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Abstract 

Purpose: To understand knowledge gaps and barriers among Florida healthcare providers in the 

assessment and treatment of Perinatal Mood and Anxiety Disorders (PMADs).  The information 

gathered should assist in making future recommendations to improve early screening and 

treatment of women with PMAD. 

Methods: The study was designed as a needs assessment questionnaire. ARNPs, PAs, DOs, and 

MDs with email addresses listed in the Florida Health Care Practitioner Data Portal were sent an 

investigator-developed survey. Following the survey, participants were provided a link to 

MothersMentalHealth.org, developed by the FSU College of Medicine, which provides resources 

and education for mothers, families and clinicians. Analysis was conducted using Statistical 

Packages for the Social Sciences (SPSS) to determine how clinicians identified areas where they 

lacked preparedness in addressing PMADs and to identify differences in provider characteristics.  

Results: A total of 552 respondents completed the survey. Clinicians lack preparedness in six 

significant areas: appropriate use of language, detection of PMADs, care development, time and 

resource management, awareness of community resources, and provision of culturally specific 

care. Significant differences in preparedness were observed between disciplines. 

Discussion: Barriers to effectively addressing PMADs are all modifiable. Efforts are needed to 

improve the confidence, knowledge and preparedness of clinicians, regardless of specialty area, 

in the early detection, appropriate treatment and long-term management of patients with PMADs.  

Conclusions: Successful management of PMADs is critical for the welfare of women and their 

families. To further this research, it would be valuable to have PMAD education built into the 

requirements for all health care providers (HCPs) across the state of Florida. Simply increasing 

the awareness of available resources could improve PMAD outcomes.  
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Clinician Knowledge on Perinatal Mood and Anxiety Disorders in Florida 

 Perinatal mood and anxiety disorders (PMADs) impact an exorbitant number of families 

globally each year. The World Health Organization (WHO) (2012) reported that worldwide 

postpartum depression affects 13% of women. To provide perspective, 596,700 out of the 3.978 

million births in the United States were affected in 2015 (Hamilton, Martin, & Osterman, 2016). 

There are several diagnoses included in PMAD: antenatal depression/anxiety, postpartum 

depression, postpartum anxiety/panic disorder, postpartum obsessive compulsive disorder, 

postpartum post-traumatic stress disorder, and postpartum psychosis. These diagnoses can take 

place during pregnancy or up to one year postpartum (O’Hara & Wisner, 2014). Up to one in 

seven women experience some type of depression before, during or after pregnancy. It is vitally 

important to consider that these diagnoses can affect all types of women, regardless of age, 

religion, marital status, socioeconomic status, culture, geographic location or race.  

 The most notable symptoms of PMADs include disproportionate worry or anxiety, 

feelings of hopelessness, feelings of being overwhelmed, irritability, mood swings, fear of being 

alone, lack of coping skills, loss of energy, extreme fatigue, lack of sleep, inability to 

concentrate, feelings of inadequacy as a mother and partner, despondency, shame, and changes 

in appetite whether eating too much or too little (DSM V, 2013).  

There is ample research available that voices concern that this particular disease process 

is significantly under-recognized and underdiagnosed (Ko, Rockhill, Tong, Morrow, & Farr, 

2017). The preconceptions, lack of awareness and preparedness among HCPs regarding PMAD 

assessment, diagnosis and treatment needs to be addressed. There is a multitude of evidence in 

the literature that outlines the effectiveness of treatment and the successful outcomes when 

PMADs are readily and appropriately diagnosed and treated (Ko, Farr, Dietz, & Robbins, 2012). 
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 The purpose of this study was to understand the knowledge gap in the assessment and 

treatment of PMADs that exists for HCPs in Florida. Per the Centers for Disease Control and 

Prevention (2010), 58.8% of Florida mothers reported experiencing PPD symptoms after 

childbirth. That statistic alone implies that there is a clear need for HCPs to evaluate their 

practices and ensure they have the knowledge to recognize, address and treat PMADs.  

This project included the following aims: 

1. To gauge the level of knowledge that health care professionals in Florida have 

regarding PMADs. 

