare professionals in all settings must take the
        initiative to properly assess all women for abuse during each visit and, for those women who
        are or may be victims, to offer education, counseling, and referral information.

Audience



This course is designed for all Florida healthcare professionals required to complete domestic violence education.

Accreditations & Approvals



In support of improving patient care, NetCE is jointly accredited by the Accreditation Council for Continuing Medical Education (ACCME), the Accreditation Council for Pharmacy Education (ACPE), and the American Nurses Credentialing Center (ANCC), to provide continuing education for the healthcare team. NetCE has been approved by NBCC as an Approved Continuing Education Provider, ACEP No. 6361. Programs that do not qualify for NBCC credit are clearly identified. NetCE is solely responsible for all aspects of the programs. As a Jointly Accredited Organization, NetCE is approved to offer social work continuing education by the Association of Social Work Boards (ASWB) Approved Continuing Education (ACE) program. Organizations, not individual courses, are approved under this program. Regulatory boards are the final authority on courses accepted for continuing education credit. 

 NetCE is accredited by the International Accreditors for Continuing Education and Training (IACET).  NetCE complies with the ANSI/IACET Standard, which is recognized internationally as a standard of excellence in instructional practices. As a result of this accreditation, NetCE is authorized to issue the IACET CEU. 

NetCE is recognized by the New York State Education Department's State Board for Social Work as an approved provider of continuing education for licensed social workers #SW-0033.

This course is considered self-study, as defined by the New York State Board for Social Work. NetCE is recognized by the New York State Education Department's State Board for Mental Health Practitioners as an approved provider of continuing education for licensed mental health counselors #MHC-0021. This course is considered self-study by the New York State Board of Mental Health Counseling. 

NetCE is recognized by the New York State Education Department's State Board for Mental Health Practitioners as an approved provider of continuing education for licensed marriage and family therapists. #MFT-0015.This course is considered self-study by the New York State Board of Marriage and Family Therapy. 
Materials that are included in this course may include interventions and modalities that are beyond the authorized practice of licensed master social work and licensed clinical social work in New York. As a licensed professional, you are responsible for reviewing the scope of practice, including activities that are defined in law as beyond the boundaries of practice for an LMSW and LCSW. A licensee who practices beyond the authorized scope of practice could be charged with unprofessional conduct under the Education Law and Regents Rules. 

Designations of Credit



This activity was planned by and for the healthcare team, and learners will receive 2 Interprofessional Continuing Education (IPCE) credit(s) for learning and change.

 NetCE designates this enduring material for a maximum of 2 AMA PRA Category 1 Credit(s)™. Physicians should claim only the credit commensurate with the extent of their participation in the activity. NetCE designates this continuing education activity for 2 ANCC contact hour(s). NetCE designates this continuing education activity for 2.4 hours for Alabama nurses. NetCE designates this continuing education activity for 1 NBCC clock hour(s). 

Successful completion of this CME activity, which includes participation in the evaluation component, enables the participant to earn up to 2 MOC points in the American Board of Internal Medicine's (ABIM) Maintenance of Certification (MOC) program. Participants will earn MOC points equivalent to the amount of CME credits claimed for the activity. It is the CME activity provider's responsibility to submit participant completion information to ACCME for the purpose of granting ABIM MOC credit. Completion of this course constitutes permission to share the completion data with ACCME.

 Social workers participating in this intermediate to advanced course will receive 2 Clinical continuing education clock hours. This activity has been approved for the American Board of Anesthesiology’s® (ABA) requirements for Part II: Lifelong Learning and Self-Assessment of the American Board of Anesthesiology’s (ABA) redesigned Maintenance of Certification in Anesthesiology Program® (MOCA®), known as MOCA 2.0®. Please consult the ABA website, www.theABA.org, for a list of all MOCA 2.0 requirements. Maintenance of Certification in Anesthesiology Program® and MOCA® are registered certification marks of the American Board of Anesthesiology®. MOCA 2.0® is a trademark of the American Board of Anesthesiology®.

 Successful completion of this CME activity, which includes participation in the evaluation component, enables the learner to earn credit toward the CME and/or Self-Assessment requirements of the American Board of Surgery's Continuous Certification program. It is the CME activity provider's responsibility to submit learner completion information to ACCME for the purpose of granting ABS credit.

 Through an agreement between the Accreditation Council for Continuing Medical Education and the Royal College of Physicians and Surgeons of Canada, medical practitioners participating in the Royal College MOC Program may record completion of accredited activities registered under the ACCME's "CME in Support of MOC" program in Section 3 of the Royal College's MOC Program.

 NetCE is authorized by IACET to offer 0.2 CEU(s) for this program. AACN Synergy CERP Category B. 

Individual State Nursing Approvals



In addition to states that accept ANCC, NetCE is approved as a provider of continuing education in nursing by: Alabama, Provider #ABNP0353, (valid through July 29, 2025); Arkansas, Provider #50-2405; California, BRN Provider #CEP9784; California, LVN Provider #V10662; California, PT Provider #V10842; District of Columbia, Provider #50-2405; Florida, Provider #50-2405; Georgia, Provider #50-2405; Kentucky, Provider #7-0054 through 12/31/2025; South Carolina, Provider #50-2405; West Virginia RN and APRN, Provider #50-2405. 

Individual State Behavioral Health Approvals



In addition to states that accept ASWB, NetCE is approved as a provider of continuing education by the following state boards: Alabama State Board of Social Work Examiners, Provider #0515; Florida Board of Clinical Social Work, Marriage and Family Therapy and Mental Health Counseling, CE Broker Provider #50-2405; Illinois Division of Professional Regulation for Social Workers, License #159.001094; Illinois Division of Professional Regulation for Licensed Professional and Clinical Counselors, License #197.000185; Illinois Division of Professional Regulation for Marriage and Family Therapists, License #168.000190; 

Special Approvals



This course fulfills the Florida requirement for 2 hours of Domestic Violence education every third renewal period. This activity is designed to comply with the requirements of California Assembly Bill 1195, Cultural and Linguistic Competency. 
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Implicit Bias in Health Care




      The role of implicit biases on healthcare outcomes has become a concern,
      as there is some evidence that implicit biases contribute to health
      disparities, professionals' attitudes toward and interactions with
      patients, quality of care, diagnoses, and treatment decisions. This may
      produce differences in help-seeking, diagnoses, and ultimately treatments
      and interventions. Implicit biases may also unwittingly produce
      professional behaviors, attitudes, and interactions that reduce patients'
      trust and comfort with their provider, leading to earlier termination of
      visits and/or reduced adherence and follow-up. Disadvantaged groups are
      marginalized in the healthcare system and vulnerable on multiple levels;
      health professionals' implicit biases can further exacerbate these
      existing disadvantages.
    

      Interventions or strategies designed to reduce implicit bias may be
      categorized as change-based or control-based. Change-based interventions
      focus on reducing or changing cognitive associations underlying implicit
      biases. These interventions might include challenging stereotypes.
      Conversely, control-based interventions involve reducing the effects of
      the implicit bias on the individual's behaviors. These strategies include
      increasing awareness of biased thoughts and responses. The two types of
      interventions are not mutually exclusive and may be used synergistically.
    


1. INTRODUCTION



Domestic violence continues to be a prevalent problem in the
      United States today. Because of the number of individuals affected, it is likely that most
      healthcare professionals will encounter patients in their practice who are victims.
      Accordingly, it is essential that healthcare professionals are taught to recognize and
      accurately interpret behaviors associated with domestic violence. It is incumbent upon the
      healthcare professional to establish and implement protocols for early identification of
      domestic violence victims and their abusers. In order to prevent domestic violence and promote
      the well-being of their patients, healthcare professionals in all settings should take the
      initiative to properly assess all women for abuse during each visit and, for those women who
      are or may be victims, to offer education, counseling, and referral information.
Victims of domestic violence suffer emotional, psychologic, and physical abuse, all of which can result in both acute and chronic signs and symptoms of physical and mental disease, illness, and injury. Frequently, the injuries sustained require abused victims to seek care from healthcare professionals immediately after their victimization. Subsequently, physicians and nurses are often the first healthcare providers that victims encounter and are in a critical position to identify domestic violence victims in a variety of clinical practice settings where victims receive care. Accordingly, each healthcare professional should educate himself or herself to enhance awareness of the presence of abuse victims in his or her particular practice or clinical setting.
Specifically, healthcare professionals should be aware of the signs and symptoms associated with domestic violence. In addition, when family violence cases are identified, there should be a plan of action that includes providing information on, and referral to, local community resources related to legal aid, sheltering, victim counseling, batterer counseling, advocacy groups, and child protection.

2. DEFINING DOMESTIC VIOLENCE



Domestic violence, which is sometimes also referred to as
      spousal abuse, battering, or intimate partner violence (IPV), refers to the victimization of
      an individual with whom the abuser has or has had an intimate or romantic relationship.
      Researchers in the field of domestic violence have not agreed on a uniform definition of what
      constitutes violence or an abusive relationship. The Centers for Disease Control and
      Prevention (CDC) defines IPV as, "violence or aggression that occurs in a romantic
      relationship" [1]. According to the Florida
      Department of Children and Families, domestic violence is "a pattern of abusive behaviors that
      adults use to maintain power and control over their intimate partners or former partners.
      People who abuse their partners use a variety of tactics to coerce, intimidate, threaten, and
      frighten their victims" [2]. Domestic violence
      may include physical violence, sexual violence, emotional abuse, economic abuse, isolation,
      pet abuse, threats relating to children, and a variety of other behaviors meant to increase
      fear, intimidation, and power over the victim [2]. Florida law defines domestic violence as "any assault, aggravated
      assault, battery, aggravated battery, sexual assault, sexual battery, stalking, aggravated
      stalking, kidnapping, false imprisonment, or any criminal offense resulting in physical injury
      or death of one family or household member by another family or household member" [3]. Family or household members, according to
      Florida definition, must "be currently residing or have in the past resided together in the
      same single dwelling unit" [3]. Domestic
      violence knows no boundaries. It occurs in intimate relationships regardless of race,
      religion, culture, or socioeconomic status [2].
Whatever the definition, it is important for healthcare professionals to understand that domestic violence, in the form of emotional and psychologic abuse, sexual abuse, and physical violence, is prevalent in our society. Because of the similar nature of the definitions, this course will use the terms "domestic violence" and "IPV" interchangeably.

3. NATIONAL AND STATE STATISTICS AND LEGISLATION



Domestic violence is one of the most serious public health problems in the United States
        [4]. More than 36.4% of women and 33.6% of
      men have a lifetime history of IPV [4]. In
      Florida, the weighted lifetime prevalence of IPV (including rape, physical violence, and/or
      stalking) is 37.4% among women and 29.3% among men [5]. Although many of these incidents are relatively minor and consist of
      pushing, grabbing, shoving, slapping, and hitting, IPV resulted in approximately 1,500 deaths
      in the United States in 2019, with 214 of those deaths occurring in Florida in the same year.
      Statistics indicate a slightly higher rate in 2020, with 217 deaths in Florida in 2020 [7,8]. One of the difficulties in addressing the problem is that abuse is
      prevalent in all demographics, regardless of age, ethnicity, race, religious denomination,
      education, or socioeconomic status [2].
Victims of abuse often suffer severe physical injuries and will likely seek care at a hospital or clinic. The health and economic consequences of domestic violence are significant. Statistics vary from report to report, and due to the lack of studies on the national cost of domestic violence, the U.S. Congress funded the CDC to conduct a study to determine the cost of domestic violence on the healthcare system [9]. The 2003 CDC report, which relied on data from the National Violence Against Women Survey conducted in 1995, estimated the costs of IPV by measuring how many female victims were nonfatally injured; how many women used medical and mental healthcare services; and how many women lost time from paid work and household chores. The estimated total annual cost of IPV against women in the 1995 survey was more than $5.8 billion [9]. When updated to 2017 dollars, the amount was more than $9.3 billion annually. The costs associated with IPV at this time would be considerably more, but no further studies have been conducted [10]. It should be noted that the costs of any one victimization may continue for years; therefore, these statistics most likely underestimate the actual cost of IPV [9].
The national rate of nonfatal domestic violence against women declined 72% between 1993 and 2011 [11]. The rate of overall violent crime fell by nearly 60% in this same time period [11]. Studies reveal that several factors may have contributed to the reduction in violence, including a decline in the marriage rate and decrease of domesticity, better access to federally funded domestic violence shelters, improvements in women's economic status, and demographic trends, such as the aging of the population [13,14]. Of note, declines in the economy and stress associated with financial hardship and unemployment are significant contributors to IPV in the United States. Following the economic downturn in late 2008, there was a significant increase in the use of the National Domestic Violence Hotline in 2009, with more than half of victims reporting a change in household financial situation in the last year [15]. This trend continued with the COVID-19 pandemic, with stressors from lockdown orders, unemployment, financial insecurity, childcare and homeschool responsibilities, and poor coping strategies (e.g., substance abuse) increasing the rate of domestic violence. Reports showed a 9.7% increase in domestic violence calls for service in the first two months state-mandated lockdowns were imposed; furthermore, the National Commission on COVID-19 and Criminal Justice reported an increase of 8.1% in domestic violence incidents within the first months of mandated stay-at-home orders [6].
FLORIDA



In response to troubling domestic violence statistics, Governor Lawton Chiles appointed a Task Force on Domestic Violence on September 28, 1993, to investigate the problems associated with domestic violence in Florida and to compile recommendations as to how the problems should be approached and ultimately resolved. On January 31, 1994, the Task Force issued its first report on domestic violence. This report recommended standards to accurately measure the extent of domestic violence and strategies for increasing public awareness and education. It identified programs and resources that are available to victims in Florida, made legislative and budgetary suggestions for needed changes, provided a methodology for implementing these changes, and identified areas of domestic violence that require further study.
As a result of this report, Florida enacted legislation during the 1995 session implementing various suggestions of the Task Force. Specifically, the Legislature amended Section 455.222 of the Florida Statutes to require that all physicians, osteopaths, nurses, dentists, dental hygienists, midwives, psychologists, and psychotherapists obtain, as part of their biennial continuing education requirements, a one-hour continuing education course on domestic violence [17]. In June of 2006, Governor Jeb Bush signed into law House Bill 699. The bill, which went into effect July 1, 2006, changed the domestic violence continuing education requirement from one hour every renewal period to two hours every third renewal period.
In 1997, at the request of the Governor's Task Force, a workgroup was established by the Florida Department of Law Enforcement (FDLE) to evaluate the feasibility of tracking incidents of domestic violence in the state [18]. This resulted in the creation of the Domestic Violence Data Resource Center (DVDRC). The original mission of the DVDRC was to collect information related to domestic violence and to report and maintain the information in a statewide tracking system [19]. Domestic Violence Fatality Review Teams were established to examine those cases of domestic violence that resulted in a fatality and identify potential changes in policy or procedure that might prevent future deaths. The teams were comprised of representatives from law enforcement, the courts, social services, state attorneys, domestic violence centers, and others who may come into contact with domestic violence victims and perpetrators [20]. In 2000, the creation of Florida Statute 741.316 required the FDLE to annually publish a report based on the data gathered by the Fatality Review Teams [19]. Due to budgetary constraints, responsibility of compiling this data transferred to the Department of Children and Families in 2008 [21].
As part of Governor Jeb Bush's initiative, the "Family Protection Act" was signed into law in 2001. The act requires a 5-day mandatory jail term for any crime of domestic battery in which the perpetrator deliberately injures the victim. The law also makes a second battery crime a felony offense, treating offenders as serious criminals. Additional legislation, signed into law in 2002, includes Senate Bills 716 and 1974. Senate Bill 716 protects domestic violence victims by including dating relationships of six months in the definition of domestic violence laws. Senate Bill 1974 requires judges to inform victims of their rights, including the right to appear, be notified, seek restitution, and make a victim-impact statement. Governor Bush also created the Violence Free Florida campaign to increase public awareness of domestic violence issues [22].
In 2003, Governor Bush signed House Bill 1099, which
        transferred funding authority of the Florida Domestic Violence Trust Fund from the
        Department of Children and Families to the Florida Coalition Against Domestic Violence.
        According to the Domestic Violence in Florida 2010–2011 Annual Report to the Legislature,
        this has strengthened domestic violence services provided by streamlining the process of
        allocating funds [23].
In 2007, the Domestic Violence Leave Act was signed into law by Governor Charlie Crist [21]. This law requires employers with 50 or more employees to provide guaranteed leave for domestic violence issues.
In 2020, the FDLE reported 106,736 domestic violence offenses
          [8]. In general, domestic violence rates
        have been declining since 1998. An estimated 19.5% of domestic violence incidents involved
        spouses and 27.8% involved cohabitants; 11.6% of the victims were parents of the offenders.
        Domestic violence offenses resulted in the death of 217 victims in Florida in 2020, a number
        that has been decreasing since 2014 [8].
        Domestic violence accounted for 16.9% of the state's murders in 2020 [8].
In their 2019 Annual Report, Fatality Review Teams summarized 31 cases of domestic
        violence fatalities and near fatalities [49]. The most significant findings included the following observations [49]: 
	The perpetrators were predominantly male (94%) with female victims (90%) and had
              prior criminal histories, non-domestic-violence-related (67%) and for domestic
              violence specifically (69%).
	In 31% of fatalities, the perpetrators had a known "do not contact" order filed
              against them, and 13% of perpetrators had a known permanent injunction for protection
              against them filed by someone other than the victim.
	Substance abuse histories by the perpetrator was identified in 77% of the cases
              and diagnosed mental health disorders in 45%.
	In most cases, neither the decedent nor perpetrator sought help from the various
              intervention programs available to them.


To obtain a copy of the most current Florida Statewide Domestic Violence Fatality Review report, please visit https://www.myflfamilies.com/service-programs/domestic-violence/publications.shtml.


4. IDENTIFYING GROUPS AT RISK FOR DOMESTIC VIOLENCE



Healthcare professionals are in a critical position to identify domestic violence victims in a variety of clinical practice settings. Nurses are often the first healthcare provider a victim of domestic violence will encounter in a healthcare setting and should therefore be prepared to provide care and support for these victims. Although women are most often the victims, domestic violence extends to others in the household as well. For example, domestic violence includes abused men, children abused by their parents or parents abused by their children, elder abuse, and abuse among siblings [3].
Many victims of abuse sustain injuries that lead them to present to hospital emergency departments. Research has found that 49.6% of women seen in emergency departments reported a history of abuse and 44% of women who were ultimately killed by their abuser had sought help in an emergency department in the two years prior to their death [25,50]. Another study of 993 police-identified female victims of IPV found that only 28% of the women were identified in the emergency department as being victims of IPV [26]. These alarming statistics demonstrate that healthcare professionals who work in acute care, such as hospital emergency rooms, should maintain a high index of suspicion for battering of the patients that they see. Healthcare professionals who work in these settings should work with hospital administrators to establish and institute assessment mechanisms to accurately detect these victims.
For every victim of abuse, there is also a perpetrator. Like their victims, perpetrators of domestic violence come from all socioeconomic backgrounds, races, religions, and walks of life [1,4]. Accordingly, healthcare professionals should likewise be aware that seemingly supportive family members may, in fact, be abusers.
PREGNANT WOMEN



Because a gynecologist or obstetrician is frequently a woman's primary care physician, the American College of Obstetricians and Gynecologists (ACOG) recommends that all women be routinely assessed for signs of IPV (i.e., physical and psychologic abuse, reproductive coercion, and progressive isolation), including during prenatal visits, and providers should offer support and referral information for those being abused [25]. According to the ACOG, IPV affects as many as 324,000 pregnant women each year [25]. A meta-analysis of 92 independent studies found that the average reported prevalence of emotional abuse during pregnancy was 28.4%, physical abuse was 13.8%, and sexual abuse was 8% [51]. As with all domestic violence statistics, these estimates are presumed to be lower than the actual incidence as a result of under-reporting and lack of data on women whose pregnancies ended in fetal or maternal death. This makes IPV more prevalent among pregnant women than some of the health conditions included in prenatal screenings, including pre-eclampsia and gestational diabetes [25]. Because 96% of pregnant women receive prenatal care, this is an optimal time to assess for domestic violence and develop trusting relationships with the women. Possible factors that may predispose pregnant women to IPV include being unmarried, lower socioeconomic status, young maternal age, unintended pregnancy, delayed prenatal care, lack of social support, and use of tobacco, alcohol, or illegal drugs [25,51].
The overarching problem of violence against pregnant women cannot be ignored, especially as both mother and fetus are at risk. At this particularly vulnerable time in a woman's life, an organized clinical construct leading to immediate diagnosis and medical intervention will ensure that therapeutic opportunities are available to the pregnant woman and will reduce the potential negative outcomes [29]. Healthcare professionals should also be aware of the possible psychologic consequences of abuse during pregnancy. There is a higher risk of stress, depression, and addiction to alcohol and drugs in abused women. These conditions may result in damage to the fetus from tobacco, drugs, and alcohol and a loss of interest on the part of the mother in her or her baby's health [16,30]. Possible direct injuries to the fetus may result from maternal trauma [25].
Control of reproductive or sexual health is also a recognized trend in IPV. This type of abuse includes trying to impregnate or become pregnant against a partner's wishes, refusal to use birth control (e.g., condoms, oral contraceptives), or stopping a partner from using birth control [4].

CHILDREN



Children exposed to family violence are at high risk for
        abuse and for emotional damage that may affect them as they grow older. The Department of
        Justice estimates that of the 76 million children in the United States, 46 million will be
        exposed to some type of violence during their childhood [52]. Results of the National Survey of Children's Exposure to Violence
        indicated that 11% of children were exposed to IPV at home within the last year, and as many
        as 26% of children were exposed to at least one form of family violence during their
        lifetimes [31]. Of those children exposed to
        IPV, 90% were direct eyewitnesses of the violence; the remaining children were exposed by
        either hearing the violence or seeing or being told about injuries [31]. Of note, according to Florida criminal
        law, witnessing domestic violence is defined as "violence in the presence of a child if an
        offender is convicted of a primary offense of domestic violence, and that offense was
        committed in the presence of a child under age 16 who is a family or household member with
        the victim or perpetrator" [32].
A number of studies indicate that child witnesses are at increased risk for post-traumatic stress disorder, impaired development, aggressive behavior, anxiety, difficulties with peers, substance abuse, and academic problems than the average child [33,54,55]. Children exposed to violence may also be more prone to dating violence (as a perpetrator or a victim), and the ability to effectively cope with partnerships and parenting later in life may be affected, continuing the cycle of violence into the next generation [34,56].
In addition to witnessing violence, various studies have shown that these children may also become direct victims of violence, and children who both witness and experience violence are at the greatest risk for adverse psychosocial outcomes [53]. Research indicates that between 30% and 65% of husbands who batter their wives also batter their children [27,35]. Moreover, victims of abuse will often turn on their children; statistics demonstrate that 85% of domestic violence victims abuse or neglect their children. The 2020 Crime in Florida report found that more than 13% of domestic homicide victims were children killed by a parent [8]. Teenage children are also victimized. According to the U.S. Department of Justice, between 1980 and 2008, 17.5% of all homicides against female adolescents 12 to 17 years of age were committed by an intimate partner [36]. Among young women (18 to 24 years of age), the rate is estimated to be 43% in the United States and 8% to 57% globally. Abused teens often do not report the abuse. Individuals 12 to 19 years of age report only 35.7% of crimes against them, compared with 54% in older age groups [28,37]. Accordingly, healthcare professionals who see young children and adolescents in their practice (e.g., pediatricians, family physicians, school nurses, pediatric nurse practitioners, community health nurses) should have the tools necessary to detect these "silent victims" of domestic violence and to intervene quickly to protect young children and adolescents from further abuse. Without such critical intervention, the cycle of violence will never end.

ELDERLY



Abused and neglected elders, who may be mistreated by their spouses, partners, children, or other relatives, are among the most isolated of all victims of family violence. In a national study conducted by the National Institute of Justice in 2010, 4.6% of participants (community dwelling adults 60 years of age or older) were victims of emotional abuse in the past year, 1.6% physical abuse, 0.6% sexual abuse, 5.1% potential neglect, and 5.2% current financial abuse by a family member [38]. A 2017 study found a self-reported incidence of 11.6% psychological abuse, 2.6% physical abuse, 6.8% financial abuse, 4.2% neglect, and 0.9% sexual abuse [59]. The estimated annual incidence of all elder abuse types is 2% to 10%, but it is believed to be severely under-measured. According to one study, only 1 in 24 cases of elder abuse are reported to the authorities [39].
The prevalence rate of elder abuse in institutional settings is not clear. However, in a 2019 review of nine studies, 64% of elder care facility staff disclosed to having perpetrated abuse against an elderly resident in the past year [40]. In a random sample survey, 24.3% of respondents reported at least one incident of elder physical abuse perpetrated by a nursing home staff member [57].

Evidence Based Practice Recommendation

The U.S. Preventive Services Task Force concludes that the current
          evidence is insufficient to assess the balance of benefits and harms of screening for
          abuse and neglect in all older or vulnerable adults.
https://jamanetwork.com/journals/jama/fullarticle/2708121

             Last Accessed: July 26, 2022
Strength of Recommendation: I
          (Evidence is lacking, of poor quality, or conflicting, and the balance of benefits and
          harms cannot be determined.)


As healthcare professionals in Florida, which leads the nation in percentage of older residents, it is important to understand that the needs of older Floridians will increase as will the numbers of elder victims of domestic violence. Because elder abuse can occur in family homes, nursing homes, board and care facilities, and even medical facilities, healthcare professionals should remain keenly aware of the potential for abuse. When abuse occurs between elder partners, it is primarily manifested in one of two ways: either as a long-standing pattern of marital violence or as abuse originating in old age. In the latter case, abuse may be precipitated by issues related to advanced age, including the stress that accompanies disability and changing family relationships [39].
It is important to understand that the domestic violence dynamic involves not only a victim but a perpetrator as well. For example, an adult son or daughter who lives in the parents' home and depends on the parents for financial support may be in a position to inflict abuse. This abuse may not always manifest itself as violence but can lead to an environment in which the elder parent is controlled and isolated. The elder may be hesitant to seek help because the abuser's absence from the home may leave the elder without a caregiver [39]. Because these elderly victims are often isolated, dependent, infirm, or mentally impaired, it is easy for the abuse to remain undetected. Healthcare professionals in all settings should remain aware of the potential for abuse and keep a watchful eye on this particularly vulnerable group.

MEN



Statistics confirm that domestic violence is predominantly perpetrated by men against women; however, there is evidence that women also exhibit violent behavior against their male partners [4]. Studies demonstrate approximately 5% of homicides against men are perpetrated by intimate partners [36]. It is persuasively argued that the impact on the health of female victims of domestic violence is generally much more severe than the impact on the health of male victims [42]. Approximately 512,770 women were raped and/or physically assaulted by an intimate partner in 2008, compared to 101,050 men [58]. In addition, 1 in 4 women has been physically assaulted, raped, and/or stalked by an intimate partner, compared with 1 out of every 10 men [1]. Rape, non-contact unwanted sexual experiences, and stalking against men are primarily perpetrated by other men, while other forms of violence against men were perpetrated mostly by women [5]. Male victims of IPV experienced 3 victimizations per 1,000 boys and men 12 years of age or older in 1994, and this rate decreased by 64%, to 1.1 per 1,000, in 2010 [11]. Of all homicides committed against men between 1980 and 2008, 7.1% were committed by an intimate partner [36]. Although women are more often victims of IPV, healthcare professionals should always keep in mind that men can also be victimized and assess accordingly.

LESBIAN, GAY, BISEXUAL, TRANSGENDER, AND QUEER/QUESTIONING VICTIMS



Domestic violence exists in lesbian, gay, bisexual, transgender, and queer/questioning (LGBTQ+) communities, and the rates are thought to mirror those of heterosexual women—approximately 25% [43]. However, women living with female intimate partners experience less IPV than women living with men [8]. Conversely, men living with male intimate partners experience more IPV than do men who live with female intimate partners [8]. In addition, 78% of IPV homicide victims reported in 2017 were transgender women or cisgender men [24]. This supports other statistics indicating that IPV is perpetrated primarily by men. A form of abuse specific to the gay community is for an abuser to threaten or to proceed with "outing" a partner to others [41,43].
Transgender individuals appear to be at particular risk for violence. According to a large national report, transgender victims of IPV were 1.9 times more likely to experience physical violence and 3.9 times more likely to experience discrimination than other members of the LGBTQ+ community [24].
In 2017, an annual national report recorded 52 incidences of hate violence-related homicides of LGBTQ+ people, the highest incident number recorded in its 20-year history [24]. This increasing prevalence of anti-LGBTQ+ violence can exacerbate IPV in LGBTQ+ communities. For example, a person who loses their job because of anti-trans bias may be more financially reliant on an unhealthy relationship. An abusive partner may also use the violence that an LGBTQ+ person experiences from their family as a way of isolating that person further [24].
Because of the stigma of being LGBTQ+, victims may be reticent to report abuse and afraid that their sexual orientation or biologic sex will be revealed. In one study, the three major barriers to seeking help were a limited understanding of the problem of LGBTQ+ IPV, stigma, and systemic inequities [41]. Many in this community feel that support services (e.g., shelters, support groups, crisis hotlines) are not available to them due to homophobia of the service providers. Unfortunately, this results in the victim feeling isolated and unsupported. Healthcare professionals should strive to be sensitive and supportive when working with homosexual patients.


5. CHARACTERISTICS OF PERPETRATORS OF DOMESTIC VIOLENCE



Abuser characteristics have been studied far less frequently than victim characteristics. Some studies suggest a correlation between the occurrence of abuse and the consumption of alcohol. A man who abuses alcohol is also likely to abuse his mate, although the abuser may not necessarily be inebriated at the time the abuse is inflicted [44]. Domestic violence assessment questionnaires should include questions that explore social drinking habits of both victims and their mates.
Other studies demonstrate that abusive mates are generally possessive and jealous. Another characteristic related to the abuser's dependency and jealousy is extreme suspiciousness. This characteristic may be so extreme as to border on paranoia [12]. Domestic violence victims frequently report that abusers are extremely controlling of the everyday activities of the family. This domination is generally all encompassing and often includes maintaining complete control of finances and activities of the victim (e.g., work, school, social interactions) [12].
In addition, abusers often suffer from low self-esteem and their sense of self and identity is directly connected to their partner [12]. Extreme dependence is common in both abusers and those being abused. Due to low self-esteem and self-worth, emotional dependence often occurs in both partners, but even more so in the abuser. Emotional dependence in the victim stems from both physical and psychologic abuse, which results in a negative self-image and lack of self-worth. Financial dependence is also very common, as the abuser often withholds or controls financial resources to maintain power over the victim [1,4].

6. SCREENING FOR DOMESTIC VIOLENCE AND ABUSE




Evidence Based Practice Recommendation

The U.S. Preventive Services Task Force recommends that that clinicians
        screen for intimate partner violence (IPV) in women of reproductive age and provide or refer
        women who screen positive to ongoing support services.
https://jamanetwork.com/journals/jama/fullarticle/2708121

             Last Accessed: July 26, 2022
Strength of Recommendation: B (There is
        high certainty that the net benefit is moderate or there is moderate certainty that the net
        benefit is moderate to substantial.)


There is no universal guideline for identifying and responding to domestic violence, but it
      is universally accepted that a plan for screening, assessing, and referring patients of
      suspected abuse should be in place at every healthcare facility. Guidelines should review
      appropriate interview techniques for a given setting and should also include the utilization
      of assessment tools. Furthermore, protocols within each facility or healthcare setting should
      include referral, documentation, and follow-up. This section relies heavily on the guidelines
      outlined in the Family Violence Prevention Fund's National Consensus
        Guidelines on Identifying and Responding to Domestic Violence Victimization in Health Care
        Settings; however, protocols should be customized based on individual practice
      settings and resources available [35]. The CDC
      has provided a compilation of assessment tools for healthcare workers to assist in recognizing
      and accurately interpreting behaviors associated with domestic violence and abuse, which may
      be accessed at https://www.cdc.gov/violenceprevention/pdf/ipv/ipvandsvscreening.pdf
      [45].
Several barriers to screening for domestic violence have been
      noted, including a lack of knowledge and training, time constraints, lack of privacy for
      asking appropriate questions, and the sensitive nature of the subject [35]. Although awareness and assessment for IPV
      has increased among healthcare providers, many are still hesitant to inquire about abuse [46]. At a minimum, those exhibiting signs of
      domestic violence should be screened. Although victims of IPV may not display typical signs
      and symptoms when they present to healthcare providers, there are certain cues that may be
      attributed to abuse. The obvious cues are physical. Injuries range from bruises, cuts, black
      eyes, concussions, broken bones, and miscarriages to permanent injuries such as damage to
      joints, partial loss of hearing or vision, and scars from burns, bites, or knife wounds.
      Typical injury patterns include contusions or minor lacerations to the head, face, neck,
      breast, or abdomen and musculoskeletal injuries. These are often distinguishable from
      accidental injuries, which are more likely to involve the extremities of the body. Abuse
      victims are also more likely to have multiple injuries than accident victims. When this
      pattern of injuries is seen, particularly in combination with evidence of old injury, physical
      abuse should be suspected [44].
In addition to physical signs and symptoms, domestic violence
      victims also exhibit psychologic cues that resemble an agitated depression. As a result of
      prolonged stress, various psychosomatic symptoms that generally lack an organic basis often
      manifest. For example, complaints of backaches, headaches, and digestive problems are common.
      Often, there are reports of fatigue, restlessness, insomnia, or loss of appetite. Great
      amounts of anxiety, guilt, and depression or dysphoria are also typical. Women who experienced
      IPV are also more likely to report asthma, irritable bowel syndrome, and diabetes [4]. Healthcare professionals should look beyond
      the typical symptoms of a domestic violence victim and work within their respective practice
      settings to develop appropriate assessment mechanisms to detect victims who exhibit less
      obvious symptoms.
The unique relationship dynamics of the abuser and abused are not easily detected under the best of circumstances. They may be especially difficult to uncover in circumstances in which the parties are suspicious and frightened, as might be expected when a victim presents to the emergency department. The key to detection, however, is to establish a proper assessment tool that can be utilized in the particular setting and to maintain a keen awareness for the cues described in this course. Screening for IPV should be carried out at the entry points of contact between victims and medical care (e.g., primary care, emergency services, obstetric and gynecologic services, psychiatric services, and pediatric care) [35].
The key to an initial assessment is to obtain an adequate history. Establishing that a patient's injuries are secondary to abuse is the first task. Clearly, there will be times when a victim is injured so severely that treatment of these injuries becomes the first priority. After such treatment is rendered, however, it is important that healthcare professionals not ignore the reasons that brought the victim to the emergency department [35].

7. ASSESSING DOMESTIC VIOLENCE AND ABUSE



Healthcare providers have reported that even if routine screening and inquiry results in a positive identification of IPV, the next steps of assessing and referring are often difficult, and many feel that they are not adequately prepared [46]. According to the Family Violence Prevention Fund, the goals of the assessment are to create a supportive environment, gather information about health problems associated with the abuse, and assess the immediate and long-term health and safety needs for the patient to develop an intervention [35].
Assessment of domestic violence victims should occur
      immediately after disclosure of abuse and at any follow-up appointments. Assessing immediate
      safety is priority. Having a list of questions readily available and well-practiced can help
      alleviate the uncertainty of how to begin the assessment (Table
        1). If the patient is in immediate danger, referral to an
      advocate, support system, hotline, or shelter is indicated [35].
Table 1: ASSESSMENT OF IMMEDIATE SAFETY FOR DOMESTIC VIOLENCE VICTIMS
	
              Are you in immediate danger?
Is your partner at the health facility now?
Do you want to (or have to) go home with your partner?
Do you have somewhere safe to go?
Have there been threats or direct abuse of the child(ren) (if
                  applicable)?
Are you afraid your life may be in danger?
Has the violence gotten worse or is it getting scarier? Is it happening more
                  often?
Has your partner used weapons, alcohol, or drugs?
Has your partner ever held you or your child(ren) against your
                  will?
Does your partner ever watch you closely, follow you or stalk you?
Has your partner ever threatened to kill you, him/herself or your
                  child(ren)?


            


Source: [35]


If the patient is not in immediate danger, the assessment may continue with a focus on the impact of IPV on the patient's mental and physical health and the pattern of history and current abuse [35]. These responses will help formulate an appropriate intervention.
CULTURALLY SENSITIVE ASSESSMENT



During the assessment process, a practitioner should be open and sensitive
        to the patient's worldview, cultural belief systems and how he/she views the illness [47]. This may reduce the tendency to
        over-pathologize or minimize health concerns of ethnic minority patients.
Pachter proposed a dynamic model that involves several tiers and transactions [48]. The first component of Pachter's model calls for the practitioner to take responsibility for cultural awareness and knowledge. The professional should be willing to acknowledge that he/she does not possess enough or adequate knowledge in health beliefs and practices among the different ethnic and cultural groups he/she comes in contact with. Reading and becoming familiar with medical anthropology is a good first step.
The second component emphasizes the need for specifically tailored assessment [48]. Pachter advocates the notion that there is tremendous diversity within groups. For example, one cannot automatically assume that a Cuban immigrant adheres to traditional beliefs. Often, there are many variables, such as level of acculturation, age at immigration, educational level, and socioeconomic status, that influence health ideologies. Finally, the third component involves a negotiation process between the patient and the professional [48]. The negotiation consists of a dialogue that involves a genuine respect of beliefs. It is important to remember that these beliefs may affect symptoms or appropriate interventions in the case of domestic violence.
Culturally sensitive assessment involves a dynamic framework whereby the practitioner engages in a continual process of questioning. By incorporating cultural sensitivity into the assessment of individuals with a history of being victims or perpetrators of domestic violence, it may be possible to intervene and offer treatment more effectively.


8. INTERVENTIONS FOR DOMESTIC VIOLENCE AND ABUSE



After the assessment is complete, the patient may or may not want immediate assistance or referral. It is important for healthcare providers to assure patients in a nonjudgmental manner that the decision of what they would like in terms of assistance is their choice and that the provider will help regardless of the decisions they are currently ready to make [35].
If the patient would like to immediately implement a plan of action, information for referral to a local domestic violence shelter to assist the victim and the victim's family should be readily available. The acute situation should be referred immediately to local law enforcement officials. Other resources in an acute situation include crisis hotlines and rape relief centers. After a victim is introduced into the system, counseling and follow-up are generally available by individual counselors who specialize in the care of battered women and their spouses and children. These may include social workers, psychologists, psychiatrists, other mental health workers, and community mental health services. The goals are to make the resources accessible and safe and to enhance support for those who are unsure of their options [35].
In Florida, a 24-hour domestic violence hotline is available
      for toll-free counseling and information. The number is 800-500-1119. The counselors answering
      the toll-free line may refer the victim to her or his local domestic violence center. A list
      of Florida certified domestic violence centers organized by county may also be found on the
      Florida Department of Children and Families website at https://www.myflfamilies.com/service-programs/domestic-violence. Florida's domestic
      violence centers provide information and referral services, counseling and case management
      services, a 24-hour hotline, temporary emergency shelter for more than 24 hours, educational
      services for community awareness relative to domestic violence, assessment and appropriate
      referral of resident children, and training for law enforcement personnel.

9. DOCUMENTATION AND FOLLOW-UP



It is imperative that healthcare professionals document all findings and recommendations regarding domestic violence in the victim's medical record, including a patient's denial of abuse, if applicable. If domestic violence is disclosed, documentation should include relevant history, results of the physical examination, findings of laboratory and other diagnostic procedures, and results of the assessment, intervention, and referral. The medical record can be an invaluable document in establishing the credibility of the victim's story when seeking legal aid [35].
Healthcare professionals should offer a follow-up appointment if disclosure of past or current abuse is present. Reassurance that assistance is available to the patient at any time is critical in helping to break the cycle of abuse [35].
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Florida mental health professionals are legally obligated to be aware of standards that
        govern professional accountability. As mental health professionals are affected by these
        rules and regulations, they have the responsibility to keep informed of regulatory changes
        and provide public comment regarding regulations. The laws and rules discussed in this
        course have been chosen because they are among the most pertinent and apply specifically to
        professionals renewing their license. In addition to the benefit to the public, periodically
        reviewing the laws and rules that govern the profession can help to safeguard against
        disciplinary action, litigation, and/or termination resulting from unauthorized,
        inappropriate, erroneous, unethical, or illegal behavior or practice. This course fulfils
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        and Mental Health Counseling that board licensed professionals complete three hours of
        continuing education coursework regarding state laws and rules governing mental health care
        every third biennium after initial licensure.
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	Outline the standards of practice for mental health professionals in Florida.
	Review disciplinary actions that may be taken against mental health professionals who violate state laws.
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Implicit Bias in Health Care




      The role of implicit biases on healthcare outcomes has become a concern,
      as there is some evidence that implicit biases contribute to health
      disparities, professionals' attitudes toward and interactions with
      patients, quality of care, diagnoses, and treatment decisions. This may
      produce differences in help-seeking, diagnoses, and ultimately treatments
      and interventions. Implicit biases may also unwittingly produce
      professional behaviors, attitudes, and interactions that reduce patients'
      trust and comfort with their provider, leading to earlier termination of
      visits and/or reduced adherence and follow-up. Disadvantaged groups are
      marginalized in the healthcare system and vulnerable on multiple levels;
      health professionals' implicit biases can further exacerbate these
      existing disadvantages.
    

      Interventions or strategies designed to reduce implicit bias may be
      categorized as change-based or control-based. Change-based interventions
      focus on reducing or changing cognitive associations underlying implicit
      biases. These interventions might include challenging stereotypes.
      Conversely, control-based interventions involve reducing the effects of
      the implicit bias on the individual's behaviors. These strategies include
      increasing awareness of biased thoughts and responses. The two types of
      interventions are not mutually exclusive and may be used synergistically.
    


