
© 2022 CMA Impact Inc. or its licensors  CMAJ  |  July 25, 2022  |  Volume 194  |  Issue 28 E981

Depression during pregnancy and the postpartum period can 
have far-reaching impacts on the child-bearing individual and 
their infant, as well as on parent–infant interactions and rela-
tionships with partners.1 Consequences for the child-bearing 
individual include increased likelihood of future anxiety or 
depression, lower quality of life, increases in risky behaviours 
(e.g., tobacco smoking or alcohol consumption) and suicidal 
ideation.1 Impacts on the infant could include delays in physical 
and mental development, such as cognitive and language 
de velopment, and overall infant health concerns.1 Impacts on 
parent–infant interactions can include reduced breastfeeding 
and poor parent–infant bonding.1,2

Diagnostic criteria for major depressive disorder require 
patients to have at least 5 symptoms, including depressed mood 
or diminished interest in activities, and to be experiencing signifi-
cant distress or functional impairment nearly every day for at 
least 2 weeks.3 Symptoms may include significant weight or 
appetite change, insomnia or hypersomnia, psychomotor agita-
tion or retardation, fatigue or loss of energy, feelings of worth-
lessness or guilt, reduced concentration or indecisiveness, and 
thoughts of death or suicidal ideation.3

A 2005 systematic review estimated that the point prevalence 
of major depression during pregnancy and postpartum ranges 
from 1% to 6% at different time points (from the first trimester of 
pregnancy to 1 year postpartum), based on 2–6  studies at any 
given time point (n = 111 to 2104 participants).4 A 2008 national 
survey from the United States of more than 14 000  participants 
aged 18–50 years reported that the 12-month period prevalence 
of depression was 8% among pregnant individuals and 9% in 
postpartum individuals, compared with 8% among nonpregnant 
individuals.5
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Key points
• The Canadian Task Force on Preventive Health Care 

recommends against screening all individuals for depression 
during pregnancy and the postpartum period (up to 1 year after 
childbirth), using questionnaires (conditional recommendation, 
very low–certainty evidence).

• Screening involves using an instrument such as a questionnaire 
for all patients in a particular setting (e.g., a clinic) whether or 
not they have symptoms, and using a cut-off score as a 
threshold to determine who needs to be further evaluated.

• The evidence identified by the task force was very uncertain as 
to whether screening confers benefit above usual clinical care.

• This recommendation assumes that usual care during 
pregnancy and the postpartum period includes inquiry and 
attention to mental health and well-being.

Key messages for the public
• Depression during pregnancy or the first year after childbirth is a 

serious health concern, and there are effective treatments.

• It is very uncertain whether the routine use of a questionnaire 
for depression administered to all patients in a clinic or other 
setting improves outcomes.

• As part of usual care, your health care provider should ask you 
about your well-being and may also ask you about depression 
symptoms.

• Symptoms such as sad mood, difficulty enjoying activities that 
you usually like to do, feelings of worthlessness or guilt, 
unexpected fatigue or lack of energy, or unexpected changes in 
your sleep patterns are important to discuss with your health 
care provider.

• If you receive a diagnosis of depression, your health care 
provider can discuss options for support and treatment.

CPD
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Usual clinical care during pregnancy and the postpartum 
period should include discussion with pregnant or postpartum 
people about their history of mental illness, current symptoms 
and well-being.6 In addition to usual clinical care, screening for 
depression involves the systematic administration of a screening 
instrument (most commonly a questionnaire or small set of 
questions), with a predefined cut-off score, to all pregnant or 
postpartum people in a particular setting such as a clinic.7,8 Indi-
viduals who meet or exceed the cut-off score are considered 
“screen positive” and are then further evaluated to see whether 
they meet diagnostic criteria for depression, whereas those 
below the cut-off score are “screen negative” and are not usually 
subject to further evaluation.8,9 The goal of screening is to iden-
tify and help individuals who, without a screening protocol, 
would have been identified later in their illness or not at all.

Common depression screening instruments include the 
Patient Health Questionnaire (PHQ) and the Edinburgh Postnatal 
Depression Scale (EPDS) for postpartum and pregnant individ-
uals.8,10,11 Depression symptom questionnaires can also be used 
for several purposes other than screening, including as part of a 
diagnostic assessment of people suspected of having depres-
sion, to track treatment progress or to check for relapse among 
people with a history of depression.7 

We draw an important distinction between standard ques-
tions posed in a systematic screening context and those inte-
grated into clinical enquiry, based on how a practitioner makes 
a judgment about next steps. In systematic sceening, all 
patients meeting the cut-off score are considered “screen posi-
tive” and investigated further with diagnostic approaches. In 
contrast, making a judgment about a patient’s status after a per-
sonalized assessment, based on all information available to a 
practitioner, is considered to be routine clinical care and not 
screening. For example, if a provider were to ask a patient ques-
tions similar to those included in a screening instrument such as 
the PHQ (e.g., “over the last 2 weeks, how often have you been 
bothered by little interest or pleasure in doing things; feeling 
down, depressed, or hopeless?”), and then proceed using their 
clinical judgment, based on the patient’s responses along with 
other information about the patient, this would not be consid-
ered screening. Rather, it is a flexible and personalized 
approach, in contrast to the systematic and structured 
approach of screening using an instrument with a cut-off score. 
Conversely, if a clinician applied the PHQ questions to all preg-
nant and postpartum patients in the practice and had a prede-
termined action based on the responses, then this would consti-
tute screening. Once clinicians suspect depression and begin to 
investigate it, they are engaging in a diagnostic process whether 
or not they used a formal depression screening tool.

In 2013, the Canadian Task Force on Preventive Health Care 
recommended against screening for depression among peri-
natal or postpartum individuals.12 Because use of such screening 
continues to vary in Canada, updated guidance, based on a 
review of benefits and harms of screening and taking into 
account patient preferences, will provide clarity for providers. 
This guideline replaces the recommendation for pregnant and 
postpartum individuals from the 2013 guideline.