2. To explore barriers to screening in the perinatal and postpartum periods. 

3. To make recommendations to improve screening and identification of women with 

PMADs. 

Clinical Questions 

 The project addressed two clinical questions. Would an electronic questionnaire reveal 

the deficits in knowledge regarding treatment and appropriate therapies for women with PMADs, 

among health care providers in Florida? What type of information do health care professionals in 

Florida need so they can provide quality, evidenced based care to their patients?  

Review of the Literature 

Postpartum mood and anxiety disorders are becoming one of the most common 

complications associated with childbirth in the United States (DelRosario, Chang, & Lee, 2013; 

Kendall-Tackett & Hale, 2010; Stewart, Robertson, Dennis, Grace, & Wallington, 2003).  Health 

care providers, Advanced Registered Nurse Practitioners (ARNPs), Physicians Assistants (PAs), 

Medical Doctors (MDs), and Doctor of Osteopathic Medicine (DOs), should have knowledge to 

effectively recognize and treat PMADs. One must take into consideration that it may not be the 
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Obstetrics and Gynecological (OB-GYN) provider that notices the signs and symptoms of a 

PMAD; it may be the primary care provider or the infant’s provider. It is prudent to address the 

unique relationship between the obstetric provider and the patient as “obstetricians are in a 

unique position during the postpartum check-up to screen women for these predictors of future 

postpartum depression and possibly to avert the development of a clinically significant 

depressive episode” (Chaudron et al., 2001, p. 103). On the other hand, it should not be the belief 

that the sole responsibility for assessment and treatment of PMADs falls on the shoulders of the 

obstetric provider. All health care professionals who encounter postpartum mothers need to be 

vigilant in monitoring for these detrimental signs and symptoms.  

Gaps in Knowledge 

Addressing the gaps in knowledge among health care providers is imperative.  Ensuring 

that patients with PMADs are receiving an accurate diagnosis and appropriate treatment in a 

timely manner should be a primary goal for all healthcare professionals. It is important for the 

provider to consider each patient’s personal health history, and be aware that women with a prior 

history of mental illness have an approximate 25-50% risk of symptom recurrence (Marcus, 

2009; Wisner et al., 2001).  In developed countries, 19.8% have received a PMAD diagnosis 

(World Health Organization, 2012). This should cause one to think about how many patients 

could be missing from this statistic due to lack of an appropriate diagnosis. The first step to 

increasing awareness and treatment is ensuring that healthcare professionals are equipped with 

the proper knowledge of screening tools, resources, and treatment modalities. There are many 

resources available at little to no cost – in time and money – that are highly effective in screening 

for PMADs.   
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Screening Instruments 

 Providers should be aware that there are tools available that are specific to various 

milestones in the perinatal period. It is essential for the health of the mother and child to use 

screening tools frequently to guide care and, when necessary, provide treatment. The following 

describes the Edinburgh Postnatal Depression Scale (Cox, Holden, & Sagovsky, 1987), the 

Postpartum Depression Screening Scale (Beck & Gable, 2000), and the Postpartum Depression 

Predictors Inventory (Beck, 1998), and the PHQ-9 (Kroenke, Spitzer, & Williams, 2001). These 

are the most well-known screening tools used in the clinical setting (Lake, 2004).  

Edinburgh Postnatal Depression Scale. 

 The Edinburgh Postnatal Depression Scale (EPDS) is a free, 10-item questionnaire that 

takes approximately five minutes to complete (Cox et al., 1987). HCPs do not need psychiatric 

expertise to administer this survey. It is formatted by giving women four parameters ranging 

from “not at all” to “all of the time” when reflecting upon how they have been feeling for the 

past seven days (Cox et al., 1987). This questionnaire excludes somatic depressive symptoms 

such as appetite change and fatigue, as well as psychomotor distress and diminished 

concentration (Zhao et al., 2015).  Validation studies with various populations demonstrated that 

the EPDS has a high sensitivity and specificity for both major and minor depression (Matthey, 

Barnett, & White, 2003). Per the authors of the EPDS, the score should not override clinical 

judgment. A thorough assessment should be made to confirm any suspected diagnoses that may 

have stemmed from the results of the screening tool (Cox et al., 1987).  