1. INTRODUCTION



The Florida Department of Health and the Florida Legislature have enacted laws and rules to safeguard the public by ensuring that minimum safety requirements are met by every mental health professional practicing in the state. This course presents portions of the Florida Administrative Code (FAC) Division 64B4 and Florida Statutes (FS) Chapter 491, both of which pertain specifically to mental health professions, in addition to sections covering Chapter 456 of the Florida Statutes, which includes general laws for all healthcare professions [1,2,3]. These include laws and rules governing standards of practice, licensure and certification, and violations and penalties.
Chapter 491 of the Florida Statutes established the Florida Board of Clinical Social Work, Marriage and Family Therapy, and Mental Health Counseling as an authority to adopt rules, develop standards for education programs, and discipline licensees who violate regulations [3]. Professionals who fall below Florida's required minimum competency or who present a danger to clients, coworkers, or others will be prohibited from working in the state. The FAC is a collection of rules set forth by the state's regulatory agencies (e.g., the Department of Health), while the Florida Statutes are a collection of state laws. The Florida Department of Health rules comprise Department 64 of the Administrative Code, and Division 64B4 relates specifically to the Board of Clinical Social Work, Marriage and Family Therapy, and Mental Health Counseling.
The laws and rules discussed in this course have been chosen because they are among the most pertinent and apply specifically to professionals renewing their license. In addition to the benefit to the public, periodically reviewing the laws and rules that govern the profession can help to safeguard against disciplinary action, litigation, and/or termination resulting from unauthorized, inappropriate, erroneous, unethical, or illegal behavior or practice. This course fulfils the requirement of the Florida Board of Clinical Social Work, Marriage and Family Therapy, and Mental Health Counseling that board-licensed professionals complete continuing education coursework regarding state laws and rules governing mental health care every third biennium after initial licensure.

2. CONFIDENTIALITY AND RECORD KEEPING



Confidentiality, the duty to respect privacy, trust, and self-determination, is one of the
      most important ethical and legal requirements of mental healthcare professions [4,5]. Confidentiality is a concern in each of the following cases:
	A client refers a friend or family member for treatment.
	Information regarding clinical treatment of a client is overheard.
	Patient records are stolen from a parked car.
	A family member requests information regarding a client's issues.
	A release of records is requested for one member of a couple being seen jointly, and the records contain information about the other member as well.


Violation of confidentiality is not tolerated under ordinary circumstances. However, in certain instances, such as if a client expresses intent to physically harm him- or herself, another individual, or society and that threat is perceived by the professional to be real and imminent, client communications may cease to be privileged. Under Florida law, confidential information can be shared with certain family members, potential victims, law enforcement, and other authorities in these instances.
Confidentiality applies not only to live conversations and
      their written documentation, but also to all other forms of data storage, including e-mail,
      audio/video recording, and assessment/test data. Permission to engage in each alternate form
      of documentation must be granted by the client. All of this documented information becomes
      part of the client's record, and this record is protected. The following Florida laws and
      rules pertain to confidentiality and client records [1,2,3].
FS 491.0147 Confidentiality and Privileged Communications



Any communication between any person licensed or certified
        under this chapter and her or his patient or client shall be confidential.  
	This privledge may be waived under the following conditions:
              	When the person licensed or certified under this chapter is a party defendant to a
              civil, criminal, or disciplinary action arising from a complaint filed by the patient
              or client, in which case the waiver shall be limited to that action.
	When the patient or client agrees to the waiver, in writing, or, when more than
              one person in a family is receiving therapy, when each family member agrees to the
              waiver, in writing.
	When a patient or client has communicated to the person licensed or certified
                    under this chapter a specific threat to cause serious bodily injury or death to
                    an identified or readily available person, and the person licensed or certified
                    under this chapter makes a clinical judgment that the patient or client has the
                    apparent intent and ability to imminently or immediately carry out such threat,
                    and the person licensed or certified under this chapter communicates the
                    information to the potential victim. A disclosure of confidential communications
                    by a person licensed or certified under this chapter when communicating a threat
                    pursuant to this subsection may not be the basis of any legal action or criminal
                    or civil liability against such person  






CLIENT RECORDS



FS 491.0148 Records



Each psychotherapist who provides services as defined in this chapter shall maintain
          records. The board may adopt rules defining the minimum requirements for records and
          reports, including content, length of time records shall be maintained, and transfer of
          either the records or a report of such records to a subsequent treating practitioner or
          other individual with written consent of the client or clients.

FAC 64B4-9.001 Requirements for Client Records




          
	A licensed clinical social worker, marriage and family therapist, or mental
                health counselor, including any registered intern or provisional licensee, shall
                maintain responsibility for all records relating to his clients as provided in
                Section 456.057 of the Florida Statutes. All such records shall remain confidential
                except as provided by law or as allowed pursuant to a written and signed
                authorization by the client specifically requesting or authorizing release or
                disclosure of records in his office or possession.
	A full record of services shall be maintained for 7 years after the date of the
                last contact with the client or user.
	When a clinical social worker, marriage and family therapist, or mental health
                counselor terminates practice or relocates and is no longer available to clients or
                users, the clients or users shall be notified of such termination or relocation and
                unavailability by the licensee's causing to be published in the newspaper of
                greatest general circulation in the county in which the licensee practices or
                practiced, a notice which shall contain the date of termination or relocation and an
                address at which the licensee's client or user records are available to the client,
                user, or to a licensed mental health professional designated by the client or user.
                The notice shall appear at least once a week for 4 consecutive weeks. The records
                shall be retained for 2 years after the termination or relocation of the
                practice.
	If the termination was due to the death of a licensee, records shall be
                maintained at least two years after the licensee's death. At the conclusion of a
                22-month period from the date of the licensee's death, the executor, administrator,
                personal representative, or survivor shall cause to be published once during each
                week for 4 consecutive weeks, in the newspaper of greatest general circulation in
                each county in which the licensee practiced, a notice indicating to the clients or
                users of the deceased licensee that the licensee's records will be disposed of or
                destroyed 4 weeks or later from the last day of the final week of publication of the
                notice.



        

FS 456.057 Ownership and Control of Patient Records; Report or Copies of Records to
          be Furnished; Disclosure of Information




          
	As used in this section, the term "records owner" means any healthcare
                practitioner who generates a medical record after making a physical or mental
                examination of, or administering treatment or dispensing legend drugs to, any
                person; any healthcare practitioner to whom records are transferred by a previous
                records owner; or any healthcare practitioner's employer, including, but not limited
                to, group practices and staff-model health maintenance organizations, provided the
                employment contract or agreement between the employer and the healthcare
                practitioner designates the employer as the records owner.
	As used in this section, the terms "records owner," "healthcare practitioner,"
                and "healthcare practitioner's employer" do not include any of the following persons
                or entities; furthermore, the following persons or entities are not authorized to
                acquire or own medical records, but are authorized under the confidentiality and
                disclosure requirements of this section to maintain those documents required by the
                part or chapter under which they are licensed or regulated:	Certified nursing assistants
	Pharmacists and pharmacies
	Dental hygienists
	Nursing home administrators
	Respiratory therapists
	Athletic trainers
	Electrologists
	Clinical laboratory personnel
	Medical physicists
	Opticians and optical establishments
	Insurance organizations



	As used in this section, the term "records custodian" means any person or entity
                  that:	Maintains documents that are authorized in subsection (2); or
	Obtains medical records from a records owner.



	Any healthcare practitioner's employer who is a records owner and any records
                custodian shall maintain records or documents as provided under the confidentiality
                and disclosure requirements of this section.
	This section does not apply to facilities licensed under chapter 395 (i.e.,
                hospitals and other licensed facilities).
	Any healthcare practitioner licensed by the department or a board within the
                department who makes a physical or mental examination of, or administers treatment
                or dispenses legend drugs to, any person shall, upon request of such person or the
                person's legal representative, furnish, in a timely manner, without delays for legal
                review, copies of all reports and records relating to such examination or treatment,
                including x-rays and insurance information. However, when a patient's psychiatric,
                chapter 490 psychological, or chapter 491 psychotherapeutic records are requested by
                the patient or the patient's legal representative, the healthcare practitioner may
                provide a report of examination and treatment in lieu of copies of records. Upon a
                patient's written request, complete copies of the patient's psychiatric records
                shall be provided directly to a subsequent treating psychiatrist. The furnishing of
                such report or copies shall not be conditioned upon payment of a fee for services
                rendered.
		Except as otherwise provided in this section and in s. 440.13(4)(c), such
                    records may not be furnished to, and the medical condition of a patient may not
                    be discussed with, any person other than the patient, the patient's legal
                    representative, or other healthcare practitioners and providers involved in the
                    patient's care or treatment, except upon written authorization from the patient.
                    However, such records may be furnished without written authorization under the
                    following circumstances:	To any person, firm, or corporation that has procured or furnished
                          such care or treatment with the patient's consent.
	When compulsory physical examination is made pursuant to Rule 1.360,
                          Florida Rules of Civil Procedure, in which case copies of the medical
                          records shall be furnished to both the defendant and the plaintiff.
	In any civil or criminal action, unless otherwise prohibited by law,
                          upon the issuance of a subpoena from a court of competent jurisdiction and
                          proper notice to the patient or the patient's legal representative by the
                          party seeking such records.
	For statistical and scientific research, provided the information is
                          abstracted in such a way as to protect the identity of the patient or
                          provided written permission is received from the patient or the patient's
                          legal representative.
	To a regional poison control center for purposes of treating a poison
                          episode under evaluation, case management of poison cases, or compliance
                          with data collection and reporting requirements and the professional
                          organization that certifies poison control centers in accordance with
                          federal law.
	To the Department of Children and Families, its agent, or its
                          contracted entity, for the purpose of investigations of or services for
                          cases of abuse, neglect, or exploitation of children or vulnerable adults.
                        



	Absent a specific written release or authorization permitting utilization of
                    patient information for solicitation or marketing the sale of goods or services,
                    any use of that information for those purposes is prohibited.
	Information disclosed to a healthcare practitioner by a patient in the
                    course of the care and treatment of such patient is confidential and may be
                    disclosed only to other healthcare practitioners and providers involved in the
                    care or treatment of the patient, if allowed by written authorization from the
                    patient, or if compelled by subpoena at a deposition, evidentiary hearing, or
                    trial for which proper notice has been given.
	Notwithstanding paragraphs (a)-(c), information disclosed by a patient to a
                    healthcare practitioner or provider or records created by the practitioner or
                    provider during the course of care or treatment of the patient may be
                      disclosed:	In a medical negligence action or administrative proceeding if the
                          healthcare practitioner or provider is or reasonably expects to be named
                          as a defendant;
	As part of informal discovery in actions related to medical
                          negligence, pursuant to s. 766.106(6)(b)5.;
	As provided for in the authorization for release of protected health
                          information filed by the patient pursuant to s. 766.1065; or
	To the healthcare practitioner's or provider's attorney during a
                          consultation if the healthcare practitioner or provider reasonably expects
                          to be deposed, to be called as a witness, or to receive formal or informal
                          discovery requests in a medical negligence action, presuit investigation
                          of medical negligence, or administrative proceeding.






			The department may obtain patient records pursuant to a subpoena without
                        written authorization from the patient if the department and the probable
                        cause panel of the appropriate board, if any, find reasonable cause to
                        believe that a healthcare practitioner has excessively or inappropriately
                        prescribed any controlled substance specified in chapter 893 in violation of
                        this chapter or any professional practice act or that a healthcare
                        practitioner has practiced his or her profession below that level of care,
                        skill, and treatment required as defined by this chapter or any professional
                        practice act and also find that appropriate, reasonable attempts were made
                        to obtain a patient release. Notwithstanding the foregoing, the department
                        need not attempt to obtain a patient release when investigating an offense
                        involving the inappropriate prescribing, overprescribing, or diversion of
                        controlled substances and the offense involves a pain-management clinic. The
                        department may obtain patient records without patient authorization or
                        subpoena from any pain-management clinic required to be licensed if the
                        department has probable cause to believe that a violation of any provision
                        of s. 458.3265 or s. 459.0137 is occurring or has occurred and reasonably
                        believes that obtaining such authorization is not feasible due to the volume
                        of the dispensing and prescribing activity involving controlled substances
                        and that obtaining patient authorization or the issuance of a subpoena would
                        jeopardize the investigation.
	The department may obtain patient records and insurance information
                        pursuant to a subpoena without written authorization from the patient if the
                        department and the probable cause panel of the appropriate board, if any,
                        find reasonable cause to believe that a healthcare practitioner has provided
                        inadequate medical care based on termination of insurance and also find that
                        appropriate, reasonable attempts were made to obtain a patient
                        release.
	The department may obtain patient records, billing records, insurance
                        information, provider contracts, and all attachments thereto pursuant to a
                        subpoena without written authorization from the patient if the department
                        and probable cause panel of the appropriate board, if any, find reasonable
                        cause to believe that a healthcare practitioner has submitted a claim,
                        statement, or bill using a billing code that would result in payment greater
                        in amount than would be paid using a billing code that accurately describes
                        the services performed, requested payment for services that were not
                        performed by that healthcare practitioner, used information derived from a
                        written report of an automobile accident to solicit or obtain patients
                        personally or through an agent regardless of whether the information is
                        derived directly from the report or a summary of that report or from another
                        person, solicited patients fraudulently, received a kickback, violated
                        patient brokering provisions, or presented or caused to be presented a false
                        or fraudulent insurance claim, and also find that patient authorization
                        cannot be obtained because the patient cannot be located or is deceased,
                        incapacitated, or suspected of being a participant in the fraud or scheme,
                        and if the subpoena is issued for specific and relevant records.
	Notwithstanding subparagraphs 1.-3., when the department investigates a
                        professional liability claim or undertakes action, the department may obtain
                        patient records pursuant to a subpoena without written authorization from
                        the patient if the patient refuses to cooperate or if the department
                        attempts to obtain a patient release and the failure to obtain the patient
                        records would be detrimental to the investigation.



	Patient records, billing records, insurance information, provider contracts,
                    and all attachments thereto obtained by the department pursuant to this
                    subsection shall be used solely for the purpose of the department and the
                    appropriate regulatory board in disciplinary proceedings. This section does not
                    limit the assertion of the psychotherapist-patient privilege in regard to
                    records of treatment for mental or nervous disorders by a medical practitioner
                    who has primarily diagnosed and treated mental and nervous disorders for a
                    period of not less than 3 years, inclusive of psychiatric residency. However,
                    the healthcare practitioner shall release records of treatment for medical
                    conditions even if the healthcare practitioner has also treated the patient for
                    mental or nervous disorders. If the department has found reasonable cause under
                    this section and the psychotherapist-patient privilege is asserted, the
                    department may petition the circuit court for an in-camera review of the records
                    by expert medical practitioners appointed by the court to determine if the
                    records or any part thereof are protected under the psychotherapist-patient
                    privilege.



		All patient records obtained by the department and any other documents
                    maintained by the department that identify the patient by name are confidential
                    and exempt and shall be used solely for the purpose of the department and the
                    appropriate regulatory board in its investigation, prosecution, and appeal of
                    disciplinary proceedings. The records shall not be available to the public as
                    part of the record of investigation for and prosecution in disciplinary
                    proceedings made available to the public by the department or the appropriate
                    board.
	Notwithstanding paragraph (a), all patient records obtained by the
                    department and any other documents maintained by the department that relate to a
                    current or former Medicaid recipient shall be provided to the Medicaid Fraud
                    Control Unit in the Department of Legal Affairs, upon request.



	All records owners shall develop and implement policies, standards, and
                procedures to protect the confidentiality and security of the medical record.
                Employees of records owners shall be trained in these policies, standards, and
                procedures.
	Records owners are responsible for maintaining a record of all disclosures of
                information contained in the medical record to a third party, including the purpose
                of the disclosure request. The record of disclosure may be maintained in the medical
                record. The third party to whom information is disclosed is prohibited from further
                disclosing any information in the medical record without the expressed written
                consent of the patient or the patient's legal representative.
	Notwithstanding the provisions of s. 456.058, records owners shall place an
                advertisement in the local newspaper or notify patients, in writing, when they are
                terminating practice, retiring, or relocating and no longer available to patients,
                and offer patients the opportunity to obtain a copy of their medical record.
	Notwithstanding the provisions of s. 456.058, records owners shall notify the
                appropriate board office when they are terminating practice, retiring, or
                relocating, and no longer available to patients, specifying who the new records
                owner is and where medical records can be found.
	Whenever a records owner has turned records over to a new records owner, the new
                records owner shall be responsible for providing a copy of the complete medical
                record, upon written request, of the patient or the patient's legal
                representative.
	Licensees in violation of the provisions of this section shall be disciplined by
                the appropriate licensing authority.
	The Attorney General is authorized to enforce the provisions of this section for
                records owners not otherwise licensed by the state, through injunctive relief and
                fines not to exceed $5,000 per violation.
	A healthcare practitioner or records owner furnishing copies of reports or
                records or making the reports or records available for digital scanning pursuant to
                this section shall charge no more than the actual cost of copying, including
                reasonable staff time, or the amount specified in administrative rule by the
                appropriate board, or the department when there is no board.
	Nothing in this section shall be construed to limit healthcare practitioner
                consultations, as necessary.
	A records owner shall release to a healthcare practitioner who, as an employee
                of the records owner, previously provided treatment to a patient, those records that
                the healthcare practitioner actually created or generated when the healthcare
                practitioner treated the patient. Records released pursuant to this subsection shall
                be released only upon written request of the healthcare practitioner and shall be
                limited to the notes, plans of care, and orders and summaries that were actually
                generated by the healthcare practitioner requesting the record.
	The board with department approval, or the department when there is no board,
                may temporarily or permanently appoint a person or entity as a custodian of medical
                records in the event of the death of a practitioner, the mental or physical
                incapacitation of the practitioner, or the abandonment of medical records by a
                practitioner. Such custodian shall comply with this section. The department may
                contract with a third party to provide these services under the confidentiality and
                disclosure requirements of this section.





3. SUPERVISION



Supervisor/supervisee relationships are an important learning tool for individuals new to
      their profession and, for individuals who are supervisors, a key part of their ethical duty to
      clients, colleagues, practice settings, their profession, and society as a whole. In addition
      to monitoring the welfare of clients and monitoring and evaluating supervisee performance, one
      of the integral supervisory roles is assuring that supervisees adhere to all applicable state
      and federal laws [5]. Additionally,
      supervisors must assure that their own behavior and actions fall within the confines of the
      laws and rules of Florida and the United States. The following two rules from FAC Chapter
      64B4-2 pertain to supervision in the mental health professions [1].
FAC 64B4-2.002 Definition of "Supervision" for Clinical Social Work, Marriage and
        Family Therapy, and Mental Health Counseling



Supervision is the relationship between the qualified supervisor and intern that
        promotes the development of responsibility, skills, knowledge, attitudes, and adherence to
        ethical, legal, and regulatory standards in the practice of clinical social work, marriage
        and family therapy, and mental health counseling. Supervision is contact between an intern
        and a supervisor during which the intern apprises the supervisor of the diagnosis and
        treatment of each client, client cases are discussed, the supervisor provides the intern
        with oversight and guidance in diagnosing, treating, and dealing with clients, and the
        supervisor evaluates the intern's performance.
	An intern shall be credited for the time of supervision required if the
                intern:	Received at least 100 hours of supervision in no less than 100 weeks;
                    and
	Provided at least 1,500 hours of psychotherapy face-to-face with clients;
                    and
	Received at least 1 hour of supervision every two weeks.



	The supervision shall focus on the raw data from the intern's face-to-face
              psychotherapy with clients. The intern shall make the raw data directly available to
              the supervisor through such means as written clinical materials, direct observation,
              and video and audio recordings. Supervision is a process that is distinguishable from
              personal psychotherapy or didactic instruction.
	The supervisor and intern may utilize face-to-face electronic methods (not
              telephone only communication) to conduct the supervisory sessions; however, the
              supervisor and intern must have in-person face-to-face contact for at least 50% of all
              of the interactions required in paragraph (1) above. Prior to utilizing any online or
              interactive methods for supervision, the supervisor and the intern shall have at least
              one in-person face-to-face meeting. The supervisor and the intern are responsible for
              maintaining the confidentiality of the clients during both in-person and online or
              interactive supervisory sessions.
	If an intern obtains group supervision, each hour of group supervision must
              alternate with an hour of individual supervision. Group supervision must be conducted
              with all participants present in-person. For the purpose of this section, individual
              supervision is defined as one qualified supervisor supervising no more than two (2)
              interns and group supervision is defined as one qualified supervisor supervising more
              than 2 but a maximum of 6 interns in the group.
	A qualified supervisor shall supervise no more than 25 registered interns
              simultaneously. 



FAC 64B4-2.003 Conflict of Interest in Supervision



Supervision provided by the applicant's therapist, parents,
        spouse, former spouses, siblings, children, employees, or anyone sharing the same household,
        or any romantic, domestic, or familial relationship shall not be acceptable toward
        fulfillment of licensure requirements. For the purposes of this section, a supervisor shall
        not be considered an employee of the applicant if the only compensation received by the
        supervisor consists of payment for actual supervisory hours.


4. THE PROFESSIONAL RELATIONSHIP



A professional relationship exists when services are provided to clients or patients. In health professions, this relationship is founded on several ethical principles, including autonomy (i.e., self-determination), beneficence (i.e., doing good), competence (i.e., possessing the knowledge and ability to perform services), confidentiality, nonmaleficence (i.e., doing no harm), and veracity (i.e., truthfulness). Judgment must not be impaired by inappropriate relationships; this includes rendering services to family members, close acquaintances, or individuals with prior romantic or sexual involvement [5]. The professional relationship must begin and remain non-exploitive (i.e., not taking advantage of an individual for personal gain). Professional ethical codes address these issues in detail, and the state of Florida has specific laws and rules regarding professional relationships. Most, including those discussed in this course, focus specifically on inappropriate sexual involvement with clients, patients, and supervisees [1,3].
FAC 64B4-10.003 Psychotherapist-Client Relationship



A psychotherapist-client relationship is established between a psychotherapist and a
        person once a psychotherapist renders, or purports to render, clinical social work, marriage
        and family therapy, or mental health services including, but not limited to, psychotherapy,
        counseling, assessment, or treatment to that person. A formal contractual relationship, the
        scheduling of professional appointments, and payment of a fee for services are not necessary
        conditions for the establishment of a psychotherapist-client relationship, although each of
        these may be evidence that such a relationship exists.

        
	Sexual misconduct with a client is prohibited.
	For purposes of determining the existence of sexual misconduct, the
              psychotherapist-client relationship, once established, is deemed to continue for a
              minimum of 2 years after termination of psychotherapy or the date of the last
              professional contact with the client. However, beyond that 2-year time period, the
              mere passage of time since the client's last visit with the psychotherapist is not the
              sole determinative of whether or not the psychotherapist-client relationship has been
              terminated. Some of the factors considered by the board in determining whether the
              psychotherapist-client relationship has terminated include, but are not limited to,
              the following:	Formal termination procedures;
	Transfer of the client's case to another psychotherapist;
	The length of the professional relationship;
	The extent to which the client has confided personal or private information
                    to the psychotherapist;
	The nature of the client's problem; and
	The degree of emotional dependence that the client has on the
                    psychotherapist.



	The psychotherapist shall not engage in or request sexual contact with a former
              client at any time if engaging with that client would be exploitative, abusive, or
              detrimental to that client's welfare or if the sexual contact is a result of the
              exploitation of trust, knowledge, influence, or emotions derived from the professional
              relationship.
	A client's consent to, initiation of, or participation in sexual behavior or
              involvement with a psychotherapist does not change the nature of the conduct nor lift
              the prohibition.



      

FS 491.0111 Sexual Misconduct



Sexual misconduct by any person licensed or certified under this chapter, in the
        practice of her or his profession, is prohibited. Sexual misconduct shall be defined by
        rule.

FAC 64B4-10.002 Definition of Sexual Misconduct




        
	It is sexual misconduct for a psychotherapist to engage, attempt to engage, or
              offer to engage a client in sexual behavior, or any behavior, whether verbal or
              physical, that is intended to be sexually arousing, including kissing; sexual
              intercourse, either genital or anal; cunnilingus; fellatio; or the touching by either
              the psychotherapist or the client of the other's breasts, genital areas, buttocks, or
              thighs, whether clothed or unclothed.
	It is sexual misconduct for a psychotherapist to encourage the client to engage in
              sexual conduct with a third party unless:	Such encouragement is consistent with the planned treatment of the client's
                    specifically diagnosed mental, social, or sexual dysfunctions or disorders;
                    and
	Treatment is provided in accordance with generally accepted professional
                    standards for psychotherapy in Florida.






      

FAC 64B4-10.004 Sexual Misconduct Not Involving Client Contact




        
	It is sexual misconduct for a supervisor to engage a supervisee in sexual behavior
              as defined in Rule 64B4-10.002 FAC, during the period a supervisory relationship
              exists.
	It is sexual misconduct for a psychotherapist to engage in sexual behavior as
              defined in Rule 64B4-10.002 FAC, with any immediate family member or guardian of a
              client during the period of time psychotherapeutic services are being provided to the
              client.
	"Immediate family" shall be defined as spouse, child, parents, parents-in-law,
              siblings, grandchild, grandparents, and other household members.




5. STANDARDS OF PRACTICE



A licensed professional offering general (and specific) mental health services must possess
      the ability, knowledge, and skill to perform them in a manner that is beneficial to clients or
      patients. This follows the ethical principle of competence. Examples of services that require
      additional training and qualification include hypnosis, sex therapy, and juvenile sexual
      offender therapy.
Licensed professionals are required by law to display their credentials at each location where they practice and are required to use their appropriate professional title (e.g., "LMFT" for licensed marriage and family therapist) on all promotional materials (e.g., cards, brochures, stationery, advertisements, signs) naming the licensee [3]. It should be remembered that promotional materials must never include a guarantee that beneficial results from any treatment will be guaranteed [1]. The following sections are drawn from FAC Chapter 64B4-7 and FS Chapter 491 [1,3].
FAC 64B4-7.002 Qualifications Necessary for Clinical Social Workers, Marriage and
        Family Therapists, and Mental Health Counselors to Practice Hypnosis




        
	Before practicing hypnosis for any therapeutic purpose, a clinical social worker,
              marriage and family therapist, or mental health counselor shall have successfully
              completed at least 50 hours of instruction in concepts of and misconceptions of
              hypnosis induction techniques, contraindications to hypnosis, and the relationships of
              personality dynamics, psychopathology, and ethical issues to hypnosis. Such
              instruction must have met the standards for approval of continuing education courses
              set forth in the FAC and, in addition, must have been taught by qualified
              teachers.
	An intern may not practice hypnosis unless practicing under the supervision of a
              qualified supervisor who has met the requirements to practice hypnosis.



      

FS 491.0149 Display of License; Use of Professional Title on Promotional
        Materials




        
		A person licensed under this chapter as a clinical social worker, marriage and
                  family therapist, or mental health counselor, or certified as a master social
                  worker shall conspicuously display the valid license issued by the department or a
                  true copy thereof at each location at which the licensee practices his or her
                  profession.
		A licensed clinical social worker shall include the words "licensed
                      clinical social worker" or the letters "LCSW" on all promotional materials,
                      including cards, brochures, stationery, advertisements, and signs, naming the
                      licensee.
	A licensed marriage and family therapist shall include the words "licensed
                      marriage and family therapist" or the letters "LMFT" on all promotional
                      materials, including cards, brochures, stationery, advertisements, and signs,
                      naming the licensee.
	A licensed mental health counselor shall include the words "licensed
                      mental health counselor" or the letters "LMHC" on all promotional materials,
                      including cards, brochures, stationery, advertisements, and signs, naming the
                      licensee.






		A person registered under this chapter as a clinical social worker intern,
                  marriage and family therapist intern, or mental health counselor intern shall
                  conspicuously display the valid registration issued by the department or a true
                  copy thereof at each location at which the registered intern is completing the
                  experience requirements.
	A registered clinical social worker intern shall include the words "registered
                  clinical social worker intern," a registered marriage and family therapist intern
                  shall include the words "registered marriage and family therapist intern," and a
                  registered mental health counselor intern shall include the words "registered
                  mental health counselor intern" on all promotional materials, including cards,
                  brochures, stationery, advertisements, and signs, naming the registered
                  intern.



		A person provisionally licensed under this chapter as a provisional clinical
                  social worker licensee, provisional marriage and family therapist licensee, or
                  provisional mental health counselor licensee shall conspicuously display the valid
                  provisional license issued by the department or a true copy thereof at each
                  location at which the provisional licensee is providing services.
	A provisional clinical social worker licensee shall include the words
                  "provisional clinical social worker licensee," a provisional marriage and family
                  therapist licensee shall include the words "provisional marriage and family
                  therapist licensee," and a provisional mental health counselor licensee shall
                  include the words "provisional mental health counselor licensee" on all
                  promotional materials, including cards, brochures, stationery, advertisements, and
                  signs, naming the provisional licensee.







6. DISCIPLINE



As discussed, it is the intent of these laws and rules to safeguard the public, other
      professionals, and the professions under the authority of the Florida Board of Clinical Social
      Work, Marriage and Family Therapy, and Mental Health Counseling. The rules in FAC Chapter
      64B4-5 describe specific offenses that can result in disciplinary action by the board,
      including fines, probation, and suspension/revocation of licensure [1]. However, in the following section, the fine
      and punishment schedules for each offence have been omitted. The complete section, including
      dollar amounts of fines, probationary periods, license suspension times, and offences that can
      result in license revocation, may be viewed online at https://www.flrules.org/gateway/RuleNo.asp?id=64B4-5.001
      [1]. These penalties are in addition to the
      results of any legal or civil proceedings that may be brought by the state or by clients or
      other affected parties.
FAC 64B4-5.001 Disciplinary Guidelines



The board has identified actions that warrant disciplinary
        action, with varying levels of severity depending on the perceived or actual harm resulting
        from the action and the number of times the licensee has violated the law. These actions
        include [1]:
      
	Attempting to obtain, obtaining, or renewing a license by bribery or fraudulent
              misrepresentation or through an error of the Board or the Department.
	Having a license or certificate to practice a comparable profession or any regulated
            profession revoked, suspended, or otherwise acted against, including the denial of
            certification or licensure by another state, territory, or country.
	Being convicted or found guilty, regardless of adjudication, or having entered a
            plea of nolo contendere to a crime in any
            jurisdiction that directly relates to the practice of the licensee's profession or the
            licensee's ability to practice that profession.
	False, deceptive, or misleading advertising or obtaining a fee or other thing of
            value on the representation that beneficial results from any treatment will be
            guaranteed.
	Advertising, practicing, or attempting to practice under a name other than one's
            own.
	Maintaining a professional association with any person whom the applicant or
              licensee knows, or has reason to believe, is in violation of Chapter 491, FS, or of a
              rule of the Department or this Board.
	Knowingly aiding, assisting, procuring, or advising a non-licensed person to hold
            oneself out as licensed.
	Failing to perform any statutory or legal obligation placed upon a licensed
            person
	Noncompliance with a continuing education requirement
	Willfully making or filing a false report or record; failing to file a report or
            record required by state or federal law; willfully impeding or obstructing the filing of
            a report or record; or inducing another person to make or file a false report or record
            or to impede or obstruct the filing of a report or record.
	Paying or receiving a kickback, rebate, bonus, or other remuneration for receiving a
            patient or client or referring a patient or client to another provider of mental
            healthcare services or to a provider of healthcare services or goods; referring a
            patient or client to oneself for services on a fee-paid basis when those services are
            already being paid for by some other public or private entity; or entering into a
            reciprocal referral agreement.
	Committing any act upon a patient or client that would constitute sexual battery or
            which would constitute sexual misconduct.
	Making misleading, deceptive, untrue, or fraudulent misrepresentations in the
            practice of any profession licensed or employing a trick or scheme in or related to the
            practice of a profession.
	Soliciting patients or clients personally, or through an agent, through the use of
            fraud, intimidation, undue influence, or a form of over-reaching or vexatious
            conduct.
	Failing to make available to a patient or client, upon written request, copies of
            tests, reports, or documents in the possession or under the control of the licensee
            which have been prepared for and paid for by the patient or client.
	Failing to respond within 30 days to a written communication from the department or
            the board concerning any investigation by the department or the board, or failing to
            make available any relevant records with respect to the investigation about the
            licensee's conduct or background.
	Being unable to practice the profession for which one is licensed with reasonable
            skill and competence as a result of any mental or physical condition or by reason of
            illness, drunkenness, or excessive use of drugs, narcotics, chemicals, or any other
            substance.
	Performing any treatment or prescribing any therapy that by the prevailing standards
            of the mental health professions in the community would constitute experimentation on
            human subjects, without first obtaining full, informed, and written consent.
	Failing to meet the minimum standards of performance in professional activities when
            measured against generally prevailing peer performance, including the undertaking of
            activities for which the licensee is not qualified by training or experience.
	Delegating professional responsibilities to a person whom the licensee knows or has
            reason to know is not qualified by training or experience to perform such
            responsibilities.
	Violating a rule relating to the regulation of the profession or a lawful order of
            the department or the board previously entered in a disciplinary hearing.
	Failure of a licensee to maintain in confidence any communication made by a patient
            or client in the context of services, except by written permission or in the face of
            clear and immediate probability of bodily harm to the patient or client or to
            others.
	Making public statements that are derived from test data, client contacts, or
            behavioral research and that identify or damage research subjects or clients.
	Having been found liable in a civil proceeding for knowingly filing a false report
            or complaint with the department or the agency against another licensee.
	Exercising influence on the client for the purpose of financial gain of the licensee
            or a third party.
	Improperly interfering with an investigation or inspection authorized by statute or
            with any disciplinary proceeding.
	Intentionally violating any rule adopted by the board or the department, as
            appropriate.
	Failing to comply with the educational course requirements for domestic
            violence.
	Practicing or offering to practice beyond the scope permitted by law or accepting
            and performing professional responsibilities the licensee knows, or has reason to know,
            the licensee is not competent to perform.
	Violating any provision of this part, the applicable professional practice act, a
            rule of the department or the board, or a lawful order of the department or the board,
            or failing to comply with a lawfully issued subpoena of the department.
	Failing to comply with the requirements for profiling and credentialing, including,
            but not limited to, failing to provide initial information, failing to timely provide
            updated information, or making misleading, untrue, deceptive, or fraudulent
            representations on a profile, credentialing, or initial or renewal licensure
            application.
	Using information about motor vehicle accidents derived from accident reports made
            by law enforcement officers for the solicitation of the people involved in the
            accidents.
	Failing to report to the board within 30 days after the licensee has been convicted
            or found guilty of, or entered a plea of nolo
              contendere to, regardless of adjudication, a crime in any
            jurisdiction.
	Testing positive for any drug on any confirmed preemployment or employer-ordered
            drug screening.
	Failing to inform the department, within 30 days, of any change of address of either
            the place of practice or current mailing address of any applicant or licensee.
	Being terminated from a treatment program for impaired practitioners for failure to
            comply, without good cause, with the terms of the monitoring or treatment contract
            entered into by the licensee, or for not successfully completing any drug treatment or
            alcohol treatment program.
	Being convicted of, or entering a plea of guilty or nolo
              contendere to, any misdemeanor or felony, regardless of adjudication,
            relating to the Medicaid program.
	Failing to remit the sum owed to the state for any overpayment from the Medicaid
            program pursuant to a final order, judgment, or stipulation or settlement.
	Being terminated from the state Medicaid program, any other state Medicaid program,
            or the federal Medicare program, unless eligibility to practicipate in the program from
            which the practitioner was terminated has been restored.
	Being convicted of, or entering a plea of guilty or nolo
              contendere to, any misdemeanor or felony, regardless of adjudication, a
            crime in any jurisdiction that relates to healthcare fraud.


In instances when a registrant or applicant is found guilty of any offenses involving
        fraud or making a false or fraudulent representation, the board shall impose a fine of
        $10,000.00 per count or offense. Based upon consideration of aggravating and mitigating
        factors present in an individual case, the board may deviate from the penalties recommended
        above. The following may be considered aggravating or mitigating factors:
	The danger to the public
	The length of time since the date of the violation(s)
	Prior discipline imposed upon the licensee
	The length of time the licensee has practiced
	The actual damage, physical or otherwise, to the patient
	The deterrent effect of the penalty imposed
	The effect of the penalty upon the licensee's livelihood
	Any efforts for rehabilitation
	The actual knowledge of the licensee pertaining to the violation
	Attempts by the licensee to correct or stop violations or failure of the licensee to
            correct or stop violations
	Related violations against the licensee in another state, including findings of
            guilt or innocence, penalties imposed, and penalties served
	Any other mitigating or aggravating circumstances




7. CONCLUSION



It is the responsibility of the Florida Board of Clinical Social Work, Marriage and Family Therapy, and Mental Health Counseling to enforce the laws and rules regulating the practice of licensees as the law is currently stated—not how individuals may wish the law to be. However, as mental health professionals are affected by these rules and regulations, they have the responsibility to keep informed of regulatory changes and provide public comment regarding regulations. Board meetings are held quarterly and are open to the public; a schedule is available at https://floridasmentalhealthprofessions.gov/meeting-information [6]. The full board meetings include disciplinary cases, petitions, application reviews, correspondence items, rule discussion, and other necessary board action. For more information, please contact the board at 850-488-0595 or https://floridasmentalhealthprofessions.gov.
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Implicit Bias in Health Care




      The role of implicit biases on healthcare outcomes has become a concern,
      as there is some evidence that implicit biases contribute to health
      disparities, professionals' attitudes toward and interactions with
      patients, quality of care, diagnoses, and treatment decisions. This may
      produce differences in help-seeking, diagnoses, and ultimately treatments
      and interventions. Implicit biases may also unwittingly produce
      professional behaviors, attitudes, and interactions that reduce patients'
      trust and comfort with their provider, leading to earlier termination of
      visits and/or reduced adherence and follow-up. Disadvantaged groups are
      marginalized in the healthcare system and vulnerable on multiple levels;
      health professionals' implicit biases can further exacerbate these
      existing disadvantages.
    

      Interventions or strategies designed to reduce implicit bias may be
      categorized as change-based or control-based. Change-based interventions
      focus on reducing or changing cognitive associations underlying implicit
      biases. These interventions might include challenging stereotypes.
      Conversely, control-based interventions involve reducing the effects of
      the implicit bias on the individual's behaviors. These strategies include
      increasing awareness of biased thoughts and responses. The two types of
      interventions are not mutually exclusive and may be used synergistically.
    


1. INTRODUCTION



Professionals are increasingly entering the digital world to network both socially and professionally. Internet technology can be a powerful tool when job searching and developing and expanding professional networks; however, it is important for individuals to use discretion and judgment in the types of information they post, as the casual and informal nature of social networking sites can make it easy to inadvertently cross professional boundaries. The term "digital footprint" has been used to refer to the digital content and evidence left behind as a result of posting on discussion boards, social networking sites, blogs, and other Internet platforms [1]. These digital footprints can affect how the public, colleagues, supervisors, and employers will perceive an individual in the future. In fact, it is becoming increasingly commonplace for individuals to search online for information about another individual, particularly for professional reasons. For example, 19% of online adults in one study had searched the Internet for information about an individual with whom they had a professional relationship [1]. Some universities and colleges will look up their applicants on social media as part of the admission process [7]. What might a photo of an applicant partying, drinking, or using substances convey to the admissions panel [79]?
One of the hallmarks of curricula in graduate professional degree programs is to socialize novice professionals about the profession's identity, ethical practice within the field, and sense of professionalism. However, with the advent of technology and the era of online venues, the notion of professional identity and boundaries can become blurred. In 2000, there was little written on e-professionalism; since then, recommendations have been formulated to help professionals ensure their professional and personal identities are appropriately presented online [100]. A review found that 63% of employers decided to reject potential employees after finding inappropriate or unprofessional content in their profiles on social networking sites [2,79]. A nurse in Sweden was dismissed after she posted a photo of herself holding a piece of flesh during a brain operation [3]. Another nurse in New York was terminated for uploading a photo of an empty trauma room to her Facebook account [101]. Agencies and organizations have to weigh the risks and benefits of these online behaviors, including perceived professionalism and potential legal risks of compromising confidentiality [100].
In professions such as medicine, psychology, social work, mental health counseling, family therapy, and nursing, unprofessional online identities can have negative repercussions for both the client and practitioner. In addition, practitioners searching for information about clients on the Internet can result in damaged relationships and impact care. The Internet can be a powerful tool, but it is important to consider how appropriate it is to access information about a client who has not disclosed the information within the therapeutic setting. For example, what is the practitioner's ethical obligation if a client posts depressive thoughts that might be indicative of suicidal risk on a social networking site [5]? In one scenario, a clinician conducted an Internet search of a young client because the grandfather refused to elaborate about the trauma experienced as a result of the client's parents' plane crash [4]. When the clinician utilized the information during the search in the therapeutic process, the grandfather terminated the sessions. The grandfather perceived this as a violation of privacy, and ultimately the working alliance was adversely affected. Even something as seemingly innocuous as sending out an e-mail correspondence from an Internet hotspot or public terminal to a client or a clinical supervisor with the client's name could potentially violate issues of privacy [6].
The goal of this course is to raise awareness and build the knowledge base of psychologists, social workers, mental health counselors, family therapists, physicians, and nurses regarding the impact of Internet technology on professionalism and ethics [14]. Technology has become an integral part of the American lifestyle, and it is crucial for practitioners to determine how it impacts their professional lives. Of course, having an online presence is not necessarily negative. Instead of fear and abstinence from Internet and social media, practitioners should be thoughtful and fully evaluate the risks and benefits of developing and maintaining an online presence.

2. INTERNET AND DIGITAL TECHNOLOGY TRENDS



In order to understand the pervasive social, psychologic, and cultural impact of the Internet on the lives of individuals, it is important to obtain a brief glimpse of Internet and digital technology usage and consumption. In 2016 in the United States, it was estimated that 81% of households had Internet access [65]. In a 2018 study conducted by the Pew Research Center with adults 18 years of age and older, 89% reported Internet use, compared with 52% in 2000 and 76% in 2010 [8]. An estimated 73% of households in the U.S. had broadband Internet [8]. Individuals 18 to 29 years of age are the most likely to utilize the Internet (98%), while adults 65 years of age and older are the least likely (66%) [8]. There is no doubt that Internet technology has become a ubiquitous part of the American landscape. Although data published in the last several years is among the most current, the Internet landscape changes so rapidly that obtaining accurate data is nearly impossible.
SOCIAL NETWORKING



A huge number of individuals are using online social networking sites like Facebook and Instagram. As of 2010, the average American spends 6 hours and 35 minutes on blogs and social networking sites every month [9]. As of 2021, an estimated 69% of Americans 18 years of age and older used Facebook, 81% used YouTube, 40% had an Instagram profile, 31% used Pinterest, 28% reported using LinkedIn, 25% used Snapchat, and 23% used Twitter [76]. YouTube and Reddit were the only two platforms measured that saw statistically significant growth since 2019. Women and girls tend to use Facebook and Instagram at a slightly higher rate than men and boys, while men and boys are more like to report use of Reddit [76]. Instagram, Snapchat, and TikTok are more commonly used by younger individuals, while Facebook and WhatsApp appear to be more evenly used among all age groups [76].
The general belief is that social networking users are
        adolescents and young adults. While the percentage of adolescents and young adults using
        online social networking sites like Facebook and TikTok is higher compared to older adults,
        this is beginning to change. In 2021, 50% of adults 65 years of age and older used Facebook
          [76]. Older adults report using social
        networking technology to connect with people by sharing photos, personal news and updates,
        and links.