Scope

This recommendation provides guidance to primary care health 
professionals (e.g., physicians, nurses, midwives or other pro-
viders who could serve as first point of contact for care during 
pregnancy or the postpartum period), policy-makers and 
patients on screening (as defined above) for depression in indi-
viduals during pregnancy and up to 1 year postpartum.13 The 
scope of this recommendation also extends to individuals who 
may be at an elevated risk of depression (e.g., trauma in early 
life, family history of depression14). This recommendation does 
not extend to individuals with a personal history or current diag-
nosis of depression or another mental health disorder, those 
currently receiving assessment or treatment for mental health 
disorders, those receiving care in psychiatric or other mental 
health settings, or those who are seeking services owing to 
symptoms of depression.

This recommendation does not apply to usual care where the 
provider asks questions about and discusses a patient’s mental 
health and proceeds based on their clinical judgment; nor does it 
apply to diagnostic pathways where the clinician suspects that 
the individual may have depression and tests them accordingly. 
This guideline does not address depression treatment.

Recommendation

The Canadian Task Force on Preventive Health Care recommends 
against instrument-based depression screening using a question-
naire with cut-off score to distinguish “screen positive” and “screen 
negative” administered to all individuals during pregnancy and the 
postpartum period (up to 1 year after childbirth) (conditional rec-
ommendation, very low–certainty evidence).

This recommendation assumes that, as part of usual care during 
pregnancy and the postpartum period, care providers will 
inquire about and be attentive to mental health and well-being.

Grading of recommendations is described in Box 1. A 
summary of the recommendation is available in Box 2.

We found 1 randomized controlled trial (RCT) that evaluated 
systematic depression screening among postpartum individu-
als (described as “mothers” or “women” in the study) in Hong 
Kong (n = 462).18,19 Participants were randomly assigned to 
receive screening with the EPDS by nurses (n = 231) or no such 
screening (n = 231) at 2 months postpartum.18 Both groups 
received usual clinical care, including inquiring about feelings, 
appetite, sleep, child care and suicidal ideation.18 All partici-
pants identified as potentially depressed (based on EPDS score 
≥ 10 or clinical assessment in the intervention group, or based 
on clinical assessment alone in the control group) were to be 
offered counselling or management by a community psychiat-
ric team.18 Outcomes were assessed at 6 months postpartum 
(i.e., 4 months after randomization).18

At baseline (2 mo postnatal), 67 participants (29.0%) were 
identified as potentially depressed in the intervention group and 
14 (6.1%) in the control group.18 However, we found the effect of 
screening at 6 months postnatal to be very uncertain in this 
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study for both the critical and important outcomes of interest we 
selected for this guideline (see Methods section).19 

The critical outcomes we evaluated included the number 
depressed based on an EPDS score of 10 or higher (91 fewer per 
1000, 95% confidence interval [CI] 24 fewer to 135 fewer) and 
depression symptoms based on patients’ continuous EPDS 
scores (0–30, with higher indicating worse; mean difference [MD] 
1.36 lower, 95% CI 0.63 lower to 2.09 lower). The critical out-
comes also included general mental health symptoms based on 
the General Health Questionnnaire–12 score (0–36, with higher 
indicating worse condition; MD 0.33 lower, 95% CI 0.70 lower to 
0.04 higher), and their reported or observed capacity to parent 
(Parenting Stress Index [PSI] total score 0–180, with higher indi-
cating worse; MD 2.78 lower, 95% CI 5.74 lower to 0.18 higher), 
and PSI Parental Distress subscale (0–60, with higher being 
worse; MD 1.21 lower, 95% CI 2.48 lower to 0.06 higher).19 

We also found the effect of screening in this study to be very 
uncertain for the important outcomes of interest. These included 
parent–child stress (based on the PSI Parent–Child Dysfunctional 
Interaction and PSI Difficult Child subscales), marital stress 
(based on the Kansas Marital Satisfaction Scale) and the number 
of infant hospital admissions.19 

The effects of screening on all of these outcomes (critical 
and important) in this study were very uncertain, owing to very 

serious risk-of-bias concerns (use of self-reported outcome 
measures and selective outcome reporting) as well as impreci-
sion concerns because there was only a single small trial.19 This 
very low certainty means that the true effects of screening are 
likely substantially different from the study data above.15 Addi-
tionally, in this study, there was little to no difference in mean 
infant body weight at 6 months comparing screening to no 
screening (low-certainty evidence).19 No adverse events were 
noted (very low–certainty evidence).18 We did not identify any 
trials evaluating other outcomes of interest (i.e., suicidality, 
false-positive screens, overdiagnosis, overtreatment, or label-
ling or stigma).19 We also did not find any trials that compared 
questionnaire-based depression screening to no screening 
during pregnancy.

Patient values and preferences
We assessed patient values and preferences for screening dur-
ing patient engagement activities conducted for this guide-
line,20,21 as described in the Methods section. Participants 
expressed concerns that they might not recognize their own 
symptoms of depression or take the initiative to seek input 
from their primary care provider and stated a preference for 
being screened. However, we noted that “while participants 
rated their preference to be screened fairly highly in the survey, 

Box 1: Grading of recommendations

Recommendations are graded according to the Grading of 
Recommendations Assessment, Development and Evaluation 
(GRADE) system.15 Whether a recommendation is strong or 
conditional will depend on considerations such as certainty in 
estimated effects of an intervention, including magnitude, as well 
as estimates of how patients value and prioritize outcomes, 
variability of these estimates and wise use of resources.

Strong recommendations
• Strong recommendations are those for which the Canadian 

Task Force on Preventive Health Care is confident that the 
desirable effects of an intervention outweigh its undesirable 
effects (strong recommendation for an intervention) or that the 
undesirable effects of an intervention outweigh its desirable 
effects (strong recommendation against an intervention). A 
strong recommendation implies that most people will be best 
served by the recommended course of action.