Patient Health Questionnaire-9. 

 The PHQ-9 is a brief and extremely useful tool that can be used in clinical practice for 

screening, diagnosing, monitoring and measuring the severity of depression (Kroenke et al., 
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2001). The PHQ-9 is completed by the patient in approximately 5 minutes and is easily scored 

by the clinician. The PHQ-9 is often administered numerous times over the course of the therapy. 

Changes in scores can denote improvement or worsening of depression in response to treatment. 

Positive screening results should lead to additional assessment by the clinician that considers the 

severity of depression, the possibility of comorbid psychological problems, alternate diagnoses, 

and medical conditions (Siu, 2016). 

Postpartum Depression Screening Scale. 

 The Postpartum Depression Screening Scale (PDSS) is written at an elementary school 

reading level to identify women who might be suffering with PPD (Beck & Gable, 2000). It is a 

35-item survey consisting of seven groups of questions: sleeping or eating irregularities, anxiety 

and/or insecurity, emotional instability, diminished cognitive ability, loss of their sense of self, 

remorse and/or humiliation, and imagining self-harm (Beck & Gable, 2000).  

Postpartum Depression Predictors Inventory. 

 The Postpartum Depression Predictors Inventory (PDPI) was developed by Beck (1998) 

after conducting a meta-analysis of 44 studies. The meta-analysis was conducted to explore the 

degree to which there is a relationship between postpartum depression and the following 

variables: prenatal depression, history of depression, social support, life stress, child care stress, 

maternity blues, marital satisfaction, and prenatal anxiety (Beck, 1996). Uniquely, the PDPI can 

be used during pregnancy and in the postpartum period (Beck, 1998). There are questions that 

can be added into the interview that are exclusive to the postpartum period. This tool is 

administered as an interview, unlike its counterparts, which are self-administered. A 

distinguishing quality of this tool is that it allows the woman to use her own words to discuss her 

experiences rather than select from prescribed options. There is individuality within patient 
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responses, which can be more impactful due to the human interaction. The PDPI gives HCPs the 

opportunity to build a rapport through the instrument and examine a delicate issue. Beck (1998) 

recommends that the PDPI be administered during each trimester of the pregnancy as well as at 

each follow up appointment during the postpartum period.  

 The following are recommendations by national organizations that can help to guide a 

provider’s decision in selecting an appropriate screening tool and how frequently to administer 

the tool. The American Academy of Pediatrics (AAP) recommends screening at 1-, 2-, 4-, and 6-

month well-child visits during the postpartum period (American Academy of Pediatrics, 2018). 

The American College of Obstetricians and Gynecologists (ACOG) recommends that patients 

should be screened at least once during the perinatal period for depression/anxiety indicators 

using a validated tool (The American College of Obstetricians and Gynecologists, 2015). The 

Agency for Healthcare Research and Quality (AHRQ) in conjunction with ACOG recommends 

any of the following tools: PHQ-9, EPDS and PDSS (Agency for Healthcare Research and 

Quality, 2016; The American College of Obstetricians and Gynecologists, 2015). The Federal 

Health Resources and Services Administration (HRSA) has required that all Healthy Start 

programs consistently screen for PMADs (Health Resources and Services Administration, 2006).  

Treatment Options 

 In addition to a number of screening tools, there is a variety of effective treatment 

modalities. Providers should consider that it might take a combination of the following to 

successfully treat a patient with a PMAD: psychotherapy, cognitive-behavioral therapy, brief 

interpersonal therapy, and psychiatric medication, or a combination (Misri, Abizadeh, Sanders, 

& Swift, 2015). The disconnect between evidenced based practice and what is occurring in 

practice is leading to a lack of consistency in treating PMADs.  
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Pharmacological Treatment 

 The Food and Drug Administration (FDA) has made great strides to assist providers with 

prescriptive authority in knowing which drugs are safe for pregnant and/or breastfeeding women 

(Food and Drug Administration, 2016). It is important to recognize that all medications transfer 

into breastmilk to some degree, although generally it is insignificant. It is rare that the amount of 

any medication transferred into breastmilk can create significant doses in the infant (Hale & 

Rowe, 2017; Kendall-Tackett & Hale, 2010).  