3. REVIEW OF INTERNET COMMUNICATION TOOLS



Before discussing how Internet technologies may impact professional ethics and conduct, it is important to have a clear understanding of the tools and terminology used. Each of the following applications presents unique benefits and challenges.
ELECTRONIC MAIL (E-MAIL)



E-mail is a form of electronic communication that involves sending messages over the Internet. It is one of the most commonly used Internet applications. It allows for the delivery of a message to another person or to a group of individuals rapidly, conveniently, and without incurring any per message charges (as with text messaging) [12].

CHATROOMS



A chatroom or chat group is a virtual community or venue in
        which a group of individuals can "dialogue" and share information about a common interest
        asynchronously (non-real time) or synchronously (real time). Chatrooms are often organized
        by specific topics or interests, such as a hobby, an illness, mental health disorders, or
        personal interests. For example, it is possible to find an online chatroom devoted to the
        discussion of depression.

BLOGS OR MICROBLOGS



Blogs are analogous to a website journal and generally
        consist of a log of entries displayed in chronologic order. Entries might include
        commentary, information about events, graphics, or videos posted by an individual or group.
        Blogs have become relatively popular and may be attractive to many partly because they
        require little technical expertise, are inexpensive, allow users to archive and refer back
        to previous entries, and facilitate connections with others, who may read and comment on
        entries [13]. Approximately 500 million
        blogs existed in 2019, and an average of 120,000 blog entries were generated each day [102].
There are many free services to develop and search for blogs, including Blogger, Google, Tumblr, WordPress, Wix, Weebly, Blogspot, SquareSpace, and LiveJournal [77]. Microblogging is similar to blogging, but with a limit on the number of characters that may be used. Twitter, for example, is limited to 140 characters [5]. According to Nielsen, women are more likely than men to blog, and one in three bloggers is a mother [10]. As of 2015, the top three blogging sites are Blogger, WordPress, and Tumblr [10].

INSTANT AND TEXT OR PHOTO MESSAGING



Instant messaging and text messaging are forms of synchronous communication whereby individuals communicate through text and/or photos using computers, cellular phones, or other devices. Text messaging has become one of the most popular forms of electronic communication, especially among adolescents and young adults. An estimated 81% of adults own a smartphone as of 2019 [78]. In a 2019 survey conducted by the Pew Research Center, 78% of cell phone owners in emerging countries use their phone for texting or messaging [58]. On average, persons 18 to 24 years of age send and receive 128 text messages every day [103]. Some estimate that they receive more than 2,000 texts monthly [104].
Applications that allow users to send photos or videos (usually modified with text and/or drawings) have also gained popularity since 2010. One popular example of this platform is Snapchat, which allows users to send images or videos and limit the amount of time they are available; after the set time, the file can no longer be accessed. Since 2019, the video-sharing platform TikTok has gained popularity. Teens are also likely to use apps such as Snapchat to send messages to friends (in lieu of or in addition to texting). Among cell phone owners 18 to 24 years of age, 65% were using this application as of 2021 [76].

SOCIAL NETWORKING WEBSITES



Social networking is a form of online communication that is
        comprised of "web-based services that allow individuals to construct a public or semi-public
        profile within a bounded system, articulate a list of other users with whom they share a
        connection, and view and traverse their list of connections and those made by others within
        the system" [15]. Examples of social
        networking sites include YouTube, Facebook, TikTok, LinkedIn, Pinterest, Twitter, Instagram,
        Snapchat, Tumblr, and Gab [76].

PHOTO OR VIDEO SHARING



Posting original photos and videos online is a common Internet activity, and there are a variety of ways that users may upload their images online. Most social media users include personal photos and videos on their online profiles; it is estimated that half of all persons using the Internet post original photos online [76]. A variety of photo- and video-based applications have been adopted by users, including Instagram, YouTube, TikTok, and Flickr.

WIKIs



Wikis, derived from the Hawaiian word for quick, are collaborative websites on which anyone with access can add, revise, or remove the content published [16]. The most popular wiki is Wikipedia, which is similar to a collaborative encyclopedia, but there are many specific wikis focusing on a single topic, such as suicide prevention or a video game. Often, access is not restricted, but in some cases, editing may be password restricted [16]. Wikis have grown tremendously popular, as they can be a vehicle to quickly access and share information [17]. Wikis have been developed in healthcare communities to promote continuing education and professional development [16].


4. USE OF INTERNET TOOLS IN CLINICAL PRACTICE



In addition to affecting personal life, recreation, and the
      dissemination of information, Internet technologies have also impacted the provision of health
      and mental health care. E-mail is one of the most commonly utilized web-based interventions in
      clinical practice [18]. E-mail-based
      counseling consists of asynchronous interactions between a counselor and client using
      text-based communications sent electronically. E-mail communications allow the client to
      provide brief narratives, and the counselor can structure the communication for exploration of
      the described symptoms with a problem-solving focus [19]. Some practitioners will use e-mail as a mechanism to provide support. The
      premise is that the opportunity to interact with another individual, even in writing, can help
      to mitigate maladaptive responses to stressors [20]. This may be the most useful for clients who cannot easily see a
      practitioner due to transportation issues or residing in remote areas. In addition, e-mail
      counseling or any type of counseling involving text-based communication may be cathartic for
      the client and allow him or her to control how much information to disclose and when to
      disclose it [80]. E-mail counseling has been
      likened to a journal, allowing clients to revisit conversations with counselors. E-mail
      counseling was also perceived as flexible and accessible [105]. Even with high risk and sensitive topics (e.g., suicide), e-mail
      counseling may be preferred to phone counseling if the client feels better able to express
      him/herself through writing [106].
In one study of abuse survivor care, nurse practitioners
      reported that e-mail technology allowed for immediate referrals, education, support,
      information, and guidance, improving their practice and level of care [20]. E-mails have also been used as a supplement
      for supervision, and they can serve as a journal of thoughts and questions between an intern
      and a supervisor to stimulate reflection [21].
      Due to the convenience of e-mails and the ability to aggregate lists of e-mail addresses
      (e-mail distribution lists), forming groups in which participants interact through e-mail has
      proliferated [12]. A single individual can
      physically set-up distribution lists and send mass e-mails, or the distribution of the e-mails
      can be moderated through special software. E-mail software application systems are available
      to handle the task of subscribing or unsubscribing persons from the e-mail distribution list
      (LISTSERV) [12]. Such applications are often
      developed for the purpose of disseminating information or providing support for a specific
      issue [22]. They can be particularly helpful
      in keeping practitioners abreast of current information and connected with colleagues. These
      distribution lists may also be beneficial for training and continuing professional development
        [23]. In a study conducted by Cook and Doyle
      about the motivations of using e-mail-based counseling, many of the participants indicated
      that they preferred it to face-to-face counseling because it was less embarrassing and they
      had the ability to read and reread e-mails and reflect on the counseling sessions [59].
Online chatting, texting, and instant messaging refers to the
      exchange of brief written messages in quasi-real time (i.e., quasi-synchronously) between two
      phones or computers [80]. Common platforms for
      online counseling may include MSN, WhatsApp, SMS, or IMessage [81]. While online chatting is slower than
      talking, clients appear to disclose the problem more quickly, which may be attributable to
      characteristics of chatting that promote disinhibition [82]. In a qualitative study examining counselor/client e-mails and online
      chats, clients tended to get to the point of the problem more quickly in chats, while in
      e-mail counseling, clients wrote longer narratives with greater detail [82]. In e-mail counseling, there was more
      interactional space, while in online chat, there was more real-time interaction. Texting may
      also be used as an adjunct to traditional psychotherapy, particularly as a means of providing
      appointment reminders to increase treatment compliance [107]. Text messages can also increase rapport between the client and the
      counselor [107].
Chatrooms or discussion groups may be established to address
      specific topics or interests (e.g., surviving cancer, coping with depression). Ideally, these
      websites will have experienced practitioners acting as facilitators who may observe and guide
      the "conversations" [24,25]. Benefits of discussion groups include
      lasting documentation of discussions (in the form of archived transcripts), the creation of a
      supportive environment, and a minimization of isolation. Online discussion boards offer an
      opportunity for members to be heard and to relate to others, reducing feelings of isolation
        [108]. In a study of a real-time chatroom
      offering peer counseling on a variety of emotional issues, the online peer counseling was
      found to be person-centered [60]. The youths
      who participated were satisfied with their counselor's ability to provide support. However,
      the counselors had difficulty providing solutions and assisting participants to think
      critically and generate solutions.
Blogs have traditionally been used in clinical practice in one of two ways [26]. First, they may be used as an online journal of life events, feelings or emotions, and personal views or belief systems. A community of readers and fellow bloggers may comment and share their life experiences with each other. These responses can be empathic and sincere, giving the blogger a sense of community, understanding, and support [109]. In this way, the blog can act as a record of symptoms and triggers and also as a support group of sorts. Second, blogs may be used by professionals to discuss a particular topic, with readers or other bloggers providing recommendations and feedback [26,109]. In a 2005 study, researchers found that half of all evaluated blog posts were written with the purpose of self-help or self-therapy [27]. Third, blogs may be used as a form of social justice activism, encouraging people into social action and change [83].
A 2010 study analyzing 951 blogs related to health during a two-year period found that women wrote more than half of blogs, and almost half of the blogs were written by those in the health professions [28]. Typically, the blogs included links, archives, and comments sections, and most of the topics revolved around mental health. For example, more than one-quarter focused on autism, while another quarter concentrated on bipolar disorders. The blogs were informational but also contained personal experiences. They obtain support and help patients and caregivers cope. However, it could also be a cathartic mechanism for health professionals dealing with workplace stress to share challenges experienced in the healthcare sector.
Social networking sites are being used in the health and mental health fields to build and connect members within a community. These sites often collect information about their members by having them create profiles. Members then connect with each other based on information from their profiles [29]. In a survey study of 658 nurses, 85% indicated that social media was beneficial for work-related activities. Many received work-related messages online, and more than 50% subscribed to a medical-related social media site [110].
Because social support is an essential factor in helping people
      cope with medical conditions, social networking may be an important tool. The U.S. Department
      of Health and Human Services and the National Suicide Prevention Lifeline partnered with
      Facebook in an initiative to prevent suicide. As part of this program, if a Facebook user
      notices that a "friend" posted a suicidal comment or a post that alluded to suicidal intent,
      the comment could be reported to the National Suicide Prevention Lifeline, with the "friend"
      then contacted via e-mail or an instant chat [61]. The Italian Service for Online Psychology (SIPO) also employs Facebook as
      a means to provide free online psychologic consultations [84]. Between November 2011 and June 2014, 284 individuals used Facebook for
      30-minute consultations with an SIPO clinician. Depression was the most common reported
      presenting problem. In this example, Facebook chat offers a convenient and non-stigmatizing
      way to access mental health assistance, thereby eliminating barriers to access to traditional
      mental health care [84].
Video technology may be used to facilitate long-distance therapeutic interventions as well as to share repetitive therapeutic information. Real-time video conferencing, using secure networks or online technology like Zoom, Skype, Google Hangouts, Microsoft Teams, or FaceTime, can allow practitioners to provide care in underserved areas or to persons who are unable to travel even small distances to receive therapy [81].
Using technology, people can more easily provide both
      emotional and informational support to each other regardless of geographic or other barriers.
      One example of a social networking site for patients focusing on health and medical conditions
      is PatientsLikeMe (https://www.patientslikeme.com). There are also social networking sites specifically
      developed to allow healthcare professionals to connect with each other and share information.
      Examples include AllNurses ((https://allnurses.com, Sermo (https://app.sermo.com), and Doximity (https://www.doximity.com).

5. OVERVIEW OF PROFESSIONALISM AND ETHICS



DEFINING PROFESSIONALISM



As noted, one of the hallmarks of curricula in graduate
        professional degree programs is to acquaint novice professionals about the profession's
        identity, ethical practice within the field, and sense of professionalism. Professional
        identity has been defined as a "frame of reference for carrying out work roles, making
        significant decisions, and developing as a professional" [30]. The developmental process of a practitioner's professional identity is
        a continual process involving attitudinal, behavioral, and structural changes that result in
        an understanding and acceptance of what is involved in being a professional. The development
        of a practitioner's professional identity begins in graduate school, and the process
        continues to affect future professional behaviors [30]. This dynamic process includes teaching knowledge, development of a
        professional identity, and socialization into the group or profession's norms and values
          [62].
To be even more exact, it is important to have a clear definition of what constitutes a profession. A profession is defined as involving, "the application of general principles to specific problems, and it is a feature of modern societies that such general principles are abundant and growing" [31]. Professions are characterized by two major dimensions: the substantive field of knowledge that the specialist professes to command, and the technique of production or application of knowledge over which the specialist claims mastery [31]. Therefore, professionals have or claim to have knowledge and apply this knowledge to specific problems.
Professionalism is defined as a set of norms endorsed by a
        collective community and is characterized by "a personal high standard of competence,"
        including "the means by which a person promotes or maintains the image" of a profession
          [32]. Professionalism involves a set of
        qualities, including not only knowledge and clinical skills but commitment, integrity,
        altruism, individual responsibility, compassion, and accountability [33]. In health care, professionalism often
        involves employing and applying a unique set of clinical skills and scientific knowledge
        base [85]. In the helping professions,
        professionalism is designed to promote patient/client autonomy, protect the public, improve
        access to care, distribute constrained resources in a just and equitable manner, and ensure
        professional accountability to the public [34,35].
In the past, and to some degree today, professional organizations defined specific behaviors and characteristics that conformed to the standards of a particular profession. Consequently, many graduate programs selected and screened students determined to be the "right kind" of person, one who met a set list of characteristics and behaviors that conformed to the standards of competence, ethics, and professionalism within the field [36]. In addition, there are codes of conduct to regulate behavior and supervisory processes to ensure appropriate use of autonomy [86]. Therefore, many argue that merely compiling a list of behaviors and characteristics does not allow for the fact that professionalism is field- and context-independent. The standards of professionalism, ethics, and competence are influenced by a range of external factors, such as the social, political, economic, and cultural goals of the professional institutions and organizations, social norms, and the experiences of clients/patients and their families [36]. There are also factors in the presentation of professionalism that can be more easily controlled. First impressions can be extremely influential in how a professional is perceived [37]. Professional appearance (e.g., clothing, hygiene, presentation) and behavior (e.g., language use, nonverbal cues, etiquette) are vital components of a positive first impression [37,85]. Ultimately, professionalism forms the foundation of trust between the client/patient and practitioner [63].
E-professionalism is a set of online attitudinal and
        behavioral standards that conforms to the expectations and values of a profession (e.g.,
        integrity, competence, confidentiality, beneficence) [111]. Unfortunately, it is not clear if one can simply apply traditional
        professional principles directly in the online environment [111]. Breaches of privacy and confidentiality
        on social media, blurring of personal and professional relationships, online civility, and
        violations of agency/organizational policies are common issues that should be addressed in
        e-professionalism guidelines [112].

ETHICS AND CODES OF ETHICS



It is not possible to talk about professionalism without a discussion of ethics. The code of ethics in a profession has been said to be the "hallmark of professionalism" [64]. Codes of ethics provide guidance to the public and professionals regarding the responsibilities of professionals. They also serve as vehicles for accountability in the profession and as a means for practitioners to self-monitor and enhance practice [87].
Ethics are beliefs about what constitutes correct or proper behavior, the principles of right conduct and how to live as a good person [38]. Ethical principles are statements that reflect one's obligations or duties [39]. General ethical principles common to the helping profession include [39]:
	Autonomy: An individual's right to make his or her own decisions
	Beneficence: The duty to do good
	Confidentiality: The duty to respect privacy and trust and to protect information
	Fidelity: The duty to keep one's promise or word
	Gratitude: The duty to make up for (or repay) a good
	Justice: The duty to treat all fairly, distributing risks and benefits equitably
	Nonmaleficence: The duty to cause no harm
	Ordering: The duty to rank the ethical principles that one follows in order of priority and to follow that ranking in resolving ethical issues
	Publicity: The duty to take actions based on ethical standards that must be known and recognized by all who are involved
	Reparation: The duty to make up for a wrong
	Respect for persons: The duty to honor others their rights and their responsibilities
	Universality: The duty to take actions that hold for everyone, regardless of time, place, or people involved
	Utility: The duty to provide the greatest good or least harm for the greatest number of people
	Veracity: The duty to tell the truth


Based on these ethical principles, professions develop
        ethical codes that embody the values of the profession and guide behaviors of members. In an
        analysis of the codes of ethics of diverse professions, researchers were able to classify
        the codes into four domains [40]:
	The professional's qualities and characteristics
	Behaviors toward other professionals and colleagues
	Behaviors of professionals in a range of situations
	The responsibility of the profession and the professional to society and the common
            good


These same principles and values apply online. For example, if a practitioner posts unprofessional content on social media (e.g., a photo of him/herself surrounded by alcohol), how could this potentially affect his/her work with patients with alcohol use disorder? Could it harm the therapeutic goals? If so, this would violate the ethical principle of beneficence [79].
Although ethics and professionalism are different, there is considerable overlap. Acting professionally entails adhering to accepted codes of conduct and ethics within a given field, and acting in an ethical manner in online interactions is a good first step in ensuring online professionalism.
The International Society for Mental Health Online (ISMHO), established in 1997, formulated the Suggested Principles for the Online Provision of Mental Health Services in 2000 [88]. Many professional organizations have attempted to keep abreast advances in digital technology and its impact, and many have begun to revise their ethical standards to reflect the ubiquitous nature of technology in modern society. The American Counseling Association (ACA) added an addendum to their code of ethics in 1999 and, in 2005, finalized comprehensive guidelines for Internet counseling [88]. In the field of psychology, Guidelines for the Practice of Technology were developed by the American Psychological Association (APA), the Association of State and Provincial Psychology Boards, and the APA Insurance Trust [89]. In 2017, the National Association of Social Workers (NASW) Delegate Assembly approved updates to the NASW Code of Ethics, including new guidance regarding the role of technology in informed consent, privacy, confidentiality, competency, supervision, and client records [90]. In addition, in 2017 the NASW, in conjunction with the Association of Social Work Boards, the Council on Social Work Education, and the Clinical Social Work Association, published specific guidance in its publication Standards on Technology and Social Work Practice [91]. The American Nurses Association and the American Medical Association have developed opinion statements and toolkits for the appropriate use of technologies such as social media in their respective professions [92,93].


6. INTERNET TECHNOLOGIES AND PROFESSIONALISM AND ETHICS



Internet technologies can be powerful tools when job-searching, developing and growing professional networks, promoting health and mental health, and providing support to clients. As a result, e-professionalism, or professionalism in the Internet world, should be instilled in practitioners [3,94]. Some maintain that e-professionalism, the application of ethics online, and digital literacy should be essential components of the knowledge and skill of practitioners [83]. It is important, for example, to use discretion and judgment in the types of information made public online. The casual and informal nature of social networking sites, for example, can cause practitioners to inadvertently cross professional boundaries, which can negatively affect their professional identity and may breach ethical standards. If practitioners discuss work-related problems (e.g., difficult clients, conflicts with colleagues) on social media, it could disclose confidential information or qualify as abuse [95]. Not everyone considers how the image or persona portrayed online may be perceived in the future. Because the Internet can be a public forum, viewers do not necessarily avoid viewing personal, intimate, and/or embarrassing behaviors [41]. The issue may not be the ever-growing presence of Internet communications, but rather the seeming mindlessness or carelessness with which information is shared; this has been referred to as the diminishing of intentionality of online communication [42]. Practitioners may adhere to strict guidelines for self-disclosure in "real" life, but the Internet may defy practitioners' best intentions. Some have likened the Internet to a clinical practice in a rural area, where practitioners inevitably have unplanned encounters with their clients/patients due to the size of the community [42]. In some cases, individuals may inaccurately believe that the privacy settings will ensure confidentiality [95,110]. With the Internet, practitioners have minimal control over when and how clients encounter information about them online [42]. The Internet has no expiration date, and anything posted online should be assumed to be permanent [66]. Unfortunately, many codes of ethics in fields such as medicine, psychology, social work, nursing, and counseling have struggled to keep up with these technologic changes [41]. In some cases, standards have been established for the provision of technology-assisted services (such as online counseling), but not for online professional conduct [43].
SOCIAL NETWORKING SITES



The use of social networking platforms can affect professional relationships and boundaries. In a 2013 survey of psychologists, social workers, and physicians, 59% of the practitioners indicated they maintained a Facebook account and 75% of users reported using a privacy setting [67]. Similarly, in a survey study with 695 psychology students and psychologists, 77% indicated they had an account on a social networking site, and of these users, 85% used privacy settings [42]. In a 2018 study with nursing students, 96.6% reported having a Facebook account [96]. However, practitioners were ambivalent about what to do when clients contacted them through a social networking site. It may appear to be an innocuous request, but it can bring up many ethical issues. If the practitioner accepts the client as a friend, the client may have access to personal information, blurring professional boundaries. If the practitioner does not accept the request, the client might misconstrue this as rejection, potentially harming the therapeutic relationship.
Similar issues may arise if information about a client is gleaned from a social networking site. In a study of 302 graduate psychology students, 27% had reported actively seeking out client information on the Internet; most stated they wanted to verify the clients' claims [41]. In a study with 346 undergraduates, participants were asked to evaluate their likelihood of posting different types of "problematic" information in their Facebook profiles and their perceptions of how others would view their image after seeing their profiles [44]. Gender differences were found; specifically, undergraduate men were more likely to report that their Facebook profile contained an image that was sexually appealing, wild, or offensive. Men were also more likely to post "problematic" content in their profiles compared to their female counterparts. In a qualitative study of 813 medical students and residents, 44% were found to have an account and only 33% of these profiles were made private [45]. Of the profiles that were not private, the researchers found that more than half included overt mentions of personal and/or ideologic views, such as political affiliation (50%), sexual orientation (52%), and relationship status (58%). In some cases, the medical students and residents had uploaded photos that could be interpreted negatively (e.g., photos with alcohol, excess drinking, drug use). In the study of graduate psychology students, 81% confirmed having some sort of online profile, with 37% reporting having a social networking page [46]. Of the students who used social networking, more than 65% used their real names and 13% stated they posted photos they would not want their faculty members to see. Nearly 30% stated they posted photos they would not want their clients to see, and 37% posted information they would not want to their clients to read. A study of first-year nursing students, participants reported ambivalence regarding patients seeing their posts in Facebook, perhaps because they lack clinical experiences [96]. In a content analysis of Facebook profiles of nurses in the United Kingdom and Italy, the researcher looked at photos posted and classified them according to the content [68]. Approximately 18.5% of the profiles included photos of the nurse engaged in unhealthy behavior, including smoking and drinking alcohol [68]. The representations of professionals' behaviors on social networking sites could inadvertently have a negative effect on the integrity of the profession [69].
Therapeutic boundaries are established to promote client
        beneficence and define the client/practitioner relationship. Informed consent, single-role
        relationship, and confidentiality support these boundaries [70]. The boundaries of the client-practitioner
        relationship will get blurred as online friendship interactions can lead to sharing of
        private information on the part of both parties, which may negatively impact the
        professional relationship [47,79]. If practitioners find sensitive or
        embarrassing information about clients, they may be conflicted regarding the appropriate way
        to use this information. For example, a practitioner may be working with a client on
        abstaining alcohol, and in the session, the client denies having used alcohol in the past 24
        hours. However, if the client and practitioner are linked on a social networking site, the
        practitioner may stumble onto a photo of the client at a party holding a beer bottle. There
        is no clear correct course of action. Should the practitioner utilize this information in
        the next clinical session? If the practitioner does bring it up, does it violate privacy
        issues? Will it affect the clinical rapport and relationship?
In some cases, social media profiles have been used by law enforcement or social service providers to guide their interactions with clients. For example, there have been reports of social workers "friending" a youth in foster care in order to keep track of them, using a client's social media post to demonstrate his/her lack of progress or faulty character, or using an online profile picture to search for someone [94].
A good first step is to consider the ethical ramifications of each action utilizing the ethical principles identified in many of the professional codes of ethics [41]:
	Beneficence (the duty to do good): How would the information obtained from a social networking site promote the well-being and welfare of the client?
	Fidelity (the duty to keep one's promises): How would the information gleaned about a client on a social networking site help promote trust?
	Nonmaleficence (the duty to do no harm): What harm might emerge from using social networking sites to find information about the client? How might this unintentionally harm the client?
	Autonomy (the individual's right to make his or her own decisions): How does the information found on a social networking site help to promote the client's ability to make his or her own choices about what to share or not in the clinical sessions? Will seeking information on the Internet without the client's consent violate autonomy and respect for the client?
	Justice (the duty to treat everyone fairly): How will the practitioner's being able to find information (or not) on a social networking site provide clues to the client's gender, race, sexual orientation, socioeconomic status, religion, ability, etc.? How might this information affect how the practitioner treats the client?


The same questions can be asked when practitioners use
        social networking sites to create profiles and post information. How might this information
        harm the client or jeopardize trust, credibility, and the working the relationship? If a
        practitioner is a supervisor, what issues of subtle coercion may arise [5]? Of course, each practitioner's behavior on
        social networking sites must be in accordance with the profession's ethical codes.
        Befriending a client or patient on a social networking site could potentially violate
        standards regarding multiple relationships or dual relationships [48].
Practitioners should use their self-reflective skills to ask themselves the following questions in order to guide the information they post on social networking sites [71,95]:
	What information do you want to share? Is this information important, harmful, protected?
	Why do you want to share this information? What are the benefits and consequences of sharing the information?
	Who needs to see this information? Why?
	Where do I want to share this information?
	What professional boundary issues might "friending" someone pose?
	How might any "off-duty" conduct be perceived?
	How might a photo or post be taken out of context?
	How does my professional code of ethics or other organizational policies guide sharing this information?



E-MAIL DISTRIBUTION LISTS



The main ethical issues associated with e-mail distribution
        lists concern risks to confidentiality and privacy. Mass e-mail communications can be
        intercepted at four different points: prior to being e-mailed from the originating computer,
        during transmission, upon receipt, and when subpoenaed [24]. In one study, 10% of social workers reported having e-mailed something
        to the wrong person [97]. Some practitioners
        may utilize this technology to solicit professional consultation from their colleagues. If
        this is the case, they may describe a case in detail. Even if the client's name and specific
        identifying information are excluded, the details provided could increase the risk to
        violating confidentiality. This risk is further increased with the advent of data mining
        software, which can analyze and search e-mails for certain content or key words [23].
In addition, there is no insurance that the sender or receiver is the person whom they claim to be. A best practice to reduce these risks is to encrypt the e-mail, to alert the client that an e-mail will be sent, or to ask for a phone confirmation that the e-mail has been received [97].
One of the main applications of the ethical principle of respect for persons is informed consent. When seeking consultation from another colleague on the phone or face-to-face, practitioners obtain informed consent from their clients; the same is true when using e-mail distribution lists for this purpose. Practitioners should inform clients they plan to use e-mail for the purpose of consultation and that certain details of the case will be provided. The potential for violations of privacy and confidentiality using this technology should be outlined [23].

CELL PHONES



Cell phones and smartphones are commonplace, and it is
        important to carefully consider the possible benefits and consequences before providing a
        personal cell phone number to a patient or client. First, conversations on cell phones
        cannot be guaranteed confidentiality, as it possible that the conversation will be
        intercepted by another device (e.g., baby monitor) [70]. Perhaps more importantly, cell phones can imply some level of personal
        familiarity that goes beyond the client/practitioner relationship [70]. Finally, giving a cell phone number may
        imply that the practitioner will be available at any time, including after professional
        hours. To create boundaries, practitioners may inform the client that messages will only be
        checked during work hours [97].
It is important to be upfront with clients regarding the use of a cell phone in order to clarify the policies and to obtain informed consent form [70]. Practitioners should explicitly discuss the circumstances under which a client may call the practitioner on his/her cell phone, when he/she would not be available, any additional fees involved, and the amount of time he/she will spend on the cell phone with the client.

BLOGS AND ONLINE DISCUSSION GROUPS



Concerns about privacy and confidentiality also apply to blogs and online discussions. Practitioners who write or comment on blogs must be sensitive to revealing personal identifiers of clients, which could violate practitioner/client confidentiality and privacy. Practitioners in the health fields should keep the Health Insurance Portability and Accountability Act (HIPAA) in the forefront of their minds when blogging or posting in online discussion groups. HIPAA privacy rules protect any identifiable health data, including any past, present, or future health information that can be used to identify an individual [49]. For example, a practitioner might blog about a difficult client who was treated at his or her workplace at a particular time and date [50]. Even if the client's name is not provided in the blog, if the blog author is not anonymous, it is possible that the workplace could be traced and the identity of the client linked back to the appointment book. Or a practitioner could post a message to his or her friends on a discussion board describing clinical experiences, but in doing so, express enough information about a client to be identifiable [49,72]. It is also important to be careful of how clients or patients are depicted, including the tone and content of postings, so as not to threaten or damage the integrity of the professional field or discipline [51].
Conflict of interest is another ethical issue that may arise when using blogs or discussion boards. A practitioner should be cautious of openly endorsing any products or services. Some blogging software platforms, particularly free ones, automatically display advertisements along with the platform. It is vital to avoid dual relationships or have the appearance of having a conflict of interest with service providers. Some experts recommend limiting blog content to announcements about conferences, events, and professional organizations that represent the practitioner's field [26].
In a 2008 study involving 271 medical blogs, individual patients were described in 42% of the blogs, and 16.6% of these had sufficient identifiers, revealing the identity of physicians or patients [51]. The researchers found that 17.7% of the blogs depicted patients in a negative manner (by tone or content), and 11.4% contained product promotions, either by images or direct content. There is a definite need for practitioners to practice self-regulation and self-monitoring, carefully considering ethics and professionalism while blogging, so the ethical principles of respect for persons and beneficence are not compromised.


7. ONLINE SELF-DISCLOSURES



Much of science and medicine in Western culture is premised on the tenets of
      logical positivism, advocating for quantification and objectivity [52]. The psychology, counseling, mental health,
      and social work fields have followed suit, and as a result, paternalism has become the
      backbone of the patient/client and practitioner relationship. For example, the
      physician/patient relationship is typically characterized as hierarchical, with the physician
      viewed as the "expert." Many counseling and social work models, with the exception of feminist
      and humanistic orientations, similarly espouse this hierarchical relationship. Traditionally,
      practitioners are positioned as the "objective" experts, disclosing very little about
      themselves. In the Freudian tradition, therapists are supposed to present as a blank slate to
      reflect the client's image [79]. However, the
      extent to which practitioners self-disclose has changed with the growth of the Internet. With
      the prevalent use of Internet technologies, the client/patient is now an active consumer of
      health and mental health services, and they are more likely to use the Internet to research or
      share information about practitioners, services, and facilities [53]. Therefore, the question is not to what
      extent practitioners should disclose private information to their clients, but rather how to
      manage the Internet-driven self-disclosure that has become almost inevitable [54]. It is ultimately the practitioner's
      responsibility to develop the tone of the professional relationship [66]. Therefore, when disclosing information on
      social networking sites, the practitioner should take time to reflect on how it may affect the
      client and the therapeutic relationship.
There are three main types of self-disclosures, and the
      Internet can affect each of these types [53]:
	Deliberate self-disclosure: The practitioner intentionally discloses certain
          information, verbally or nonverbally. Internet examples include uploading a photo on
          LinkedIn, a professional social networking site, or posting information on a commercial
          website about one's professional background, training, and experiences.
	Accidental self-disclosure: Personal information about the practitioner is
          inadvertently revealed to the client. For example, a client sees his or her therapist at a
          boutique, which may reveal information that the practitioner had no plan of sharing. On
          the Internet, accidental self-disclosures can occur when clients inadvertently come across
          photographs of their practitioner in a non-professional setting or personal blog posts on
          a social networking site.
	Unavoidable self-disclosure: These types of revelations are not deliberate but are
          related to information conveyed by conducting the normal affairs of life. For example,
          wearing a wedding ring indicates one's marital status. Of course, one can argue whether
          this is deliberate or unavoidable. Again, photos uploaded on a website or a professional
          social networking account can reveal information that the practitioner has no control
          over.


There are two types of anonymity: visual anonymity and discursive anonymity [113]. Visual anonymity refers to a lack of physical or visual cues (e.g., a photo in an online profile) to provide the other party a sense of who is being represented online. Discursive anonymity refers to a lack of textual cues (e.g., use of an online pseudonym) to give a sense of who is being represented. It does not appear that type of anonymity affects the extent of online disclosure.
The most typical disclosures via Facebook profiles are of
      one's age, gender, education, and relationship status [98]. In the past, if a client asked about a practitioner's background, this
      could be used as an opportunity to understand the underlying dynamics of the client's
      interest. Ultimately, practitioners must be diligent in managing their images in both the
      face-to-face and Internet worlds. Issues of self-disclosure and transparency have moved
      outside the therapeutic encounter and onto the Internet, and online posts, blogs, threads in
      discussion forums, and mass e-mails will for the most part stay "alive" in the virtual world
        [54].

8. ONLINE SEARCHES FOR INFORMATION ON PATIENTS OR CLIENTS



Conducting online searches, commonly referred to as "Googling," is a common part of modern Internet use. Some practitioners engage in patient-targeted Googling, searching for a specific patient or client on the Internet [73]. In a 2014 study involving counseling graduate students, 75% reported using the Internet to search for information about a client, with 29.2% using Google and 19.5% using a social networking site. Of those who searched, more than 80% stated that they did not obtain informed consent from the client, did not document the search in the client's file, and did not consider this to be a confidentiality issue [73]. In a 2016 survey study, 39.4% of psychotherapists reported having looked online for additional information about their clients; 75% had not obtained client consent to do an online search [99].
There are cases in which patient-targeted Googling may have yielded fruitful clinical outcomes, such as locating family members of a patient with dementia after all other venues have been exhausted [73]. Searching online to obtain information about an individual's home has become a common Internet activity, but there may not be a place for such activity in the clinical encounter. It is vital for practitioners to draw a line between voyeurism and a clinical constructive goal [11,73]. Although the Internet is considered public, for practitioners to make an active decision to search for additional information not given by the client may be a violation of his or her rights [74]. This continues to be an issue when considering what to do with information obtained online. If search results are documented in the client's record, it may impact their future care or insurance coverage [73]. In addition, it can undermine the therapeutic relationship and the client's trust in the practitioner and cause boundary issues [114]. Some experts assert that it may be inappropriate to search for online information about a client unless there is a clinical emergency [114].
The following questions may be useful when considering searching for client information on the Internet [94,114]:
	Why do I want to conduct this search?
	How will the information obtained from the search affect engagement and treatment?
	Is an informed consent needed from the client before searching?



9. BEST PRACTICE GUIDELINES




Evidence Based Practice Recommendation

The American College of Physicians and the Federation of State Medical
        Boards assert that standards for professional interactions should be consistent across all
        forms of communication, and care should be taken to preserve the relationship and maintain
        confidentiality, privacy and respect.
https://www.acpjournals.org/doi/10.7326/0003-4819-158-8-201304160-00100

             Last Accessed: April 25, 2021
Level of Evidence: Expert
        Opinion/Consensus Statement


In today's environment of technology and information proliferation, it is important to balance the amount of information available to clients and to carefully consider one's online persona as an extension of one's professional identity [55]. Practitioners must now actively manage their virtual identities and reputations. In order to do so, the following best practice guidelines have been established for practitioners when using Internet technologies for both personal and professional reasons.
USE PRIVACY FILTERS



When using social networking sites and/or blogs,
        practitioners should use a pseudonym, check their privacy filters, block certain personal
        information (e.g., birthdates, marital status, hometown), and research the restrictions in
        place for their online profiles in order to exercise control over who can access the
        information [79]. Most social networking
        sites and blog platforms have some kind of privacy filter available, but even when in use,
        clients may be able to view limited information (e.g., a profile picture). Practitioners
        should remember that privacy controls are subject to change at the discretion of the social
        media company [66]. Some experts recommend
        checking privacy settings every three to six months or with every software update [112].

POST CAUTIOUSLY



Practitioners should be cautious regarding posting client/patient information. The Internet has made the world smaller, and it is not difficult to trace the identity of the author of online postings. Furthermore, it is easy to inadvertently post information online that may violate a client's/patient's confidentiality and privacy [5]. Along these same lines, think twice about sharing personal information or photos online. The concept of digital footprints should be at the forefront of practitioners' minds. If any uploaded photos can be professionally compromising, they should not be posted. Consider the underlying message any information might convey [56,112]. Certainly, photos that could endanger the privacy of clients or violate HIPAA rules should not be uploaded. Carefully weigh the costs and benefits of posting various information [46]. It is wise to assume that online forums are public, even if it says it is closed and private [100].
It is also important for practitioners not to use online platforms as mechanisms to vent about professional issues. Venting feelings of frustrations with clients, employers, supervisors, salaries, or an agency/organization are likely to be perceived negatively by colleagues and conveys a message of unprofessionalism [50,115]. Reflect on how information posted on the Internet could undermine one's professional credibility as well as the legitimacy of the professional field [46].

THE "FRIEND" DILEMMA



As discussed, the issue of dual relationships is at the heart of deciding whether or not to accept patients/clients as "friends" on social networking sites [66]. The risks and the benefits should be weighed. If a patient or client invites a practitioner to be an online "friend," the practitioner can discuss dual relationships and the reasons why this is unprofessional and unethical; this request could become part of the clinical work [46,47]. If the client becomes angry that the practitioner has "rejected" him or her or ignored the invitation, this could be discussed within the context of the client's previous experiences with loss, rejection, and self-esteem [97].
Consider crafting a professional statement about why
        accepting patients/clients as online friends is inappropriate. If this is an issue affecting
        your practice, spend time writing a standard statement to send to clients/patients regarding
        the professional policy not to accept clients as online friends [50]. This statement can be friendly but firm
        and should indicate the reasons it is not wise to establish this online relationship due to
        privacy and confidentiality issues. However, clients should be encouraged to discuss any
        issues with the practitioner during a scheduled session within the context of the
        therapeutic setting.

SEARCH WISELY



Practitioners should reflect on the underlying motivations for searching for client information on the Internet and how this information could be used positively. Therefore, searching for information about a client or patient is not necessarily unethical. Rather, consider how clients or the therapeutic relationship could ultimately be negatively affected by any information found and how the information can help the client [11,46,114]. In general, it is best to avoid searching for client information online.
However, practitioners should search for themselves on the Internet. Many professionals believe that everyone experiences some level of privacy through online obscurity, and in general, individuals take the path of least resistance in monitoring their online presence [57,79]. This can be detrimental and may limit the practitioner's ability to control disclosures. Practitioners should conduct Internet searches regularly to monitor the information available about themselves and to have better control of the content [42]. Furthermore, if clients raise information they found on the Internet in a clinical session, this will prevent practitioners from being caught unaware.

SOCIAL MEDIA AND TECHNOLOGY IN INFORMED CONSENT



The content of informed consent forms should reflect the changing technologic times. The following points should be incorporated into informed consent forms [70,72,75,79,107]:
	How cell phones, e-mails, and social media will be used with the patient/client
	Whether the practitioner will search for information about the patient/client on the Internet
	How the practitioner will respond if contact is made by the patient/client on a social media site
	If the practitioner will take cell phone calls and, if so, parameters for use
	Whether there will be additional fees if the client makes contact with the practitioner via phone, e-mail, and/or social networking site
	Whether therapeutic issues will be discussed via e-mail
	If the practitioner does respond via e-mail, expected response turnaround time
	Risks and benefits of clients using social media within the therapeutic context




10. CONCLUSION



The landscape of professional practice has changed with the increasing use of Internet technology by both practitioners and clients/patients. The opportunities that the Internet affords are endless, and practitioners should reflect on how information posted online can have implications on their professional practice and their relationships with clients/patients. The codes of ethics and professional standards may not have necessarily kept up with the technologic changes, and therefore, there may not be clear guidelines on how to behave online. Ultimately, more education is needed for professionals entering the fields to prepare to make the complex ethical decisions they will face using new technologies. Clinical supervisors should initiate conversations with their supervisees regarding how online personas and identities can affect professional identities, credibility, and roles. Finally, psychologists, social workers, counselors, therapists, physicians, and nurses must take an active role in shaping the development of professional standards for the provision of services in the new online environment, conforming to the ethical and professional best practices in their respective fields.

California Laws and Rules



Excerpts from the California Board of Behavioral Sciences Statutes and Regulations and
        the California Department of Health Care Services guidance relating to the regulation of
        telehealth for mental and behavioral health professionals are available by clicking here.
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Course Overview



Postpartum depression is a devastating illness that begins in or extends into the
        postpartum period. This serious health problem affects 10% to 15% of childbearing women
        worldwide irrespective of culture. Postpartum depression is often undetected by healthcare
        providers, which should be of great concern as its consequences have serious implications
        for the welfare of the mother and her family and the psychological development of the child.
        Considered to be the result of a combination of biochemical, hormonal, genetic,
        environmental, and psychosocial factors, the complications of this form of depression can
        have profound negative impact on the mother's ability to bond with the infant and to
        sufficiently provide routine care for the infant. A more rare form of postnatal disorder is
        postpartum psychosis, which, if not treated immediately when it is detected, can have deadly
        consequences for both mother and infant. Early detection and a sound clinical assessment by
        knowledgeable healthcare professionals are essential to treat the mother's depression and to
        prevent complications that can endanger the mother-infant relationship and the child's
        normal development.

Audience



This course is designed for all healthcare professionals who work directly with pregnant
        women, new mothers, and infants. The target audience is primarily those in the
        obstetric/gynecologic, neonatal, and psychiatric fields, but all healthcare professionals
        who provide services to women will benefit from this course.