• Strong recommendations are typically based on high-certainty 
evidence (i.e., high confidence in the estimate of the effect of an 
intervention). Strong recommendations may recommend in 
favour of an intervention (when there is high confidence of net 
benefit) or against an intervention (when there is high confidence 
of net harm). However, there are circumstances in which a strong 
recommendation may be considered based on low- or very low–
certainty evidence or when there is absence of evidence or 
low-certainty evidence of benefit.16

• When there is an absence of evidence to provide confidence that 
there is benefit from implementing a new prevention service or 
when a conclusion of possible benefit requires a high level of 
speculation on linkages of uncertain evidence, but there is high 
certainty that some patients would be harmed or scarce health 
care resources expended, the task force may make a strong 
recommendation against service implementation.17 This is 

consistent with the GRADE approach, in which strong 
recommendations are sometimes made with low-certainty 
evidence combined with high certainty of harm or resource 
implications, and with the value that the task force places on 
using scarce primary care resources wisely.17

Conditional recommendations
• Conditional recommendations are those for which the desirable 

effects probably outweigh the undesirable effects (conditional 
recommendation in favour of an intervention) or undesirable 
effects probably outweigh the desirable effects (conditional 
recommendation against an intervention) but appreciable 
uncertainty exists. Conditional recommendations are made when 
the certainty of evidence is lower, when the margin between 
desirable and undesirable consequences is small and the balance 
depends on patient values and preferences, or when there is high 
variability in the values and preferences of patients. Conditional 
recommendations may also be applied when the balance of cost 
and benefits is ambiguous, key stakeholders differ about the 
acceptability or feasibility of the implementation, or the effects 
on health equity are unclear.

• In certain cases where a conditional recommendation for an 
intervention is made, clinicians are encouraged to engage in 
shared decision-making, to recognize that different choices will be 
appropriate for individual patients and to help each person arrive 
at a management decision consistent with their values and 
preferences. Clinicians should recognize that different choices will 
be appropriate for different patients and that decisions must be 
consistent with each patient’s values and preferences. Knowledge 
translation tools are available on the task force website (www.
canadiantaskforce.ca) to facilitate decisions that are evidence 
informed and aligned with an individual’s priorities.

• Evidence is graded as high-, moderate-, low- or very low–certainty, 
based on how likely further research is to change the task force’s 
confidence in the estimate of effect.
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focus group discussions indicated that participants felt most 
strongly about having a discussion with a health care provider 
about their mental health and well-being, rather than a formal 
screening process. They felt a discussion about depression with 
a primary health care provider during the pregnancy and [post-
partum] period is critical.”21 Thus, patient engagement sug-
gested that discussions with health care providers about 
depression are important to patients. 

Resource use
The task force did not systematically review the resource use or 
cost-effectiveness of depression screening. In the judgment of 
the task force, the resource implications of a recommendation 
against screening are unknown. It is possible that resource sav-
ings (e.g., primary care provider time, unnecessary follow-up 
and cost of inappropriate treatment) would occur in primary 
care settings that had previously administered screening 
instruments to all individuals during pregnancy and the post-
partum period. However, implications may vary depending on 
practice setting and are not clear.

Feasibility, acceptability and equity
In the judgment of the task force, a recommendation against 
screening is feasible. Primary care providers are trained in rec-
ognizing the signs and symptoms of depression during preg-
nancy and the postpartum period, as well as processes for 
assessment, treatment and referral (as required) as part of usual 
clinical care. The extent to which primary care providers are 
using questionnaire-based screening across Canada as part of 
usual clinical care is unknown.

Consistent with patient values and preferences that empha-
size the desire to have discussions with health care providers, 
the recommendation against screening for depression using 

questionnaires administered to all pregnant and postpartum 
people should be acceptable to most patients, as long as provid-
ers continue to inquire about mental health and well-being as 
part of usual care. In the judgment of the task force, supporting 
the practice of discussions regarding mental health and well-
being within the context of usual clinical care is consistent with 
a recommendation against screening. The task force considers 
this recommendation would be acceptable to some stakehold-
ers, such as primary care providers and policy-makers, as it 
highlights the lack of evidence to support screening but sup-
ports the clinical practice of inquiring about mental health. 

The task force recognizes that a recommendation against 
screening may contradict current practice or policy in some 
jurisdictions. As such, some providers may feel discomfort about 
de-implementing screening, owing to concerns about missing 
cases of depression in this population. However, given the accu-
racy of the available screening instruments, providers should be 
aware that some cases would still be missed by screening (false 
negatives) and many positive screens will be false positives.22

The impact on equity of a recommendation against screen-
ing is unknown. Some marginalized individuals report barriers 
to disclosing depressive symptoms or concerns with their 
health care provider (e.g., being unsure how to bring up the 
topic of depression, concerns about stigma, aversion to antide-
pressant medications or psychotherapy),23 in which case a rec-
ommendation against screening may result in some individuals 
with depression not being identified.

Rationale
This conditional recommendation is based on the very low–
certainty evidence on the effect of screening on benefit out-
comes and limited evidence of harms. The supporting system-
atic review suggests that the additional benefit of screening all 
patients with a questionnaire with a cut-off score compared 
with usual care (which should include inquiry into mood and 
mental health) during primary care visits is very uncertain.19 
Although no evidence was found on the harms of screening in 
our systematic review, evidence from other sources described 
below suggests the time and focus on screening could reduce 
opportunities to discuss other aspects of health during a peri-
natal primary care encounter, as providers would be evaluating 
and potentially referring all patients who screen positive, in 
many cases unnecessarily. Screening could lead to an increase 
in false positives, false negatives, unnecessary referrals and 
diagnostic evaluation, and overdiagnosis for some patients.

A false positive can occur when the patient meets a screening 
cut-off score and is sent for additional psychiatric evaluation, 
which finds they do not actually meet the diagnostic criteria for 
depression. A recent individual patient data meta-analysis pro-
vides accuracy information for the EPDS, the tool used in the 
1  trial we identified.22 Based on a prevalence of depression of 
8%, screening 100  patients with the EPDS using the common 
cut-off score of 13 would result in 5 true positives, 3 false nega-
tives, 5 false positives and 87 true negatives.22,24 This means 
that some patients who are screened will be sent for an unnec-
essary additional assessment.

Box 2: Summary of recommendation for clinicians and 
policy-makers

The Canadian Task Force on Preventive Health Care 
recommends against instrument-based depression screening 
using a questionnaire with cut-off score to distinguish “screen 
positive” and “screen negative” administered to all individuals 
during pregnancy and the postpartum period (up to 1 year after 
childbirth) (conditional recommendation, very low–certainty 
evidence).