The most common class of antidepressant medications used to treat PMADs are selective 

serotonin reuptake inhibitors (SSRIs) i.e., sertraline (Zoloft) (di Scalea & Wisner, 2010; O’Hara, 

2009). Sertraline is well tolerated amongst patients and is highly effective in the treatment of 

depression. It has also been shown to be “virtually undetectable in the vast majority of infants” 

(Kendall-Tackett & Hale, 2010, p. 192). Clinicians should be aware that there are several 

experts, including William Hale and Kathleen Kendall-Tackett, who have dedicated their careers 

to publishing evidence-based research on various treatment modalities and medication safety for 

the pregnant and/or lactating mother. Much of their research is available online and is accessible 

to both clinicians and patients.  

Psychotherapy 

 Psychotherapy can be highly effective in treating PMADs when it is delivered as 

cognitive behavioral therapy (CBT) or Brief Interpersonal Therapy (IPT-B). Cognitive 

behavioral therapy is a form of psychotherapy focused on changing maladaptive patterns of 

thinking and behavior (Misri et al., 2015). A study showed that a group CBT intervention for 

antenatal mothers with anxiety resulted in a significant decrease in their feelings of anxiety, and 
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the effects of the therapy were sustained into the postpartum period (Austin et al., 2007). In some 

cases, psychotherapy alone may not be enough to effectively treat the patient.  

 Brief Interpersonal Therapy (IPT-B), similar to Interpersonal Therapy (IPT), is designed 

specifically to treat patients suffering from depression by helping to resolve symptoms that stem 

from one of the interpersonal problem areas (e.g., role transition, role dispute, grief, and 

interpersonal deficits) related to the depressive state. These interpersonal problem areas 

commonly arise in women during the perinatal period. A study published in an issue of the 

Journal of Psychiatric Services showed that “culturally relevant, enhanced IPT-B ameliorates 

depression during pregnancy, prevents depressive relapse and improves social functioning up to 

six months postpartum in a difficult-to-engage, non-treatment-seeking population” (Grote et al., 

2009, p. 320). There are long-term benefits for both the mother and the child when PMAD 

symptoms are addressed and treated without delay or hesitation (Agency for Healthcare Research 

and Quality, 2016; The American College of Obstetricians and Gynecologists, 2015).   

Recommendations 

Perinatal depression can easily go unnoticed because lifestyle changes of altered sleep, 

appetite patterns and behavior changes commonly occur during the perinatal period. It is 

important to ask the patient about her mood at each visit. Women with current signs or 

symptoms and those who historically suffer from depression, anxiety, or mood disorders should 

be monitored closely as recurrence is likely. However, screening alone does not improve clinical 

outcomes. These women may require a combination of psychological or pharmacologic 

interventions. Providers should be able to deliver appropriate follow-up and long-term treatment. 

There are recent recommendations regarding screening from the United States Preventative 
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Services Task Force and the American Congress of Obstetricians and Gynecologists available 

via their websites to help guide the provider.  

United States Preventative Services Task Force 

 The only identified harm of treatment was the use of pharmacotherapy regimens during 

pregnancy, although the absolute risk of harm was deemed minor. There is a much greater harm 

to the patient and their family if there is no treatment or ineffective treatment. In many cases, 

cognitive behavioral therapy was a successful alternative to medication. Evidence for pregnant 

women was consistent with the data for postpartum women regarding the benefits of screening 

and instrument accuracy. 

American Congress of Obstetricians and Gynecologists 

 Although definitive evidence of benefit is limited, ACOG recommends the following 

measures:  

• Patients should be screened at least one time during the perinatal period for depression 

and anxiety symptoms using a standardized tool.  

• Women with depression or anxiety, a history of perinatal mood disorders, or risk factors 

for perinatal mood disorders will require close assessment, evaluation, and monitoring 

throughout their care.  

• Screening by itself is insufficient to improve clinical outcomes and must be coupled with 

consistent follow-up and treatment when indicated.  

• Clinicians should feel equipped to initiate medical therapy and refer patients to 

appropriate behavioral health resources when indicated.  