Course Objective
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	List strategies for preventing PPD, including screening, postpartum debriefing, companionship in the delivery room, psychotherapy, midwife continuity of care, and progesterone preventive treatment.
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Implicit Bias in Health Care




      The role of implicit biases on healthcare outcomes has become a concern,
      as there is some evidence that implicit biases contribute to health
      disparities, professionals' attitudes toward and interactions with
      patients, quality of care, diagnoses, and treatment decisions. This may
      produce differences in help-seeking, diagnoses, and ultimately treatments
      and interventions. Implicit biases may also unwittingly produce
      professional behaviors, attitudes, and interactions that reduce patients'
      trust and comfort with their provider, leading to earlier termination of
      visits and/or reduced adherence and follow-up. Disadvantaged groups are
      marginalized in the healthcare system and vulnerable on multiple levels;
      health professionals' implicit biases can further exacerbate these
      existing disadvantages.
    

      Interventions or strategies designed to reduce implicit bias may be
      categorized as change-based or control-based. Change-based interventions
      focus on reducing or changing cognitive associations underlying implicit
      biases. These interventions might include challenging stereotypes.
      Conversely, control-based interventions involve reducing the effects of
      the implicit bias on the individual's behaviors. These strategies include
      increasing awareness of biased thoughts and responses. The two types of
      interventions are not mutually exclusive and may be used synergistically.
    


1. INTRODUCTION



The World Health Organization (WHO) has designated the first 28 days after birth as the
      neonatal period. Although it has never been officially designated, the postpartum period is
      considered to start about an hour after the delivery of the placenta and is complete six weeks
      after birth. After six weeks, the mother's physical status will largely return to the
      nonpregnant state in most instances [1].
The nature of the association between childbirth and mental disturbance is of great
      interest. It is during this critical postpartum period that the mother and her infant are the
      most vulnerable to both physical and emotional problems. During this time, there must be
      increased concern for women who are the most vulnerable to postpartum depression (PPD).
The etiology of PPD is complex and not readily understood by many healthcare
      professionals. Neurophysiologic changes, underlying postpartum changes, the stress of
      childbirth, and predisposing factors, such as genetics, the environment, and psychologic
      stressors, combine to produce PPD in some women. Furthermore, there are distinguishing
      characteristics in brain chemistry that involve a theory of cyclical hormonal patterns and
      mood disorders in women. Psychosocial factors such as past history of mood disorder; family
      history of depression; stressful relationships with spouse, family, and friends; and lack of
      sufficient social support also play a role in the development of PPD.
Please note that persons with PPD are referred to as women and mothers throughout this
      course. While most persons with PPD are cisgender women, it is important to acknowledge that
      persons of many gender identities and relationships to an infant may give birth and experience
      PPD. Further, there is some evidence that sexual minority women may be at greater risk for PPD
      and postpartum anxiety, indicating a possible role of sexual identity-based stigma and stress
        [241]. It is important to that patients be
      questioned regarding their preferred pronouns and titles and that this information be
      respected. This is an essential aspect of patient-centered care and will improve rapport and
      patient outcomes.

2. CATEGORIES OF POSTPARTUM MOOD DISORDERS



Postpartum mood disorders are generally divided into three categories: postpartum blues,
      or "baby blues," PPD, and postpartum psychosis. These conditions do not exist on a continuum;
      each category is a distinct postpartum state [2].
Postpartum blues, a mild and transient depression in the
      immediate postpartum period, occur in up to 85% of new mothers [3]. The condition is characterized by mild
      dysphoria, with symptoms such as tearfulness, fatigue, sleep disturbances, and physical
      exhaustion, that lasts a few days following delivery. The majority of women experiencing
      postpartum blues recover spontaneously within three to five days [2,3,4].
PPD occurs in approximately 10% to 15% of new mothers [2,3,5]. According to multiple
      studies, PPD occurs at the same rate in new mothers around the world [6]. There is little evidence to suggest that any
      country or class of persons is not at risk for PPD. Symptoms usually occur shortly after
      childbirth but may occur as late as one year after delivery. PPD is a serious, long-lasting
      type of depression in women that can have harmful consequences for the mother and child if
      undetected and untreated [3].
The symptoms of PPD are similar to the symptoms of any major depressive disorder. However,
      due to the unique issues regarding the mother-infant relationship, the adaptation to
      parenthood following the delivery of a baby, and the impact of the mother's depression on the
      infant, PPD should be considered in its own right as a unique mood disorder suffered by
      postpartum women [7].
The third type of postpartum mental disturbance, postpartum
      psychosis, occurs in 1 to 2 of every 1,000 new mothers [8,9]. If undetected and
      untreated, postpartum psychosis presents a danger to both the life of the mother and her
      infant. Infanticide is rare but does occur in 1 of 250,000 women with postpartum psychosis
        [10]. An estimated 5% of patients with
      postpartum psychosis will attempt infanticide or suicide [9].
Screening for postpartum mood disorders as early as possible following childbirth is
      essential for early detection and treatment. Treatment strategies include a combined approach
      to address both the physiologic and psychologic factors that precipitate PPD. If the condition
      is detected and treated early, there is a greater likelihood of complete symptom relief in a
      shorter time span than if detection and treatment are delayed. Screening early for PPD in all
      new mothers, with referral of affected women to appropriate healthcare professionals, should
      become the standard of care for all childbearing women.

3. HISTORICAL PERSPECTIVE



Documentation of PPD can be traced to the writings of
      Hippocrates in the fourth century B.C.E. Hippocrates described melancholia as a state of
      "aversion to food, despondency, sleeplessness, irritability, and restlessness" [6]. Galen (131–201 C.E.) described melancholia as
      "fear and depression, discontent with life, and hatred of all people" [6]. Greco-Roman medicine recognized melancholia
      in the form of fear, suspicion, aggression, and suicidal thoughts. In 1436, the life story of
      a young mother was published and described how she felt "insane" and despaired of her life and
      survival after the birth of her first child [11].
In the 19th century, two French physicians became interested in PPD. In 1838, Dr. J.E.D.
      Esquirol documented 90 women with emotional problems and divided their illnesses into three
      types: illnesses that occurred during pregnancy, those that occurred immediately after
      childbirth, and those that occurred six weeks or more after birth. Many of these women had
      suffered in silence for fear of being stigmatized, misunderstood, or removed from their
      families [2].
In 1858, Dr. Louis Victor Marcé similarly observed 300 French women using the three
      categories established by Dr. Esquirol. He concluded that the types of emotional illnesses
      occurring in the postpartum time frame had unique characteristics of their own. He was
      convinced that there was an element in the body's physical mechanism causing postpartum
      illness, although he could not identify it. Marcé's conclusions have become important
      cornerstones of modern thinking on PPD and the endocrine system [2].
The symptoms of puerperal septicemia in women following birth confused the issue of PPD
      until the more widespread use of hand washing, antiseptic techniques, penicillin, and other
      antibiotics in the early 1900s. The removal of the toxicity of septicemia from the hazards of
      childbirth seemingly uncovered the problems of PPD [10]. In 1926 in the United States, two researchers declared that depression
      after childbirth was no different than any other depression in women. The term "postpartum"
      was not used in any textbooks describing depression in women at that time [11]. The "blues" that had long been recognized by
      midwives were brought to the attention of psychiatrists by Dr. Bruce Pitt in England. In 1964,
      Pitt interviewed 100 women at the Royal London Hospital between day 7 and 10 after birth. He
      discovered that 50% of these women had felt tearful or depressed since giving birth. For six
      of these women, the depression lasted a month or longer [10].
In 1971, Dr. Katherine Dalton, a British obstetrician, published the results of a survey
      conducted among 500 women from birth to six months postpartum. She concluded that 7% of the
      women developed PPD severe enough to require medical treatment, although none required
      hospitalization. With the publication of these findings in the British
        Journal of Psychiatry, psychiatrists and psychologists began to appreciate that
      depression experienced by new mothers extended beyond the postpartum blues [10].
The Marcé Society, an international medical society founded in 1980, has held conferences
      throughout the world to further the study of PPD. In 1987, the British
        Journal of Psychiatry published an article that established the standard of care
      for screening for PPD [12]. The Edinburgh
      Postnatal Depression Scale (EPDS) was introduced and has subsequently become the standard
      screening tool for PPD [10,12].
In the United States in the 1980s, women began to be recognized as having distress and
      inability to care for their infants after birth. Counseling was provided to assist these women
      to resolve their stresses and conflicts. In 1986, Dr. James Hamilton presented the idea that
      postpartum disorders were biologically driven. Mainstream medicine and psychiatry did not
      address these problems at the time, resulting in inadequate recognition and treatment [13].
In the last decade, greater emphasis has been placed on the
      role of a woman's brain chemistry in the development of depression in the postpartum period.
      The fifth edition of the Diagnostic and Statistical Manual of Mental
        Disorders (DSM-5), published by the American Psychiatric Association, does not
      recognize PPD as a distinct entity. Instead, patients must meet the criteria for a major
      depressive episode and the criteria for the peripartum-onset specifier (onset during pregnancy
      or in the four weeks following delivery) [14,15]. Limiting the onset of symptoms of
      depression to within four weeks postpartum has been considered too restrictive by some
      researchers and clinicians [2]. Postpartum
      Support International has argued that the timeframe should be extended to six months
      postpartum. Debate continues regarding how PPD fits into the larger classification of
      depressive disorders [16,17].
There are many mother and baby admission units in psychiatric hospitals in England, Wales,
      Canada, Australia, and New Zealand [18,19]. In the United States, Sichel and Driscoll
      established a mother-baby admissions unit in a Boston Psychiatric Hospital during the 1990s. A
      mother-baby day hospital has also been established at Brown University Medical School in Rhode
      Island [20]. In 2011, the first inpatient
      perinatal psychiatric unit for new mothers with severe PPD in the United States opened at the
      University of North Carolina at Chapel Hill hospital [21]. Several states have passed legislation either mandating screening for PPD
      or mandating education of PPD for all pregnant women [22,23,24,25]. In 2015, federal legislators introduced a bill titled "Bringing
      Postpartum Depression Out of the Shadows Act of 2015 [H.R. 3235]." The legislation would
      authorize the Department of Health and Human Services to make grants to states for screening
      and treatment for maternal depression [26]. This bill was not passed by the Senate. However,
      the 2019 budget included provision for a task force to address maternal mental health and to
      present findings to Congress in 2020 [229].

4. CULTURAL PERSPECTIVE



Although PPD occurs worldwide, cultural differences can
      influence the perception of depression in women. Culture influences the expression and
      interpretation of symptoms, the definition of stressors, the nature of the social support
      system, and the relationship between healthcare provider and patient. Culture also dictates
      whether certain expressions of symptoms are socially acceptable. An individual's view of
      illness and health is also culturally bound. Displays of emotion may be encouraged in some
      cultures and discouraged in others [27].
Anthropologic studies show that cultural perceptions shape attitudes toward illness. Many
      cultures may not recognize depression as a disorder due to cultural differences or religious
      interpretations of emotional expressions. In some cultures, such as Nepalese, it would be
      considered inappropriate for a woman to seek treatment for sadness. In India, depression is
      viewed as a spiritual experience, described as the "suffering of the spirit" [28]. Muslims in some Arab countries also perceive
      depressive symptoms as a religious experience, connoting a deep understanding of the tragic
      nature of the human condition. Cultures that place a high value on social harmony, including
      many cultures in Africa and Asia, may encourage and support the suppression of internal
      conflict in women. Women living in these cultures would likely be reluctant to discuss
      emotional issues with their healthcare providers.
The explicit or implicit gender roles present in various cultures also affect expressions
      of PPD. Many women live in subordinate roles to their husbands and/or family in a patriarchal
      culture that disallows independent expression of self. Feelings may be suppressed in these
      cultures to safeguard women from cultural exclusion or punishment [28].
In Western societies, the hospital stay has generally been shortened to very few days
      following birth, after which the new mother is left virtually on her own. However, some
      cultures have rituals and myths surrounding childbirth that acknowledge the special attention
      required for postpartum women during their recuperation period. For example, a seven- to
      eight-day period is observed in some parts of the Philippines, during which time the new
      mother is given a special diet, heat treatment, and herbal medications, and she is expected to
      rest at home. The Ibido people of Nigeria create a "fattening room" for new mothers, where
      they are cared for by older women and are expected to only eat, sleep, and care for their
      infants. Other cultures have similar special rituals that accord distinct recognition to the
      new mother [2]. Whether the incidence of PPD
      is lower in these cultures is yet to be determined.
Dr. Laurence Kruckman, an anthropologist who has studied various cultural rituals, asserts
      that North American women may experience postpartum emotional disorders because [2]:
	The postpartum period is not structured as a distinct event that has particular
          needs.
	There is little social recognition of a woman's transition to the role of
          mother.
	Mothers receive minimal assistance after childbirth, including information about
          caring for themselves and their children.


Given these differences in cultural perception of sadness and depression and of
      childbirth, it is interesting to note that studies conducted in Canada, Puerto Rico, France,
      West Germany, Italy, Lebanon, Korea, New Zealand, and Taiwan show incidences of PPD comparable
      to those reported in the United States and the United Kingdom [13]. PPD has also been reported in women in
      Uganda, Sumatra, and Guatemala [10]. In
      addition, a study of 2,423 White, African American, Hispanic, and Asian/Pacific Islander women
      who had recently given birth in Massachusetts found that being foreign-born was associated
      with postpartum anhedonia in each group except Hispanics [29]. However, this may be linked more to the unique stressors of living as an
      immigrant or away from family.
In order to provide optimum care, healthcare professionals should understand how
      depression is viewed in the culture of the women who seek treatment. The cultural views of
      motherhood and the rituals and myths of childbirth should be taken into consideration when
      treating any woman during and after her pregnancy.

5. RISK FACTORS



RISK FACTORS EVIDENT PRIOR TO PREGNANCY



PPD affects women of all ages, economic statuses and
        racial/ethnic backgrounds. Any woman who is pregnant or has given birth can develop PPD.
        Whether the birth is a first child or one of multiple births has not been shown to affect
        the incidence of PPD. However, women with a history of depressive episodes have a greater
        risk for developing PPD than women with no prior history of depression. The risk of PPD is
        highest in women younger than 25 years of age with a prior history of mood instability.
        Among these women, it is estimated that 30% to 40% will have a postpartum episode of
        depression [30]. There are additional risk
        factors evident prior to pregnancy that may increase the chances of developing PPD,
        including [5,30,32,70,225]: 
	Past history of depression or other mental health problems
	Family history of mood instability
	Difficulties in relationships with the father of the baby or family, especially
              the woman's own mother
	Insufficient social support or peer support group
	Onset of depression immediately prior to conception
	Social or financial stressors, such as money or housing problems
	Mood disturbances, such as premenstrual syndrome (PMS)
	Infertility treatment
	History of abuse
	High school or lower levels of education



RISK FACTORS EVIDENT DURING PREGNANCY



Depression may occur during pregnancy and, if not treated, continue and worsen after
        childbirth. The number of women who develop depression during pregnancy is difficult to
        determine. In many cases, depression during pregnancy is not recognized or treated because
        normal pregnancy can cause similar symptoms, including fatigue, sleep disturbances, stronger
        emotional reactions, and changes in body weight. However, it is important that depression
        during pregnancy be diagnosed and managed, as it may be harmful to both the mother and the
        infant if not treated [19].

Evidence Based Practice Recommendation

According to the U.S. Preventive Services Task Force, risk factors for
          depression during pregnancy and postpartum include poor self-esteem, child-care stress,
          prenatal anxiety, life stress, decreased social support, single/unpartnered relationship
          status, history of depression, difficult infant temperament, previous postpartum
          depression, lower socioeconomic status, and unintended pregnancy.
https://jamanetwork.com/journals/jama/fullarticle/2484345

             Last Accessed: March 27, 2020
Level of Evidence: Expert
          Opinion/Consensus Statement


Treating depression during pregnancy is a challenge because
        the vast majority of antidepressants cross the placenta and can have negative effects on
        fetal development. Psychiatrists, family practice physicians, and obstetricians may find
        themselves in a dilemma when diagnosing and treating depression in pregnant women. As
        previously noted, the onset of depression may not become evident until symptoms become
        severe due to the similarity of depressive symptoms and neurovegetative signs during
        pregnancy [33]. Although diagnosis and
        treatment pose a serious challenge, early recognition, diagnosis, and treatment are
        warranted [33]. Indication of certain risk
        factors that may contribute to depression during pregnancy can be helpful in a prenatal
        assessment. Risk factors for an onset of depression during pregnancy include [5,33,225]: 
	History of depression or substance abuse
	Family history of mental illness
	Lack of support from family and friends
	Anxiety about the fetus
	Problems with a previous pregnancy or birth
	Marital or financial problems
	Young maternal age
	Single mother
	Stressful life event, such as moving to a new area or death of family
              member
	Excessive fatigue
	Feelings of worthlessness
	Divorce



RISK FACTORS EVIDENT AFTER BIRTH



Risk factors for PPD following the birth of a baby are
        similar to those present prior to conception and during pregnancy. Any combination of the
        following factors should be considered concerning, as it indicates a potential to develop
        PPD [5,32,34,225]: 
	Persisting postpartum anhedonia without sufficient social support
	Feeling detached from the infant, not wanting to hold the baby, having negative
              thoughts about the baby
	Persistent sleep disturbances
	A fussy infant who has problems feeding or has colic
	Signs of developing depression, such as anxiety or feeling overwhelmed
	Birth complications or a difficult labor
	A birth that did not live up to expectations
	Having an infant with special needs
	Excessive fatigue
	Feeling overwhelmed with responsibilities of new parenthood and experiencing
              persistent self-doubt about mothering ability
	Stress from changes in home and work routines, coupled with unrealistic
              expectations of motherhood
	Feelings of loss: loss of identity or self-image, loss of control, loss of body
              image, or feeling less attractive
	Previous episode of PPD
	An episode of anxiety or depression during pregnancy
	Prior experience of postpartum blues after delivery
	History of mood changes related to normal menstrual cycle
	Any major changes resulting in undue stress during pregnancy, such as a death in
              the family, unresolved conflict with her spouse, divorce, or moving from one location
              to another




6. ETIOLOGY



The integration of biochemistry, hormonal functions, genetic history, stressful life
      events, and psychosocial factors allows the potential for an occurrence of PPD. Any episode of
      depression in women is affected by the considerable impact of female biology on the emotional
      lives of women. The full consequences of female reproductive events and their effect on brain
      chemistry should be considered in any assessment of depression in women [13].
It is acknowledged that brain chemistry has a major role in producing depression. In some
      ways, a woman's brain functions differently than a man's brain, which in turn affects the
      experiences and manifestations of depression [13]. Sex differences in depressive episodes begin to appear as early as
      adolescence, a time of major changes in the neuroendocrine reproductive cycle with the onset
      of menses. This indicates the significant impact that brain chemistry has in the development
      of mood disorders in women [35].
The areas of the brain affected by female reproductive
      hormones (i.e., estrogen and progesterone) are the same as those known to regulate mood
      stability and behavior. Therefore, it may be concluded that different hormonal circumstances
      can alter mood and anxiety in a woman [13].
      There are several events associated with a woman's reproductive cycle that provoke mood
      instability in predisposed individuals, including the use of oral contraceptives, phases of
      the menstrual cycle, pregnancy and the postpartum period, and menopause. The vulnerability of
      women for mood instability bears some relationship to the fluctuation of ovarian steroids
      during specific phases of the reproductive cycle [36,37].
The areas of the brain associated with anxiety and mood
      disorders are the limbic brain and the cortex. The paralimbic cortex is the first layer of the
      cortex that surrounds the limbic brain. The cingulate gyrus is a part of the limbic brain that
      is believed to be involved in the fight/flight response, mood regulation, and the maternal
      bonding process. It works collaboratively with other structures of the limbic brain. The
      instinct for mothering, nurturing, and the emotional responses of the mother toward her infant
      emanate from the cingulate gyrus area of the brain. This area has evolved to allow for the
      development of bonding behavior between mother and infant, thus assuring the attachment
      process [13].
In addition to the cingulate gyrus, the limbic brain is composed of the amygdala,
      hippocampus, hypothalamus, and thalamus. In concert with the cortex, these areas of the brain
      recall, correlate, store, and impart emotion to all experiences. The amygdala is an
      almond-shaped structure that responds to perceived threats to determine whether to fight,
      flee, or freeze. It is believed that this segment of the brain modulates the production of the
      neurotransmitters serotonin and norepinephrine. Researchers have discovered that the amygdala
      is overactive in depressed persons. This finding correlates with the clinical assessment of
      the simultaneous occurrence of stress with depression [13].
The hippocampus is involved in the creation of memories and in the modulation of stress
      responses and emotions. The hypothalamus, which is connected to the pituitary gland,
      orchestrates the menstrual cycle, thyroid function, physiologic stress responses, body
      temperatures, the sleep-wake cycle, appetite, growth, and lactation. Secretions from the
      hypothalamus stimulate the release of hormones from the pituitary gland. The feeling of fear,
      which is an emotion that colors perception, emanates from this area of the brain. Unresolved
      fear can lead to an incapacitating anxiety, which may also be present in depressed persons
        [13].
Every significant event in life is accompanied by emotions.
      These events are thus emotional experiences that are "recorded" in the brain. The "emotional
      brain" is thought to consist of the prefrontal cortex, which is the area located directly
      above the eyes, and the frontal cortex. The prefrontal cortex is significantly involved with
      developing judgment [13]. Sichel and Driscoll
      refer to the connections between the limbic brain, the paralimbic brain, and the prefrontal
      cortex as the "prefrontal limbic complex" [13]. This complex has a large role in processing emotions, regulating mood, and storing
      memories. The memories of powerful life experiences, both stressful and pleasurable, are
      stored in this area of the brain.
Intellect and good judgment are functions of the prefrontal cortex that override the
      instinctual urges of the limbic brain; the cortex acts as a buffer to inhibit impulses
      originating from the limbic brain. If it is too overwhelmed by hormonal fluctuations, the
      prefrontal cortex may no longer be able to inhibit angry and/or aggressive impulses.
      Aggressive behavior breaks through when chemical dysregulation within the mood pathways
      overcomes the buffering effects of the prefrontal cortex. The chemistry of the mood pathway
      must be stabilized and the disruption in the limbic brain soothed to allow the prefrontal
      cortex to function properly. If the chemical equilibrium between the paralimbic areas and the
      cortex is disrupted, then mood regulation can be destabilized [13].
Neurotransmitters are the chemical messengers that allow the nerve cells within the brain
      to communicate with each other. They help determine the mood pathways in the brain and serve
      as a chemical messenger system that travels through and innervates the prefrontal limbic
      complex [13].
Although there are numerous neurotransmitters, those that
      primarily affect anxiety and mood are dopamine, serotonin, norepinephrine, gamma-amino butyric
      acid (GABA), and glutamate. Together, these neurotransmitters regulate thinking, emotions, and
      behavior. Dopamine is involved in learning, memory, and emotional arousal. Norepinephrine is a
      hormone similar to adrenaline that is released during stress. A lack of norepinephrine may be
      associated with depression [38]. An excess of
      norepinephrine can produce agitation or irritability, which also frequently accompanies
      depression. GABA regulates how fast messages are sent along the nerve cells and helps to
      maintain a steady rhythm. Excessive stimulation of nerve cells produces a sense of anxiety
        [34].
These neurotransmitters are operative in both sexes. However, reproductive hormones that
      act in the same areas of the brain play a part in producing the unique characteristics of
      depression in women [19]. It is thought that
      the dramatic rise in reproductive hormones during pregnancy and the equally dramatic fall in
      these hormones following childbirth neurochemically affect those areas of the brain associated
      with mood stability. During pregnancy, the elevated levels of estrogen and progesterone have
      the effect of elevating mood. After delivery, the precipitous drop in the levels of these
      hormones creates a lowering of mood in some women [13].
The fact that these hormones are measured as nearly absent immediately following delivery
      of the baby and the placenta is a significant factor in producing depression in women whose
      brain chemistry may have already been destabilized by earlier events. These hormones are not
      produced again until approximately six weeks after delivery, when the next menstruation begins
        [10].
BIOCHEMICALS INVOLVED IN POSTPARTUM DEPRESSION



Serotonin



Serotonin is a neurotransmitter known to be involved in
          mood and anxiety disorders. It is one of the major classes of chemical messengers known as
          monoamines and is associated with the induction of emotional calmness and the perception
          and regulation of pain, restful sleep, sexual behavior, and appetite control. A person's
          general level of well-being depends largely on his or her levels of serotonin [19].
Serotonin imbalance is thought to be one of the causes of depression, and it may be a
          source of PPD. Inadequate amounts of serotonin may lead to sleep disturbance, agitation,
          worry, lethargy, and hopelessness, all of which are symptoms of depression [39,40]. Multiple studies have linked low-expressing serotonin transporter
          (5-HTT) genotypes and PPD, and this is an interesting area of research for future
          treatment options [41].
Serotonin levels in the brain are regulated by reabsorption into the nerve cell,
          breakdown within the synapse, availability of storage, timing of release, number of
          receptors, and the amount of tryptophan in the daily diet. Changes occurring in any of
          these areas can alter the serotonin pathway and/or availability and lead to anxiety or
          depression. Serotonin is formed from tryptophan, a basic protein building block stored in
          nerve cells. Adequate levels of tryptophan are essential to ensure the availability of
          serotonin. Alternatively, a depressive state can be induced by a depletion of tryptophan
            [13].
As noted, there are numerous estrogen and progesterone receptors in the same area of
          the brain where serotonin acts. Research has indicated that reproductive hormone levels
          seem to influence the availability of tryptophan [42]. The serotonin pathway is heavily influenced by hormonal fluctuations
          occurring normally during the menstrual cycle and during other major reproductive events,
          including the postpartum period. The integrity of this serotonin pathway may be
          jeopardized after childbirth due to the precipitous drop in estrogen and progesterone
            [13].

Estrogen and Progesterone



Women have a greater lifetime risk than men for
          depression, with two times the incidence of depressive episodes or recurrent depression
            [43,44]. Because higher risk is correlated with gender, it is highly likely
          that reproductive hormones in women play a role in mood instability [43,44].
Stabilization of brain chemistry is necessary in order for all systems to function
          normally. Any disturbances in any one area of the prefrontal-limbic complex affects all
          other areas. A woman's reproductive cycle and the resultant shifts in hormone levels
          within the brain can produce a disruption. If a woman's brain chemistry has been altered
          by previous stressful life events, hormonal shifts can be the catalyst that destabilizes
          the system and disrupts the capacity to stabilize mood. The impact of normal hormonal
          fluctuations caused either by the menstrual cycle or reproduction on an already
          destabilized brain chemistry may induce depression [13].
Estrogen
Estrogen and progesterone can induce changes in all of the neurochemical pathways
          involved in mood disturbances. This may be a vital aspect of mental health for women, but
          it remains largely unstudied [13,44,45]. Estrogen and progesterone influence serotonin levels as well as the
          function of the other neurotransmitters [42].
Estrogen receptors are present in many areas of the brain; however, they are found
          significantly clustered in the limbic area. Estrogen appears to help maintain the orderly
          firing rates of serotonin, dopamine, acetylcholine, and norepinephrine from nerve cells,
          which are involved with promoting positive moods, memory, thinking, perception,
          motivation, appetite, sex drive, anxiety, and stress responses. Estrogen can affect the
          action of these chemicals by altering the number of receptors on the nerve cells, slowing
          the breakdown of neurotransmitters, and enhancing sensitivity. Estrogen also enhances
          glutamate activity; glutamate is another neurotransmitter that encourages mood stability
            [13].
Sichel and Driscoll believe that estrogen may act within
          the brain as a natural antidepressant and mood stabilizer [13]. When estrogen levels drop, as they do
          after childbirth, this effect would presumably be reversed. Fluctuations of estrogen
          levels at any point during a woman's reproductive cycle can disrupt the delicate balance
          of neurotransmitters and affect a woman's mood stability. Thus, under normal
          circumstances, estrogen could be regarded as protecting women against depression [46,47].
Mood changes, however, do not occur in all women during their menstrual cycle or
          during the postpartum period [48].
          Therefore, it seems that some women have a natural resilience to withstand the impact of
          hormonal changes. In a study to explore possible early biomarkers of PPD, researchers
          found that serum estradiol and estriol levels were similar among patients with and without
          PPD, indicating that a difference in sensitivity of the pathway, at the receptor level or
          the targets themselves, may be responsible for onset of PPD [49]. In fact, the women in the study who
          developed PPD were found to be more likely to have an estrogen-sensitive gene expression
          pattern, indicating that genetic testing of at-risk women may be useful in guiding
          treatment decisions in the future. Other researchers have proposed that a subgroup of
          women who constitute a "hormone-sensitive" PPD phenotype may be particularly sensitive to
          the effects of perinatal changes in hormone levels. Study of this subgroup independent of
          other PPD phenotypes may identify the underlying pathophysiology and help in the
          development of novel treatment targets [50].
Progesterone
Progesterone is produced during the second phase of the
          menstrual cycle and functions to dismantle the nerve connections established by estrogen,
          decreasing the number of available estrogen receptors [13]. Like estrogen, progesterone is also available in large quantities
          during pregnancy and drops significantly after childbirth.
Estrogen, progesterone, and endorphins work in concert to influence the brain's
          chemical pathways. The hypothalamus is responsible for controlling reproductive hormones
          (i.e., follicle-stimulating hormone [FSH], luteinizing hormone [LH], estrogen, and
          progesterone), mood, weight, and the circadian day/night rhythm. When an event changes the
          production or availability of any one of these, there can be an upset of the delicate
          balance of all the components. During the abrupt decline in estrogen and progesterone, for
          example, following labor and delivery, there may be a subsequent instability of mood,
          sleep, and weight (gain or loss) [10].
Conversely, as soon as conception occurs, levels of estrogen and progesterone begin to
          rise. When the placenta takes over the production of estrogen and progesterone from the
          ovaries, the level of progesterone rises to 50 times higher than the normal peak of
          progesterone during the menstrual cycle, and the level of estrogen rises to 130 times
          higher than the normal peak [10,19]. The amount of hormones produced by the
          adrenals also increases during pregnancy; therefore, twice as many corticosteroids are
          produced. During pregnancy all of these hormones are controlled by the hypothalamus, the
          placenta, and the fetal adrenals [10].
As noted, after childbirth and delivery of the placenta, there is a precipitous drop
          in the levels of estrogen and progesterone. A small amount of estrogen is present, but
          progesterone is almost completely absent. As a result of these falling levels, available
          serotonin also decreases. There is an approximate six-week period postpartum during which
          estrogen and progesterone production is absent; this persists until a new menstrual cycle
          begins. It is during this critical period, between birth and six weeks postpartum, that a
          new mother is considered to be the most susceptible to emotional disturbance [10].
Studies conducted by Dalton and colleagues in the United Kingdom indicated a
          correlation between symptoms in women who were feeling postpartum blues and a drop in
          blood levels of progesterone [10]. Levels
          of progesterone were measured over a five-day period. As progesterone levels decreased,
          women in the study reported increased feelings of sadness [10].
Another study administered high doses of estradiol and progesterone to women, then
          withdrew it abruptly. Researchers found that 62% of women in the study with a history of
          PPD had an onset of mood disorder. Interestingly, none of the women without a history of
          PPD demonstrated symptoms of a mood disorder [30].

Cortisol



Traumatic events provoke a stress response and the release of cortisol, along with
          other stress hormones. While necessary for survival, this protective stress hormone can
          exhaust or overwhelm an individual if its level remains too high. When the stress response
          continues unabated, the nerve cells can continue to maintain the response after the
          precipitating event has ended, causing emotional distress [13].
In pregnant women, placental hormones stimulate the
          production of cortisol, the level of which remains high until the placenta is delivered.
          There is conflicting evidence regarding the role of cortisol levels in PPD [51,52,53,54]. Discrepancies in the studies of cortisol
          and PPD may result from the lack of control for variables that influence cortisol levels,
          such as stressful life events. However, it is possible that the sustained high levels, and
          subsequent drop, of cortisol may have an effect on mood stability in the postpartum
          period. Some have suggested that women for whom cortisol levels remain higher after
          delivery of the placenta may have a greater risk of developing PPD [52].

Thyroid Hormones



The role of the thyroid gland is to produce thyroid hormones, including levothyroxine
          (T4) and L-triiodothyronine (T3). These hormones influence the body's metabolism as well
          as the function of many organs. T3 is the more biologically active hormone, and it is
          thought to be the hormone that functions at the cellular level. When the thyroid is
          underactive, nonfunctioning, or has been surgically removed, hypothyroidism, or
          insufficient production of thyroid hormone, will develop. Thyroid hormones affect the
          body's metabolism in multiple areas, including the regulation of vitamins, proteins,
          carbohydrates, electrolytes, water, and the immune system. They can also alter the actions
          of other hormones and drugs.

Evidence Based Practice Recommendation

According to the American Thyroid Association, there is insufficient
            evidence to conclude whether an association exists between postpartum depression and
            postpartum thyroiditis. However, as it is a potentially reversible cause of depression,
            women with postpartum depression should be screened for thyroid dysfunction and
            appropriately treated.
https://academic.oup.com/jcem/article/97/8/2543/2823170
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Approximately 5% to 7% of postpartum women have abnormal
          thyroid levels [55,56]. Thyroid dysfunction is associated with
          depressed mood, and in one study, having a thyroid-stimulating hormone (TSH) level greater
          than 4.0 mU/L at delivery was associated with increased risk for depressive symptoms at
          six months postpartum [42,57,58,59]. Thyroid
          dysfunction has not been consistently identified in PPD; however, there may be a subgroup
          for whom it does play a role.
If thyroid levels remain abnormal, it can alter the effectiveness of the treatment for
          depression [13]. Therefore, laboratory
          tests of thyroid function, particularly in women with signs or symptoms of thyroid
          dysfunction, should be included in the evaluation for PPD. Screening for thyroid
          dysfunction in the postpartum period may help identify women at risk for PPD; however,
          consensus guidelines do not advocate screening of all women [42,60,61].


FAMILY HISTORY



Some families appear to be more prone to depressive
        illness than others [13]. Therefore, a
        woman's genetic makeup may be a risk factor for PPD. A detailed family history specifically
        documenting incidences of depression or mental illness is useful in any PPD
        assessment.
With this in mind, certain traits are possible indicators
        of disturbances in brain chemistry and mood instability in some individuals [30]. Some important traits that may become
        evident when taking a patient's history include: 
	Family history of suicide or a preoccupation with suicidal thoughts
	Family history of depression
	Family history of addiction to alcohol or drugs
	Poor judgment as indicated by inappropriate or impulsive financial, sexual, or
              violent behavior
	Aggression
	Grandiose expressions and behaviors
	Family history of bipolar disorder
	Unstable or chaotic lifestyles
	Lack of empathy for others
	Enmeshed or estranged family system
	Family history of bouts of rage or physical abuse
	Extremely rigid parents (disciplinarians)
	Compulsive behavior


The presence of any of these traits in a woman's family may be indicative of a family
        history of alterations in brain chemistry and mood instability, which may have been
        inherited by the patient [2,13,30].
As noted, some women seem to display a resilience to chemical dysregulation, and these
        women do not have mood destabilization at critical junctures in the hormonal reproductive
        cycle. Much research is being conducted in this area of inquiry to determine the role
        genetics play in protecting from and/or inducing PPD [13]. As discussed, genetic differences in estrogen signaling, cortisol
        levels, and serotonin expression have all been linked to higher risks of PPD [41,49,52].

STRESSFUL LIFE EVENTS



Childhood traumatic events and powerful emotional responses to those events are
        unconsciously encoded in the paralimbic cortex area of the brain. A woman who has endured
        traumatic events early in life can become psychologically and biochemically overloaded.
        These biochemical changes then predispose her for a depressive episode in response to
        various reproductive events later in life, including pregnancy and childbirth. Over time, it
        becomes increasingly difficult to maintain physiologic and psychologic balance. When a
        woman's history is examined closely, certain stressful life events preceding PPD may be
        present. These stressful events, many of which may have occurred early in life, sensitize
        the brain and may affect its biochemistry and subsequent behavior. Evidence of prior mood
        disturbance is often present in a depressed woman's history [13].
The brain's mood pathways can presumably be restored to
        normal following one depressive event without any further episodes, assuming that the
        depression is treated aggressively and appropriately. However, research has shown that 70%
        of those who become depressed will have another depressive episode [13,62].

PSYCHOSOCIAL FACTORS



Part of a woman's preparation for motherhood involves her expectation and anticipation
        of the event and her ideals regarding labor, delivery, the child, and how she will feel.
        These ideals are often based on the image of the "perfect" mother or "perfect" child. A
        significant discrepancy may exist between what is expected and the actual delivery and birth
        of the baby. Confusion, unhappiness, and guilt may be the result. Even the happiest of new
        mothers feel some disappointments, and high concern over mistakes and perfectionism are risk
        factors for PPD [63,64].
It is observed that women with PPD do not experience the
        initial stages of motherhood as they had fantasized; consequently, their disappointments are
        more intense and severe. Women with postpartum blues or depression may seem unable to deal
        with disappointments with equanimity. When a woman is already biochemically predisposed to
        depression, unfulfilled expectations, unanticipated losses, and/or lack of social support
        create the potential for PPD to develop. For a woman with PPD, disappointments will be felt
        more intensely and with a greater degree of emotional sensitivity and self-criticism [63].
There are many expectations attached to having a baby. For a woman without a positive
        relationship with her mother, there may be a desire to demonstrate that she can be a better
        parent to her child, or she may have the fantasy that having a baby will bring her
        emotionally closer to her mother. If a woman feels that her own mother was a poor role
        model, she may have conflicting emotions about becoming a mother herself. This can lead to
        self-criticism and intensify feelings of being a "bad mother," which often accompany
        depressive symptoms of PPD [13].
Fears of being a “bad mother” or admitting to thoughts of harming one’s baby may be
        particularly heightened among racial/ethnic minority women who are greater risk for having
        children removed or being deemed “unfit” by child welfare workers [233]. This appears to be especially prevalent
        in African American and Black families and may be a barrier to seeking care [235].
In some cases, the child may have been conceived with the idea that it would improve a
        relationship with the partner or bring greater harmony to a marriage [63]. Pregnancy conceived to resolve a troubled
        marriage may actually worsen an already difficult relationship as a result of the additional
        adjustments a pregnancy demands. Due to the hormonal changes caused by pregnancy, women may
        be particularly sensitive. Disharmony in a marriage can trigger depression in a pregnant
        woman, making her more vulnerable to PPD [19].
Desertion of a partner or husband during or after pregnancy produces enormous stress on
        a new mother. The lack of support that a partner affords to the new baby may create a crisis
        and negatively impact the woman's ability to care for her child. Mixed emotions of anger,
        guilt, and insecurity can be critical stressors if a woman's partner is absent or
        unsupportive. Marital conflict is a common finding among depressed pregnant women and women
        with PPD [65,66].
In some families, especially in some cultures, enormous value is placed on male heirs;
        therefore, there may be a considerable amount of pressure to have a male child. In these
        cases, having a female child can be a huge disappointment, and the woman may feel that she
        is a failure [63].
The psychologic impact of infertility may also play a role
        in the development of depression in some women. Impaired fertility affects approximately
        12.3% of women of childbearing age in the United States [67]. Studies of women receiving fertility treatments have shown that these
        women generally had less satisfaction with life, higher levels of anxiety, and tested higher
        on the depression scores than women who were fertile [19]. Infertility had an impact on sexuality and self-esteem, and women being
        treated for infertility were likely to blame themselves and to avoid contact with friends
          [68]. Women receiving, or who have
        received, fertility treatments require compassion, understanding, and support. Treatments
        can take considerable time and require a woman to deal with the emotional and mental
        consequences of hope and loss. Fertility medications themselves, which generally act on the
        pituitary gland, may disrupt mood stability [19].
The expectations of motherhood carry an immense emotional weight. Fantasies about the
        kind of mother a woman will be establish presumptions of having to behave, respond, and feel
        a certain way. When a woman's reactions do not correspond to these idealized fantasies,
        there may be resulting feelings of failure and self-defeating disappointment [63,69]. Most women have coping mechanisms that allow them to deal with the
        conflicting emotions of disappointment and joy, or love and resentment, and are able to
        enjoy being mothers. Women with PPD have great difficulty dealing with these ambivalent,
        conflicting feelings and, as a result, are unable to maintain emotional balance [63].