This recommendation does not apply to pregnant or postpartum 
individuals with personal history of depression, or those already 
receiving assessment or treatment for other mental disorders.

This recommendation refers to a process of primary care 
providers administering a depression screening instrument 
such as a questionnaire in every patient not reporting 
symptoms of depression, and using a pre-identified cut-off 
score to classify patients as having positive or negative 
screening results. When caring for individuals in the pregnant 
and postpartum period, clinicians should continue to ask 
about mood or other symptoms of depression, maintain a high 
degree of vigilance for symptoms and signs of depression, and 
investigate accordingly.
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Overdiagnosis could occur in patients with mild temporary 
symptoms, who might meet a screening cut-off score, leading 
to further evaluation and possible referral to specialty mental 
health services, but who would not benefit as the symptoms 
would subside on their own.25 Given the substantial challenges 
to accessing mental health services in Canada,26,27 the unneces-
sary redirection of resources from the treatment of patients 
with mental health disorders could be an unintended harm of 
screening. In a 15-minute clinical encounter, even 1–2 minutes 
spent reviewing the results of a formal screening instrument 
without proven value comprises a substantial amount of time. 
In the task force’s view, this could detract from the ability of the 
clinician to have a meaningful and empathetic discussion about 
the health of the patient. 

As noted above, about 10% of all patients screened using a 
questionnaire and cut-off score would have to receive addi-
tional assessment or referrals, and thus the resource implica-
tions also extend beyond the initial clinical encounter. The task 
force is mindful of the resource constraints faced by Canada’s 
primary health care systems and as such makes recommenda-
tions against interventions when the resource implications of a 
particular health intervention are certain to be important and 
benefits have not been demonstrated.17

Methods

The task force is an independent panel of clinicians and scien-
tists that makes recommendations on primary and secondary 
prevention in primary care (http://www.canadiantaskforce.ca). 
A working group of 5 members of the task force (H.C., E.L., 
J.C.L., A.M., J.J.R.) developed this recommendation with sci-
entific support from Public Health Agency of Canada (PHAC) 
staff.

The recommendation was informed by a systematic review 
that addressed the benefits and harms of screening for depres-
sion in pregnant and postpartum individuals (see analytic 
framework in protocol)28 as well as patient engagement activ-
ities that addressed specific aspects of guideline development.

The Evidence Review and Synthesis Centre at the Ottawa 
Hospital Research Institute conducted the systematic review 
according to a published protocol.28 Peer-reviewed search 
strategies were conducted in MEDLINE, Embase, PsycINFO, 
CINAHL and the Cochrane Library, from database inception to 
May 2020, with supplemental searches for grey literature. A 
subsequent search update to Mar. 27, 2022, was conducted in 
these databases before publication, which did not identify any 
additional studies. Studies were excluded if they recruited 
patients with a recent history or current diagnosis of depres-
sion, patients receiving treatment for depression or other 
mental disorders, and patients who were receiving services 
owing to mental health symptoms, as well as studies where 
patients were being assessed in psychiatric or mental health 
settings. Potential benefits of screening examined in the sys-
tematic review included symptoms or diagnosis of depres-
sion, health-related quality of life, reported or observed 
capacity to parent, suicidality, relationships with partners, 

interactions between child-bearing individual and child, 
infant health and development (e.g., developmental delay, 
birth weight), and infant responsiveness. Potential harms of 
screening examined were false positives, overdiagnosis or 
overtreatment, harms of being labelled or stigma, and harms 
of treatment.

The working group rated the importance of outcomes 
according to the Grading of Recommendations, Assessment, 
Development and Evaluation (GRADE) approach.15 Outcomes 
rated as critical or important by focus group participants 
(described below) and working group members were consid-
ered during guideline development. The working group also 
used the GRADE approach to determine the certainty of the 
evidence and strength of the recommendation (Box 1). 
Appendix 1 (available at www.cmaj.ca/lookup/doi/10.1503/
cmaj.220290/tab-related-content) provides the evidence-to-
decision framework that the task force used to develop the 
recommendation. The entire task force approved the 
recommendations.

More information about the task force’s methods is available 
at the task force website (https://canadiantaskforce.ca/
methods/).

Patient engagement
Patients were engaged in guideline development, recruited via 
advertisements on public advertisement websites (i.e., Craigslist 
and Kijiji), through 2 phases of focus groups conducted by the 
Knowledge Translation group at St. Michael’s Hospital. During 
phase 1 (data were collected between May 7 and June 8, 2018), 
15 participants (6 pregnant and 9 postpartum, all identifying as 
female) assessed the importance of key outcomes in deciding 
whether to be screened for depression via online survey. This 
was followed by 3 focus groups (n = 13) and 2 interviews (n = 2) 
via teleconference to gather these participants’ rationale for 
their ratings and discuss factors that affected the importance of 
outcomes.20 In phase 2 (data were collected between May 14 
and July 3, 2019), 14 different participants (4  pregnant and 10 
postpartum, all identifying as female) were asked to rate the 
importance of outcomes when presented with synthesized evi-
dence for benefits and harms of depression screening via online 
survey. This was followed by 4 focus groups (n = 12) and 2 inter-
views (n = 2) via teleconference to gather participants’ rationale 
for their ratings and discuss factors that affected the impor-
tance of outcomes.21

The Knowledge Translation Program at St. Michael’s Hospital 
(Toronto) developed knowledge translation tools to accompany 
this guideline, which can be found on the task force website 
(http://www.canadiantaskforce.ca). The tools were informed by 
feedback from clinicians and patients.

External and content expert review
The protocol,28 systematic review19 and draft guideline were 
externally reviewed by academic peer reviewers and organiza-
tional stakeholders (see Acknowledgements). The task force 
also engaged clinical and content experts who helped the task 
force to understand important clinical issues and address 
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technical concerns, participated in working group discussions 
and reviewed key supporting documents, including the final 
guideline. Clinical and content experts do not provide input 
into or vote on task force recommendations.