• Systems should be in place to ensure reliable follow-up treatment. 
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Methodology and Implementation 

Research Design 

The aims of this study were first to survey health care professionals in Florida to measure 

their level of knowledge regarding the identification, management and treatment of women 

living with PMADs; second, to explore barriers to screening in the perinatal and postpartum 

periods; and finally, to make recommendations to improve clinician knowledge and preparedness 

regarding screening and identification of women with PMADs.  

Data was collected using an investigator-developed survey that was modeled after a 

validated tool: the Physician Readiness to Manage Intimate Partner Violence tool (Short, Alpert, 

Harris Jr., & Surprenant, 2006), which was originally developed to gauge physician knowledge 

on treatment and management of intimate partner violence.  

The survey was presented to the participants in the format of a 15-item survey, with eight 

Likert scale response options (see Appendix A). The study used a descriptive cross-sectional 

design, was disbursed via the Qualtrics platform, and informed consent was collected prior to the 

participant beginning the survey. To address the final aim of the study, participants were 

provided with a link to the website http://mothersmentalhealth.org at the end of the survey.  

Upon completion of the survey, all study participants could enter a drawing for one of three $25 

Amazon gift cards by supplying their email address. The winners of the drawing were 

determined at random using Excel software. 

Sample  

A systematic, purposive sampling method was used to obtain participants.  The primary 

investigator emailed providers listed in the Florida Health Care Practitioner Data Portal via 

Qualtrics; the following licenses were targeted for potential participants: ARNPs, MDs, DOs, 
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and PAs. Study participants needed to have an active email address and access to the internet to 

complete the survey.   

Setting 

An introductory invitation written by the investigator, outlining the appropriate 

participant parameters, was sent via email with the link to the survey included. Data collection 

occurred via electronic submissions received between September and October 2017.  

Subjects/Inclusion/Exclusion Criteria 

 To be eligible to participate in this study, participants had to be licensed ARNPs, DOs, 

PAs, MDs in Florida who were interested in participating in a web-based survey regarding their 

knowledge on diagnosis and treatment of PMADs. Individuals who were not MDs, DOs, PAs or 

ARNPs licensed in Florida and whose emails were not listed within the Florida Health Care 

Practitioner Data Portal were excluded. Those with a valid license and that met the criteria were 

eligible for participation in the study regardless of specialty area of practice or years of 

experience in their field.  

Ethical Considerations   

The protection of the participant information was incorporated into the study design and 

considered when the Qualtrics platform was selected. Qualtrics utilizes encryption technology to 

protect data. The survey was completed anonymously and only email information was recorded 

if the participant wished to enter the drawing for one of the three Amazon gift cards. The 

Institutional Review Board at Florida State University approval was obtained July 2017. 

Adapted Tool 

 The PREMIS (Physician Readiness to Manage Intimate Partner Violence Survey) tool, is 

a 15-minute survey that is a comprehensive and reliable measure of physician preparedness to 
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manage IPV patients (Short et al., 2006). The tool was found to have good stability of 

psychometric properties in a physician population and good correlation with measured IPV 

practices. Per the publisher, this tool “may be used freely for non-commercial purposes” (Short 

et al., 2006). In 2012, the tool was used on a select of group of UK primary care clinicians to 

measure current levels of knowledge, attitudes, and clinical skills on IPV (Ramsay et al., 2012). 

PREMIS has the potential to be advantageous in a number of different ways:  

(1) as a pretest and needs assessment to measure physician knowledge, attitudes, beliefs, 

behaviors, and skills that may need to be addressed during training or other on-site 

intervention; (2) as a training adjunct to orient physicians to the topic and expose them to 

the complexity of IPV issues; (3) as a post-test to determine changes in physician changes 

in knowledge, attitudes, beliefs, and self-reported behaviors over time or as the result of 

training; and (4) as a comparative instrument to assess differences between physicians 

who have received training and those who have not (Short et al., 2006; Walton, Aerts, 

Burkhart, & Terry, 2015).  

One can see how this tool could be useful in measuring clinician knowledge on other topics. 