7. TYPES AND SEVERITY OF POSTPARTUM DISORDERS



POSTPARTUM BLUES



Postpartum blues, also referred to as "baby blues," is
        the most common type of postpartum mood disturbance, occurring in approximately 70% to 85%
        of all new mothers [3,70]. Its onset is usually shortly after birth,
        and it generally resolves within 10 days [2,3]. A study by Iles et al. indicated a
        characteristic pattern of mood changes that peaked on day 5 after delivery and declined by
        day 10, perhaps best described as a period of emotional upheaval following birth [71]. Incessant crying and tearfulness are the
        most common emotional expressions of postpartum blues [2,3].
Miller and Rukstalis prefer the term "postpartum reactivity" to describe the mood
        fluctuations that occur with postpartum blues, as they believe the term "blues" is often
        confused with depression [72]. However, the
        term "baby blues" has been popularized in modern culture and is often used to describe the
        phenomenon that occurs shortly after birth. It is important to distinguish the postpartum
        blues from PPD both to avoid confusion and to aid in treatment.
Postpartum blues are characterized by heightened responsiveness to stimuli, wide mood
        swings, tearfulness, and irritability. The exhaustion and fatigue experienced by women
        following birth significantly alters sleep patterns, further inducing mood alterations and
        irritability secondary to sleep deprivation [73]. The cause of the postpartum blues is considered to be primarily
        physiologic in nature [72].
The incidence of postpartum blues varies in different cultures; however, it has been
        demonstrated in every culture in which it has been studied [72,74,75,76,77]. Psychosocial variables that affect postpartum blues tend to influence
        how women express their emotions, but not whether the blues occur [72]. Therefore, research into the most accurate
        assessment tool for postpartum blues and depression across cultures is ongoing [3,39].
As discussed, incessant crying and tearfulness are the
        most common emotional expressions of the postpartum blues. The tearfulness is not
        necessarily linked to sadness, but occurs in response to numerous environmental triggers,
        such as insufficient milk production, too much or too little attention from nurses, or a
        sarcastic remark [10]. Essentially, an
        emotional oversensitivity exists. All of the emotions associated with childbirth are normal
        and healthy so long as they are not excessive and resolve within one to two weeks [10]. The signs and symptoms of postpartum blues
        include [10,13,72]:
Emotional Symptoms



	Crying easily
	Mood swings
	Feelings of sadness for no reason
	Irritability towards the baby and/or the other parent
	Anxiety
	Excessive worrying
	Emotional sensitivity



Physical Symptoms



	Fatigue
	Apathy
	Exhaustion
	Inability to sleep



Cognitive Symptoms



	Poor concentration
	Confusion
	Slowness to learn new skills (e.g., bathing and feeding the new baby)
	Mental fatigue


Healthcare professionals in contact with a mother who is experiencing postpartum blues
          should listen to her without judgment and explain that what she is experiencing is not
          uncommon, she is not to blame, and the symptoms should soon resolve, allowing her to
          return to her normal state. Women are treated by one set of healthcare professionals
          during prenatal visits and an entirely new set after childbirth. This can produce its own
          set of problems. The attitude of nurses and other healthcare professionals towards mothers
          who are experiencing postpartum blues can help or hinder the mothers' recovery [10].
The postpartum period is a challenging time for any mother, but may be particularly
          difficult for first-time mothers who may feel insecure and apprehensive about their new
          maternal responsibilities. Attending to the demands of a new infant who requires total
          care while also recovering from fatigue and sleeplessness can be overwhelming. In some
          countries, home visits are key in providing emotional support and practical advice to new
          mothers as a matter of routine. For example, in the United Kingdom, it is common for
          nurses to make home visits to provide support and advice to new mothers. In the United
          States, however, this is less common, with minimal support often available for mothers
          during this unique and stressful time. In most instances, a mother is discharged from the
          hospital to her home situation and is left to navigate the postpartum period and care for
          herself and her new baby on her own [2].
An estimated 10% to 25% of women experiencing the
          transient state of postpartum blues will subsequently become seriously depressed [2,3,78]. The development
          of a more serious depression involves psychologic and psychosocial factors that are not
          prevalent in the development of the postpartum blues. An early warning sign for more
          serious depression is feeling overwhelmed combined with suicidal ideation; this should not
          be ignored. Feeling overwhelmed is normal after childbirth, but feeling suicidal is not.
          Being overwhelmed and/or distressed for longer than two weeks should be a warning signal
          that the patient requires an evaluation for depression.


POSTPARTUM DEPRESSION



With an annual live birth rate of nearly 4 million in the
        United States each year, an estimated 600,000 women experience PPD in the United States
          [79,80]. Women who miscarry or whose children are stillborn are also susceptible
        to PPD. When this group is included in the figures, an estimated 900,000 women suffer from
        PPD each year [80]. Several studies have
        shown that PPD occurs with greater frequency in the first 3 months following childbirth than
        in the 6 or 12 months following [81].
        Although exact percentages vary, it has been reported that between 40% to 90% of PPD cases
        occur within three months after childbirth. Nonetheless, women should be carefully assessed
        throughout the first year after childbirth, as PPD can occur up to one year postpartum [66,70].
In some cases, the first symptoms of PPD occur within hours or days after birth and
        increase in severity over the following weeks. When this is the case, mothers often do not
        understand what is happening; they do not understand why they are not happy about the new
        baby in the way that they are expected to be [10].
It has been posited that PPD diagnoses should be exclusive to the postpartum period
          [10]. If a woman has been depressed prior
        to giving birth, depression in the postpartum period may be diagnosed as recurrent
        depression. PPD has been formally defined as, "the first occurrence of psychiatric symptoms
        severe enough to require medical help, occurring after childbirth and before the return of
        menstruation" [10].
Women for whom PPD is their first incidence of depression
        tend to experience a shorter duration of symptoms, be significantly less likely to
        experience recurrent depression outside the postpartum period, and be more likely to
        experience subsequent PPD [66]. Whether PPD
        is determined to be the first episode of depression may depend upon the clinician's
        history-gathering skills. Many women who are diagnosed with PPD as a first episode of
        depression may realize, upon careful examination, that they have experienced depressive
        symptoms in the past, although the symptoms may never have been diagnosed as depression
          [13,82].
Whether it is the first or a recurrent depressive episode, PPD is a serious,
        debilitating depression that affects the mother in profound ways. PPD is classified as a
        major depressive disorder [13]. It is
        characterized as a downward spiral in total functioning, involving mood changes and changes
        in bodily functions, including appetite, concentration, sleep-wake cycles, and energy levels
          [13,82].
Similar to postpartum blues, the symptoms of PPD can be classified as emotional,
        physical, cognitive, or behavioral. Ultimately, the mind and body are both affected by
        biochemical dysregulation of the brain.
Emotional Symptoms



The emotional symptoms of PPD may include [2,3,5,10,13,82]:
	Pervasive sense of sadness and melancholy
	Loss of interest and enjoyment in life
	Loss of interest in all or most of usual activities
	Irritability and emotional outbursts
	Unpredictable tearfulness and crying spells
	Hopelessness and helplessness
	Suicidal thoughts
	Feeling overwhelmed
	A sense of emotional numbness or of feeling trapped
	A strong sense of failure, inadequacy, and guilt
	Fear of being alone
	Feelings of shame



Physical Symptoms



The physical manifestations of PPD are diverse and
          include [2,3,5,13,82]:
        
	Sleep disturbances (i.e., sleeping either too little or too much)
	Increased or decreased appetite
	Weight gain or significant weight loss
	Decreased energy, lethargy, and fatigue
	Restlessness and agitation
	Loss of libido and disinterest in sexual activity
	Headaches
	Chest pains and palpitations
	Hyperventilation



Cognitive Symptoms



When PPD affects cognitive abilities, it may present as
            [2,3,10,82]: 
	Thoughts of worthlessness
	Recurrent thoughts of death or suicide
	Difficulty concentrating
	Memory problems
	Difficulty thinking clearly and making decisions
	Pervasive anxiety with excessive fear and worry
	Excessive concern about the welfare of the child
	Negative self-talk
	Thoughts of harming the baby



Behavioral Symptoms



Finally, the behavioral symptoms of PPD are [2,3,10,82]:
	Withdrawal from her infant, spouse, family, and friends
	Physical neglect of herself and/or her infant
	Physical and mental exhaustion
	Inability to cope with daily routine
	Lack of concern for herself or her infant
	Neglect of personal environment


Symptoms may vary among women and over time in any one woman. Not every woman will
          have all of these symptoms. There are some general ways these symptoms might be expressed,
          giving the clinician clues to look for in women who might be predisposed to PPD.
Due to the shame experienced by some women with PPD and the subsequent secrecy with
          which they may hide their symptoms, it may not be obvious to a clinician how this illness
          impacts mothers and their children, spouses, and families. Women with PPD who ask for help
          often find that their problems are minimized or trivialized. It is crucial to understand
          how much women suffer from this disorder and acknowledge that their symptoms are not
          trivial. A description of the most common symptoms of PPD may therefore be helpful in
          diagnosing and managing the disorder.

Pervasive Sense of Sadness and Melancholy



Some women may feel sad most of the time; others have days in which their moods seem
          more normal and they feel good. However, the good moods do not last more than one or two
          days, after which the sadness falls upon them again.

Loss of Interest and Enjoyment in Life and Usual Activities



Women who are depressed suffer from lethargy, fatigue, and apathy. Family and friends
          may find it difficult to accept that activities that once brought the individual pleasure
          no longer interest her. It may be too difficult for women with PPD to generate sufficient
          energy to even engage in certain activities.

Irritability and Emotional Outbursts



Irritability is one of the main mood changes most women
          experience with PPD. This type of irritability is characterized by emotional swings from
          anger to distress. Frequently, attacks of irritability end with uncontrollable sobbing.
          Mothers find that this irritability is out of their control, which adds to the distress
            [3,10]. If the irritability continues, it can make dealing with the tasks of
          caring for an infant very difficult and can damage other relationships. Irritability may
          be expressed either verbally or through physical violence. Mothers may describe themselves
          as intolerant, impatient, jittery, short-tempered, spiteful, or quarrelsome. Irritability
          varies in its intensity among women with PPD and may develop in the weeks to months after
          childbirth.

Unpredictable Tearfulness and Crying Spells



Another of the most common symptoms of PPD is tearfulness and uncontrollable sobbing,
          with or without discernible external stimuli. These symptoms are also common among women
          who experience the postpartum blues; however, if these symptoms continue beyond two weeks
          after birth, they should be considered as part of the onset of PPD.

Sleep Disturbances



All new mothers experience a change in sleep patterns.
          Due to the baby's presence and the need for feedings during the night, most new mothers
          suffer from some degree of sleep deprivation. There is a different quality to sleep
          problems in women with PPD. These women have difficulty getting to sleep, have disturbed
          sleep, and/or wake early and are unable to go back to sleep. Insomnia is a common
          complaint. Even when they do sleep, it is never enough; the sleep is not refreshing. Five
          hours of solid sleep is often recommended; however, women with PPD are rarely able to
          sleep for that length of time. It is usual for new mothers to have their sleep interrupted
          by a crying baby, but women with PPD report that they cannot go to sleep even when the
          baby is settled and goes to sleep. They may lie awake worrying. Although rare, some women
          with PPD report sleeping too much [2,82].

Feeling Overwhelmed and Unable to Cope



Most mothers realize that they have new responsibilities and demands with the arrival
          of a child. Some new mothers feel overwhelmed by the constant demands of caring for
          infants, fulfilling the role of mother and wife/partner, and maintaining other
          relationships. They may also feel pressure to run the household smoothly, especially if
          caring for additional children. Bothered by fatigue and lack of sleep, it is difficult not
          to feel overwhelmed at times. However, mothers experiencing PPD can feel overwhelmed by
          the smallest tasks, such as changing diapers. A strong feeling of helplessness and a lack
          of confidence in her ability to cope undermines any self-confidence she may have enjoyed
          prior to her depression.

Hopelessness and Helplessness



For some women with PPD, there is a loss of hope in life. Women may wish they were
          dead and have thoughts of suicide. Although thoughts of harming oneself are prevalent
          among women suffering from PPD, these drastic thoughts often are not that they actually
          want to die, but that they want the situation to change and feel hopeless about being able
          to change it. In some instances, thoughts of suicide may become too strong to resist, and
          some women with PPD do complete suicide. Any thoughts of suicide should be taken seriously
          and warrant immediate intervention [2,69].

A Sense of Failure and Inadequacy



An inability to cope with everyday functions may lead to a negative self-concept and
          negative self-talk. The negative perception of self can be so convincing that an
          individual believes she is incompetent as a woman, wife, and mother. Such feelings are
          difficult to eliminate for women who are depressed [69].

Thoughts of Worthlessness or Guilt



One of the most prominent features that a woman with PPD
          experiences is that somehow she is not worthy of having a child; she may feel that because
          of the depressive symptoms, she is a bad mother. These thoughts may cause an individual to
          detach herself, in an effort to hide perceived inadequacies from others. Women who believe
          that they are "bad mothers" also have significant feelings of guilt. There is an
          accompanying loss of self-confidence in other areas of life that is difficult to shake.
          These women may have excessive guilt about any minor wrongs committed in the past [2,69].

Difficulty Concentrating, Thinking Clearly, and Making Decisions



The loss of concentration associated with PPD may cause women to forget things that
          ordinarily come easily, such as turning off the stove or putting things away. Everyday
          tasks may become so difficult that they seem monumental. In order to cover up the
          confusion, women may avoid certain activities. Women who were previously leaders or
          extroverts or who enjoyed a high level of confidence prior to childbirth may be distressed
          by a loss of confidence. Loss of confidence is often accompanied by a desire to withdraw
          from one's surroundings, become detached, and avoid socializing or making contact with
          other people [10,69].

Pervasive Anxiety with Excessive Fear and Worry



Anxiety is a common symptom that accompanies depression. Symptoms of anxiety may be
          felt emotionally, cognitively, and/or physically. Anxiety permeates everything a woman
          with PPD experiences, bringing with it a feeling of dread that does not resolve with any
          amount of reassurance. Anxiety can be incapacitating, affecting the ability to think,
          concentrate, or make sound decisions [34,69].

Thoughts of Harming the Baby



Any thoughts of harming the baby should be taken seriously, and immediate help should
          be given. Unfortunately, suicide and homicide can be consequences of PPD. Although a
          mother may not wish to harm her baby, these thoughts may have an alarming obsessive
          quality that could eventually override her ability to make rational judgments to control
          her behavior [2,69].


POSTPARTUM PSYCHOSIS



Postpartum psychosis is an extreme condition that can
        occur during the postpartum period. The term "psychosis" is defined as a mental state
        characterized by being out of touch with reality [2]. Postpartum psychosis affects approximately 1 or 2 in 1,000 first-time
        mothers [3,15]. For women who experience psychosis after
        the birth of their first child, the risk increases by 50% for subsequent deliveries [15]. The major risk factors for postpartum
        psychosis are a personal history of PPD or psychosis, a family history of depression, or the
        presence of bipolar disorder [3,15,43,69]. One study found
        that nearly 10% of women hospitalized for psychiatric conditions before delivery went on to
        develop postpartum psychosis after their first child was born [83]. When it does occur, psychosis in a new
        mother constitutes a psychiatric emergency, requiring immediate treatment and, in many
        cases, psychiatric hospitalization.
Women are seven times more likely to be hospitalized for a
        psychotic episode during the first month after delivery than at any other time before or
        after childbirth [69]. For women with a
        history of postpartum psychosis, the risk of psychiatric hospitalization after childbirth is
        increased [8]. One-half of all psychotic
        mothers are admitted to a psychiatric hospital within 14 days of delivery [13]. In one study, 90% of women with postpartum
        psychosis had an onset of symptoms within four weeks of delivery [83]. In most women, symptoms develop within the
        first two weeks postpartum [3].
Several studies have indicated that the incidence of postpartum psychosis worldwide has
        been essentially unchanged over the last century and a half [8,84,85]. The fact that the
        rate has remained constant suggests that modern scientific medical care and the mother's
        physical health are not factors in the development of the condition. Although the prevalence
        has remained unchanged, maternal morbidity and mortality have been greatly reduced [8].
Psychosis may take different forms depending upon a woman's history of prior psychiatric
        illness. Psychotic disorders in the postpartum period are typically characterized by an
        abrupt onset, severe symptoms, and dramatic, difficult, and disruptive features [3]. As noted, symptoms of psychosis usually
        occur in the first few days to weeks after childbirth. However, in some cases psychosis
        occurs immediately following delivery [3,8].
Postpartum psychosis may not be obvious unless the mother is questioned about her
        emotions and mental status. She may be successful at hiding her psychotic thinking until it
        manifests in her behavior. Psychosis may also be delayed until after the mother stops
        breastfeeding, which produces a secondary hormonal shift and may trigger depressive or
        psychotic symptoms in predisposed women. Fortunately, postpartum psychosis is rare [3]. Nonetheless, it is the most dangerous and
        tragic postpartum disorder and should not be overlooked [2].
Postpartum psychosis is characterized by hallucinations,
        delusions, confusion, extreme agitation, inability to carry on a coherent conversation, and
        inability to sleep or eat [3,69]. Moods may swing from euphoria to homicidal
        or suicidal ideation in a short period of time without warning. The risk of suicide or
        infanticide requires immediate attention. Safeguards should be established to protect the
        mother from harming herself or her baby until psychiatric intervention becomes available
          [13]. Irrationality is the hallmark of
        postpartum psychosis, and a mother's behavior may be peculiar or described as bizarre. She
        may engage in frenzied activities, as though in response to stimuli not apparent to anyone
        other than herself [10].
Psychotic women may become paranoid or suspicious of other people's intentions or
        behavior. Women may imagine that people are ridiculing or talking about them. In extreme
        cases, individuals may refuse food or prevent their infants from feeding appropriately [2,69]. Psychotic mothers feel alienated from what is going on around them, and
        to the observer, they may appear obviously disturbed.
Mood alterations may suggest a postpartum manic-depressive psychosis or bipolar
        disorder. Women with this illness have extreme polarity of moods, from bliss to deep
        depression [69]. The manic state is marked
        by physical hyperactivity, a rapid rate of speech, disconnected thought patterns, and
        grandiose ideas. There may also be periods of anger or aggression, with verbal or physical
        manifestations. Delusions may center on perceived special powers, fame, or capability to
        carry out enormous exploits. The infant may also be incorporated into the delusions,
        creating a risk of harm. The depressive phase is profound in its depth of despair. Bipolar
        psychosis is dramatic and usually (although not always) occurs in postpartum women who have
        a history of bipolar disorder prior to pregnancy [2,69].
Psychosis may also result in auditory or visual hallucinations [69]. Visual hallucinations present distorted or
        unreal images of the people around her, the environment, or her baby, and they can be very
        disturbing and frightening. Auditory hallucinations include hearing voices that appear to
        come from sources that are not present. These hallucinations become dangerous when they
        issue commands to commit certain acts that would ordinarily be against her will; these are
        called command hallucinations. If these commands coerce a woman to hurt her baby and are too
        compelling for her to resist, they may lead to infanticide [2,69].
Women with postpartum psychosis may also feel pressured to get rid of the baby or to
        give the baby away because they are convinced something is terribly wrong with it or with
        themselves. Women may completely reject their babies and refuse to have anything to do with
        them as a result of delusions that the baby is defective. Some express the belief that death
        would be an improvement for the child. Reassurances ordinarily do not work in cases of
        postpartum psychosis; no amount of evidence to the contrary will change the attitude towards
        the baby. In these circumstances, a mother should never be left alone with the child.
        Furthermore, the baby should not be forced upon her, as she could harm the child in her
        delusional state [10]. As the mother's
        psychosis is treated and her delusions abate, assisting her in bonding with her infant,
        under direct supervision, becomes possible.
Another symptom of psychosis is confusion or
        disorientation [69]. Confusion is defined by
        a lack of awareness of identity, surroundings, or time. Disorientation, on the other hand,
        is characterized by forgetfulness from one moment to the next. If confusion and
        disorientation are present, organic brain conditions should be ruled out. An acute organic
        brain condition is a medical emergency and should be diagnosed and treated immediately.
        Generally, when the condition is corrected, the symptoms will resolve [2]. As with the onset of any psychotic or
        delirious symptoms, toxic, metabolic, and neurologic causes should be ruled out. Toxic
        delirium and psychosis may present with similar symptomatology [8,86].
If, for some reason, a psychotic mother must be cared for at home, it is essential that
        both the mother and her baby remain under constant observation by family or friends who have
        been educated about postpartum psychosis and know when and whom to call in case of an
        emergency. A psychotic mother's actions are totally irrational, and irreversible damage can
        be done if she is left alone [2]. Possible
        other sources of supervision include home health providers or social workers.
Relatives and friends should be warned of the possibility
        of psychosis returning even if a mother is treated in a psychiatric hospital and released.
        There is a danger of psychosis returning at the resumption of menstruation, even if the
        mother is undergoing continuous psychiatric outpatient treatment. Twenty-four hour
        surveillance is necessary at this vulnerable time [3,10].

INFANTICIDE



It is estimated that 1 in every 250,000 women with postpartum psychosis commits
        infanticide [10]. Any time a new mother is
        psychotic, the risk of infanticide should be considered. There is always a possibility that
        the mother will incorporate the baby into her delusional thinking, and this will increase
        the risk of infanticide [2,3]. When healthcare professionals are unaware
        of the symptoms of psychosis and how dangerous the condition is for the mother and her baby,
        tragedy can occur. Psychotic mothers retain little ability to appreciate what they are
        doing; some may kill their infants unwittingly in a state of confusion, when out of touch
        with reality [13].
In general, healthcare professionals should be alert for
        early signs of psychosis, such as agitation, hyperactivity, or restlessness following
        delivery [69]. Suspicious, paranoid
        ideations might manifest as a certainty that there is something seriously wrong with the
        baby or that nurses are hurting or trying to poison the baby. These symptoms are usually
        indicators that the mother is in the early phases of a psychosis; they should be reported
        immediately to facilitate a psychiatric consultation [10].
It is also important to note that cases of child abuse and infanticide are not limited
        to mothers who are psychotic. A study of mothers of children younger than 3 years of age
        found that 41% of depressed mothers had thoughts of harming their child [87]. However, postpartum psychosis is a
        significant risk factor for both ideation of child harm and completed infanticide.
Legal Issues



In the United Kingdom, it was lawyers, not medical professionals, who first
          appreciated that a mother who killed her baby was temporarily mentally disturbed. The
          crime of infanticide was introduced into law in England and Wales in 1922, and later
          amended in the Infanticide Act of 1938 [87,88]. This law states that a mother
          who kills her own child can be charged with a lesser offence of infanticide, not murder.
          Murder, if proved, must be punished by a prison sentence. This only covers the killing of
          an infant younger than 12 months of age and does not extend to other individuals [10].
Given the rigidity with which the legal system in the United States views mental
          illness, infanticide becomes legally challenging. By the time a case of infanticide
          reaches trial, the mother's mental status has usually improved and is no longer psychotic.
          An aggressive prosecutor can make it appear as though the psychosis was fabricated to
          cover up the crime. In many cases, there are inadequate records to support the mother's
          claim that she did not know what she was doing and that she killed her child, "in a fit of
          insanity, which has since passed" [8].
The public understandably finds infanticide repugnant and incomprehensible. Without
          proper instruction from the judge at trial and without a specific law to guide
          jurisprudence in cases of infanticide, it is difficult for a jury to acquit a mother when
          an infant has been killed. However, given the media focus on cases of infanticide, some
          guilty verdicts have been overturned in the Court of Appeals. There may be a tendency
          toward leniency developing in the United States; however, mothers in the United States who
          commit infanticide may face the death penalty [89]. In a case study of 24 infanticide cases in the United States in which
          postpartum psychosis was the defense, 33% of defendants were found not guilty by reason of
          insanity, 17% were given probation, and 42% were incarcerated, with 8% sentenced to life
          in prison [87]. The laws in the United
          States that govern insanity pleas and infanticide remain inconsistent, differing from
          state to state [88,89,90]. The lack of formal DSM-5 diagnostic criteria for postpartum
          psychiatric disorders contributes to disparate treatment under the law [89,91]. Judges, without precedents to follow, generally attempt to give broad
          latitude to infanticide defendants [8].
Broad latitude shown to infanticide defendants by the justice system is a step in the
          right direction, but it does not fully address the realities of postpartum psychosis.
          Sichel and Driscoll have stipulated that, "there is a difference between a person who
          kills with malice and one who kills under the influence of postpartum psychosis" [13]. There are women who do harm their
          children with malice; however, the criminal justice system, when properly supplied with
          accurate information regarding postpartum psychosis, should conceivably be able to enact
          laws that protect women who kill their infants while under the influence of postpartum
          psychosis [13,89].

Spectrum of Infanticidal Thoughts and Actions



Infanticidal fears, or women who think about or are frightened about harming their
          baby and manage to resist, have not been studied carefully. There are few statistics on
          the frequency of these fears in women with PPD or postpartum psychosis. Mothers may not
          readily confess to such fears if they are aware that they may be incarcerated or that
          their children may be removed from their care [10].
Dalton studied PPD and, in her research, saw an unusual number of women charged with
          infanticide or who, under the influence of postpartum psychosis, have very nearly killed
          their children. She noted three varieties of infanticide: those occurring shortly after
          birth while the mother is acutely psychotic; those occurring with the return of
          menstruation; and those occurring during "domestic feuds." According to Dalton, many of
          these incidents "do not appear in the press or in law reports and remain hidden from the
          public" [10].



8. ASSESSMENT FOR POSTPARTUM DEPRESSION



CLINICAL ASSESSMENT



Data from the Centers for Disease Control and Prevention
        (CDC) Pregnancy Risk Assessment Monitoring System (PRAMS) and the U.S. Preventive Services
        Task Force (USPSTF) indicate that 10% to 15% of new mothers suffer from PPD, and up to 85%
        experience postpartum blues [92,93,94,95]. A 2017 study found
        a decline in PPD from 14.8% in 2004 to 9.8% in 2012 [230]. The rate of depressive disorders diagnosed at the time of delivery
        increased from 4.1 per 1,000 hospitalizations in 2000 to 28.7 per 1,000 hospitalizations in
        2015 [231]. The CDC has therefore
        recommended that healthcare providers address the issue of PPD during prenatal visits,
        preferably during the third trimester [92].
        Other sources, including the USPSTF, recommend assessing for depression throughout the
        prenatal period [94,96]. The USPSTF has stated that screening
        pregnant and postpartum women for depression may reduce depressive symptoms in women and
        that screening instruments can identify pregnant and postpartum women who need further
        evaluation and who may need treatment [94].
        The screening should be implemented with adequate systems in place to ensure accurate
        diagnosis, effective treatment, and appropriate follow-up [94,97].
Consultation with patients about their risk for psychiatric illness during the
        postpartum period also should be discussed [92,96]. Clinicians should
        understand that knowing about a pregnant woman's mental and emotional state is as important
        as knowing about her neurophysiologic status. This initial assessment should include a
        psychosocial history that is sufficiently comprehensive to determine a woman's vulnerability
        to developing PPD [96]. Early detection and
        treatment of depression during pregnancy can prevent a more serious downward spiral into PPD
        following delivery [94]. Early treatment has
        also been shown to decrease the duration of PPD [73].
Both the USPSTF and the American College of Obstetricians
        and Gynecologists recommend that assessment for depression using a standardized, validated
        tool occur at least once during the perinatal period [94,97]. Women with current
        depression or anxiety, a history of perinatal mood disorders, or risk factors for perinatal
        mood disorders should receive close monitoring, evaluation, and assessment [97]. Women most likely to suffer from PPD often
        describe pregnancy as "one of the worst times of my life" or a "very hard time" [98]. In order to avoid a delay in learning
        about a woman's problems caring for the baby or herself, a plan for early detection of women
        at risk for PPD should be in place [94,97].
Specific areas should be addressed in the initial clinical assessment [13,96]. This includes asking a woman about any prior history of depression or
        hormonal mood changes, such as premenstrual irritability. Patients should also be asked if
        they have ever been treated for depression or if any family members have been depressed,
        suicidal, or hospitalized for a psychiatric illness [94,96].
Many women are reluctant to reveal a personal history of mental disorder; therefore,
        education regarding the occurrence of postpartum blues and PPD should accompany the
        discussion about personal history. Educational materials should be available and distributed
        in clinics or women's health centers. Questions asked by clinicians will make more sense to
        a woman if she understands that PPD is a complication of childbirth and that she is
        undergoing an evaluation for her sensitivity to this condition. Reassuring patients that
        most women go through pregnancy and childbirth with minimal problems can help to put them at
        ease.
Although women may initially be reluctant to reveal personal information regarding their
        mental/emotional state or psychosocial history, many women who have had PPD relate how they
        wish that someone had told them about the illness before it happened to them. This is
        important because knowing what is causing their altered moods and behavior helps to give
        women a sense of control [11,99,100].
The lack of openness, public awareness, and education about PPD contributes to its
        secrecy. Ignorance of this disorder causes women to not seek treatment, which in turn can
        allow the depression to worsen and potentially endanger both the mother and her baby.
        Educational materials made available to pregnant women are an excellent way to begin an
        assessment of a woman's risk for developing PPD.
When an assessment indicates that a prenatal woman is at risk for developing PPD, she
        should be referred to a mental health clinician for further evaluation. A collaborative
        relationship between the woman's healthcare provider and the mental health clinician should
        be maintained throughout the woman's pregnancy and postpartum period [94]. Establishing specific boundaries at the
        outset makes for better, more effective treatment for the mother [73]. Kennedy et al. recommend an
        interdisciplinary model of care that includes practitioners from the mental health, women's
        health, medicine, pediatrics, nursing, nutrition, and social work fields [73]. A team approach will most likely serve the
        mother's and her family's needs. It is essential that an accurate diagnosis of depression is
        made by a qualified professional. If clinicians cannot detect high risk on their own, they
        should refer the patient to a specialist. As stated, the USPSTF recommends that the
        assessment be implemented with adequate systems in place to ensure accurate diagnosis,
        effective treatment, and appropriate follow-up [94,97].
Various states have enacted PPD legislation that mandates that information regarding PPD
        be made available to women and their families. For example, New Jersey specifically requires
        that physicians, nurse midwives, and other licensed health care professionals providing
        postnatal care to women screen new mothers for PPD symptoms prior to discharge from the
        birthing facility and at the first few postnatal check-up visits [23]. Hospitals and other healthcare facilities
        must provide departing fathers/partners and/or other family members with written information
        about PPD as needed, including its symptoms, methods of coping with the illness, and
        treatment resources to overcome the spillover effects of the illness and improve their
        ability to be supportive of the new mother. Illinois requires professionals to screen new
        mothers before discharge, to invite PPD screening at prenatal visits and at each well-baby
        checkup until the infant's first birthday, and to provide information to parents and
        families [24]. Other states (e.g.,
        Minnesota) require that materials regarding PPD be made available to new mothers, partners,
        and their families, but do not specifically mandate screening [101]. Healthcare professionals should be
        familiar with state law in their jurisdiction.
Healthcare professionals who have 24-hour contact with women after delivery should be
        equipped to recognize women who are struggling with depressive symptoms beyond postpartum
        blues. These women should be referred for psychiatric consultation and follow-up before
        being discharged from the hospital. These women should also be given an emergency number to
        call if suicidal or infanticidal ideation emerges. To assist the healthcare professional in
        detecting which women are at highest risk, several screening tools have been developed; two
        examples of validated instruments are the Edinburgh Postnatal Depression Scale (EPDS) and
        the Postpartum Depression Screening Scale (PDSS).

EDINBURGH POSTNATAL DEPRESSION SCALE



The EPDS has been developed to assist primary care professionals to detect mothers
        suffering from PPD. The EPDS was created at health centers in Livingston and Edinburgh and
        consists of ten short statements. The mother chooses one of the four possible responses to
        indicate how she has been feeling during the past week. The responses are then given a score
        between 0 and 3. Most mothers complete the scale without difficulty in less than five
        minutes [12].
A validation study showed that mothers who scored above 13 were likely to be suffering
        from a depressive illness of varying severity. Nevertheless, the EPDS score should not
        override clinical judgment. A careful clinical assessment should be carried out to confirm
        the diagnosis. The scale indicates how the mother has felt during the previous week, and in
        doubtful cases, it may be usefully repeated after two weeks. The scale will not detect
        mothers with anxiety neuroses, phobias, or personality disorders. Users should be instructed
        to [12]:
	Underline the response that comes closest to how they have been feeling in the
            previous seven days.
	Complete all ten items.Avoid discussing answers with others.
	Complete the scale by herself. However, if a patient has limited English proficiency
            or difficulty reading, she may require assistance.


The EPDS may be used to screen women at six to eight weeks postpartum. The pediatric
        health clinic or postpartum check-up may provide suitable opportunities for its
        completion.
The EPDS is limited to certain depressive symptoms and
        does not evaluate a woman's exhaustion, irrational irritability, or thoughts of harming her
        baby. These symptoms should be examined during a clinical assessment by asking specific
        questions relevant to these areas. Nonetheless, the EPDS is the most widely used screening
        tool available to detect PPD [10]. Given
        prenatally, the EPDS has been shown to effectively identify women at risk for PPD [102]. The EPDS may be accessed online at http://www.fresno.ucsf.edu/pediatrics/downloads/edinburghscale.pdf.

POSTPARTUM DEPRESSION SCREENING SCALE



Beck and Gable developed the PDSS, a 35-item self-report instrument, in an effort to
        improve early detection of PPD [103]. The
        screening scale is composed of seven dimensions, each of which consists of specific
        questions relevant to the dimension being measured (Table
          1).
Table 1: POSTPARTUM DEPRESSION SCREENING SCALE (PDSS)
	Dimensions	Sample Statement
	Sleeping/eating disturbances	Tossed and turned for a long time trying to fall asleep
	Anxiety/insecurity	Felt really overwhelmed
	Emotional lability	Cried a lot for no real reason
	Cognitive impairment	Thought I was going crazy
	Loss of self	Felt like I was not normal
	Guilt/shame	Felt like a failure as a mother
	Contemplating harming oneself	Just wanted to leave this world


Source: [103]


Women are asked to indicate their degree of disagreement or agreement with each item on
        a scale of 1 (strongly disagree) to 5 (strongly agree). The validity of this scale to detect
        PPD has been tested and validated to be effective for screening women after delivery [103,104,105]. Additionally, a
        woman's response to items in the self-harm dimension can be used to gauge her level of
        suicidal thinking.
The test yields an overall severity score falling into
        three ranges: 
	Normal adjustment
	Significant symptoms of PPD
	Positive screen for major PPD


The PDSS is available in short and long versions, with a manual for use in clinical
        settings.


9. COMPLICATIONS OF POSTPARTUM DEPRESSION



PROBLEMS IN THE MOTHER-INFANT RELATIONSHIP




Evidence Based Practice Recommendation

Where there is evidence of impairment in the mother-infant relationship
          as a result of maternal depression, the Scottish Intercollegiate Guidelines Network
          recommends additional interventions specifically directed at that relationship be
          offered.
https://www.sign.ac.uk/assets/sign127_update.pdf

             Last Accessed: March 27, 2020
Level of Evidence: C (Well-conducted
          case control or cohort studies with a low risk of confounding or bias and a moderate
          probability that the relationship is causal, directly applicable to the target population
          and demonstrating overall consistency of results)


The occurrence of PPD raises concerns about the quality of
        the mother-infant relationship and the potential impact of a mother's depression on the
        infant. One important aspect of the mother-infant relationship is a mother's adjustment to
        her baby and her understanding of her infant's needs and communications. When a mother's
        depression interferes with her sensitivity to her baby, their interactions can have a
        negative effect on the child [106,107].
Bonding



The benefits of bonding are well known. Most hospitals have incorporated a ritual of
          mother-infant bonding that occurs shortly after delivery, whereby the infant is placed in
          the mother's arms. It is often referred to as the moment of "falling in love," when the
          mother looks into the eyes of the infant and the infant looks back. Whether born of myth
          or scientific reasoning, bonding is considered an important element in initiating the
          mother-infant attachment. The ritual is important, but not essential. If, for some reason,
          this initial bonding is missed, as in the case of a caesarean section, it is obtainable
          the moment the mother sees her baby for the first time [108].
Bonding, in actuality, is a process of closeness,
          comfort, and familiarity that develops over time [19]. When the process of bonding with an infant is disrupted, it can have
          long-term consequences for the future relationship between mother and child. The delay in
          developing attachment may be unusually prolonged and delayed with a clinically depressed
          mother. This attachment difficulty may take different forms. The mother may not be
          nurturing to the infant, or she may have limited interaction with the infant. In some
          cases, the depressed mother may reject her baby emotionally and refuse to have anything to
          do with the infant. The mother may have an adverse sentiment towards the baby and handle
          the baby with irritability. Depressed mothers may also be outwardly angry or resentful
          toward the infant. Some mothers are so consumed with fears of harming their child that
          they avoid even touching him or her. All of these emotions and attitudes toward the child
          affect the process of attachment [2,109].
Klier and Muzik describe the role of perinatal
          psychiatry in maternal-infant bonding issues [110]. They classify the disorders of mother-infant bonding into three
          groups [110]: 
	Delay, ambivalence, or loss in maternal response: Ambivalence or delay in
                bonding may be due to a mother's disappointment about her feelings toward the
                infant. She may have no feelings, feel estranged from the infant, or feel the infant
                is not hers.
	Rejection (threatened or established): Rejection of the infant is expressed
                through strong negative feelings. The mother may dislike or hate the infant and
                express regret over the infant's birth. There is a notable absence of affectionate
                behavior, such as kissing, hugging, cooing, and cuddling. Essentially, she wants to
                keep the infant away from her. A mother may feel trapped by motherhood, and the
                infant is the source of the entrapment. She may wish the infant would be stolen,
                given away, or killed.
	Pathologic anger: Pathologic anger toward the infant may be a mild form, which
                causes the mother distress but is controllable. Alternatively, it may be more
                severe, leading the mother to scream or yell at the infant or have an impulse to
                harm or kill the baby.


A study of approximately 100 subjects found that
          mother-infant bonding disorders were present in 29% of those diagnosed with PPD [111].
Bonding difficulties should be assessed immediately to determine if intervention is
          necessary. Women may be reluctant to admit these problems, but they also may be grateful
          to receive help from someone who understands their distress [110].

Mother-Infant Attachment



Researchers of infant behavior have come to acknowledge
          that the establishment of social relationships is a primary process of development. When a
          child successfully accomplishes communication with others, normal development occurs. A
          child who does not engage the world successfully will not develop normally, regardless of
          the source of the failure. Success or failure depends upon three critical processes [112]: 
	The integrity and capacity of the infant's physiologic systems and central
                nervous system to organize and control physiologic states and behavior
	The integrity of the infant's communicative system to express the infant's
                intention for action to the caretaker and the extent to which the infant
                succeeds
	The caretaker's capacity to read the infant's communications appropriately and
                willingness to take appropriate action


These processes make up what is called "mutual
          regulation," which is the capacity of both the mother (or other caregiver) and infant to
          express their intentions, appreciate the intentions of the other, and allow each other to
          achieve their goals [112].
The literature on maternal-child interactions supports the concept of caretaker
          behavior as an external regulator of the infant's states. Maternal body warmth modulates
          infants' physiologic systems [108,112]. The quality of a caretaker's efforts
          affects the function, structure, and neurochemical architecture of the infant brain. Both
          mother and infant appreciate and adjust their behavior in relation to their partner's
          behavior and the state of the interaction. This system of meaning is established long
          before the child can engage in words, and the effects have lifetime consequences [112].
Both mother and infant develop the skill to sense when the interaction fulfills the
          infant's needs or when the mother's intervention met her intention. Adjustments are made
          as they develop sensitivity to each other's responses. This is how the mother-child
          relationship develops and sets the course for the development of future relationships for
          the infant. The development of an effective sense of self and a reliable relationship with
          caregivers is crucial for the establishment of stable and secure relationships in the
          future [112,113].
Studies have shown that when the mother is depressed, a
          break in the mutual regulatory system occurs [114]. Depressed mothers disrupt the interaction in two distinct ways:
          intrusiveness and withdrawal. It has been reported that intrusive mothers with PPD engaged
          in rough handling, spoke in an angry tone of voice, and interfered with their infants'
          activities. Withdrawn mothers, by contrast, were disengaged, unresponsive, and affectively
          flat and did little to support their infants' activities.
Both disruptions have a deleterious effect on the
          infant's development [112]. The infants of
          intrusive mothers eventually adopt an angry and protective style of coping, which is used
          defensively in anticipation of the mother's behavior. Infants of withdrawn mothers attempt
          to regulate their own emotional states. They may fail at social connectedness due to the
          mother's lack of response. Eventually, the infant will attempt to regulate their affective
          states, resulting in passivity and withdrawal [115]. Infants of either intrusive or withdrawn mothers develop a negative
          affective core characterized by anger and sadness, a representation of the mother as
          unresponsive and untrustworthy, and a representation of themselves as ineffective and
          helpless. This does not lead to successful normal development unless some intervention
          changes the mother's interaction style [112,115,116].