Management of competing interests
The task force follows Guidelines International Network princi-
ples for disclosure of interests and management of conflicts of 
interest.29,30 The task force’s oversight committee for evaluat-
ing and adjudicating competing interests consists of the task 
force chair and vice-chair and the director of the Global Health 
and Guidelines Division of PHAC.30 Funding for the task force is 
provided by PHAC. The task force does not consider the views 
of the funding body in developing its recommendations. 

All task force members are required to disclose financial and 
other relevant interests, and these are available on the task 
force website (https://canadiantaskforce.ca/about/members/). 
Clinical and content experts also disclose relevant interests at 
the outset of their participation and annually thereafter. Infor-
mation on disclosures and conflicts of interest can be found in 
Appendix 2 (available at www.cmaj.ca/lookup/doi/10.1503/
cmaj.220290/tab-related-content). Scott Klarenbach, who was 
a task force member but not a member of the topic working 
group, is the director of the Real World Evidence Unit, Univer-
sity of Alberta, and director and co-chair of the Real World Evi-
dence Consortium (with University of Calgary and Institute of 
Health Economics). Although he receives no personal hono-
raria, the group relies in part on industry funding. This was not 
judged as a conflict when initially disclosed. However, between 
the initial submission of this guideline to CMAJ and revision 
after peer review, the task force oversight committee made the 
decision that Dr. Klarenbach should not vote on the revised 
guideline. He did not vote on any changes made to the guide-
line in response to peer review, or approve resubmission, and 
as such is not listed as a contributing author. 

No other declared interests affected participation in the 
guideline development process.

Implementation

The term “screening” in this recommendation refers to a routine 
process in which primary care providers administer an instru-
ment such as a questionnaire to every pregnant or postpartum 
individual not already reporting symptoms of depression, and 
then use a cut-off score to determine a follow-up action for 
those at or above the cut-off score.7–9 The task force recom-
mends against the addition of such a screening process because 
of the absence of evidence that it adds value beyond discus-
sions about overall well-being, depression, anxiety and mood 
that are currently a part of established perinatal clinical care.

Ten provinces and territories in Canada provide guidance 
documents (e.g., best practice recommendations, care path-
ways, perinatal records) that suggest asking patients about cur-
rent depression, anxiety or mood during pregnancy or the post-
partum period as part of usual clinical care (Appendix 3, available at 
www.cmaj.ca/lookup/doi/10.1503/cmaj.220290/tab-related-content; 

Appendix 4, available at www.cmaj.ca/lookup/doi/10.1503/
cmaj.220290/tab-related-content). Nine provinces and territories 
provide guidance documents that suggest primary care provid-
ers (e.g., public health nurses, family physicians, midwives) 
screen patients with instruments such as the EPDS during preg-
nancy or the postpartum period (Appendix 3; Appendix 5, avail-
able at www.cmaj.ca/lookup/doi/10.1503/cmaj.220290/tab 
-related-content). This guidance includes recommended cut-off 
scores and follow-up actions as part of screening. Among these 
9 provinces and territories, 7 also provide a place to enter scores 
for depression screening instruments in medical record forms 
used during pregnancy or the postpartum period (Appendices 3 
and 5). Guidance on which questionnaires to use, when to 
administer them and predefined cut-off scores varies across 
provinces and territories.

Some jurisdictions in Canada include screening as part of 
their standard perinatal care without fully defining it as such, 
whereas we use the term “screening” to indicate a compre-
hensive, systematic process applied in a standard way and 
with defined follow-up diagnostic processes for all individ-
uals in a defined group (e.g., all patients in a clinical setting 
with specific characteristics). As screening practices vary 
across Canada (Appendices 3, 4 and 5), jurisdictions may 
reconsider the use of such screening in settings where it is 
currently implemented.

As noted above, the task force definition of screening in 
this context means that the recommendation against screen-
ing emphasizes the importance of good clinical practice, in 
which clinicians inquire about and are alert to changes in 
physical and mental health symptoms of their patients. Given 
the health implications of depression during pregnancy and 
the postpartum period, it is essential that providers inquire 
about and be attentive to mental health and well-being. If 
providers are uncertain about how to engage in these discus-
sions with patients, they may consider referring to question-
naires for discussion prompts (without engaging in formal 
screening by using the questionnaire score for determining 
subsequent actions).

Monitoring and evaluation
Clinician awareness of this recommendation against screening 
is a performance measure for this guideline. The task force will 
monitor evidence related to this guideline and will update the 
recommendation if new evidence becomes available that could 
influence its direction or strength.

Other guidelines

Table 1 presents recommendations on screening for depression 
during pregnancy or the postpartum period from 6 other system-
atically developed provincial and national clinical practice guide-
lines (distinguished from the guidance documents summarized in 
Appendix 3).36 Three guidelines recommend screening of all preg-
nant and postpartum individuals,10,31,35 but they are not based on 
direct evidence of benefit from screening. Timing of screening, 
use of questionnaires and cut-off scores differ among guidelines. 
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The UK National Screening Committee recommends against 
a systematic antenatal and postnatal population screening pro-
gram for mental health problems.32 The 2 remaining guidelines 
recommend considering administering questions to identify 
depression as part of a general discussion of mental well-being9 
and enquiry into depressive symptoms during pregnancy and 
postpartum.33

Gaps in knowledge

Only 1 RCT has assessed the benefits and harms of questionnaire -
based screening for depression versus no screening during the 
postpartum period. None have assessed such screening during 
pregnancy. Trials that compare screening to usual clinical care, 
where participants identified as depressed in either arm receive 
the same level of care, are needed in order to isolate the effective-
ness of screening as an intervention. Outcomes should include 
both maternal- and infant-related benefits and harms. As experi-
ences of pregnancy and the postpartum period can vary based on 
factors such as culture, ethnicity, socioeconomic status, geo-
graphic region and other social determinants of health,6 studies 

that reflect and provide evidence for the diversity of the Cana-
dian population would also be helpful.

Limitations

Although we sought patient values and preferences through our 
patient engagement activities, the results of this work should be 
interpreted and generalized with caution given the small sample 
sizes. We did not examine the peer-reviewed evidence base for 
patient values and preferences.

Assessment of current practices in Canada (Appendices 3, 
4 and 5) is based on publicly available documents, and actual 
current practices may vary. 