There is an urgent need to highlight the gaps in knowledge and lack of preparedness amongst 

clinicians, and this tool was identified as a means to successfully address this need.    

Data Analysis Plan 

Data analysis was conducted using SPSS software to determine the most prominent 

barriers to PMAD assessment, diagnosis and treatment. Demographics provided by the 

participants were compared to the variables addressed within the questionnaire. Biographical 

characteristics of participants were summarized descriptively. Subsequent descriptive analysis 

was carried out in relation to the aims of the study. 
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Findings 

Demographics 

A total of 839 participants started the survey with 641 consenting to complete the survey. 

Only surveys with a fully completed demographics section were included in the analysis. Of 

those, 552 participants fully completed the survey, with a diverse representation of 

demographics, years of experience, levels of practice, and specialties (Table 1). There were 

several interesting results brought forth from the analysis. Regarding participants’ years of 

experience, 37.4% had less than 10 years of experience and 19% had 25 or more years of 

experience. Approximately a quarter of the participants were 55-65 years of age. Only one 

participant was less than 25 years of age. Two-thirds of participants self-identified as white or 

Euro-American. Nearly 70% of respondents were female, and it was identified there is no 

significant difference in preparedness based on gender.  

Clinician Preparedness 

Level of practice is associated with the preparedness level of practitioners to “help a 

woman experiencing a PMAD understand the severity of her diagnosis” (p=0.049), significantly 

more MDs (17.4%) indicate they are quite well prepared when compared to ARNPs (7.5%). This 

could be related to physician over-confidence levels (Pathak, 2013). If one were to generalize the 

results of this study to the entire state of Florida, this is a rather small number of MDs and 

ARNPs that feel quite well prepared to help a woman experiencing a PMAD understand the 

severity of her diagnosis. Another question which yielded significant results was question 

number nine, “help a woman experiencing PMAD create a plan of care” (p=0.018), the analysis 

revealed that significantly more ARNPs (21.7%) indicate they are not at all prepared when 
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compared to PAs (6.6%).  Specialty area of practice is associated with the preparedness level in 

all areas of the survey (with p<0.005 for all areas) with and without the “other” category. 

Study Limitations 

 

There were limitations tied to the study design and sampling methodology. The  

cross-sectional study design is truly observational; therefore, it does not allow for true 

randomization of study participants or manipulation of variables (Friis & Sellers, 2009). The 

most notable limitation was that the survey was only sent to licensed providers with functioning 

emails listed in the Florida Health Care Practitioner Data Portal. This could also speak to the low 

response rate. The format of the online survey may have missed individuals with limited access 

to the internet. Additionally, the assumption could be made that some surveys were allocated as 

spam or sent to a junk mail. Another limitation was the further decrease in sample size caused by 

missing data, which limited generalizability of results. The aforementioned limitations could bias 

the results, as this is not necessarily a complete representation of Florida HCPs knowledge on 

PMADs. As a final consideration, this survey was based on self-reporting and there could be 

some responder bias that could have potentially skewed the results.  

Implications for Practice 

Women with PMADs require timely and effective care with an immediate goal of 

providing symptom relief while simultaneously ensuring personal safety and the safety of the 

child (Misri & Kendrick, 2007). Current guidelines for best practice are available in relation to 

the identification of women at risk, standardization of diagnostic procedures, use of appropriate 

screening tools, reduction of adverse outcomes for women and infants, prevention, early 

intervention, and treatment (Agency for Healthcare Research and Quality, 2016; American 
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Academy of Pediatrics, 2018; Siu, 2016; The American College of Obstetricians and 

Gynecologists, 2015).  

Research findings must be disbursed to clinicians in a way that can be readily applied to 

their practice. An effective way to ensure that clinicians are receiving consistent and appropriate 

information on PMAD assessment, diagnosis and treatment would be to include this information 

in licensure or certification renewal requirements. As for current and future nurse practitioner, 

medical and physician assistant students, it could significantly benefit future patients if they were 

receiving targeted education on this subject within their curriculum.  

Conclusion 

Historically there has not been enough focus on mental health management, especially in 

the perinatal population, as evidenced by the lack of recognition and treatment. As the focus on 

mental health treatment in the United States is increasing, research in the areas of appropriate 

interventions is constantly evolving. Going forward, continued research in this area is critical. 