10. IMPACT ON SOCIOEMOTIONAL AND COGNITIVE DEVELOPMENT



Research on infants' early social development demonstrates a remarkable sensitivity to the
      quality of their interpersonal environment from the first days of life [95,106,117]. Findings from a
      study conducted at the Winnicott Research Unit in London suggest that exposure to maternal
      depression in the early postpartum months may have an enduring influence on child psychologic
      adjustment. Researchers report that, "depression has been found to be associated with
      insensitive and negative maternal interactions with the infant in the early postpartum months,
      particularly if the depression persists" [118].
Parents are crucial figures to an infant, acting as the primary partners in teaching their
      children, through their interactions, how to modulate their emotional states. These lessons
      help children learn to cope with failure, anger, and frustration, as well as how to channel
      these emotions into productive activities. A faulty foundation can result in a failure to cope
      as the child enters a larger social arena.
A mother's unresponsiveness or inappropriate parenting
      during infancy may prevent the child from achieving the developmental goals of social
      interaction and object exploration. If an infant learns that a parent is unavailable and
      unreliable, it interferes with the infant's development of a sense of mastery and control over
      events; the infant develops a sense of helplessness and hopelessness [112]. Infants eventually become aware of their
      mothers' anger, sadness, or hostility and begin to react to their parents' state of mind.
      Infants also must cope with their own sadness, anger, and apprehensiveness. Tronick and
      Weinberg speculate that infants become hypervigilant of their mothers' emotional state in
      order to protect themselves [112]. They must
      also protect themselves from their mother's responses by disallowing a high level of emotional
      arousal. Therefore, they become emotionally constricted. One study has indicated that, at the
      end of the first year, infants of depressed mothers express less intense emotional reactions
      to stressful situations and are less emotionally responsive than infants of nondepressed
      mothers. These early patterns can lead to the development of pathologic methods of coping
        [112,115].
Typically, mothers learn to read their infants' intentions and to understand how they can
      respond to fulfill their infants' needs. A mother eventually knows that when the infant cries
      it is because he or she is hungry, cold, or needs a diaper change. This is learned through
      interaction with the infant. These interactions take place over time and are part of a child's
      process of establishing social relatability.
A depressed mother may misread an infant's intentions and react angrily rather than
      supportively. This confuses the infant and may ultimately cause the infant to stop attempting
      to interact socially for fear of rejection. The pattern that is established does not promote a
      healthy or successful strategy for reaching out to others. In order to facilitate healthy
      interactions, it is essential for a mother to comprehend her infant's state of consciousness
      and for the infant to comprehend the mother's state of consciousness [112].
Studies have attempted to research cognitive functioning in infants of mothers with PPD at
      18 months and 5 years of age. Results of these studies suggest that the quality of the
      mother's communication was influenced both by her mental state and the level of adversity that
      she experienced [119]. Further research
      supported this study, indicating that PPD may have lasting adverse effects on a child's
      cognitive development [120]. A review of
      studies showed that PPD reduced children's cognitive performance by impairing maternal mental
      and behavioral care [117]. A study of 1,053
      mothers of infants 6 to 18 months of age found that 46.7% (491 mothers) suffered mild to
      extremely severe depression. The results indicated a correlation between mothers' depression
      levels and developmental delay in infants and a significant correlation between mothers'
      depression and development delays in gross-motor and problem-solving skills [121].
The way in which a mother engages with her infant in the postpartum months comes to
      influence the general nature of infant cognitive performance. One study considered a concept,
      originally proposed by Winnicott in 1956, that a depressed mother's interactions with her
      infant could be "good enough" to sustain a relationship without serious negative outcomes
        [119]. In instances in which there are no
      additional adverse circumstances at home for the mother, she may be able to provide "good
      enough" mothering in spite of her depression. Campbell and Cohn confirm that a consistent
      variable affecting a positive outcome in the early postpartum mother-infant relationship is a
      depressed mother's ability to provide a "good enough" environment for her infant [7].
In a separate study, latent depressive cognitions were investigated in 94 children of
      depressed and nondepressed mothers in a situation of mild stress [122]. Results indicated that children who had
      been exposed to maternal depression either in the previous 12 months or at any other time
      during their lifetime were more likely than children whose mothers were not depressed to
      express thoughts of hopelessness, pessimism, and low self-worth.
Kurstjens and Wolke found that long-term effects may be
      present when a mother's depression is chronic [123]. In the postpartum period, chronic depression in mothers may make infants
      more vulnerable to negative outcomes; short-lived depressions may have fewer consequences for
      the quality of the mother-infant relationship and for infant development. It is thought that
      short-lived PPD with an onset in the first few weeks postpartum and resolution by four to five
      months should have less of an impact on the quality of the attachment than depressions lasting
      six months or longer [123]. A longitudinal
      study of 296 mother-child dyads found that maternal depression at 30 to 90 days postpartum and
      at 12 months was significantly associated with the language development of infants at 12
      months of age, with the impact correlated with the duration of the mother's depression [95].
However, some studies have shown that women experiencing depression in the early
      postpartum period may continue to have difficulties in their relationship with their infants,
      despite remission of their symptoms [7].
      Factors influencing a more positive outcome for the mother-infant relationship include
      satisfaction with spousal support and help with childcare and involvement in early treatment
      for PPD [7,73,124,125].
It is important to identify factors that might buffer the mother-infant relationship in
      order to secure a more positive outcome. Studies suggest that chronically depressed mothers
      who remain at home full-time without support may have more difficulty relating to their babies
      than mothers who work outside the home at least part-time [7]. Mothers who benefit from considerable support and help from others may be
      considered low risk. The other parent of the child and other family members may provide
      childcare and sufficient support to help circumvent potential problems, or alternate
      caregivers may help buffer the infant from stressful interactions with a depressed mother. The
      partner's presence, level of functioning, and willingness to participate in childcare alters
      the consequences of PPD for children [7,124].
POTENTIAL LONG-TERM EFFECTS ON CHILDREN



A study has been completed assessing the long-term effects
        on the children of mothers who were depressed three months postpartum [126]. In a community sample from two general
        practices in London, 149 women were given psychiatric interviews at three months after
        childbirth, and 89% of their children were assessed at 11 years of age. The children of
        women who were depressed at three months postpartum suffered attention deficit problems,
        difficulty with mathematics, and were more likely than other children to have special
        educational needs. The cognitive deficits present at 11 years of age may be a result of the
        quality of the infant's social environment in the first three months of life. Problems were
        noted in the children whether or not the mothers' depression continued beyond three months.
        Boys were more severely affected than girls. These effects on cognitive development were not
        altered by the parent's intelligence quotient (IQ) or socioeconomic status, or by the
        mother's later mental health problems. In this study, PPD was a risk factor for children's
        subsequent cognitive and behavioral problems. These findings demonstrate a long-term legacy
        of PPD that continues to affect children's intellectual development into adolescence [126]. Subsequent studies have reported similar
        findings [127,128,129].
Protective factors make a difference in long-term outcomes. Successful breastfeeding can
        offer an emotional interaction between mother and infant that fosters regulation of
        attention and learning. Mothers' levels of distress and self-preoccupation are seemingly
        reduced during the act of breastfeeding, while focusing on the infants' satisfaction[126]. Furthermore, not all depressed mothers
        are insensitive toward their infants.

CONFLICTS IN THE MARITAL RELATIONSHIP



PPD puts a strain on marital relationships. According to
        Dalton and Horton, PPD is a significant medical cause of marital and relationship breakdown
          [10]. This is especially true when a
        woman's depression is untreated and/or chronic. Marital conflict and dissatisfaction are
        generally common in the first year after childbirth; PPD intensifies stress on the
        relationship during this period. Support from the baby's other parent or a partner is
        critical to a woman's recovery from PPD and may act as a buffer to the mother-infant
        interaction. Most partners do offer support to women coping with PPD. However, as the
        effects of depression multiply, they may become impatient or frustrated by the extra burden.
        In some cases, husbands or partners may be unsupportive or become verbally abusive,
        intentionally or unintentionally. Even when a husband or partner is supportive, the woman
        may feel, due to her depression and feelings of being overwhelmed, that it is not enough
          [63]. Lack of communication and
        misunderstandings of feelings, behavior, and attitudes are common occurrences. Each partner
        perceives the other as being uninterested in his or her activities. Given that women with
        PPD are often preoccupied and withdrawn, these problems may not be resolved and
        miscommunication can grow. Women may feel ashamed to ask for help, which can create a strain
        in the relationship [63].
Three areas have been identified as the most affected: the
        need for practical support, emotional needs, and sexuality. These are complex issues that
        should be dealt with, and most couples struggle to resolve conflicts in these areas.
        Assistance from health or mental health professionals may be needed and has shown to be
        helpful to women with PPD and their husbands or partners [63].

SUICIDE



Statistics show that psychiatric disorders, and
        specifically suicide, account for 20% to 30% of all maternal deaths [130]. A review of deaths from 2006 to 2008
        identified psychiatric illness as the leading cause of maternal deaths in the United Kingdom
          [131]. In the United States, suicide is
        considered the greatest cause of maternal mortality in the year following childbirth [132].
Approximately 5% of women with postpartum psychosis complete suicide. Therefore, suicide
        prevention in a woman with PPD or psychosis should be a high priority [133,134,135]. Although there are
        no specific statistics for suicide rates among women with PPD, a 2013 study of service women
        in the United States found that suicidality (i.e., completed suicides, suicide attempts, and
        suicide ideation including thoughts of self-harm) was 42 times more prevalent in first-time
        mothers with PPD than in those without [136]. The risk of suicide in people with a major depressive disorder is about 25 times that of
        the general population. Most suicides in depressed persons are among those who do not
        receive treatment [137].
For women with PPD, suicide is an ever-present possibility [10,136]. Many women with PPD have reported continual fears of suicide or
        suicidal thoughts. These women may act on suicidal thoughts out of hopelessness and a sense
        of desperation. Family members and those close to mothers with PPD should be instructed to
        keep the danger of suicide in the forefront of their minds at all times. A failed suicide
        attempt may be followed by a completed suicide if it is not taken seriously and appropriate
        treatment undertaken.
Eight out of ten suicidal persons give some sign of their
        intentions [138]. Persons who talk about
        suicide, threaten to attempt suicide, or call suicide crisis centers are 30 times more
        likely to attempt suicide than those that do not [138]. Although not all suicidal individuals indicate their plans, nearly
        three-fourths of all persons who die by suicide have visited a physician in the four months
        before their deaths [138]. It is therefore
        advisable that mental status and signs of suicidal ideation be assessed at every contact
        with postpartum women [139].
Recognizing warning signs of suicidality is essential to suicide prevention. Warning
        signals may include [138,140]:
	Feelings of despair and hopelessness. The more these feelings are described as
            unbearable, the more likely it is that the idea of suicide will enter the person's
            mind.
	Organization of surroundings or affairs. When a woman is making preparations for her
            absence or giving away prized possessions, it is possible she is seriously considering
            suicide.
	Establishment of a specific suicide plan. If a person has a specific method in mind,
            she is more likely to follow through on suicidal thoughts.
	Alcohol or drug abuse. Substance abuse in a depressed person has the effect of
            enhancing impulsive behavior and clouding judgment.
	Improved feeling of well-being. Paradoxically, a person with depression is more
            likely to attempt suicide just when she is on the way to recovery.



HOMICIDE



As noted, approximately 5% of women with postpartum psychosis commit infanticide [133]. Therefore, postpartum psychosis poses an
        immediate danger to the infant, who may require protection from the mother. Mother-infant
        interactions require supervision until the mother is successfully treated for her psychosis.
        There are no statistics available to indicate how many mothers with PPD (but not psychosis)
        commit infanticide. Although a psychotic mother may be a threat to her infant if she goes
        untreated, there is no evidence to date to suggest that these mothers are a danger to other
        people [133].
If a mother with PPD or postpartum psychosis tells any
        family member or healthcare professional that she is having thoughts of harming her baby,
        she should be taken seriously and immediate help should be forthcoming. If she is not
        already being treated for depression or psychosis, she should be referred immediately for
        psychiatric consultation and treatment. A mother who expresses concern that thoughts of
        harming her baby are becoming strong and she is afraid she might act on them should be
        supervised when she is with her baby. Alternatively, she may require hospitalization. A
        mother with PPD or postpartum psychosis who indicates that she has thought about harming or
        wants to harm her baby should never be dismissed.


11. STRATEGIES FOR RECOVERY



SPONTANEOUS RECOVERY



Postpartum blues produce symptoms of increased
        emotionality and sensitivity in new mothers. These symptoms are transitory and usually
        resolve within 5 to 10 days without the necessity of formal treatment. However, there is no
        clear evidence that women recover spontaneously from PPD [141]. Mothers who are breastfeeding may appear to have recovered from
        depression when, in fact, they have not. Some women may breastfeed their children for months
        to years, during which time they may be protected from depression by the production of
        prolactin. Depression may appear in these women after they stop breastfeeding [19]. Other studies of PPD and breastfeeding
        practices suggest that a mother's breastfeeding self-efficacy can both put her at risk for
        PPD and can predict a change in symptoms of currently experienced PPD [142,143]. This should all be taken into account when assessing women for recovery
        and symptom resolution, and it should also reinforce the need for early screening for PPD
          [143]. It has been suggested that there
        may be a possibility for spontaneous recovery in depressed women with milder symptoms and a
        shorter duration [144]. Unfortunately,
        withholding treatment while waiting for a spontaneous recovery may put women at risk for a
        more chronic or severe depressive episode [145,146].

SELF-CARE



For women with PPD, the reduction of stress is essential to protecting against further
        anxiety and to help the brain restore its own potential for self-regulation. In addition to
        the professional treatment a woman receives for her depression, she may choose to engage in
        certain activities to reduce stress and to promote a calmer, more relaxed state of mind
          [13,147].
Caring for a new baby is demanding, and mothers who are depressed can easily feel
        overwhelmed. To take care of the baby adequately, she must also take care of herself. Eating
        healthily, getting enough rest and relaxation, doing gentle exercises, and socializing are
        all part of maintaining and promoting health.
Diet



New mothers should consume two to three portions daily of protein-rich foods, such as
          fish, cheese, eggs, nuts, or meat. Four to five portions of fruit and vegetables should
          also be part of the diet [10]. Dalton and
          Horton recommend that starchy foods every three hours be added to the regular diet for a
          woman with PPD [10]. This may allow women
          with PPD to maintain sufficiently high blood sugar levels required to effectively utilize
          available progesterone. A carbohydrate-rich food should be eaten within one hour of waking
          and one hour before bedtime. Foods high in carbohydrates include flour, rice, potatoes,
          oats, and corn. Starchy foods added to a healthy diet of fruits, vegetables, and protein
          are not necessarily fattening; this may be stressed to new mothers.
Tryptophan is a vital amino acid that must be consumed, as the body does not produce
          it. Tryptophan can be obtained through plant or animal proteins, such as peanuts, brown
          rice, soybeans, fish, turkey, and beef. In the brain, tryptophan is converted into
          serotonin, which facilitates a calming effect [19]. Ensuring that sufficient quantities of iron, folic acid, and vitamin
          A are being obtained is also an important aspect of the postpartum diet [1].
Research has indicated that omega fatty acids may have a protective effect against
          PPD. In a Norwegian study of omega-3 fatty acid levels (generally from seafood
          consumption) in women throughout and after pregnancy, a low omega-3 index in late
          pregnancy was associated with higher depression score three months postpartum [148]. A 2012 meta-analysis supported this
          finding, noting that poor omega-3 intake is common among women of childbearing age [41].

Rest and Relaxation



Sleep is necessary to restore a woman's mood and brain chemistry following pregnancy,
          labor, and delivery. The brain requires a minimum of five hours of uninterrupted sleep per
          day to restore itself to normal functioning [13].
If possible, a spouse or other caregiving partner can
          alternate nights getting up to take care of the baby, allowing the mother to sleep at
          least five hours at a time. Knowing in advance that arrangements for nighttime feedings
          and attention to the baby can be made, mothers may ask for help without feelings of guilt
          or inadequacy [5]. Because women with PPD
          often complain of insomnia, a safe sedative may be prescribed to allow patients to obtain
          enough sleep.
As women with PPD may be overstressed and overly focused on perceived inadequacies,
          only those things that are of high priority, such as taking care of herself and the baby,
          should be attempted. Ideally, she should obtain assistance with household chores, such as
          cooking, cleaning, and shopping, at least for the first few weeks to allow more time for
          her to rest. Extended family can be useful if they are available and willing to help [5]. Family members or friends should also be
          allowed to help with childcare and other activities of daily living. This will free the
          mother's time for therapy sessions, support groups, and unpressured time with the baby
            [5].

Exercise



Exercise is important to a sense of well-being, as it enhances production of
          endorphins in the brain. Exercise can also help to promote a sense of calm, relaxation,
          and better sleep. For women with PPD, exercises should be gentle, not strenuous, and may
          include walking, swimming, physical therapy, and massage [149,150].

Socializing



Although it may be difficult to do, a woman should be
          encouraged to discuss her feelings with her partner/husband, close family members, and
          intimate friends. Hiding feelings due to shame and embarrassment contributes to isolation
          and loneliness. Therefore, although it may be difficult, it will ultimately help a
          depressed woman to have companionship. Isolation can lead to a sense of detachment from
          others, which may make depressive symptoms worsen. The depressed woman should avoid
          spending all of her time alone. Whenever possible, she should be encouraged to get dressed
          and leave the house.
It is also important for a woman with PPD to spend time alone with her partner/husband
          when the baby is quiet or asleep. These times together can be productive for both parents
          and allow them to be together without the usual stress of caring for a new baby [5].


EDUCATION




Evidence Based Practice Recommendation

According to the American Psychiatric Association, education about the
          symptoms and treatment of major depressive disorder should be provided to postpartum
          mothers in language that is readily understandable to the patient.
https://psychiatryonline.org/pb/assets/raw/sitewide/practice_guidelines/guidelines/mdd.pdf

             Last Accessed: March 27, 2020
Strength of Recommendation: I
          (Recommended with substantial clinical confidence)


Knowledge about PPD can be very helpful to new mothers who suffer symptoms of
        depression. Women have reported that not understanding their symptoms greatly added to their
        distress [11,100]. Given the effects of PPD on new mothers,
        it is vital to send a new mother home with proper education about one of the most common
        complications of delivery and its effects on her and her baby. In addition to having patient
        education materials on PPD readily available, it is equally important for healthcare
        professionals to educate women about parenting skills. Taking the time to discuss the care
        of a new baby can make a big difference in helping new mothers feel competent and
        confident.
Partners also need education regarding PPD and potentially coping with a depressed
        mother. In cases when PPD has been diagnosed, partners' education might consist of
        suggestions regarding their supporting role in assisting their partner through recovery. The
        following suggestions may be helpful [10,63,149]:
	Listen without giving logical advice or trying to fix the problem.
	Offer hope that she will recover.
	Take care of the baby as much as possible.
	Ensure that the mother gets at least five continuous hours of sleep during the night
            whenever possible.
	Make regular, unsolicited offers of assistance.
	Hire household help, if possible.


Partners should not feel helpless or useless if they have been advised about how to
        offer emotional and practical support to mothers with PPD [63]. Partners often find that they have unexpected physical and emotional
        adjustments after having a baby. They may experience their own form of exhaustion as a
        result of changes in household schedule, interrupted sleep, increased financial
        responsibilities, and concern for the mother's emotional and physical needs. Partners should
        be encouraged to participate as much as possible in educational activities and to also seek
        professional help should they begin to feel overwhelmed with the additional burdens of new
        parenthood and PPD [149].
There is some evidence that men may experience a form of
        PPD following the birth of their child [151,152]. The strongest predictor of
        paternal PPD in one study was the presence of maternal depression, with symptoms tending to
        arise after those of the mother [152].
        Therefore, fathers should also be assessed for signs and symptoms of depression in the
        postpartum period, particularly when their partner is depressed. Educating both parents can
        assist them to work together for mutual benefit and for the benefit of the baby, and may
        alleviate possible marital discord. In one analysis, fathers reported fewer depressive
        symptoms if they received support from midwives, child health nurses, and their partners
        (mothers) [240].


12. TREATMENT STRATEGIES



PHYSIOLOGIC



Hormone Therapy



A reduction in hormones after delivery is thought to be
          a major factor in the etiology of PPD in predisposed women. Therefore, the use of hormonal
          treatment as prophylaxis or a treatment component seems plausible. Since 1970, several
          studies were carried out investigating the efficacy of either estrogen or progesterone in
          the management of PPD. There are several problem areas in these studies, both in regards
          to methodologic issues and in the use of different hormones in the studies [153]. More structured research is necessary
          in order to ascertain efficacy.
Estrogen
The value of estrogen in the treatment of PPD is supported by studies conducted
          between 1970 and 2002. However, methodologic shortcomings make the studies unreliable. The
          use of estrogen in the postpartum period, particularly the use of synthetic estrogen, may
          have significant side effects [153]. In
          addition, more recent evidence indicates the impact of reproductive hormones may be
          mediated by differences in sensitivity to estrogen among postpartum women [49].
Measurements of hormonal levels proved to be one methodologic flaw. Levels of hormones
          measured from plasma sampling determine the total amounts of progesterone and estrogen
          rather than the free fraction, which is unbound to plasma proteins and freely permeates
          into the central nervous system. It is this biologically active fraction that modulates
          the synthesis of proteins, neurotransmitters, and receptors in the central nervous system.
          Thus, serum levels of hormones may render inaccurate results [153]. Dalton and Horton stipulate that the
          only accurate method of measuring free estrogen and progesterone levels is via saliva
          testing [10].
In 1996, Gregoire et al. conducted a double-blind, placebo-controlled study of
          estrogen skin patches in the treatment of PPD [154]. The women who participated in the study had either severe or chronic
          depressive symptoms that began 3 months postpartum and persisted up to 18 months. The
          women were assessed monthly using the EPDS. Although the study concluded that estrogen was
          better than placebo in relieving both dysphoric mood and biologic symptoms of depression,
          many of the women who received estrogen took antidepressants simultaneously [154]. The use of estrogen combined with
          antidepressants requires further consideration.
Other studies have been conducted evaluating estrogen as a treatment for PPD; however,
          many of these studies were also complicated by the co-administration of antidepressants,
          which leads to inconclusive evidence of the benefits of estrogen alone to treat PPD.
          Whether estrogen is of value in the treatment of PPD is yet to be determined [153,155,156].

Evidence Based Practice Recommendation

According to the Scottish Intercollegiate Guidelines Network, the use
            of estrogen therapy in the routine management of patients with postpartum depression is
            not recommended.
https://www.sign.ac.uk/assets/sign127_update.pdf

             Last Accessed: March 27, 2020
Level of Evidence: B (High-quality
            systematic reviews of case control or cohort studies, directly applicable to the target
            population, and demonstrating overall consistency of results)


There are concerns regarding the risks associated with the use of synthetic estrogens
          in the postpartum period, including the increased risk for the development of deep vein
          thrombosis, cardiovascular complications, endometrial hyperplasia, problems with
          breastfeeding, and increased depression. The safest dosage and route of administration
          should be clarified before it can be recommended [153]. There are no reported studies on the use of natural estrogen in the
          treatment of PPD [155].
Estrogen may be taken orally, vaginally, transdermally, or through a device inserted
          into the uterus. Natural estrogens are available through the use of skin patches,
          transdermal creams, or vaginal creams [13]. Natural transdermal estrogen creams, such as bio-identical 17-beta estradiol and
          vaginal creams, are available only from compounding pharmacies.
Progesterone
It has been suggested that only naturally occurring progesterone has mood-elevating
          properties [10]. Thus, studies using
          synthetic progestogens as prophylaxis or treatment for PPD are not comparable to studies
          using natural progesterone.
Critics of Dalton's use of progesterone both as prophylaxis and treatment for PPD cite
          methodologic problems and the fact that the dosages are not standardized. Other criticisms
          include the fact that patients who participated in the studies were volunteers and there
          was not an adequately constructed control group against which to test the treatments [153]. Although criticisms of Dalton's
          progesterone treatments persist, no further studies have been conducted on the use of
          natural progesterone for the treatment of PPD [155].
One problem with the use of progesterone is that it
          cannot be given successfully by mouth or as a skin patch, but must be administered by
          injection or vaginal or rectal suppository. According to Dalton and Horton, 400-mg
          suppositories administered twice daily are the minimum effective dose [10]. However, empirical data has not found
          progesterone to be effective in the treatment of PPD and it may intensify depressive
          symptoms in some patients [157].
As with estrogen, the largest concentration of progesterone receptors is in the limbic
          area of the brain, which is considered to be the center of emotion. The amount of
          progesterone present in the blood is not as important in regards to PPD treatment as the
          amount of progesterone that reaches the nuclei and is then metabolized [10].
Progesterone receptors will not transport molecules of progesterone in the presence of
          adrenalin, because during times of stress the receptors transport corticosteroids rather
          than progesterone into the nuclei. If there is low blood sugar, the progesterone receptors
          transport glucocorticoids back into the cells in preference to progesterone. This helps to
          explain why oral progesterone is not effective. Oral progesterone must pass through the
          liver, which contains many progesterone receptors that metabolize the progesterone before
          it reaches the brain. Also, progesterone does not pass easily through the skin into the
          blood stream and is therefore not suitable for administration by cream or patch. There are
          no routine laboratory tests to determine the number or function of progesterone receptors
            [10].
Progesterone therapy may be given with any other medications, including
          antidepressants. It is considered safe for women who are breastfeeding. Progesterone
          should be halted for a 14-day period every month beginning with menstruation. As noted,
          the minimum effective dose for management of depressive symptoms is 400 mg suppositories
          twice daily or, alternatively, one 50 mg injection daily. These doses can be titrated
          upward to a maximum of six 400 mg suppositories daily or one 100 mg injection daily. Blood
          sugar should be monitored and kept stable [10].
Given the controversy over treatment of PPD with estrogen or progesterone, consensus
          has not been reached on the use of hormonal treatments for PPD. This area of inquiry
          deserves further study.


PHARMACOTHERAPY



Healthcare professionals should engage in a dialogue with patients with PPD to determine
        the treatment or medication that works best and to attempt to establish an informed
        decision. There is no way to know in advance which medication will be the most effective in
        treating PPD for an individual. If a woman has taken an ineffective medication for
        depression in the past, then it is wise to avoid it. If a medication has been effective in
        the past, it should be considered the drug of choice [2]. The main classifications of antidepressants used to treat depression
        are selective serotonin reuptake inhibitors (SSRIs), serotonin-norepinephrine reuptake
        inhibitors (SNRIs), tricyclic antidepressants (TCAs), monoamine oxidase inhibitors (MAOIs),
        and atypical antidepressants.
Selective Serotonin Reuptake Inhibitors



SSRIs affect the action of the neurotransmitter serotonin. When serotonin is released
          in the synapse between neurons, it is reabsorbed by the brain cells, through the process
          of reuptake. Depression is assumed to be connected with decreased availability of
          serotonin and other neurotransmitters; therefore, interference with the reuptake of
          serotonin allows more to be available to boost communication in the brain. SSRIs inhibit
          only the reuptake of serotonin. Because SSRIs affect only one neurotransmitter, they
          presumably have fewer uncomfortable side effects than the more traditional antidepressants
            [158,159]. The more acceptable side effect profile of SSRIs makes them the drugs
          of choice for many depressive disorders [159,160].
Some of the most commonly used SSRIs are fluoxetine, paroxetine, sertraline,
          fluvoxamine, escitalopram, and citalopram [159,161]. Of these drugs,
          fluoxetine, paroxetine, and sertraline are prescribed most often [159,162]. Fluvoxamine, which is approved to treat obsessive-compulsive
          disorder, is sometimes used off-label to treat depression [161].
Benefits
The major benefit of SSRIs is their effectiveness in reducing symptoms of depression
          more quickly than the tricyclic antidepressants. These medications are also less likely
          than other antidepressants to have adverse interactions with other medications. However,
          some do exist [161].
SSRIs are especially useful if given in the early stages of depression, when symptoms
          are mild-to-moderate and are particularly effective in patients with obsessive-compulsive
          symptoms (particularly fluvoxamine) [161].
          However, they are also effective for severe depressive disorders. Administration of an
          SSRI should result in elevated mood, lessened depressive symptoms, and an increase in
          self-confidence. Women should also experience less fatigue and a renewed ability to care
          for themselves and their babies. As depression improves, medication may be gradually
          decreased and eventually discontinued altogether [158,160].
Treatment with antidepressants as early as possible in the course of the illness may
          shorten and lessen the symptoms of PPD, affecting change within several weeks rather than
          months. Antidepressant treatment also reduces parenting stress. Improvement in the
          mother-infant interaction then has the benefit of reducing the negative impact of PPD on
          child development [127,133]. It should be noted that the effects of
          the SSRIs may not be seen for many days or weeks after instituting treatment.
Possible Adverse Reactions
The side effects of SSRIs are generally considered to be milder than traditional
          antidepressants, although there are still several side effects. They may initially
          increase anxiety or panic symptoms, and so should be avoided in patients whose depression
          includes these features. Those sensitive to SSRIs may have more severe reactions. Side
          effects may include [163,164]:
	Loss of appetite, weight loss
	Increased appetite, weight gain
	Nausea
	Allergic reactions, rash
	Dry mouth
	Headache
	Nervousness
	Restlessness
	Manic or hypomanic behavior
	Agitation
	Irritability/Anxiety
	Tremors
	Dizziness
	Increased sweating
	Insomnia
	Convulsions (rarely)
	Sexual dysfunction
	Drowsiness


Side effects that do occur usually subside after two weeks, when the body adjusts to
          the medications [161,165]. Adverse drug interactions have been
          noted with [163,164]:
	All other antidepressants
	Antihistamines
	Diabetes medications
	Antihypertensives
	Psychotropic drugs
	Caffeine
	Alcohol
	Cough suppressants
	Theophylline
	Tobacco
	Warfarin


These substances should be avoided while taking an SSRI for depression [164].
There are also certain medical conditions that warrant caution when considering the
          use of SSRIs, including [163,164]:
	Epilepsy
	Individuals receiving electroconvulsive therapy
	A personal or family history of bipolar disorder
	Heart disease
	Liver or kidney disease (Severe kidney or liver disease can result in higher than
              normal levels of the SSRIs.)
	Bleeding disorders
	Manic-depressive disorder
	Pregnancy or breastfeeding


Patients should be cautioned not to abruptly stop taking SSRIs, as withdrawal symptoms
          may occur [165,166].
Risks
The U.S. Food and Drug Administration (FDA) has alerted
          healthcare professionals and the public regarding a potentially life-threatening condition
          called serotonin syndrome. Serotonin syndrome, or serotonin toxicity, results from an
          excess of serotonergic activity in the central nervous system. It is seen only rarely in
          postpartum women, usually when multiple antidepressants, such as TCAs, MAOIs, St. John's
          wort, or opioids are combined. Serotonin syndrome is a medical emergency that requires
          immediate treatment. Symptoms and signs of this syndrome include [167,168]: 
	Restlessness
	Tachycardia
	Diarrhea
	Nausea
	Vomiting
	Overactive reflexes
	Loss of coordination
	Hallucinations
	Hyperthermia
	Hypertension
	Coma


A risk of violent behavior has been associated with the use of SSRIs in a small number
          of people. In adverse drug event monitoring in the United Kingdom, violent events were
          reported in 56 of 13,741 (0.41%) patients taking paroxetine and 60 of 12,692 (0.47%)
          patients taking fluoxetine [169]. At the
          time of the study, researchers concluded that instances of serious violence among
          individuals using antidepressants were likely to be very rare [169]. However, Swedish researchers examined
          data from more than 850,000 individuals and found that SSRI use was linked to a 43%
          increased risk for violent crime among people 15 to 24 years of age. There was no
          significant association among older individuals [170].
An increased risk of suicidal thinking and behavior has been observed in young adults
          18 to 24 years of age who are taking antidepressants, generally during the first one to
          two months of treatment. In 2004, the FDA issued a black-box warning about the increased
          risk of suicidality for all antidepressants. The warning has been updated and states that,
          "antidepressants increased the risk [compared to placebo] of suicidal thinking and
          behavior (suicidality) in short-term studies in children and adolescents with major
          depressive disorder and other psychiatric disorders. Anyone considering the use of [any
          antidepressant] in a child or adolescent must balance this risk with the clinical need"
          [171; 172]. The warning statements also emphasize that depression and certain other
          psychiatric disorders are themselves the most important causes of suicide [172].
Patients of all ages, including adolescent mothers with PPD, should be monitored
          carefully for clinical worsening, unusual changes in behavior, or suicidal risk both if
          treated with antidepressants or if no pharmacologic treatment is offered. Families and
          caregivers should be advised of the need for close observation and communication with the
          prescriber [172]. Fluoxetine is approved
          for use in children and adolescents for the treatment of major depressive disorder.
          Fluoxetine, sertraline, and fluvoxamine are approved for use in children and adolescents
          for the treatment of obsessive-compulsive disorder [163]. The remaining antidepressants are not FDA-approved for use in
          children [163,172,173]. The issue of treatment of depression in the pediatric population is
          hotly debated and requires additional research [174,175].
The FDA has recommended that healthcare providers consider the following points when
          treating patients with antidepressants [172]:
	All patients being treated with antidepressant medications, particularly those
              being treated for depression, should be watched closely for worsening of depression
              and for increased suicidal ideation or behavior.
	Close observation may be especially important when antidepressant medications are
              started for the first time or when doses have been changed.
	Patients whose symptoms worsen while being treated with antidepressants, including
              an increase in suicidal ideation or behavior, should be evaluated immediately.
	Consideration should be given to changing the therapeutic regimen, including
              discontinuing the medication, in patients whose depression is consistently worse or
              who are experiencing symptoms that might be precursors to worsening depression or
              suicidality, especially if these symptoms are severe, abrupt in onset, or were not
              part of the person's presenting symptoms.


Patients taking antidepressants should be encouraged to be alert to the emergence of
          anxiety, agitation, panic attacks, insomnia, irritability, hostility, aggressiveness,
          impulsivity, akathisia (i.e., psychomotor restlessness), hypomania, mania, other unusual
          changes in behavior, worsening of depression, and suicidal ideation, especially early
          during antidepressant treatment and when the dose is adjusted. Families and caregivers of
          patients should be advised to observe for the emergence of such symptoms on a day-to-day
          basis, as changes may be abrupt. Such symptoms should be reported to the patient's
          prescriber or health professional, especially if they are severe, abrupt in onset, or were
          not part of the patient's presenting symptoms. Symptoms such as these may be associated
          with an increased risk for suicidal thinking and behavior and indicate a need for very
          close monitoring and possibly changes in the medication [171,172].
Women who are planning to breastfeed should be made aware that antidepressant
          medications are secreted in breast milk, and breastfeeding while taking antidepressants
          exposes infants to potential effects of these drugs. However, the concentration of
          antidepressants in breast milk represents relatively low doses. In general, if lower-risk
          interventions are not effective, pharmacotherapy should be considered. As with any
          medication use, the benefits should be carefully weighed against the risks to the patient
          and infant. The same risk assessment should apply to continuing breastfeeding in those
          with severe depressive symptoms. For those taking antidepressants, toxic symptoms
          appearing in an infant should be reported immediately [133].
The AAP recommends exclusive breastfeeding for six months, with continuation for one
          additional year as mutually desired by the mother and child. If breastfeeding is helping a
          mother bond with her infant (rather than contributing to symptoms), it should be
          incorporated into PPD treatment. Alternatively, if breastfeeding is contributing to a
          woman's distress, she should not feel guilty for choosing to seek alternative forms of
          feeding.
Studies have shown that SSRIs peak in the breast milk
          seven to nine hours after maternal dosing. The highest concentrations are found in the
          hindmilk [163,176,232]. The best time to nurse is one hour before taking the SSRIs. If a
          mother must breastfeed during the peak concentration, she may nurse for a brief period and
          discard the hindmilk, which will help to reduce the amount of medication the baby receives
            [177].
A few studies of breastfeeding children have found low infant serum levels of
          sertraline [178,179]. Another study indicated the relative
          safety of nortriptyline, paroxetine, and sertraline [180]. Although sertraline may appear to be the safest SSRI for
          breastfeeding mothers, the long-term neurobehavioral development of exposed infants has
          not been investigated [163,176]. A review of evidence about the safety
          of each SSRI during pregnancy found evidence suggesting a teratogenic potential of the
          whole SSRI class. The teratogenic effects are mainly in the heart region, often described
          as septal defects [181].

Evidence Based Practice Recommendation

The Scottish Intercollegiate Guidelines Network recommends avoiding
            doxepin for treatment of depression in women who are breastfeeding. If initiating
            selective serotonin reuptake inhibitor treatment in breastfeeding women, then
            fluoxetine, citalopram, and escitalopram should be avoided, if possible.
https://www.sign.ac.uk/assets/sign127_update.pdf
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Fluoxetine produces the highest proportion of infant
          levels (22%), elevated more than 10% above the average maternal level, and fluoxetine has
          a longer half-life than either sertraline or paroxetine [166]. Two case reports of nursing infants
          whose mothers were taking fluoxetine related instances of increased irritability, colic,
          increased crying, decreased sleep, increased vomiting, and watery stools [176]. The long-term neurobehavioral
          development of infants exposed to fluoxetine has not been investigated. It is a drug "of
          concern" and should be used with caution in nursing mothers [163].
In the past, the AAP has maintained a list of drugs for which the effect on nursing
          infants is unknown but may be of concern [182]. However, in 2010 the AAP retired this guideline [183]. The AAP now states that only a small
          proportion of medications are contraindicated in breastfeeding mothers or are associated
          with adverse effects on their infants [184]. Prescribers are advised to follow labelled warnings and consult online tools, such as
          LactMed (https://www.ncbi.nlm.nih.gov/books/NBK501922), for up-to-date information on
          medication use during breastfeeding [184,185].

Serotonin-Norepinephrine Reuptake Inhibitors



SNRIs act by inhibiting the reuptake of the neurotransmitters serotonin and
          norepinephrine. This results in an increase in the extracellular concentrations of
          serotonin and norepinephrine and therefore an increase in neurotransmission [186,187]. Most SNRIs, including venlafaxine, desvenlafaxine, levomilnacipran,
          and duloxetine, are several-fold more selective for serotonin over norepinephrine.
Benefits
SNRIs are a newer class of antidepressants, with use in the United States beginning in
          the 2000s. As such, there is not a large body of evidence comparing SNRIs to other
          available antidepressants. Venlafaxine is especially beneficial in treating anxiety in
          depressed patients. At lower doses (75 mg/day), venlafaxine acts much like an SSRI;
          SSRI-like side effects such as gastrointestinal upset often improve at higher doses
          (150–300 mg/day) [187]. However,
          discontinuation syndrome has been reported to be markedly worse for venlafaxine when
          compared to other SNRIs. The SNRIs also have an important role as second-line agents in
          patients who have not responded to SSRIs
Adverse Reactions
Safety, tolerability, and side effect profiles of SNRIs are similar to SSRIs, with the
          exception that the SNRIs have been associated (rarely) with sustained elevated blood
          pressure. SNRIs can be used as first-line agents, particularly in patients with
          significant fatigue or pain syndromes associated with the episode of depression [186,187]. Typical side effects include [163]:
	Headache
	Fatigue
	Dizziness
	Insomnia
	Anxiety
	Nausea
	Xerostomia
	Sexual dysfunction
	Weakness
	Diaphoresis


The manufacturer of venlafaxine specifically does not recommend breastfeeding during
          therapy [163].

Tricyclic Antidepressants (TCAs)



TCAs act by increasing levels of both serotonin and norepinephrine in the brain. In
          this way, TCAs differ from SSRIs in that they affect two neurotransmitters rather than
          just serotonin, and they have a different side effect profile. As with SSRIs, there is no
          way of knowing which antidepressant will be most beneficial to each individual woman [159].
The most common TCAs are clomipramine, amitriptyline, nortriptyline, desipramine,
          trimipramine, and imipramine. Treatment with TCAs should be at the lowest possible
          therapeutic dose to minimize possible side effects. To be most effective, antidepressant
          treatment should be combined with counseling or psychotherapy in most instances [188].
Benefits
The main benefit of TCAs is their long history of effectiveness in treating
          depression. TCAs were first utilized in the late 1950s and have amassed a record of
          treatment success [188]. Therefore, TCAs
          remain a viable option. Women for whom PPD is a recurrent depression may have a prior
          history of success with one of the TCAs, which makes the choice easier [160].
Some benefits of TCA use are the same as those described for SSRIs, including the
          reduction of symptoms and the potential positive effects of the mother's rapid recovery.
          Relief from symptoms can help a mother function despite continuing depressive symptoms and
          difficulty coping with problems. The degree of response, from a slight relief of symptoms
          to complete relief, depends on a variety of factors related to the individual woman and
          the severity of the depression being treated [159]. A potential benefit of nortriptyline for breastfeeding women is that
          it usually produces undetectable infant levels [180]. There are no food restrictions with any of the TCAs, with the
          exception of caffeine and alcohol.
Adverse Reactions
TCAs tend to have more adverse side effects than SSRIs. Although side effects
          associated with TCAs vary with the individual and the specific antidepressant taken, in
          some cases, the side effects may make the drug unusable for some women. Some typical side
          effects are [163,189]:
	Drowsiness
	Anxiety
	Restlessness
	Dry mouth
	Constipation
	Blurred vision
	Urinary retention
	Cognitive and memory difficulties
	Weight gain
	Increased sweating
	Dizziness
	Decrease in sexual ability and desire
	Muscle twitches
	Fatigue and weakness
	Nausea
	Increased heart rate
	Arrhythmias (very rare)


These side effects usually resolve within two weeks and can be reduced by lowering the
          dosage or switching to another TCA. If the adverse effects are unbearable or if they do
          not resolve, use of the medication is discontinued. When discontinuing an antidepressant,
          doses should be gradually tapered to avoid withdrawal symptoms [159].
Risks
There are a variety of factors that contraindicate the
          use of TCAs. TCAs should not be prescribed to anyone with a history of heart disease, as
          they may cause cardiovascular problems. There have also been cases of TCAs triggering
          manic episodes in patients with a personal or family history of bipolar disorder [190,191]. It is also important not to prescribe TCAs with any of the following
          medications or other items, as there are risks of dangerous interactions [189]: 
	Bicarbonate of soda
	Oral contraceptives
	Some sleeping medications
	Some anticoagulants
	Aspirin
	Other antidepressants
	Diabetes medications
	Antiarrhythmic medications
	Mood stabilizers and anticonvulsants
	Pain medications and anesthetics
	Blood pressure medications
	Stimulants
	Weight loss drugs
	Diuretics
	Thyroid supplements
	Tobacco
	Antihistamines
	Alcohol
	Antibiotics
	Sedatives and tranquilizers
	Estrogen
	Disulfiram
	Antipsychotic drugs
	Antifungal agents
	Ephedrine


Heart arrhythmias have been reported in adolescents taking desipramine; therefore,
          extreme caution is advised about the use of desipramine with adolescent mothers [159,189]. The drug is not FDA approved for use in pediatric patients [163]. Due to the possibility of serious
          cardiac complications, TCAs can be lethal if misused at high doses [163]. Because suicidality is a risk in PPD,
          the danger of overdosing should be considered in prescribing TCAs [188].
As approximately 50% of all new mothers choose to breastfeed, treatment with
          antidepressants should be of concern [133]. As mentioned, while essentially all antidepressant medications transfer to breast
          milk, different medications are excreted at different levels. The treatment goal should be
          to minimize the amount of antidepressant the baby receives while maximizing the mother's
          emotional health. For healthy, full-term babies, the known benefits of breast milk could
          outweigh the potential hazards of most antidepressant medications [177]. The TCA doxepin should be avoided due
          to a case report of infant respiratory distress. Data on citalopram, fluvoxamine,
          bupropion, and venlafaxine are more limited, and their use cannot be recommended during
          breastfeeding. One study evaluating the potential consequences of TCA exposure through
          breast milk followed exposed children through preschool age and found that exposed
          children were developmentally similar to non-exposed children [186].

Monoamine Oxidase Inhibitors (MAOIs)



There are a small number of people for whom MAOIs are the best treatment [159]. Monoamine oxidase, an enzyme found in
          the brain, destroys neurotransmitters such as serotonin and norepinephrine. MAOIs act by
          inhibiting the activity of monoamine oxidase, blocking the breakdown of the
          neurotransmitters and making more serotonin and norepinephrine available to the neurons
            [192,193]. The traditional MAOIs are phenelzine, tranylcypromine, selegiline,
          and isocarboxazid [192,193].
Benefits
MAOIs work more quickly than TCAs and provide relief from symptoms shortly after
          beginning treatment. MAOIs are generally prescribed for people who do not initially
          respond to TCAs or SSRIs and for cases of atypical depression. Due to their stimulating
          effect, MAOIs may be preferable in the treatment of chronic low-level depression [159,163].
Adverse Reactions
The side effects of the common MAOIs are generally minimal. When adverse effects do
          occur, they include dizziness, rapid heartbeat, loss of sexual interest, and food
          interactions [163,192]. MAOIs can react with certain foods,
          alcohol, and some medications to produce a severe reaction. Reactions, which may not
          appear until several hours following ingestion of the medication, may include a severe
          rise in blood pressure, headache, nausea, vomiting, rapid heartbeat, confusion, seizures,
          stroke, psychotic symptoms, or coma [192].
Foods that contain a high level of tyramine can interact with MAOIs [163]. These foods mostly consist of aged
          cheeses; smoked, dried, or fermented meat; fish; air-dried sausages; soy products; red
          wine; beer and ale; fava beans; ripe figs; Brewer's yeast or yeast extracts; pickled or
          salted herring; beef or chicken liver; overripe bananas or avocados; sauerkraut; soups
          made from beef bouillon or Asian soup stocks, such as miso soup; white wine; gin; vodka;
          sour cream; yogurt; saccharine; and chocolate. Any of these foods can cause problems if
          ingested in large amounts [194].
Drug interactions are similar to those described for TCAs and may occur with [163,195]:
	Other antidepressants
	Asthma medications
	Cold, cough, allergy, sinus, and decongestant medications
	Diabetes medications
	Antihypertensives
	Mood stabilizers
	Painkillers and anesthetics
	Sedatives and tranquilizers
	Stimulants and street drugs
	Weight loss and appetite-suppression medications


MAOIs should also never be combined with SSRIs due to the risk of serotonin syndrome
            [159,163]. Serotonin syndrome, or serotonin toxicity, results from an excess of
          serotogenic activity in the central nervous system. The symptoms include tachycardia,
          diaphoresis, hypertension, hyperthermia, clonus, and disseminated intravascular
          coagulation. It is seen only rarely in postpartum women, usually when multiple
          antidepressants, such as SSRIs, SNRIs, TCAs, MAOIs, and St. John's wort, are combined
            [159,163].

