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P ostpartum mental illness affects as many as 1 in 5 mothers,1 
and can result in maternal suffering and diminished func-
tioning.2 Related impaired mother–infant interactions are 

linked to poor social, cognitive and behavioural outcomes in chil-
dren across their lifespan.3 When mental illness becomes chronic 
and recurrent, its effects can extend to the entire family and across 
generations.4 With emergence of the novel coronavirus (SARS-
CoV-2), the World Health Organization declared a global COVID-19 
pandemic on Mar. 11, 2020. Globally, efforts to contain the virus 
have led to widespread travel restrictions, physical distancing and 
work limitations, causing broad social and financial disruption that 
has been associated with substantial mental health effects.5,6

During the COVID-19 pandemic, people have been reporting con-
cerns about postpartum infection,7 and difficulty accessing the 
extended postpartum social support networks and key community 
programs that protect against mental illness, such as home visits 
from public health nurses, breastfeeding clinics and support groups, 
owing to public health measures.8 In Canadian surveys, about 50% of 
pregnant people reported psychological distress in spring 2020,9 and 
alcohol use increased among women, particularly among those with 
young children.10 Whether this represents an increased clinical 
burden of mental illness or need for care is unknown.

Using routinely collected health care data from Ontario, Can-
ada, (population of about 14.6 million), we aimed to examine 
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ABSTRACT
BACKGROUND: It is unclear whether the 
clinical burden of postpartum mental ill-
ness has increased during the COVID-19 
pandemic. We sought to compare phys
ician visit rates for postpartum mental 
illness in Ontario, Canada, during the 
pandemic with rates expected based on 
prepandemic patterns.

METHODS: In this population-based, 
repeated cross-sectional study using 
linked health administrative databases 
in Ontario, Canada, we used negative 
binomial regression to model expected 
visit rates per 1000 postpartum people 
for March–November 2020 based on 
prepandemic data (January 2016–​
February 2020). We compared observed 
visit rates to expected visit rates for 
each month of the pandemic period, 

generating absolute rate differences, 
incidence rate ratios (IRRs) and their 
95% confidence intervals (CIs). The pri-
mary outcome was a visit to a primary 
care physician or a psychiatrist for any 
mental disorder. We stratified analyses 
b y  m a t e r n a l  s o c i o d e m o g r a p h i c 
characteristics.

RESULTS: In March 2020, the visit rate 
was 43.5/1000, with a rate difference of 
3.11/1000 (95% CI 1.25–4.89) and an IRR 
of 1.08 (95% CI 1.03–1.13) compared 
with the expected rate. In April, the rate 
difference (10.9/1000, 95% CI 9.14–12.6) 
and IRR (1.30, 95% CI 1.24–1.36) were 
higher; this level was generally sus-
tained through November 2020. From 
April–November, we observed elevated 
visit rates across provider types and for 

diagnoses of anxiety, depressive and 
alcohol or substance use disorders. 
Observed increases from expected visit 
rates were greater for people 0–90 days 
postpartum compared with 91–365 days 
postpartum; increases were small 
among people living in low-income 
neighbourhoods. Public health units in 
the northern areas of the province did 
not see sustained elevations in visit rates 
after July; southern health units had ele-
vated rates through to November.

INTERPRETATION: Increased visits for 
mental health conditions among post-
partum people during the first 9 months 
of the COVID-19 pandemic suggest an 
increased need for effective and access
ible mental health care for this popula-
tion as the pandemic progresses. 
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whether rates of maternal visits to physicians for postpartum 
mental illness from March to November 2020 differed from 
expected visit rates based on pre-COVID-19 patterns, and to iden-
tify variation by provider type, clinical diagnosis, postpartum 
timing, parity, income, ethnicity and region of residence.