The findings presented within this study suggest that clinicians are not comfortable discussing 

mood with their patients at any time during the perinatal period. This can be addressed with 

education to increase clinician knowledge on the subject and recommendations for appropriate 

communication strategies. Potentially, the results from this study could be used to craft an 

educational program specific to the needs of Florida’s clinicians and the perceived barriers they 

find in practice. It is possible that the results from this study could be extrapolated to other states, 

as lack of screening, recognition, diagnosis and treatment of PMADs is widespread. 
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Table 1 

Demographic Results 

 

  

 n % 

Gender   
Male 132 23.9% 
Female 376 68.1% 

Years of Experience   
<5 130 23.6% 
6-10 76 13.8% 
11-15 44 8% 
16-20 79 14.3% 
21-25 54 9.8% 
25 years or more 105 19% 

Level of Practice   
Advanced Registered Nurse Practitioner 294 53.3% 
Physician Assistant 63 11.4% 
Doctor of Osteopathy 22 4% 
Medical Doctor 126 22.8% 

Age   
<25 1 0.2% 
25-35 92 16.7% 
36-45 118 21.4% 
46-55 116 21% 
55-65 139 25.2% 
>65 44 8% 

Specialty Area   
Primary Care 121 21.9% 
OB-GYN 57 10.3% 
Pediatric 54 9.8% 
Internal Medicine 45 8.2% 
Psychiatry 47 8.5% 
Other 185 33.5% 

Ethnicity   
Non-Hispanic White or Euro-American 375 67.9% 
Black, African American, Afro-Caribbean 39 7.1% 
Latino or Hispanic-American 51 9.2% 
Asian American 12 2.2% 
Indian American 5 0.9% 
Middle-Eastern or Arab American 5 0.9% 
Native American or Alaskan Native 2 0.4% 
Other 21 3.8% 
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Appendix A 

Survey: Clinician Knowledge on Perinatal Mood and Anxiety Disorders in Florida 

 

Please indicate which number best describes how prepared you feel when you perform the 
following: 

0= Decline to answer 1= Not prepared     2= Minimally prepared      
3= Slightly prepared       4= Moderately prepared    5= Fairly-well prepared     

6= Well prepared    7= Quite well prepared 

1. Ask appropriate questions to identify a Perinatal Mood & Anxiety Disorder (PMAD) 
diagnosis. 

0 1 2 3 4 5 6 7 

2. Your role in detecting a PMAD. 
0 1 2 3 4 5 6 7 

3. What to say and not to say to a patient with a PMAD diagnosis. 
0 1 2 3 4 5 6 7 

4. Identify patient specific risk factors for a PMAD. 
0 1 2 3 4 5 6 7 

5. Appropriately respond to disclosures of a PMAD. 
0 1 2 3 4 5 6 7 

6. Identify PMAD indicators based on patient history, physical examination and clinical 
presentation. 

0 1 2 3 4 5 6 7 

7. Help a woman experiencing a PMAD understand the severity of her diagnosis. 
0 1 2 3 4 5 6 7 

8. Determine if the safety of the mother and her family. 
0 1 2 3 4 5 6 7 

9. Help a woman experiencing a PMAD create a plan of care. 
0 1 2 3 4 5 6 7 

10. Document PMAD history of diagnosis, current presentation and plan of care.  
0 1 2 3 4 5 6 7 

11. Follow up appropriately following positive or negative outcomes after prescribing 
pharmacologic treatment. 

0 1 2 3 4 5 6 7 

12. Develop and maintain a current list of community services and local mental health 
clinicians for treatment of PMAD. 

0 1 2 3 4 5 6 7 

13. Provide culturally specific care that help women and their families better understand 
PMADs. 

0 1 2 3 4 5 6 7 

14. Gauge the appropriate amount of time and resources necessary to provide care for 
patients with PMAD.  

0 1 2 3 4 5 6 7 

15. To decipher normal perinatal feelings of worry from pathological worry and anxiety. 
0 1 2 3 4 5 6 7 
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