Brexanolone



In 2019, the FDA approved the first drug specifically for the treatment of PPD [226]. Chemically, brexanolone is identical to
          endogenous allopregnanolone, a hormone that decreases after childbirth. It modulates
          GABA-A receptors, which become dysregulated in the postpartum period [163]. It is administered as a continuous IV
          infusion over a total of 60 hours (2.5 days) [226].
At the time of its approval, available only through a restricted program called the
          Zulresso Risk Evaluation and Mitigation Strategies Program that requires the drug be
          administered by a healthcare provider in a certified healthcare facility. Patients must be
          enrolled in the program prior to administration of the drug [226].
Benefits
Studies indicate that infusion of brexanolone results in a significant and clinically
          meaningful reduction in HAM-D total score in women with severe PPD, compared with placebo
            [227]. The drug appears to have a rapid
          onset of action and durable treatment response, adding a novel option for women with
          severe or refractory disease [227,228].
Adverse Reactions
Side effects to brexanolone can occur after the infusion has concluded and the patient
          has been discharged home. Moderate effects include sedation, dizziness, faintness,
          xerostomia (dry mouth), and skin flushing. More serious and/or potentially lifethreatening
          effects include loss of consciousness, severe sedation, anaphylaxis, and suicidal thoughts
          (particularly in those younger than 25 years of age) [238].
Risks
Brexanolone includes a black-box warning regarding the risk of serious harm due to the
          sudden loss of consciousness and for potential risk to children. During treatment,
          patients are monitored every two hours for loss of consciousness. If loss of consciousness
          occurs, treatment is immediately discontinued until the patient regains consciousness and
          symptoms resolve. Patients are also monitored for hypoxia via continuous pulse oximetry
          with alarm throughout treatment. If hypoxia develops, treatment is immediately terminated
            [239]. While receiving the infusion,
          patients must be accompanied during interactions with their child(ren). Patients should be
          counseled on the risks and instructed that they must be monitored for these effects at a
          healthcare facility for the entire 60 hours of infusion. Patients should not drive,
          operate machinery, or do other dangerous activities until feelings of sleepiness from the
          treatment have completely dissipated [226].


PSYCHOSOCIAL INTERVENTIONS



Individual Therapy



Often, individual therapy and antidepressant medications
          are combined in a treatment regimen. However, some women with PPD will respond well to
          psychotherapy alone [63]. The decision of
          whether to use a medication is based on a complex combination of factors that include the
          severity of symptoms, the individual's preferences, the response to other treatments or
          changes in support, and the risk of side effects. In many cases, support and education
          alone are not effective treatments for PPD, and medication must be added. The presence of
          certain symptoms, such as loss of concentration, severe insomnia, confusion, extreme
          indecisiveness, and severe feelings of guilt, indicate that psychotherapy alone will not
          be a sufficient treatment option. It is important to remember that in severe cases of PPD,
          medications may contribute to a quicker, fuller, and longer-lasting recovery [63,196].
Success has been reported with the use of interpersonal
          psychotherapy [66,196]. However, it is unclear whether
          individual psychotherapy is effective prophylaxis to prevent recurrence of PPD in the five
          years after the initial onset of depression. Individual psychodynamic psychotherapy and
          cognitive behavioral therapy have also been effective in the treatment of PPD [196,197,198]. All women with
          PPD should be offered psychosocial treatment, and this is of particular urgency for women
          with severe symptoms or psychosis. Some women, however, may refuse treatment.

Group Therapy



As is well known, group therapy is an established form of professional treatment
          involving several individuals with similar issues meeting together at a specified time.
          The group is usually led by a singular therapist, but may include more than one group
          leader. Group therapy sessions may be limited to a specific number of meetings or may be
          ongoing. Meetings may be structured, with a set agenda or format for each group, or
          nondirective, with no specific topic except those issues that the participants decide to
          discuss. To obtain the best results, group therapy should be combined with individual
          psychotherapy rather than undertaken as a singular therapeutic regimen, especially for
          those depressed mothers who require individualized care.
The advantages of group therapy are that it is cost
          effective, reduces isolation, and offers support and empathy from others with similar
          problems. The disadvantages are that there is no one-on-one interaction between the
          therapist and each individual, and the group is not specifically tailored to meet each
          individual's particular needs [34].
          Additionally, some mothers' childcare responsibilities may interfere with their ability to
          attend and participate in group therapy sessions [199]. A feasibility study on the effects of telecare therapy (i.e., a
          combination of cognitive-behavioral therapy, relaxation techniques, and problem-solving
          strategies) indicated that this may be an effective treatment option for women with PPD
          who are unable to attend group therapy sessions or support groups [200].

Support Groups



Social groups and self-help groups specifically established for women with PPD may be
          very helpful. These groups are not intended to provide therapeutic outcomes, but are
          created to provide support, empathetic listening, understanding, and information, all of
          which are important for depressed mothers. Women who wrote about their experiences with
          PPD specified that these groups gave them valuable practical guidance on day-to-day issues
            [11,99].
Self-help groups for PPD are usually led by a woman who has personal experience with
          PPD. This woman shares her knowledge and experience as guidance for other women, helping
          them deal with PPD. Resources for treatment of PPD and practical advice are usually part
          of such groups. They are also beneficial experiences for those women who feel alone and
          isolated [63].
According to one study, social support groups did not positively affect depressive
          symptoms per se, but did have a positive effect on the mother-infant interaction [66]. Another small study found that
          depression scores following participation in a weekly peer support group were similar to a
          community sample [31]. Support groups and
          self-help groups are no substitute for formal treatment. Like group therapy, they are best
          used as an adjunct to traditional therapy and medical intervention.
Overall, both psychosocial (e.g., peer support, nondirective counseling) and
          psychologic (e.g., cognitive behavioral therapy, interpersonal psychotherapy)
          interventions have been found to be effective in reducing symptoms of PPD and, more
          recently, to be effective in preventing PPD [201]. These interventions significantly reduce the number of women who
          develop PPD. However, the long-term benefits are unknown and larger trials are needed to
          determine the specific benefits of each type of intervention [201,202].

Psychiatric Hospitalization



Mothers suffering from severe mental illness in the postpartum period will inevitably
          require psychiatric hospitalization as part of their treatment. Unless the mother and
          infant are admitted together to a specialty unit, there may be little or no contact
          between them for several days or weeks. Separation of the mother and infant may have
          negative consequences [203]. However, the
          consequences (e.g., delayed bonding, cessation of breastfeeding) are secondary to the
          patient's and child's safety.
The physical separation of mother and infant protects the infant from the potential
          risks of interaction with a severely ill mother. However, separating mother and infant may
          have adverse effects on their subsequent relationship and the infant's socioemotional
          development. Although there are concerns about admitting infants with their mothers to
          psychiatric hospitals, there is no evidence of major disadvantages, and the advantages
          afforded to the mother and infant seem to be great [203].
Other concerns about the effects of separation include stunting of parenting skills
          and lack of infant attachment. These concerns have led mental health units in some
          countries to develop ways to provide psychiatric care for mentally ill mothers without
          separating them from their children [204].
Studies have shown that mothers separated from their infants during hospitalization
          have a longer duration of illness and experience greater difficulty bonding with their
          infants than mothers jointly admitted to a mother-baby unit. Most of the mothers admitted
          to a mother-baby unit showed a positive clinical outcome and were discharged home to care
          for their infant without further supervision. Mothers in a supportive social relationship
          had the best chance for a positive outcome [205].
Mother-baby units have been difficult to maintain in the United States. Although they
          offer significant advantages to mothers and families, data to support cost effectiveness
          are not available, which is a barrier to implementation [206]. As an example, the Women and Infant's
          Hospital, associated with Brown Medical School in Rhode Island, has operated since 1999.
          Services are provided in a mother-baby day hospital. The hospital admits both pregnant
          women with psychiatric problems and postpartum psychiatric patients for therapy [20].



13. PREVENTIVE STRATEGIES



Prevention of PPD is of utmost interest to researchers and
      clinicians, and it is clear that preventing severe depression would have clear benefits for
      mothers and children. Two barriers to effective and efficient postpartum care in the United
      States have been identified: the lack of parity between insurance coverage for mental and
      physical illnesses decreases access to care, and the current model of postpartum care fails to
      incorporate screening and follow-up. In developing a prevention model in the United States,
      these concerns should be taken into account. The types of prevention strategies employed
      should be determined by the risk factors with which a woman presents. Early detection and
      treatment are keys to a full recovery [207].
      Healthcare professionals involved in childbirth education are in an excellent position to
      offer pregnant women anticipatory information about postpartum complications, including PPD
        [124].
SCREENING




Evidence Based Practice Recommendation

The Scottish Intercollegiate Guidelines Network recommends inquiry about
          depressive symptoms should be made, at minimum, on booking in and postpartum at four to
          six weeks and three to four months.
https://www.sign.ac.uk/assets/sign127_update.pdf
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An effort to place greater emphasis on identifying any
        previous psychiatric illness in pregnant women and their families, combined with the
        continuous observation of the psychologic well-being of women during pregnancy, will enable
        potential sufferers of PPD to receive treatment at the earliest possible stage. In addition
        to screening for PPD during pregnancy, screening at six weeks, three months, and six months
        postpartum should become routine. It remains the primary responsibility of physicians
        treating women of childbearing age to ensure that all healthcare professionals involved in
        prenatal care have a full knowledge of the devastating effects of PPD and actively work to
        detect women at risk as early as possible [10]. As noted, the EPDS is the most accepted and widely used screening tool available today
        and takes only a few minutes to administer. Having a standardized mechanism of screening
        available for all pregnant women should become the standard of care. Without a formal
        assessment, most depressive symptoms will remain undetected by primary care health
        professionals [201].

POSTPARTUM DEBRIEFING



For all women who have given birth, prevention planning
        should consist of an unstructured debriefing in the postpartum ward by a nurse, midwife, or
        someone functioning in a similar capacity. Studies show that providing women the opportunity
        to talk about their feelings following delivery allows them to integrate and make sense of
        their birth experiences. One study of postpartum debriefing, which is regularly utilized in
        many British and Australian hospitals, showed that unstructured debriefing resulted in a
        significant decrease in the likelihood of depressive symptoms [207]. These results indicate that even a short
        meeting with a nurse or similar professional involving listening, support, counseling, and
        explanations may be sufficient to prevent PPD in some first-time mothers. Evidence in
        support of formal, structured debriefings is inconclusive [208,209,210].

COMPANIONSHIP IN THE DELIVERY ROOM



It is believed that negative perceptions of labor and delivery, particularly a lengthy
        or difficult labor, may be a precursor to developing PPD. It is also posited that not having
        a supportive companion during labor and delivery might place women at risk for PPD. This
        would suggest that preventive work can be carried out in the delivery room [207,211,212,213].
One study examining companionship during labor and delivery designed an intervention
        involving a community volunteer to provide support during labor and delivery. The companion
        was instructed to use touch and verbal communication to comfort, reassure, and praise the
        woman. The study found that depression scores were significantly lower for women with a
        companion during labor and delivery compared to those women who did not have a companion
          [207]. A 2013 meta-analysis did not find
        evidence that companionship during delivery improved maternal mental health in the
        postpartum period, but the authors concluded that there was no harm with the use of support
        during childbirth and it could be considered due to the positive effects on the labor
        experience and newborn responsiveness [214].
        They also state that "continuous support from a person who is present solely to provide
        support, is not a member of the woman's social network, is experienced in providing labor
        support, and has at least a modest amount of training, appears to be most beneficial" [214].

BRIEF PSYCHOTHERAPY



Interpersonal psychotherapy and cognitive behavioral therapy have been useful in
        preventing depression among at-risk persons. Consequently, there is interest in determining
        whether brief psychotherapy could be used to prevent PPD among predisposed women. In one
        study conducted among women who were considered at high risk for developing PPD, the
        effectiveness of group psychotherapy was tested [215]. Risk factors were identified as previous episodes of depression,
        mild-to-moderate levels of depressive symptoms, poor social support, and a life stressor
        within the past six months. The therapy consisted of four weekly, one-hour group sessions
        based on an interpersonal psychotherapy model. Each group was comprised of four to six
        women. The study found that improvement in depression scores was significantly greater among
        women in the intervention group compared to women receiving no therapy. Women receiving
        brief psychotherapy were significantly less likely to develop PPD. Authors of another study
        followed 34 women with perinatal depression through a nine-week cognitive behavioral therapy
        group program. On completion of the program, 80% of the women showed a clinically
        significant improvement in depressive symptoms as well as meaningful gains in social
        support, mother-infant bonding, and quality of partner relationship [216]. These findings suggest that brief group
        psychotherapy may be an effective prevention strategy for women who are at risk for PPD.
        However, more research is necessary to determine the usefulness of this treatment [216,217].
A single, brief cognitive behavioral therapy session
        taking place prior to being discharged from the hospital has also been shown to be effective
        in preventing PPD in at-risk women. In this study, women were considered to be at-risk if
        they were experiencing elevated depressive symptoms shortly after birth. The therapy given
        was a one-hour, individual session consisting of education, support, empathetic listening,
        and a cognitive-behavioral approach to dealing with ideas of perfectionistic standards. The
        researchers concluded that a single, brief intervention provided to high-risk women focusing
        on education, support, and modification of maladaptive thoughts can help to reduce the
        incidence of PPD [207]. While long-term
        effectiveness remains unclear, psychosocial and psychologic interventions (i.e.,
        professionally based postpartum home visits, telephone-based peer support, interpersonal
        psychotherapy) have been found to significantly reduce the number of women who develop PPD
          [201].
The Mother-Infant Dyad



Most interventions to prevent PPD focus on just the mother rather than on the
          mother-infant dyad. One study examined the effectiveness of practical resources for
          effective postpartum parenting, a new PPD prevention protocol that aims to treat women at
          risk for PPD by promoting maternally mediated behavioral changes in their infants, while
          also including mother-focused skills [218]. Fifty-four women were included in this randomized control trial. Results indicate that
          this novel, brief intervention was well tolerated and effective in reducing maternal
          symptoms of anxiety and depression, particularly at six weeks postpartum [218].
Another study tested perinatal dyadic psychotherapy (PDP), a dual-focused
          mother-infant intervention designed to prevent or decrease maternal PPD and improve
          aspects of the mother-infant relationship that are related to the child's development
            [219]. Forty-two first-time mothers with
          depressive symptoms (recruited from hospital postpartum units) and their 6-week-old
          infants were enrolled and randomized to receive either the PDP intervention or usual care
          plus depression monitoring by telephone. The PDP intervention consisted of eight
          home-based, nurse-delivered mother-infant sessions consisting of supportive,
          relationship-based, mother-infant psychotherapy and a developmentally based
          infant-oriented component focused on promoting positive mother-infant interactions.
          Measures of maternal depression, anxiety, self-esteem, parenting stress, and mother-infant
          interaction were collected at baseline, post-intervention, and three-month follow-up.
          Depression and anxiety symptoms and diagnoses decreased significantly and maternal
          self-esteem increased significantly across the study time frame, with no differences
          between the two groups. There also were no significant differences between the groups on
          parenting stress or mother-infant interaction. No participants developed onset of PPD
          during the study. The authors concluded that although this novel intervention holds
          potential for treating depression in the context of the mother-infant relationship, usual
          care plus depression monitoring showed equal benefit [219]. Further research is needed.
A novel maternal-infant dyadic group therapy intervention was the focus of an
          open-label pilot study that targeted mothers with mood or anxiety disorders and their
          infants 6 to 12 months of age [220]. Three
          12-week groups were conducted using evidence-based maternal and mother-infant dyadic
          strategies to enhance mood, insight, parenting, and mentalizing capacity. Outcome measures
          included recruitment and retention rates, reasons for nonparticipation, and missed
          sessions. Enhanced insight, parenting capacity, affect regulation, and positive
          interaction with the infant were supported with self-report surveys and interviews [220].


CONTINUITY OF CARE



Prevention studies involving care by midwives or other
        healthcare professionals suggest that the incidence of PPD in the general population may be
        reduced by providing personalized care to women in the hospital and at home after childbirth
          [201]. Continuity of care is ensured if
        the same professional provides personalized care during home visits. Ideally, the same nurse
        or midwife would provide care throughout the antepartum and postpartum periods, tailoring
        the care to the individual woman's needs rather than to a standardized care plan. A program
        focused on continuity of care, individualization, and emotional support has the potential to
        prevent or minimize the effects of PPD and could be implemented for many pregnant women
          [201,207,221,222]. Home visits should become the standard of
        care of at-risk women [201].
Because women are more likely to be engaged with health care during pregnancy, those
        involved in their care have a unique opportunity. By emphasizing prevention, addressing
        disparities, and focusing on integrating behavioral healthcare into primary care settings,
        those involved in the care of women can dramatically and positively impact women's health
          [223].

PREVENTIVE HORMONE TREATMENT



The use of hormones in the prevention of recurrence of PPD was first reported in 1964
          [10]. There is some conflicting evidence
        regarding the efficacy of progesterone and estrogen, and the use of synthetic progestins is
        associated with increased risk of developing PPD [155,224].
If utilized, it is advised that, upon completion of labor,
        the patient is given 100 mg of progesterone by injection daily for seven days, followed by a
        400 mg suppository twice daily until the return of menstruation. The dosage of suppositories
        may be increased if the mother experiences a return of mild early symptoms. Each woman
        should also be equipped with information about the symptoms of PPD [10]. At the end of two months, if menstruation
        has not begun and no symptoms appear, the number of suppositories may be reduced and then
        discontinued. If menstruation has begun and symptoms appear, progesterone should be given
        from day 14 of the cycle until the next menstruation. Natural progesterone should only be
        given in the prescribed method of administration. Studies have been conducted on
        progesterone preventive treatment in 1985, 1989, 1994, and 1995 [10]. In these studies, the prevention of
        symptom recurrence was 90% to 92% successful.
A comprehensive meta-analysis published in 2000 and updated in 2008 concluded that
        synthetic progestogens should be used with caution in the postpartum period and that the
        role of natural progesterone in the prevention and treatment of PPD requires further
        evaluation. Estrogen therapy was found to be of modest value for treatment of severe PPD,
        while its role in the prevention of recurrent PPD requires further research [46,47,155].


14. CONCLUSION



PPD is a major complication of childbirth. Given the potential negative consequences for
      the mother, baby, and entire family, early detection and treatment are essential. Studies have
      shown that PPD not only responds well to treatment, but is preventable [207]. Further, there is evidence that rates of
      PPD and severity of symptoms increased during the COVID-19 pandemic, attributed partially to
      pandemic-related stress and lack of available support [242,243]. However, there
      remains a knowledge gap about PPD and its effects on women and children. This knowledge gap
      exists in most facets of society, including the healthcare sector. PPD remains a misunderstood
      illness that is often improperly diagnosed and treated.
All healthcare professionals who treat pregnant women should assess their patients for the
      early warning signs and risks of PPD and undertake the appropriate courses of action [124]. Devastating cases of suicide and
      infanticide can be prevented, and the potential harm to families through isolation and neglect
      can be minimized.
In addition to educating themselves, healthcare providers should educate all pregnant
      women about the symptoms of PPD and the resources available to treat it. Screening for PPD and
      education about PPD should become the standard for postpartum care.

15. GLOSSARY



Adrenal glands: A pair of small glands above each kidney
      responsible for producing numerous hormones, including adrenaline; also referred to as
      adrenals
Acetylcholine: A neurotransmitter released and hydrolyzed
      in certain synaptic transmissions of the nervous system and in the initiation of muscle
      contraction
Adrenaline: A neurotransmitter produced by the adrenal
      gland released in response to fear, heightened emotion, or other physiologic stresses
Amygdala: A group of neuronal nuclei in the dorsomedial
      temporal lobe that subserve informational learning in conjunction with the hippocampus
Brain stem: The portion of the brain, composed of the
      medulla oblongata, the pons, and the midbrain, that governs a variety of vegetative functions
      and contains sensory and motor fibers of passage
Cerebral cortex: The outermost region of the cerebrum,
      consisting of several dense layers of neural cell bodies and including numerous conscious
      centers; also referred to as gray matter
Circadian rhythm: A biologic rhythm about one day in
      length
Cortex: The outer layer of an organ, such as the
      brain
Corticosteroids: Hormones produced by the cortex of the
      adrenal glands
Cortisol: A steroid hormone produced and released by the
      adrenal gland that helps to regulate blood sugar, blood pressure, and bone growth as well as
      other functions
Dysphoria: A lowering of mood, characterized by malaise,
      unrest, or anxiety
Endocrine gland: An organ that releases hormones into the
      blood to act on distant cells
Endometrium: The inner lining of the uterus
Estrogen receptor: A protein on some cells to which an
      estrogen molecule can attach
Etiology: The causative agent of a disorder or
      disease
Follicle: A cyst or sac in which each egg in the ovary
      develops
Follicle-stimulating hormone (FSH): A hormone produced by
      the pituitary, acting on the ovary to ripen the follicles and produce estrogen
Gonadotrophin releasing hormone (GnRH): A hormone from
      the hypothalamus that stimulates the ovaries in women
Hippocampus: The area of the brain involved in learning
      and memory
Hormone receptors: Compounds that transport hormone
      molecules into the nucleus of cells
Human chorionic gonadotropin (hCG): The placental hormone
      of pregnancy
Hypothyroidism: An underactive thyroid function caused by
      abnormally low levels of circulating thyroid hormone; symptoms include physical and mental
      sluggishness, weight gain, hair loss, and infertility
Hypothalamus: A portion in the brain that produces
      hormones that initiate the reproductive cycle as well as other functions
Limbic system: A group of structures in the brain
      operating below the level of consciousness important in regulating such behavior as eating,
      drinking, aggression, sexual activity, and expressions of emotion; the emotional brain
Luteinizing hormone (LH): The hormone secreted by the
      pituitary that triggers ovulation and the production of progesterone
Menarche: The first menstruation at puberty
Menstrual clock: A specialized portion of the
      hypothalamus responsible for the cyclical timing of menstruation
Neurotransmitters: Chemical signals that communicate
      among neurons, resulting in electrical impulse activity, altered gene expression, growth, and
      survival
Oxytocin: A hormone produced by the pituitary gland that
      causes uterine contractions
Pituitary gland: A pea-sized gland located between and
      behind the eyes in the base of the brain that secretes hormones to control many other glands
      in the body, including ovaries, thyroid, and adrenal glands; it is controlled by the
      hypothalamus
Postpartum: The period following childbirth, generally
      considered to be six weeks
Progesterone: A hormone produced by the ovaries for the
      preparation of the lining of the uterus and the production of numerous corticosteroids
Steroids: A family of lipid molecules including
      cholesterol and the naturally-occurring hormones estrogen, progesterone, and
      testosterone
Synapse: The junction between nerve cells
Thyroid gland: A gland located in the neck in front and
      on each side of the trachea that secretes thyroxin and other hormones responsible for numerous
      metabolic and essential processes

16. RESOURCES




        American College of Nurse-Midwives
      

        http://www.midwife.org
      


        National Institute of Mental Health
      

        https://www.nimh.nih.gov
      


        Postpartum Education for Parents
      

        http://www.sbpep.org
      


        Postpartum Support International
      

        http://www.postpartum.net
      


        U.S. Department of Health and Human Services Office on Women's
          Health
      

        https://www.womenshealth.gov
      


17. APPENDIX



MISCONCEPTIONS AND MYTHS REGARDING PPD: PATIENT EDUCATION



Myth: Women who have PPD are
          weak and lacking in character. They probably bring it on themselves.
Fact: There are numerous factors that cause PPD. Women
        who have PPD are no weaker than any other women nor do they bring it on themselves.
Myth: Depression is just an
          excuse to get out of difficult circumstances.
Fact: Depression is not an excuse nor is it sought
        deliberately by any person. It happens to them. The sufferer should not be blamed for her
        depression.
Myth: PPD is just a temporary
          sadness or something a woman can just "snap out of" and "pull herself
          together."
Fact: PPD is not simply sadness or something a woman
        can just "snap out of." PPD can impair a woman's social and physical functioning to the
        point of disability and even suicide.
Myth: There is nothing a
          medical professional can do about depression. It is untreatable.
Fact: Depression is caused by an interaction of
        biologic and environmental influences. It is a treatable condition.
Myth: Once depressed, it is a
          lifetime problem. The person never recovers.
Fact: Depression can recur and seem to be a lifetime
        problem for some people. However, depression is a treatable illness, and the depressed
        person can recover and live a normal, healthy life.
Myth: Women with PPD are
          demonstrating that they are self-centered and manipulative.
Fact: Women with PPD are suffering an emotional
        disorder. Their symptoms are real, not manipulative.
Myth: Depression does not
          require medical treatment. One can cure depression by will power, buying a new dress,
          throwing a party, drinking champagne, or taking a vacation.
Fact: Depression requires medical treatment. Will power
        alone cannot cure depression, as it involves experiencing a lack of pleasure in things of
        everyday life such as shopping, partying, and vacations. Drinking alcoholic beverages can
        worsen depression.
Myth: Medications used for
          treating depression are habit forming.
Fact: Medications used for treating depression are not
        habit forming. As depression goes into remission, drugs can be tapered off and
        stopped.
Myth: When a depressed mother
          expresses suicidal ideation, she has no intention of acting on them. She is probably just
          trying to get special attention.
Fact: Suicide is always a risk with a mother who is
        depressed. Any expressed suicidal ideas should be taken seriously.
Myth: People who do complete
          suicide just do it; they do not talk about it.
Fact: People who complete suicide have generally given
        clues to their friends and family of their intentions. These clues are often not understood
        or not taken seriously.
Myth: If a person is suspected
          of having suicidal thoughts, one should not talk about it as it will make it
          worse.
Fact: An empathetic, tactful discussion about suicidal
        thoughts with a person who is depressed often alleviates the risk of suicide and assists the
        person to obtain appropriate medical care.
Myth: Only women from lower
          socioeconomic levels suffer from PPD.
Fact: Low socioeconomic status can be a factor for PPD;
        however, it affects women across all socioeconomic levels.
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Course Overview



It is clear that acknowledgment of the historical context of racism and its current
        implications is a vital aspect of providing care to a diverse population. Mental health
        practitioners, medical providers, researchers, community leaders, advocates, activists, and
        laypersons should work to prevent and effectively treat the psychological and physical
        distress experienced as a result of the racism faced by African American clients.
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This course is designed for mental and behavioral health professionals who provide services to African American clients who have experienced racial trauma.
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 This course, Racial Trauma: The African American Experience, Approval #09232022-302, provided by NetCE is approved for continuing education by the New Jersey Social Work Continuing Education Approval Collaborative, which is administered by NASW-NJ. CE Approval Collaborative Approval Period: Friday, September 23, 2022 through August 31, 2024. New Jersey social workers will receive 5 Non Clinical or Social Cultural Competence CE credits for participating in this course. NetCE is accredited by the International Accreditors for Continuing Education and Training (IACET).  NetCE complies with the ANSI/IACET Standard, which is recognized internationally as a standard of excellence in instructional practices. As a result of this accreditation, NetCE is authorized to issue the IACET CEU. 

NetCE is recognized by the New York State Education Department's State Board for Social Work as an approved provider of continuing education for licensed social workers #SW-0033.
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Course Objective



The purpose of this course is to provide mental and behavioral health professionals with the knowledge and skills necessary to provide trauma-informed care to African American clients.

Learning Objectives



Upon completion of this course, you should be able to:
	Define racism and its historical and current manifestations in the United States.
	Describe the impact of structural racism and related racial trauma on African American individuals.
	Evaluate the adverse health and mental health impacts of racial trauma on African Americans.
	Outline approaches to rapport building and mental health interventions best suited for African American clients who have experienced racial trauma.
	Discuss culturally relevant approaches to promote post-traumatic growth and provide trauma-informed care.
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Implicit Bias in Health Care




      The role of implicit biases on healthcare outcomes has become a concern,
      as there is some evidence that implicit biases contribute to health
      disparities, professionals' attitudes toward and interactions with
      patients, quality of care, diagnoses, and treatment decisions. This may
      produce differences in help-seeking, diagnoses, and ultimately treatments
      and interventions. Implicit biases may also unwittingly produce
      professional behaviors, attitudes, and interactions that reduce patients'
      trust and comfort with their provider, leading to earlier termination of
      visits and/or reduced adherence and follow-up. Disadvantaged groups are
      marginalized in the healthcare system and vulnerable on multiple levels;
      health professionals' implicit biases can further exacerbate these
      existing disadvantages.
    

      Interventions or strategies designed to reduce implicit bias may be
      categorized as change-based or control-based. Change-based interventions
      focus on reducing or changing cognitive associations underlying implicit
      biases. These interventions might include challenging stereotypes.
      Conversely, control-based interventions involve reducing the effects of
      the implicit bias on the individual's behaviors. These strategies include
      increasing awareness of biased thoughts and responses. The two types of
      interventions are not mutually exclusive and may be used synergistically.
    


1. INTRODUCTION



African Americans have endured oppression, racism, and trauma since the founding of this country [1]. The maltreatment of slaves and former slaves (who were considered raw material or merchandise) and the legacy of racial subjugation and enslavement resulted in the eradication of fundamental human rights. The traumatic impact of African American hardships is unconcealed in the modern-day circumstances of the African American community. These effects have been termed racial trauma, defined as "events of danger related to real or perceived experience of racial discrimination, threats of harm and injury, and humiliating and shaming events, in addition to witnessing harm to other ethnoracial individuals because of real or perceived racism" [2]. While similar to post-traumatic stress disorder (PTSD), racial trauma is typically the result of ongoing, consistent exposure to race-related stress rather than a single traumatic event.
Diverse cultural views and traditions are intertwined into the foundation of life [3]. Modern society is the most globally mobile in history, and this accelerates the relocation of refugees escaping combat, food crises, violence, and oppression. Frequently, these events coexist with political unrest, ethnocentrism, and racial discrimination and intolerance. As a result, immigrants, refugees, and persons of color are at increased risk for prejudice, hatred, and discrimination. There is significant intersectionality of characteristics and personalities influencing the social landscape in the United States. Any persons who fall outside the hegemonic norms reinforced by structural forces may become an outcast.
For those categorized as outcasts, the sociocultural landscape adds to trauma [3]. Racism embedded in social and legal structures of the United States reinforces racial trauma. In order to grasp the intricacies of trauma and the evolution of its social and cultural framework, an adaptable and all-inclusive model, examining sociocultural factors, is essential for improving diagnosis and treatment.

2. RACISM: A BASIC OVERVIEW



Very basically, racism is defined as prejudice, discrimination, or antagonism directed against a person or people on the basis of their membership in a minority or marginalized racial or ethnic group. This is often (but not always) paired with a belief that certain racial groups have characteristics that make them inherently superior or inferior.
In the United States, racism continues to be a widespread
      problem on the individual, cultural, and institutional levels [4]. Racial slurs, exclusion, and degradation are
      examples of individual and cultural racism and reflect an attitude of superiority.
      Institutional racism (also referred to as systemic racism) is defined as racism that is
      codified in a society's laws and institutions and is rooted in cultural stances that are
      strengthened through tokenism, discrimination, promotion of ethnic majorities in employment
      settings, segregation, and suppression. Historically, this has included slavery, Jim Crow
      laws, disenfranchisement, criminal justice racism, and unethical and damaging research
      practices (e.g., the Tuskegee Study). More recently, racism in the United States has largely
      (but not completely) switched from explicit acts to more implicit ones. Examples of implicit
      racism include: 
	Microaggression in the form of experiencing low-quality customer service due to an
            individual's race
	Conditional housing contracts and discrimination in selling or renting homes in
            specific areas of a community
	Application of laws and stricter sentencing disproportionately to communities of
            color


Of course, all forms and levels of racism have long-term effects for victims, bystanders, and society in general.
RESPONSES TO RACISM: TRAUMA AND RESILIENCE



The relationship between racism and related adverse physical and psychological effects has been extensively studied and reveals the degree to which African Americans have been at risk due to exposure to stressful life events and persistent trauma, defined as a response to exceedingly harmful events and occurrences in real life and to a universe in which individuals are consistently injured.
Persistent trauma, including oppression and exposure to racism, has unequivocally affected African American's psychological and physical well-being, with end outcomes fluctuating from somatic complaints, depression, and anxiety to post-traumatic stress reactions [1]. Despite the increased risk, a great number of African Americans exhibit psychological resilience rather than psychological distress.
Resilience corresponds to universal protective factors; it is
        not specific to race or culture. It is a process that evolves throughout a person's lifetime
        and unfolds from circumstance to circumstance. It is also variable, and an individual can
        experience and express resilience differently to an identical stressor over time [1]. The development of resilience requires
        exposure to adversity and positive adaptation. Adversity is any suffering related to
        unfortunate conditions or events, and traumatic experiences. Positive adaptation is defined
        as behaviorally manifested social competency or accomplishments in overcoming biologic,
        psychological, and social challenges throughout a person's life. Hopefulness,
        inquisitiveness, elevated levels of energy, and the skill to detach and intellectualize
        problems combined with self-assurance, positive affect, self-efficacy, self-esteem,
        optimistic emotions, spirituality, and extraversion shield an individual from potentially
        harmful trauma and promote resilience.
Cultural factors are the cornerstone of understanding resiliency. Cultural socialization and social support networks are facets of African American culture that are protective against psychosomatic stress. Similarly, ideas that foster cultural pride, heritage, and history promote resilience and have generally been correlated with enhanced academic achievement, racial identity development, and positive intellectual and socioemotional results.
Studies show that firsthand knowledge or experiences of trauma increase the likelihood of a resilient reaction [1]. This provides a reasonable rationale for African Americans and other minorities exhibiting more resilience than White Americans.

WHITE PRIVILEGE



Rebecca C. Hong, author of Black Dignity/White Fragility: An
          Extended Review, emphasizes DiAngelo's analysis of the social construction of
        race in United States, with its earliest roots emerging with the historical and inhumane
        acts of colonization, slavery, imprisonment, and systemic injustice [5]. These events, originating from racial
        prejudice and a belief in white superiority and embraced and preserved by institutions and
        creeds, have reaped benefits at the expense of manipulating and persecuting minorities. Hong
        argues that racism is profoundly embedded in the structure of our society and has permitted
        White Americans to have collective and institutional power and privilege over minorities.
        Labeling and accepting this power and white privilege allows for a genuine acknowledgement
        of whiteness as a position and status that has justified beliefs in white supremacy.
Recognition of white privilege and self-awareness elevates racial dialogue past complicity
        with the overall political, economic, and social system that persists as a structure [5]. The mainstream political, economic, and
        social systems, originally created to support Caucasian Americans, are represented in the
        American entertainment industry, professional sports, government, and education. Systems and
        structures have historically focused on whiteness as the standard or norm. Hong asserts that
          [5]:
When talking to white people about race, DiAngelo exposes common "color-blind"
          statements, such as "I was taught to treat everyone the same" and "So-and-so just happens
          to be black, but that has nothing to do with what I'm about to tell you," or
          "color-celebrate" claims that show they are free of racism, such as "I have people of
          color in my family" and "I was on a mission in Africa."


These types of statements come from a place of denial—denial of structural advantages
        offered to White persons and denial of the different experiences and realities of various
        races and ethnicities [5]. These expressions
        display a limited understanding of how profoundly socialized whiteness is and the
        deep-rooted racism that persists in society. This impedes the possibility of having vital
        inter-racial conversations about race and the personal, interpersonal, cultural, historical,
        and structural analysis required to challenge the larger system [5]. In challenging the current racial paradigm,
        Caucasian Americans are encouraged to respond to feedback regarding uninformed racist
        attitudes, behaviors, and beliefs with humility, interest, gratitude, and a position to
        listen, reflect, apologize, believe, process, and seek more clarity and understanding. Hong
        states that acknowledging white privilege [5]:
...is centered on openness and humility and holds the ability to transform individuals
          and systems that have benefited from systemic racism. It places the onus on white people
          to educate themselves, be uncomfortable, discuss their own internalized racial
          superiority, and invest effort in interrupting their own white fragility. DiAngelo
          recognizes that in order to break from perpetuating racial inequality, white people need
          to have courage to break from white solidarity, a system that has afforded them unearned
          privileges, and be accountable for their own racial growth. This is not the responsibility
          or burden of people of color.




3. IMPACT OF STRUCTURAL RACISM



As discussed, racism has been identified as a system of advantage instituted by race [6]. Institutional racism permits those in power and who are empowered to regulate the social, economic, and legal outcomes of African Americans and other minorities. By focusing on structural racism, one can recognize the outside forces that require African Americans to develop resilience while highlighting the significance of sustained social justice efforts in eliminating conditions that negatively affect minority populations.
HISTORICAL BACKGROUND



The modern civil rights movement was spurred largely by Jim
        Crow laws in the South and reactions to legal challenges to segregation and institutional
        racism. In 1954, the Supreme Court, in the case of Brown v. Board of Education, banned
        segregated public education facilities at the state level. Many Caucasian Americans had
        difficulty assimilating this new reality and endorsed institutional practices that
        restricted the upward mobility of African Americans, such as housing restrictions,
        educational barriers, and open violence. In 1956, more than 100 congressmen signed a
        manifesto committing to doing anything they could to prevent desegregation of public
        schools. Civil rights activists, including most prominently Dr. Martin Luther King, Jr.,
        reacted to this increasing social discontent by promoting and inspiring Americans to live
        peacefully and amicably with each other. Activists passionately advocated for a society that
        would develop advantageous conditions for African Americans and all oppressed people.
On August 28, 1963, during the March on Washington for Jobs and Freedom, Dr. King
        delivered his famous "I Have a Dream" speech, which argued for an end to racial
        discrimination in the United States and advocated for civil and economic rights [6]. Dr. King envisioned the world as being a
        place that embraced racial unity of all ethnicities and races, and one in which all are
        treated honorably, respectfully, and fairly. Although King's dream of racial harmony is
        supported lawfully on a national level through the Civil Rights Act of 1964, the effects of
        institutional racism persist. African Americans remain at increased risk of impoverishment,
        incarceration, and unwarranted force and homicide by law enforcement compared with Caucasian
        Americans and most other racial minorities.

RESILIENCE



Resilience is best defined as a vital practice of sustaining positive adaptation and successful coping strategies upon encountering adversity [6]. Academic literature on African American resilience has historically concentrated on the manner in which African American single mothers and children show strength, social networks that promote resilience for African American boys and men, and how resilience correlates to race, love, and nonresident father involvement. Another area of research has been on the prominence of religion for African Americans in conjunction with the strengths of Black communities. Historically, religious involvement and prayer have been symbols of African American resilience; this remains largely true today.
Although resilience has been highlighted as a response to racism, this should not imply that society should be content with the current situation. Instead, society should strive to advance social justice for all Americans, minimizing the need for resilience to racial trauma. Racial discrimination and structural racism adversely impact the individual, family, and collective welfare of minorities, and social justice endeavors have the power to improve the standard of living for these populations.
Structural racism expressed through adverse interactions with law enforcement, mass incarceration, and impoverishment results in dissatisfaction, resentment, anguish, and decreased well-being and longevity [6]. These negative effects should be explored and understood as they relate to clients' experiences and possible trauma exposures. [6].

HOUSING AND POVERTY



Even with the enactment of the Civil Rights Act of 1964 banning housing discrimination, African Americans continue to experience greater rates of poor housing or being unhoused. In the United States, homeownership is considered a main component of economic improvement. However, residential segregation and a racially segmented housing market continue [42]. Unequal access to home loans and the consistent devaluation of homes in Black neighborhoods combine to "constrict the ability of African Americans to build equity and accumulate wealth through homeownership" [42].
African Americans are more likely to be in a lower socioeconomic status than Caucasian
        Americans, as defined by education, salary, and employment. Low socioeconomic status has
        been substantially linked to a greater risk for mental health disorders. Even when modified
        by educational attainment, the unemployment rate for African Americans is substantially
        greater than their Caucasian counterparts. Employed African Americans are more likely to be
        in the lowest-paying economic sector.

IMMIGRATION AND MIGRATION



Nearly 42 million people in the United States, or 13.2%, identify as Black and an
        additional 1% identifies as multiracial [8].
        In the United States, the Black population consists of both African Americans, who often
        have deep roots in the United States tracing back to slavery, and African, Hispanic, and
        Caribbean immigrants [7]. As such,
        immigration and migration can significantly impact the Black population.
Immigrant and migrant communities have historically and continue to experience oppression
        and social and legal challenges; these challenges should be addressed by all Americans [9]. The issue of immigration/migration is
        linked to the concept of who is able to define the character and future of the United
        States. Specifically, the racist conception of the United States as a finished product
        reflecting White ideals is damaging to those who do not fit into this ideal. Instead, it is
        helpful in addressing immigration and racism to think of the country as a culturally
        diverse, unfinished project. In order to achieve success, African American individuals build
        unified affiliations, coalitions, and alliances with other individuals and work to build a
        new world. Coalition building with immigrant communities involves focusing on self-awareness
        and social justice, with the goal of improving conditions for all people. This is considered
        the anti-racist approach to immigration.