Conclusion

Overall, the effect of screening for depression during pregnancy 
and the postpartum period was very uncertain on all critical 
outcomes examined. In the judgment of the task force, there 
are also important resource implications to screening using an 
unproven screening instrument. Therefore, the task force 

Table 1: Recommendations on screening for depression in pregnant and postpartum populations

Organization Recommendation

Canadian Task Force on 
Preventive Health Care (current 
guideline, 2022)

The task force recommends against instrument-based depression screening using a questionnaire with 
cut-off score to distinguish “screen positive” and “screen negative” administered to all individuals during 
pregnancy and the postpartum period (up to 1 year after childbirth) (conditional recommendation, very 
low–certainty evidence).

Canadian Task Force on 
Preventive Health Care (2013)12

For adults in subgroups of the population who may be at increased risk of depression,* we recommend not 
routinely screening for depression (weak recommendation; very-low-quality evidence).

Registered Nurses’ Association of 
Ontario (Canada)31

Routinely screen for risk of perinatal depression, using a valid tool, as part of prenatal and postpartum care.

US Preventive Services Task 
Force (United States)10

Screening for depression is recommended in the general adult population, including pregnant and 
postpartum women. Screening should be implemented with adequate systems in place to ensure accurate 
diagnosis, effective treatment, and appropriate follow-up.

UK National Screening 
Committee (United Kingdom)32

A systematic antenatal and postnatal population screening program for mental health problems is not 
recommended.

National Institute for Health and 
Care Excellence (England)9

• At a woman’s first contact with primary care or her booking visit, and during the early postnatal period, 
consider asking the following depression identification questions as part of a general discussion about a 
woman’s mental health and well-being: During the past month, have you often been bothered by feeling 
down, depressed or hopeless? During the past month, have you often been bothered by having little 
interest or pleasure in doing things?

• If a woman responds positively to either of the depression identification questions, is at risk of developing 
a mental health problem, or there is clinical concern, consider using the EPDS or the Patient Health 
Questionnaire as part of a full assessment or referring the woman to her general practitioner or, if a 
severe mental health problem is suspected, to a mental health professional.

Scottish Intercollegiate 
Guidelines Network (Scotland)33

Enquiry about depressive symptoms should be made, at minimum, on booking in and postnatally at 4–6 weeks 
and 3–4 months. The EPDS or the Whooley Questions34 may be used in the antenatal and postnatal period as an 
aid to clinical monitoring and to facilitate discussion of emotional issues.

Centre of Perinatal Excellence 
(Australia)35

Use the EPDS to screen women for a possible depressive disorder in the perinatal period. Complete the first 
antenatal screening as early as practical in pregnancy and repeat screening at least once later in pregnancy. 
Complete the first postnatal screening 6–12 weeks after birth and repeat screening at least once in the first 
postnatal year. Arrange further assessment of perinatal woman with an EPDS score of 13 or more.

Note: EPDS = Edinburgh Postnatal Depression Scale.
*Subgroups of the population who may be at increased risk of depression include people with a family history of depression, traumatic experiences as a child, recent traumatic life 
events, chronic health problems, substance misuse or Indigenous origin.
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conditionally recommends against screening during pregnancy 
and the postpartum period for depression, using question-
naires with cut-off scores, among individuals without a per-
sonal history of depression, or who are not already being 
assessed or treated for other mental disorders.

References
 1. Slomian J, Honvo G, Emonts P, et al. Consequences of maternal postpartum 

depression: a systematic review of maternal and infant outcomes. Womens 
Health (Lond) 2019;15:1745506519844044.

 2. Stein A, Pearson RM, Goodman SH, et al. Effects of perinatal mental disorders 
on the fetus and child. Lancet 2014;384:1800-19.

 3. Diagnostic and statistical manual of mental disorders: DSM-5. 5th ed. Washing-
ton (DC): American Psychiatric Association; 2013.

 4. Gavin NI, Gaynes BN, Lohr KN, et al. Perinatal depression: a systematic review 
of prevalence and incidence. Obstet Gynecol 2005;106:1071-83.

 5. Vesga-López O, Blanco C, Keyes K, et al. Psychiatric disorders in pregnant and 
postpartum women in the United States. Arch Gen Psychiatry 2008;65:805-15.

 6. Family-centred maternity and newborn care: national guidelines. Ottawa: Pub-
lic Health Agency of Canada; modified 2021 May 26. Available: https://www.
canada.ca/en/public-health/services/maternity-newborn-care-guidelines.html 
(accessed 2021 Dec. 30).

 7. Thombs BD, Coyne JC, Cuijpers P, et al. Rethinking recommendations for 
screening for depression in primary care. CMAJ 2012;184:413-8.

 8. Thombs BD, Markham S, Rice DB, et al. Does depression screening in primary 
care improve mental health outcomes? BMJ 2021;374:n1661.

 9. National Collaborating Centre for Mental Health. Antenatal and postnatal 
mental health: the NICE guideline on clinical management and service 
guidance. National Clinical Guideline no 192. London (UK): National Insti-
tute for Health and Care Excellence (NICE); 2018. Available: https://www.
nice.org.uk/guidance/cg192/evidence/full-guideline-pdf-4840896925 
(accessed 2019 Dec. 2).

10. Siu AL, Bibbins-Domingo K, Grossman DC, et al.; US Preventive Services Task 
Force (USPSTF). Screening for depression in adults: US Preventive Services 
Task Force recommendation statement. JAMA 2016;315:380-7.

11. Solutions for Public Health. Screening for depression in adults: external 
review against programme appraisal criteria for the UK National Screen-
ing Committee. London (UK): UK National Screening Committee; 2020. 
Available: https://view-health-screening-recommendations.service.gov.
uk/document/340/download (accessed 2021 Dec. 30).

12. Joffres M, Jaramillo A, Dickinson J, et al.; Canadian Task Force on Preventive 
Health Care. Recommendations on screening for depression in adults. CMAJ 
2013;185:775-82.

13. Gaynes BN, Gavin N, Meltzer-Brody S, et al. Perinatal depression: prevalence, 
screening accuracy, and screening outcomes. Evid Rep Technol Assess (Summ) 
2005;(119):1-8.

14. Hirschfeld RM, Weissman M. Risk factor for major depression and bipolar 
disorder. In: Davis KL, Charney D, Coyle JT, et al., editors. Neuropsycho-
pharmacology: The Fifth Generation of Progress. Brentwood (TN): American 
College of Neuropsychopharmacology; 2002:1017-25.

15. Schünemann H, Brożek J, Guyatt G, et al. GRADE handbook for grading the 
quality of evidence and the strength of recommendations. GRADE Working 
Group; updated 2013; Available: https://gdt.gradepro.org/app/handbook/
handbook.html (accessed 2019 Dec. 20).

16. Andrews JC, Schünemann HJ, Oxman AD, et al. GRADE guidelines: 15. Going 
from evidence to recommendation: determinants of a recommendation’s 
direction and strength. J Clin Epidemiol 2013;66:726-35.

17. Thombs BD, Straus SE, Moore AE; Canadian Task Force on Preventive Health 
Care; Collaborating Members of the Canadian Task Force for Preventive Health 
Care. Update on task force terminology and outreach activities: advancing 
guideline usability for the Canadian primary care context. Can Fam Physician 
2019;65:12-3.

18. Leung SSL, Leung C, Lam TH, et al. Outcome of a postnatal depression 
screening programme using the Edinburgh Postnatal Depression Scale: a 
randomized controlled trial. J Public Health (Oxf) 2011;33:292-301.

19. Beck A, Hamel C, Thuku M, et al. Screening for depression among the general 
adult population and in women during pregnancy or the first-year postpartum: 
two systematic reviews to inform a guideline of the Canadian Task Force on 
Preventive Health Care. Syst Rev. In press. 

20. Buckland D, Scoleri R, Stein S, et al. Patient preferences for depression screen-
ing during pregnancy and the postpartum period: data summary. Toronto: 
Knowledge Translation Program Li Ka Shing Knowledge Institute, St. Michael’s 
Hospital; 2018. 

21. Burnett L, Silveira K, Narcisse-Merveille C, et al. Patient preferences for depres-
sion screening during pregnancy and the postpartum period: phase 2 data sum-
mary. Toronto: Knowledge Translation Program Li Ka Shing Knowledge Insti-
tute, St. Michael’s Hospital; 2019. Available: https://canadiantaskforce.ca/
guidelines/upcoming-guidelines/depression-in-pregnancy-and-postpartum/ 
(accessed  2022 June 13).

22. Levis B, Negeri Z, Sun Y, et al. Accuracy of the Edinburgh Postnatal Depres-
sion Scale (EPDS) for screening to detect major depression among pregnant 
and postpartum women: systematic review and meta-analysis of individual 
participant data. BMJ 2020;371:m4022.

23. Bell RA, Franks P, Duberstein PR, et al. Suffering in silence: reasons for not 
disclosing depression in primary care. Ann Fam Med 2011;9:439-46.

24. Using the EPDS to screen for depression in pregnancy and postpartum — a 
practice-based perspective. Montréal: The DEPRESSD Project; 2019. Avail-
able: http://www.depressionscreening100.com/epds/ (accessed 2021 
Dec. 30). 

25. Brodersen J, Schwartz LM, Heneghan C, et al. Overdiagnosis: what it is and 
what it isn’t. BMJ Evid Based Med 2018;23:1-3.

26. Moroz N, Moroz I, D’Angelo MS. Mental health services in Canada: barriers and cost-
effective solutions to increase access. Healthc Manage Forum 2020;33:282-7.

27. Gratzer D. Improving access to evidence-based mental health care. CMAJ 
2020;192:E342-3.

28. Hamel C, Lang E, Morissette K, et al. Screening for depression in women during 
pregnancy or the first year postpartum and in the general adult population: a 
protocol for two systematic reviews to update a guideline of the Canadian 
Task Force on Preventive Health Care. Syst Rev 2019;8:27.

29. Schünemann HJ, Al-Ansary LA, Forland F, et al.; Board of Trustees of the Guide-
lines International Network. Guidelines international network: principles for 
disclosure of interests and management of conflicts in guidelines. Ann Intern 
Med 2015;163:548-53.

30. Policy on disclosures of interests and management of conflict of interest. 
Canadian Task Force on Preventive Health Care; 2019; Available: https://
canadiantaskforce.ca/about/conflict-of-interest-policy/ (accessed 2020 
Nov. 24).

31. Assessment and interventions for perinatal depression, second edition. 
Toronto: Registered Nurses’ Association of Ontario; 2018. Available: 
https://rnao.ca/sites/rnao-ca/files/bpg/Perinatal_Depression_FINAL_
web_0.pdf (accessed 2019 Dec. 2).

32. Antenatal screening programme: postnatal depression. London (UK): UK 
National Screening Committee. Available: https://legacyscreening.phe.org.uk/
postnataldepression (accessed 2020 Sept. 3).

33. SIGN 127: management of perinatal mood disorders — a national clinical 
guideline. Edinburgh: Scottish Intercollegiate Guidelines Network (SIGN); 
2012; Available: https://www.sign.ac.uk/assets/sign127_update.pdf (accessed 
2019 Dec. 2).

34. Whooley MA, Avins AL, Miranda J, et al. Case-finding instruments for depres-
sion. Two questions are as good as many. J Gen Intern Med 1997;12:439-45.

35. Austin M-P, Highet N; Expert Working Group. Mental health care in the perinatal 
period: Australian clinical practice guideline. Melbourne (AU): Centre of Peri-
natal Excellence; 2017.

36. Institute of Medicine. Clinical practice guidelines we can trust. Washington (DC): 
The National Academies Press; 2011.



G
uideline

  CMAJ  |  July 25, 2022  |  Volume 194  |  Issue 28 E989

Authors: Eddy Lang MDCM, Heather Colquhoun PhD, John C. LeBlanc 
MD MSc, John J. Riva DC PhD, Ainsley Moore* MD MSc, Gregory 
Traversy MSc, Brenda Wilson MBChB MSc, Roland Grad MDCM MSc 

Competing interests: None declared. 

This article has been peer reviewed.