POLICING AND INCARCERATION



Perhaps the most prominent display of racism today is the
        disproportionate use of force and deaths experienced at the hands of law enforcement. In
        response, social movements have advocated for law enforcement to treat African Americans
        with the equal dignity and respect as all Americans. The eradication of structural
        inequality would alter conditions that increase the risks to physical and psychological
        security for this population. African Americans are also excessively represented at all
        levels of the judicial system. They are more inclined to be detained, incarcerated, and
        sentenced to stricter terms than White Americans. For example, African American adults are
        5.9 times as likely their White counterparts to be incarcerated [43]. Racial and ethnic disparities are more
        marked in men but occur across the spectrum of sex/gender expression. Mass incarceration
        impacts both the individual and his or her family.
According to the Sentencing Project, "the rise of mass
        incarceration begins with disproportionate levels of police contact with African Americans.
        This is striking in particular for drug offenses, which are committed at roughly equal rates
        across races" [43]. Although drug use rates
        are roughly the same across race/ethnicities, Black persons are much more likely to be
        arrested on drugs charges. In 2010, African American individuals were 3.7 times more likely
        to arrested on cannabis possession charges than White individuals, despite similar usage
        rates [43].
Interaction with police is also increased among African
        Americans. While Black drivers are somewhat more likely than White drivers to experience a
        traffic stop, they are significantly more likely to be searched and arrested [43]. When they are arrested, African Americans
        are more likely to be denied bail, to have their case taken to trial, and to be more
        strictly sentenced.

ACCESS TO HEALTH AND MENTAL HEALTH CARE



Individual and systemic racism have resulted in considerable
        disparities in the rates of access to health and mental health care (including diagnosis,
        prevention, and treatment) for African Americans, and these gaps adversely impact community
        health. Historically, slavery, sharecropping, and segregation, as well as other forms of
        race-based exclusion from health care, education, and social and economic resources, have
        contributed to disparities in the African American community. Institutional racism is
        represented in American medical education, medical practice, and scientific studies, all
        factors that continue to affect the community. Studies reveal that African American or Black
        patients are [7]: 
	More likely to obtain mental health treatment in emergency and hospital
              settings
	Misdiagnosed or diagnosed at disproportionately higher rates with schizophrenia
              and other psychotic disorders
	Less likely to be provided antidepressant therapy, even after controlling for
              insurance and financial conditions


This, along with decreased rates of access to mental health treatment for African Americans, adversely affects physical and mental health and diminishes relationships with the mental health community [7].
Some African Americans view the healthcare system as a racist institution [3]. In general, this has been attributed to a
        general mistrust of societal institutions [39]. At times, individual experiences or family recollections of racism experienced in health
        care contribute, and in the United States, there is a history of damaging racism in health
        care (e.g., the well-known Tuskegee study of untreated syphilis in African American men, the
        nonconsensual harvesting of cells from Henrietta Lacks for medical research). These
        historical examples highlight the racial inequities entrenched in American research studies
        and healthcare systems and emphasize the historical disregard of patient consent and privacy
        for African Americans. Family and community pressure is another consideration. In one study,
        African American patients with PTSD refused to access treatment due to shame and fear of
        family or cultural disapproval [40].
In order to enhance the lives of African American patients,
        mental health practitioners should strive for an understanding of historical, sociocultural,
        and individual issues that influence the treatments offered to this population. To this end,
        and to help alleviate racial and cultural prejudices, mental health providers should: 
	Re-evaluate professional practices to determine whether these practices relate to
              the fundamental values of African American culture, such as family, kinship,
              community, and spirituality.
	Analyze how apparent racial discrimination may cause hypervigilance, anxiety, or
              depressive symptoms among African Americans.
	Understand and acknowledge personal biases in treatment and bear in mind that
              African Americans may feel rejected or disregarded by mental health practitioners who
              misinterpret expressions of emotion by this population.
	Seek out and learn about the experiences of the local African American
              community.
	Unite with community organizations and leaders to understand more about the range
              of African American cultures within the community and opportunities to work in
              partnership.
	Actively listen and genuinely assess every relationship to develop and improve
              alliances with patients.
	Accurately screen and follow through with quality assessments that employ a
              biopsychosocial model.
	Maintain talk therapy as a top priority of treatment models from the beginning and
              offer consistency in treatment.




4. HEALTH AND MENTAL HEALTH OUTCOMES



As mentioned, racism, racial bias, and discrimination have been linked to poor physical and mental health outcomes among minorities [10]. Institutional racism is a key social determinant of health, along with educational attainment, housing opportunities, accessible employment, health care, and environment, each of which can negatively impact health.
Implicit bias remains a significant issue in health and mental
      health care. While implicit bias is distinct from racism, the two concepts can overlap.
      Implicit bias is very basically defined as unconscious or pre-reflective attribution of
      qualities (usually stereotypes) to a member of a group. These biases affect one's
      understanding, actions, and decisions and can be related to racial profiling. For example,
      young African American men are often presumed to be criminals or delinquents, with providers
      and authorities assuming they are involved in illegal behavior and unlawful activity. These
      biases can affect the type of care and treatment offered.
In any client who has experienced trauma, acute stress reactions and/or PTSD should be considered. The actual incidence of race-related PTSD is unclear. Of course, an isolated violent event can be a triggering event for PTSD, but vicarious experiences and racial microaggressions are also contributing factors. This extended and persistent trauma is often referred to as complex trauma. Research indicates that minorities have higher rates of PTSD and experience more severe symptoms than Caucasian Americans [11]. Discrimination contributes to these disparities.
The multifaceted trauma experienced by African Americans
      impacts extended families, with many generations impacted by impoverishment, physical and
      sexual abuse, domestic and community violence, separation from family and re-victimization by
      others, mental health disorders, substance use disorders, and adverse interactions with
      government entities. This type of collective trauma, experienced over time and across
      generations, has been termed historical trauma. Typically, complex traumas start in early
      childhood and can disturb numerous facets of development and sense of self.
As discussed, individual trauma emerges from an incident, series of incidents, or set of situations experienced by the person as physically and psychologically damaging or threatening and having long-term negative consequences on one's holistic health [3]. Providers are increasingly aware of the devastating effects of pervasive trauma beginning in childhood. In theory, a significant proportion of the population has experienced a traumatic event. For example, among women of any race seeking substance abuse treatment and community mental health services, 80% to 90% have experienced intimate partner and/or family violence and trauma, usually throughout their lifetime [3]. More than an estimated 90% of all individuals involved in the legal system requiring treatment for mental health disorders (including anxiety disorder, depressive disorders, personality disorders, substance abuse, and eating disorders) have experienced childhood emotional, physical, or sexual abuse. Taken in aggregate, it becomes clear that trauma is a public health crisis.
Research beginning in the 1990s supports the fact that
      traumatic events in childhood, including abuse, neglect, racism, and family dysfunction, are
      directly related to acute physical, mental, and behavioral health outcomes, including
      depression and suicide [34]. Abuse and neglect
      during childhood are clear adverse childhood experiences (ACEs), but other examples include
      witnessing family or community violence; experiencing a family member attempting or completing
      suicide; parental divorce; parental or guardian substance abuse; and parental incarceration
        [35]. When experienced in childhood,
      exposure to racism (e.g., discrimination, stigma, minority stress, historical trauma) is also
      considered an ACE. However, structural racism is also a factor in many other traditional ACEs,
      including birth trauma, community violence, housing instability, and poverty. As such, African
      American adults are more likely than the White population to have experienced ACEs [41]. Adults who experienced ACEs are at increased
      risk for chronic illness, impaired health, violence, arrest, and substance use disorder [36,37].

Evidence Based Practice Recommendation

When providing mental health services for African Americans, the American
        Psychiatric Association recommends exploring how a patient's present experiences connect to
        historical trauma for a particular group or community.
https://www.psychiatry.org/psychiatrists/cultural-competency/education/stress-and-trauma/african-americans
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An extensive history of injustice and hostile societal treatment has resulted in complex and collective traumas in African American communities. These trauma histories include mutual, historical encounters across generations (e.g., lynchings, slavery, police brutality, mass incarceration). Historical and modern-day encounters with racial discrimination are persistent reminders of the constant dehumanization and devaluation of African Americans.
Historical trauma narratives include public reminders of
      chronic mass traumas, structural inequalities, dominant cultural narratives, and public
      symbols, as well as family or personal stories, which may include perceived historical loss
      and discrimination, microaggressions, and personal trauma [10]. Of course, historical trauma is not limited to the African American
      community; it applies to numerous populations that have historically been ostracized and
      oppressed, including Asian Americans, Hispanics, Indigenous peoples, gender and sexual
      minorities (also referred to as lesbian, gay, bisexual, transgender, queer/questioning,
      intersex, asexual/ally or LGBTQIA+), religious minorities, undocumented immigrants, women, and
      disabled persons. If an individual's cultural identity interconnects with multiple
      marginalized groups, then he or she may encounter many forms of historical trauma. Key terms
      when treating historically marginalized populations include [10]: 
	Historical trauma narratives: Stories of historical trauma, including oppression,
            injustices, or disasters, experienced by a population.
	Contemporary reminders of historical trauma: Ongoing reminders of past trauma in the
            form of publicly displayed photographs and symbols as well as contexts, systems, and
            societal structures and individually experienced discrimination, personal traumatic
            experiences, and microaggressions.
	Narrative salience: The current relevance or impact of the historical trauma
            narrative on the individual and/or community.
	Microaggression: Historically, an everyday, subtle, and nonverbal form of
            discrimination. Today, the term is used to describe both verbal and nonverbal subtle
            forms of discrimination that can be experienced by any marginalized population.


The American Psychiatric Association recommends the following
      steps when providing services to oppressed minorities [10]: 
	Use the fifth edition of the Diagnostic and Statistical
              Manual of Mental Disorders (DSM-5) to provide an assessment framework of an
            individual's mental health, especially as it relates to sociocultural context and
            history.
	Perform a Cultural Formulation Interview (CFI). This is a set of 16 questions that
            providers may use to obtain culturally relevant information during a mental health
            assessment. This instrument examines the impact of culture upon an individual's clinical
            presentation. The CFI identifies four domains: cultural definition of the problem;
            cultural perception of cause, context, and support; cultural factors affecting
            self-coping and past help seeking; and cultural factors affecting current help
            seeking.
	Consider using the CFI's 12 supplementary modules to gain additional insights into
            specific patient groups. Modules exist for immigrants and refugees, children and
            adolescents, older adults, and other special populations.
	Affirm the importance of cultural competency training for providers including (but
            not limited to) learning about implicit bias, microaggressions, trauma-informed care,
            and culturally sensitive treatment.
	Consider the cumulative and overlapping impact of historical trauma and
            microaggressions upon the mental health of people belonging to multiple marginalized
            populations, known as intersectionality.
	Emphasize self-care for all patients by encouraging healthy routines for sleep,
            diet, exercise, and social activities. Consider the role of self-affirmations, vicarious
            resilience, meditation, yoga, and other forms of traditional, alternative, or
            complementary care in mental health.
	Increase social supports for patients by engaging their family, social networks, and
            community in their care, as appropriate.
	Stay abreast of current news and events, particularly those that may affect specific
            marginalized patient populations. At the same time, try to be mindful to avoid
            information overload, which may contribute to provider burnout.
	Work with religious and spiritual leaders to provide faith-based mental health care,
            as appropriate.


TRAUMA- AND STRESSOR-RELATED DISORDERS



Racial trauma or race-based traumatic stress is the stressful effect or psychological
        distress resulting from an individual's experience with racism and discrimination [12]. Stress responses to racial trauma involve
        heightened vigilance and suspicion, greater sensitivity to threat, sense of a foreshortened
        future, and maladaptive reactions to stress (e.g., violence, drug use). Aside from stress
        responses, racial trauma can also lead to adverse effects on physical and mental
        health.
Stress is a natural, biological response (physiologic and cognitive) to circumstances identified as threats or challenges. Most stresses of daily life are manageable with appropriate coping skills and support networks. However, longstanding and extensive exposure to stressful and negative experiences, particularly without positive mitigating factors, can be harmful.
When an individual receives or foresees a threat, the brain's limbic system, or survival brain, delivers a distress signal that releases stress hormones [12]. This is the typical bodily reaction considered essential for survival. If an individual experiences chronic stress, there is a continuous stream of stress hormones and he or she remains hypervigilant to their environment. Due to the pervasiveness of racial discrimination, racial minorities usually experience this heightened stress. Systemic racism, routine racial discrimination, and the dread prior to racist incidents can cause minorities to live in a perpetual state of stress, leading to adverse physical effects such as hypertension, increased blood glucose levels, and cardiovascular disease.
In the DSM-5, several trauma- or stress-related disorders
        are identified, including PTSD, acute stress disorder, adjustment disorders, reactive
        attachment disorder, and disinhibited social engagement disorder [44]. Aside from being triggered by exposure to
        real or threatened violence or injury/death, these disorders are characterized by
        hyper-arousal, intrusion, avoidance, and negative cognition/mood symptoms.
Exposure to race-related trauma may be the originating factor in the development of an adjustment or stress disorder [12]. This effect is exacerbated by the increasing impact of multiple traumas, such as community violence, financial and/or housing insecurity, and victimization. Practitioners should take into account the adverse effects of racial trauma on their clients and use that as a mechanism for trauma-informed practice.
Many mental health practitioners fail to acknowledge racism
        as a trauma unless a person encounters an overt racist event (e.g., a violent hate crime)
          [14]. This limits the effectiveness of
        interventions and can damage rapport with the client. (It is also a potential failure of the
        practitioner to practice culturally competent care.) It is vital to recognize that a minor
        event can elicit traumatic responses. If asked about an overt event, minority patients may
        fail to report or correlate cumulative experiences of discrimination with PTSD or mental
        disorder symptoms. The notion of trauma as an isolated event is often insufficient for
        culturally diverse populations. Therefore, it is critical for practitioners and scholars to
        create a more thorough understanding of trauma experienced by minorities.

IMPACT OF SEX AND GENDER ON AFRICAN AMERICAN HEALTH AND MENTAL HEALTH



As discussed, oppression can occur on several levels, and the intersection of multiple potential areas of oppression can further impact health and mental health outcomes. For example, the stereotype of the strong Black woman could potentially contribute to African American women failing to access treatment for mental health issues such as trauma. Help- and information-seeking behavior related to male gender identity is another factor that affects African American men's health.
In general, men are reluctant to seek care or talk about their health because they see such help-seeking as a sign of weakness or vulnerability and a threat to their masculinity. This is a reflection of the traditional construction of gender roles and identity, whereby boys are taught that self-reliance and stoicism are preferred. Men who embrace these gender ideals are less likely to engage in preventive medical treatment and mental health treatment. In the Black population, men have reported to avoid healthcare services because of fears and concerns about their negative health behaviors and history [19]. For example, Black men have reported avoiding screening for prostate and colorectal cancer because they see these procedures as "violating their manhood" [19,20].
Among men who do have physician office visits, many are not forthcoming about symptoms or information they seek [21]. Because of their traditional discomfort with expressing feelings and emotions, they are less likely to seek help for psychosocial problems or emotional symptoms [22,23]. Men tend to be more motivated to seek health care for male-oriented conditions, such as erectile dysfunction or sports-related injuries, or when their health or symptoms interfere with their routine activities [23].
Theoretically, there may be racial differences in culturally acceptable gender roles and
        masculine identity [4]. For African American
        men, slavery, a matriarchal family and community structure, and the civil rights movement
        are intertwined with gender identity. Franklin theorized that African American men
        repeatedly feel invisible due to cross-racial relations, which leads to issues associated
        with negative self-identification, adverse coping strategies, and elevated stress responses.
        Feelings of invisibility are strengthened by cultural and environmental factors, such as
        media stereotypes, microaggressions, and discrimination. Furthermore, invisibility syndrome
        impedes African American men's difficulties with identity formation and help seeking.
There also appear to be differences in the impact of perceived racial discrimination in African American women and men. In one study following 681 Black youths for 18 years, racial discrimination was associated with negative mental health consequences for both genders [24]. However, Black boys and men seem to be more susceptible than Black girls and women to the psychological effects (e.g., anxiety, depression) of an increase in racial discrimination over time.


5. RAPPORT BUILDING AND INTERVENTION PLANNING



ACKNOWLEDGING AND ADDRESSING RACE



Compared with Caucasian Americans, African Americans are
        less likely to follow through with or take advantage of health and mental health services
          [4]. Historical factors, such as the
        exploitation of African Americans in clinical trials, institutional racism, and biased
        healthcare services, have contributed to this disparity. The underutilization of healthcare
        services results in shorter lifespans, increased morbidity and mortality, and undiagnosed,
        misdiagnosed, and/or untreated health and mental health disorders. African American men are
        less likely than women to engage in therapy, preventive health services, and other
        healthcare services. Even today, African American men are one of the most underserved
        minority groups.
A myriad of factors, including genetics and cultural beliefs and practices, impact the symptoms and mental health disorders that occur in a particular population and a specific client. These same factors often impact a client's help-seeking behaviors. Work, Cropper, and Dalenberg state [25]:
Despite evidence that ethnic minorities may experience higher rates of stressors and
          exposure to high-magnitude stressors and traumatic events, the non-Caucasian population of
          the United States is actually less likely to seek treatment than their Caucasian
          counterparts. Research has suggested that this may be the product of a social stigma
          against seeking services in many cultures, the fear of exposure of personal information to
          outsiders, the experience of misuse of information by authorities, and lower likelihood of
          access to culture-friendly explanations of available treatments.


Minorities who engage in mental health services are
        mainly connected with a practitioner of an ethnic/racial background in contrast to their own
        and therefore may feel uncomfortable discussing their experiences or may have cultural
        differences in help-seeking behaviors. Research on cross-racial therapeutic dyads has found
        client dissatisfaction and a lack of sensitivity in the way race was introduced by the
        therapist [25]. It is important to note that
        professionals have a responsibility to address any discomfort they may have discussing race
        and racism so it does not affect their clients. Work, Cropper, and Dalenberg recommend the
        following approaches to approach race-related issues [25]: 
	Tackle the subject of race as theoretically important to therapeutic issues and
              talk therapy.
	Recognize any challenges with verbally communicating racial connections and
              disparities.
	Reflect upon acknowledging racial privilege.
	Discover opportunities to enhance racial sensitivity and awareness of cultural
              stereotypes.
	Advance clinical training.
	Expand community outreach endeavors.


For a variety of reasons, practitioners are often hesitant about introducing racial issues in counseling or therapy [25]. However, providers who openly communicate and display competency for race-related issues are more effective in their work with minority clients. Early conversations regarding the client's goals and expectations can influence the progression of therapy, offering opportunities to discuss any challenges or concerns and diminishing the power differential. These interactions should particularly refer to the advantages and disadvantages associated with a cross-racial pairing of therapist and client, if present. Acknowledgment of the limited expertise of the provider on cultural differences when establishing rapport offers a safe path for client correction of the provider or recommendations of alternative explanations of behaviors.
When discussing race and culture in therapy, it can be challenging for the client to verbalize cultural beliefs or practices that may be shared or diverged with the provider [25]. It is vital to discuss the indistinctness of culture to those dwelling within it. As discussed, cultural norms about symptoms or belief expressions impact the nature of therapy, and the likelihood that a communication challenge or different perspective may have a cultural bias should be explored. In addition to acknowledging the subject of race, providers should contemplate the therapeutically appropriate timing of addressing racial experiences. A colorblind approach is often ineffective and can impede therapy. This can also be true when the client and provider are both African American. It is vital not to assume a shared belief system or trauma history based only on shared race or ethnicity; however, appropriate sharing or supporting may be more effective in these dyads.
If a provider is Caucasian American, verbal recognition of his or her experienced privileges can offer a powerful therapeutic exchange [25]. Multicultural competency is essentially intended to enhance the provider's knowledge of cultural differences and potential stereotypes, but it is not possible to have an awareness of all stereotypes. Over the course of therapy, the provider should offer the client a safe environment to examine these stereotypes. In these discussions, the goal is for the client to understand the provider's awareness of the stereotypes and their potential negative impact on his or her life. By normalizing anxieties and fears in discussions of race and by using role-playing and experiential exercises, practical beneficial gains can be made.
In addition, providers may benefit from preparing acceptable language to initially raise the issue of race in the therapeutic relationship. This can be accomplished by seeking experts and/or mentors in the community and by researching appropriate terminology and approaches. Instead of focusing efforts solely on becoming an expert in a client's culture, providers should work toward fostering a safe environment to freely discuss disparities and acknowledge a shared discomfort on the subject of racial differences [25].

POST-TRAUMATIC GROWTH STRATEGIES



If untreated and unprocessed, the effects of race-based trauma can develop into depression, anger/rage, and a battered sense of self [4]. Mental and behavioral health professionals should strive to uncover, acknowledge, and treat these wounds. Strengths-based, activity driven, and preventive choices are approaches for enhancing African American clients' engagement in therapy.
While providing therapy services to African American clients that address race-based trauma, post-traumatic growth strategies are recommended [4]. Traumatic events challenge a person's previously held beliefs about the world and can affect how they define themselves and others. Discovering meaning or purpose in the trauma allows individuals to develop effective coping and self-care skills.
Although exposure to trauma has proven to have many adverse
        effects on physical and mental health, the possibility for positive change after hardships,
        torment, and suffering has long been established [4]. Modern researchers refer to this phenomenon as post-traumatic growth.
        An opposite extreme to PTSD in the spectrum of reactions to trauma, post-traumatic growth
        encompasses the resilience and growth that can ensue when a person develops meaning from a
        traumatic event. In one study, resilience was the most common outcome of potentially
        traumatic events [45]. The literature is
        mixed, however, on outcomes of trauma for those who live in contexts of ongoing war and
        chronic terrorism [46].
Some experts frame post-traumatic growth as a coping technique, while others posit that it is actually an effect of positive coping after a traumatic event [4]. Regardless, individuals who experience post-traumatic growth may display a heightened sense of kindness and empathy toward others, improved intimate relationships, and a genuine appreciation for life. Persons with these types of reactions to trauma report increased levels of independence/self-efficacy, better control over themselves and their environment, more positive interactions, a willingness to grow, improved self-acceptance, and the faith that they have uncovered their purpose in life [4].
It is important to note that race-based trauma does not need to meet a minimum level of severity in order to induce post-traumatic growth (or PTSD, for that matter). African American individuals are repeatedly subjected to implicit racial discrimination, resulting in verbal, behavioral, and environmental humiliations that nonetheless convey aggression or dehumanization due to their race. As these microaggressions accumulate, feelings of loneliness, loss of self-control, emotional detachment, intrusive rumination, and reduced self-care can follow. Interventions that promote post-traumatic growth emphasize the individual experience, recognize environmental conditions reinforced by trauma, and are exemplary tools when providing services to African American clients. Evidence-based interventions to promote post-traumatic growth include trauma-focused cognitive-behavioral therapy and written or verbal self-expression [47].
Intrusive or excessive rumination on traumatic events can be
        harmful to growth and healing. Certain models of cognitive processing encourage
        post-traumatic growth, while others are associated with negative outcomes [4]. Specifically, active coping styles have
        been positively linked to post-traumatic growth. Active coping strategies are characterized
        by directive problem-solving techniques, actively seeking social support, and employing
        reappraisal methods to reassess the situation. In contrast, passive coping strategies
        emphasize avoidance and techniques such as distancing, escaping, wishful thinking, and
        self-control. Mental health professionals should focus on positive cognitive processing
        practices. Promoting post-traumatic growth among African American clients involves a
        combination of cultural competence and the application of practices tailored for the care of
        trauma survivors. As discussed, enhancing one's cultural competence requires self-awareness
        and a working knowledge of cultural traditions and culturally appropriate interventions.
        Awareness of power, privilege, and racial oppression is also relevant.


6. CULTURALLY RELEVANT INTERVENTIONS TO PROMOTE POST-TRAUMATIC GROWTH



As discussed, acute traumatic responses result from a normal reaction to overwhelming stress and may be construed as a set of adaptive survival mechanisms that become pathologic if the traumatic experience remains unresolved or when the precipitating event(s) have passed. With repeated or chronic trauma exposure, such as that experienced by racial minorities, the effects of unresolved trauma are pervasive and become the central organizing structure around which profound neurobiologic adaptations occur [15,16].
The symptom profile of complex trauma/PTSD recognizes deficits
      in emotional, social, cognitive, and psychologic competencies as the result of a failure to
      develop properly or deterioration from prolonged trauma exposure. Thus, treatment for complex
      trauma emphasizes reduction of psychiatric symptoms and, equally important, improvement in key
      functional capacities for self-regulation and strengthening of psychosocial and environmental
      resources. Loss of psychosocial resources, including deficits in self-efficacy, prosocial
      behaviors, or social support, is common and contributes to the severity and chronicity of PTSD
      symptoms. Therefore, strengths-based interventions to improve functioning, contribute to
      symptom management, and facilitate patient integration into family and community structures
      are integral to each phase of treatment [17,18].
THE ROLE OF RUMINATION



After a traumatic event, an individual may engage in a
        process to restructure his or her view of the world and to encourage positive growth by
        developing meaning from the trauma [4]. The
        recommended process for developing meaning starts with substantial rumination, which can
        create a state of sustained heightened stress and hypervigilance for the individual and
        requires support and significant coping skills. With sustained hypervigilance, individuals
        escalate to deliberate rumination. This thoughtfulness can result in meaning-making
        approaches, decreased stress and related symptomatology, and the development of
        post-traumatic growth. However, it is common for post-traumatic growth and event-associated
        distress to co-exist until the traumatic event has been resolved and/or fully processed.
        Instead of avoiding rumination, which would impede growth, providers should encourage safe
        rumination practices.
In order to diminish stress symptomatology during
        rumination, clinicians should incorporate post-traumatic growth approaches, integrating
        meaning-making and stress reduction techniques, when providing services to clients who have
        experienced race-based trauma [4].
        Potentially useful interventions include:
    
	Refuting cognitive distortions
	Offering psychoeducational training on mindfulness and relaxation techniques
	Identifying healthy and effective coping skills
	Commemorating one's individuality (including race, gender, sexuality, age, etc.) through meaning-making activities



STRENGTHS-BASED APPROACHES



Personality, social, and psychosomatic factors all add to
        post-traumatic growth, and acknowledging individual strengths can help foster healthy
        cognitive processing [4]. Personality traits
        positively correlated with post-traumatic growth include extraversion, openness,
        agreeableness, conscientiousness, and optimism, and providers can promote these traits by
        fostering an environment that encourages self-efficacy and accentuates self-esteem.
        Collective memory exercises, narrative therapy, and an Integrity Model approach may all be
        helpful. The Integrity Model involves five distinct steps: safety, stability, strength,
        synthesis, and solidarity, and has been particularly recommended in work with men [26]. Strengths-based and solution-focused
        methods may be particularly valuable for African American male clients, as these offer
        problem-focused interventions consistent with typical male preferences for therapy [4].
It is vital that people individually evaluate the traumatic event and recognize and accept
        that their response to it is normal. Clients experiencing an increased awareness of harm or
        danger during the event may be better able to access post-traumatic growth. This association
        may be the result of increased self-awareness and sense of control. Some have suggested that
        in order for growth to occur, trauma has to be substantial enough to cause the individual to
        question earlier viewpoints, triggering rumination and reflection. If a viewpoint is not
        challenged or is reinforced by the traumatic event, post-traumatic growth may be less likely
          [4].
Mental health practitioners should consider providing strengths-based assessments and therapeutic interventions that focus on maladaptive thoughts (i.e., thought-stopping techniques and cognitive restructuring) to all individuals presenting with race-related trauma. By concentrating on strengths and positive cognitions, practitioners can help African American clients practicing resilience exercises evaluate individual experiences and potential coping techniques. Psychoeducational strategies, justification of the client's encounter, and collaboratively encouraging and supporting the individual can improve service delivery.

CREATING A SAFE ENVIRONMENT



Addressing race-based trauma and post-traumatic growth requires practitioners to have training in and comfort with discussions of racism, discrimination, and race-based trauma [4]. Caucasian practitioners in particular may consider incorporating techniques to aid in creating a safe environment for race-based conversations with minority clients.
Practitioners have a responsibility to recognize and
        identify trauma and should work to help process the trauma in the absence of rationalizing,
        correcting, or altering the viewpoint of the client. Clients assessing and exploring the
        importance of experiences of discrimination and racism benefit from talks centered on
        coping, resilience, and meaningful living without minimization of the experienced trauma.
        Practitioners may further help their clients with pinpointing useful coping strategies and
        promoting positive emotional functioning. Some individuals will relate feelings of
        invisibility, pressures of gender norms, and self-fulfilling prophecies. While it is
        important to recognize and validate this experience, practitioners should help clients
        identify skills that are gained through processing pain and distress. This can include
        exercising empathy for all victims of oppression and discrimination and becoming a change
        agent for future generations of African Americans.

SOCIAL SUPPORT



Social support is defined as access to individuals who offer compassion, solidarity, and coping support [4]. In the African American community, social support often involves sharing encounters and occurrences as a method of coping with racism. Social support systems may include family members, friends, neighbors, colleagues, ministers, or more formal social or activist groups. For clients with specific mental health needs, support groups, 12-step programs, and group therapy may be appropriate sources of support. These supports provide an adaptable shield against stress and are an opportunity to promote diversity and healthy coping. Individuals with good social support report a sense of connectedness and mutual understanding of racist encounters.
Contentment with social supports has been correlated with increased post-traumatic growth and reduction of PTSD symptoms in war veterans [27]. Furthermore, a strong, healthy support system may further contribute to the safety of self-disclosure. As such, social support has a clear role in promoting post-traumatic growth, with impact on a client's coping style, cognitive processing, and meaning-making expression [4]. Professionals should focus on identifying environmental supports as opposed to barriers. Meeting a client in a relaxing community-based setting, welcoming supportive individuals to therapy sessions, and encouraging discussions with social communities are all advantageous.

RELIGION AND SPIRITUALITY



Some have argued that religion and spirituality in African American culture are shaped by political and social contexts, particularly issues of race/racism, slavery, oppression, justice, and liberation [28,29]. Notions of being freed from bondage, as espoused in Christian tenets, resonated with many slaves. It is important to remember this historical backdrop and how it continues to influence the views and coping mechanisms of African Americans today.
Spirituality for African Americans has been referenced in the following manner [30]:
Faith in an omnipotent, transcendent force, experienced internally and/or externally
          as caring interconnectedness with others, God, or a higher power; manifested as empowering
          transformation of and liberating consolation for life's adversities; and thereby inspiring
          fortified belief in and reliance on the benevolent source of unlimited potential.


God, Allah, and figures of a higher being are viewed as conquerors for the oppressed. Consequently, religious and spiritual orientations are often used among African Americans both to deal with and construct meaning from oppression and promote social justice and activism [28].
In African American culture, a deep belief in spiritual and church-based practices can safeguard against trauma or it can be an obstacle for accessing treatment, as the church is a source of coping (sometimes to the detriment of other options). Devotion to religion, active engagement in spiritual activities, reflective prayer, willingness to transform, and a desire to explore perplexing questions connected to one's faith have all been positively associated with post-traumatic growth [4]. Membership in a religion or spiritual group offers a social support network, explanations for adverse experiences, and strategies for active coping following a traumatic event (or continued trauma). Acceptance, hope, life satisfaction, and stress-related growth have been reported results of positive religious coping strategies [31]. Conversely, negative religious coping (e.g., believing in a vengeful God, spiritual dissatisfaction) is predictive of PTSD symptoms. Survivors of racial trauma may be faced with reforming their views of the world and of God/a higher power as a result of a traumatic event. In these cases, clients are compelled to examine prior beliefs about religion and spirituality to develop a new belief system or to devote themselves more fully to an existing system.

Evidence Based Practice Recommendation

The American Psychological Association recommends that clinicians aim to
          understand and encourage Indigenous/ethnocultural sources of healing within professional
          practice.
https://www.apa.org/about/policy/guidelines-race-ethnicity.pdf
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Practitioners should integrate religion and spirituality
        into mental health care as appropriate [4].
        In instances of race-based trauma, practitioners may aid clients with exploring their
        existing value system (e.g., beliefs, preconceptions, contradictions). At a minimum, three
        areas should be explored in a spiritual assessment: denomination or faith, spiritual
        beliefs, and spiritual practices [32]. If,
        in the initial assessment, it is clear that neither spirituality nor religiosity plays a
        dominant role in a client's life, it should not be a focus of interventions moving forward.
        If the practitioner finds that either spirituality or religiosity is a key dimension, a more
        comprehensive assessment is required. Practitioners may gain more understanding of their
        client's identity by inquiring about their viewpoints of life and their significance and
        purpose, with spirituality as a component of this overall assessment. This can be used to
        drive conversations of race and build rapport. In clients for whom it is important,
        emphasizing the significance of religion and spirituality may open opportunities for social
        support networks, active coping, and meaning-making.
In general, incorporating religion and spirituality into practice should not be spontaneous [33]. It should be thoughtful and systematic. In some cases, such as when a patient feels rejected by God/higher power or has been abused by a spiritual/religious leader, attempts to include spirituality/religion can trigger trauma reactions and anxiety [33].


7. TRAUMA-INFORMED CARE



It is important to use a trauma-informed approach when assessing and caring for potential victims, which requires that practitioners understand the impact of trauma on all areas of an individual's life [38]. Physical, emotional, and psychological safety is at the heart of trauma-informed care. This approach allows for trust-building and continued communication, both vital to ensuring that patients receive the care and support they require.

Evidence Based Practice Recommendation

The American Psychiatric Association recommends using validation and
        empowerment in treatment of African American clients. For example, normalize—instead of
        pathologizing—the feelings of stress and anxiety that Africans Americans experience due to
        continuous reports of police brutality and racial discrimination. Identify coping skills
        that may help patients deal with these feelings.
https://www.psychiatry.org/psychiatrists/cultural-competency/education/stress-and-trauma/african-americans
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Being trauma-informed is a strengths-based approach that is
      responsive to the impact of trauma on a person's life. It requires recognizing symptoms of
      trauma and designing all interactions with victims of racial trauma in such a way that
      minimizes the potential for re-traumatization. This involves creating a safe physical space in
      which to interact with clients as well as assessing all levels of service and policy to create
      as many opportunities as possible for clients to rebuild a sense of control. Most importantly,
      it promotes empowerment and self-sufficiency.
When providing trauma-informed care, the practitioner should acknowledge that an
      individual's specific life experiences will affect his or her responses to traumatic events
      and opportunities for support and care. Because trauma is a societal problem, trauma-informed
      care should be practiced throughout health care and educational, legal, and governmental
      agency settings. In the clinical setting, trauma-informed care requires shaping every patient
      encounter in a way that empowers recovery and inspires resilience.
Trauma-informed care is based on the values of encouragement,
      options, cooperation, credibility, security, and client autonomy [3]. Frequently, traumatic events signify removal
      of power; affectively caring for trauma survivors therefore entails being cognizant of the
      power dynamic between client and practitioner. When individuals feel a sense of control over
      their lives and power over treatment and care, the process of healing and recovery
      accelerates. Encouragement involves recognizing and using patients' strengths in the beginning
      of treatment rather than focusing on diagnoses, vulnerabilities, or victim status.
      Truthfulness involves conveying clear-cut and reasonable expectations of the treatment process
      and fulfilling one's obligations. Likewise, promoting client autonomy through collaborative
      treatment planning is a crucial aspect of trauma-informed care. Providers and clients should
      be partners in care and mutually participate in care provided by the entire interprofessional
      team (including health and mental health practitioners, ancillary staff, community members,
      and family, as appropriate).
Security is a core principle of trauma-informed care, and this is manifested in many areas
        [3]. The basis is good clinician-client
      rapport. Shared respect is critical to a patient's feeling of psychological well-being.
      Security can also be fostered by a positive and safe physical setting. For clients who are
      acutely ill, both the illness experience and treatment process can produce trauma. This is
      particularly true if involuntary detainment or hospitalization is necessary, but exposure to
      other individuals' narratives of experienced trauma or observing atypical behaviors from
      individuals presenting as violent, disorganized, or harmful to themselves can also be
      traumatic. As such, care environments should be controlled in a way to minimize traumatic
      stress responses. Trauma-informed care providers will keep this in mind when structuring the
      environment (e.g., lighting, arrangement of space), creating processes (e.g., layout of
      appointments or care systems, forms), and providing staff guidance (e.g., nonverbal
      communication, intonation, communication patterns). During each encounter, the client's
      perception of safety is impacted by caretakers and ancillary staff.
Trauma-informed approaches are the standard of care whether or not a client has disclosed or experienced trauma [3]. Therefore, trauma-informed approaches can be initiated even before providers have knowledge of clients' traumatic experiences or have completed a full assessment.
The first step is to establish safety, security, and harmony with clients—the basics of client-centered care. The next consideration is individualized treatment. Trauma-informed care requires acknowledgement of the exclusivity of individual experiences, which are impacted by a collection of factors, including race, culture, ethnicity, nationality, sex/gender, age, and socioeconomic status.
CULTURAL AWARENESS AND HUMILITY



It is within and across a cultural framework that individuals create their truths, values, and personalities. The multifaceted relationship between experiences, individual biology, psychological resilience, cultural context, and social supports is both a source of trauma and of resilience building. Patients carry all of these factors into the clinical encounter.
Traumatic experiences do not occur outside of cultural perceptions, and cultural and societal structures impact and occasionally trigger trauma [3]. For example, racial trauma can result from work-related incidents or hate crimes, or it could possibly be the outcome of a buildup of microaggressions and cumulative minor occurrences relating to routine rejection. Ranjbar et al. states [3]:
Although some patient populations may be more susceptible to trauma exposure on the
          basis of sociodemographic circumstances, culture is one of the mitigating factors that
          play a role in the variability of individual response to potentially traumatic
          events.


The cultural elements of African American culture and family
        cohesion may reinforce resilience, promote healing, and/or minimize the impact of trauma. In
        one study, high levels of resilience were noted in a sample of primarily trauma-exposed,
        inner-city African American adults [3].
In order to best meet the needs of clients who are
        culturally diverse, clinicians should explore their own self-identity, culture, individual
        history, and implicit biases [3]. Instead of
        working from the belief that patients from certain cultures or social environments require
        specific treatment, clinicians should reflect on culture being a vehicle for strength and a
        tool for healing. For clients whose histories include deeply distressing circumstances
        (e.g., warfare, sexual abuse, violence, racism), traumatic encounters will affect their
        cultural identity and worldview, potentially resulting in significant adverse mental and
        physical health effects. Healing focuses on the crossroads of trauma and culture.
While culture is an undeniably important aspect of mental health assessment and treatment, it is not possible for a clinician to know everything about a client's culture. Cultural humility is an open-ended approach to understanding, whereby the clinician approaches every encounter with an appreciation for the unknowability of culture [3]. The extent that culture is entrenched in personality, biology, individuality, and psychology is to some extent indescribable. Cultural humility involves acknowledging cultural experience as not fully analyzed or understood but appreciated and respected. Vital components of this approach are shared learning, crucial self-awareness, identification of power imbalances, and acknowledgment of the reality of implicit biases. Its practice can generate civil alliances and institutional liability.
In the clinical context, cultural humility can be the guiding notion for the practice of trauma-informed care in focusing and empowering patients to focus on healing and avoiding dominating the session. Clinicians should be open to being educated about ways a client's cultural background may play a part in the healing journey [3]. This may require connecting with family members or community organizers to incorporate cultural resources into the treatment plan or using cultural contacts to initiate constructive healing work. Because response to and affiliation with one's cultural upbringing, experiences of racism, and healthcare experiences are unique to each person, every client and every encounter should be approached humbly and with an open mind.

ETHICAL CONSIDERATIONS



Trauma-informed care, cultural humility, and addressing
        racial trauma are all in alliance with the ethical principles of autonomy, beneficence,
        nonmaleficence, and competency [3]. In
        general, all mental health providers should work to identify and eliminate discriminatory
        policies, demonstrate compassion, recognize patients' human rights and dignity, engage in
        lifelong learning, and contribute to the growth of society and community health. Culturally
        respectful encounters with patients from a variety of cultures contribute to the clinician's
        personal and professional development. In codes of ethics and ethical literature, there has
        been a move away from the term "cultural competence" and toward "cultural awareness," a
        change that acknowledges the fact that improving one's knowledge and appreciation of diverse
        cultures is an ongoing process. A vital aspect of this process is openness to new
        information and change. All clinicians should allocate time for self-reflection and analysis
        of their own cultural beliefs, experiences, and biases. After every encounter, reflect on
        whether the client's needs were paramount and remain the focus of ongoing treatment; ethical
        responsibility necessitates that the patient's interests be the utmost goal. Treatment
        approaches and diagnoses should evolve along with the client.
Trauma-informed care adapts to the principles of ethical practice established in the mental health fields [3]. Every decision and approach should be made with consideration of the professions' codes of ethics and ultimate purposes.

ADVOCACY AND SOCIAL JUSTICE



Racism occurs at interpersonal, environmental, institutional, and cultural levels, and eradicating racism and racial trauma necessitates interventions on every level (e.g., individuals, families, communities, and the entire nation). This should include advocacy and implementation of policy changes that eradicate structural racism in communities. As Congresswoman Shirley Chisholm said, "Racism is so universal in this country, so widespread and deep-seated, that it is invisible because it is so normal" [13]. National issues such as mass incarceration, employment disparities, and the achievement gap should be addressed in order to reduce structural racism, alleviate some racial trauma experienced by African Americans, and improve socioeconomic position and related helplessness. One example of a macro-level intervention to address systemic racism is taking steps to improve the education system to better reflect African Americans' lives, culture, history, and experiences, with particular attention to the punitive approach to educating African American boys.


8. CONCLUSION



Acknowledgment of the historical context of racism and its current implications is a vital aspect of providing care to a diverse population. Mental health practitioners, medical providers, researchers, community leaders, advocates, activists, and laypersons should work to prevent and effectively treat the psychological and physical distress experienced as a result of the racism faced by African American clients.
Although continuously encountering racism and intersectional trauma, African Americans have often adopted positive adaptations, and it is important to recognize the inherent empowerment that can result with survival of chronic race-related trauma. Cultural awareness, responsiveness, and sensitivity improve relationships with clients and allow for provision of the best quality care. This includes the implementation of race-informed therapeutic practices and techniques that promote resilience and intraindividual and interpersonal healing and wholeness of minorities. A trauma-informed approach to treatment recognizes that healthcare systems and providers should have a comprehensive picture of a patient's previous and current life situation in order to offer successful and healing treatment. Implementing trauma-informed practices may increase patient commitment and treatment compliance, improve health outcomes, and enhance provider and staff well-being.
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