Affiliations: Department of Emergency Medicine (Lang), University 
of Calgary; Alberta Health Services (Lang), Calgary, Alta.; Depart-
ment of Occupational Science and Occupational Therapy 
(Colquhoun), University of Toronto, Toronto, Ont.; Department of 
Pediatrics (LeBlanc), Dalhousie University, Halifax, NS.; Department 
of Family Medicine (Riva, Moore), McMaster University, Hamilton, 
Ont.; Public Health Agency of Canada (Traversy), Ottawa, Ont.; Divi-
sion of Community Health and Humanities (Wilson), Memorial Uni-
versity, St. John’s, Nfld.; Department of Family Medicine (Grad), 
McGill University, Montréal, Que.

Guideline writing group: Eddy Lang (voting task force member), 
Heather Colquhoun (voting task force member), John C. LeBlanc (voting 
task force member), John J. Riva (voting task force member), Ainsley 
Moore (voting task force member), Gregory Traversy (nonvoting science 
team member), Brenda Wilson (voting task force member) and Roland 
Grad (voting task force member).

Collaborating members of the Canadian Task Force on Preventive 
Health Care: Ahmed M. Abou-Setta, Tina Korownyk, Emily G. 
McDonald, Navindra Persaud, Donna L. Reynolds, Henry Siu and 
Guylène Thériault. The complete list of all current members of the 
Canadian Task Force on Preventive Health Care is available at http://
canadiantaskforce.ca/about/members.

Contributors: All of the authors contributed to the conception and 
design of the work and the acquisition, analysis and interpretation of 
data. Eddy Lang, Heather Colquhoun, John LeBlanc, John Riva, 
Ainsley Moore, Brenda Wilson and Roland Grad drafted the recom-
mendation. Eddy Lang, John LeBlanc and Gregory Traversy drafted 
the guideline statement. All of the authors revised the manuscript crit-
ically for important intellectual content, gave final approval of the ver-
sion of the guideline to be published and agreed to be accountable for 
all aspects of the work. All collaborating members of the Canadian 
Task Force on Preventive Health Care also made contributions to the 
development of the guideline and all gave final approval of the version 
of the guideline to be published.

*Dr. Ainsley Moore, a member of the Canadian Task Force on Preventive 
Health Care, died on June 25, 2021, during preparation of this 
manuscript for publication.  

Funding: Funding for the Canadian Task Force on Preventive Health 
Care is provided by the Public Health Agency of Canada (PHAC). The 
task force does not consider the views of the funding body in develop-
ing its recommendations. The views expressed in this article are those 
of the task force and do not necessarily represent those of PHAC.

Content licence: This is an Open Access article distributed in 
accordance with the terms of the Creative Commons Attribution 

(CC BY 4.0) licence, which permits others to distribute, remix, adapt 
and build upon this work, for commercial use, provided the original 
work is properly cited. See: http://creativecommons.org/licenses/
by/4.0/ 

Acknowledgements: The authors thank previous task force mem-
bers, Michael Kidd and Stéphane Groulx, who were present during the 
early development of the guideline. The authors thank Dr. Scott 
Klarenbach, vice-chair of the task force, who participated in the early 
development of the guideline. The authors thank the Evidence 
Review and Synthesis Centre team (Andrew Beck, Becky Skidmore, 
Micere Thuku, Leila Esmaeilisaraji, Ian Colman, Sophie Grigoriadis, 
Stuart Gordon Nicholls, Beth K. Potter, Kerri Ritchie, Priya Vasa, 
Beverley J. Shea, Julian Little, Alexandria Bennet and Adrienne 
Stevens) for its evidence reviews that supported this guideline; Marc 
Avey, Eva Graham, Casey Gray, Kate Morissette, Rachel Rodin and 
Elizabeth Rolland-Harris of the Global Health and Guidelines Division 
at the Public Health Agency of Canada, who supported the develop-
ment of the guideline; and the Knowledge Translation Program, Li Ka 
Shing Knowledge Institute, St. Michael’s Hospital, for their contribu-
tions to patient engagement and knowledge translation work related 
to this guideline. The authors also thank Bianca Lauria-Horner (Dal-
housie University, Halifax, NS), Scott Patten (University of Calgary, 
Calgary, Alta.), Simone Vigod (Women’s College Hospital and Univer-
sity of Toronto, Toronto, Ont.) and Brett D. Thombs (Jewish General 
Hospital and McGill University, Montréal, Que.) for assisting as clinical 
or content experts during the development of this guideline. Clinical 
and content experts who have assisted the task force in the guideline 
process may or may not agree with the task force recommendations. 
Additionally, the authors thank peer reviewers and organizational 
stakeholders who provided feedback on the draft guideline, including 
Janice Christianson-Wood, Canadian Association of Social Workers, 
Ottawa, Ont.; Lisa Gagnon, University of Calgary, Calgary, Alta.; Sarah 
Gower, Society of Rural Physicians of Canada, Shawville, Que.; Mara 
Grunau, Centre for Suicide Prevention, Calgary, Alta.; John Higenbottam, 
Psychosocial Rehabilitation Canada, Odessa, Ont.; Michel Joffres, 
Simon Fraser University, Burnaby, BC.; Catherine Lebel, University of 
Calgary, Calgary, Alta.; Nicole Letourneau, University of Calgary, Cal-
gary, Alta.; Heather McClenaghan, Society of Obstetricians and 
Gynae cologists of Canada, Ottawa, Ont.; Amy McGee, Canadian Asso-
ciation of Midwives, Montréal, Que.; Justin Mills, Agency for Health-
care Research and Quality, Rockville, Md.; Kathy Offet-Gartner, Can-
adian Counselling and Psychotherapy Association, Ottawa, Ont.; 
Alison Shea, Society of Obstetricians and Gynaecologists of Canada, 
Ottawa, Ont.; Donna Stewart, Canadian Psychiatric Association, 
Ottawa Ont.; and Suzanne Tough, Maternal Infant Child and Youth 
Research Network, Vancouver, BC. This guideline is dedicated to 
Dr. Ainsley Moore, who passed away before its completion.

Disclaimer: Navindra Persaud is an associate editor for CMAJ and was 
not involved in the editorial decision-making process for this article.

Correspondence to: Canadian Task Force on Preventive Health Care, 
info@canadiantaskforce.ca