Methods

Study design and data sources
We designed a population-based, repeated cross-sectional study 
using deidentified patient-level records that were linked using a 
unique encoded identifier. We used Ontario’s Registered Persons 
Database, which captures sex, age, postal code and dates of birth 
for all Ontario residents. We also used ICES’ MOMBABY data set, 
derived from the Canadian Institutes of Health Information’s Dis-
charge Abstract Database, which provides health records for all 
in-hospital births in Ontario (>  98% of births).11 We used the 
Ontario Health Insurance Plan Database, which captures billing 
claims for all physician services rendered, including mental 
health visits, along with the clinical diagnoses assigned by the 
providers.12 Data on in-hospital births were fully reported to 
Sept. 30, 2020, with more than 90% of health regions reporting 
up to Nov. 30, 2020 at the time of analysis. Complete data on bill-
ing claims were available up to Nov. 30, 2020, for the analysis.

Time period and participants
The World Health Organization declared a global pandemic on 
Mar. 11, 2020, and a state of emergency was declared in Ontario 
on Mar. 17, 2020.13 We used data from January 2016 to February 
2020 to establish baseline, prepandemic visit rates and data from 
March–November 2020 to measure visit rates during the pan-
demic. At-risk postpartum time started on the date of a live birth 
delivery and ended on the 365th day after delivery, a standard 
time frame used for diagnosis of postpartum mental disorders in 
research and clinical practice.14 We assessed at-risk time daily to 
allow an individual to contribute days-at-risk to each monthly 
tally. Individuals with invalid or missing encoded identifiers did 
not contribute days-at-risk, as their data could not be linked 
across data sets to measure visit rates. If an individual had a 
second eligible delivery within 1 year of the first, the at-risk time 
restarted on the date of the second delivery.

For each person contributing at-risk time, we collected the 
following data from time of delivery: maternal age; parity (pri-
miparous, multiparous) from the MOMBABY data set; neighbour-
hood income quintile, using postal code information linked with 
Census income data; South Asian or Chinese ethnicity, Canada’s 
2 largest visible minority populations, based on surname (speci-
ficity > 99.5%; sensitivity 50% for people of South Asian descent 
and 80% for those of Chinese descent because people with last 
names not unique to those populations are not categorized into 
one of the groups);15 neighbourhood ethnic diversity quintile 
(i.e., the proportion of individuals who are visible minorities or 
new immigrants within a neighbourhood, using the Ontario Mar-
ginalization Index);16 and region of residence according to the 
province’s 34 public health units, which we grouped into north-
ern (n = 7) and southern (n = 26) public health units.17

Outcomes
The primary outcome was an outpatient physician visit for mental 
illness to a primary care provider or to a psychiatrist, derived from 
physician billing claims18 (Appendix 1, Table S1, available at www.
cmaj.ca/lookup/doi/10.1503/cmaj.210151/tab-related-content). We 
defined visits as either in-person or virtual, inclusive of telephone 
and video visits, measured by existing physician billing codes and 
those that were newly introduced during the pandemic. We cat
egorized clinical diagnoses using the 3-digit diagnostic code that is 
recorded during the visit for billing purposes by the provider based 
on the International Classification of Diseases, 8th Revision, includ-
ing anxiety and related disorders (300), depressive or other nonpsy-
chotic disorders not elsewhere classified (311), bipolar disorders 
(296), psychotic disorders (295, 297, 298) and alcohol or substance 
use disorders (303, 304). We classified remaining mental illness 
codes as “other disorders” (Appendix 1, Table S1). Neither comor-
bid nor secondary diagnoses are recorded using this system.

Statistical analysis
Using data from January 2016 to February 2020, we used negative 
binomial regression to model prepandemic monthly visit 
rates/1000 postpartum people, with prepandemic time and month 
of the year as predictors. We used the log of the number of postpar-
tum people in each month as an offset. We modelled residuals as 
an autoregressive AR(1) process to account for serial correlation 
among the residuals and to account for seasonality. We then used 
the fitted model to predict the expected visit rate for each month 
from March through November 2020, using the number of postpar-
tum people in these months as the offset variables.

For the primary analysis, we calculated the absolute rate differ-
ence (95% confidence interval [CI]) between the observed and 
expected visit rate for each month from March to November 2020 
by subtracting the observed rate from the expected rate. We also 
calculated the incidence rate ratio (IRR, 95% CI) of the observed 
versus expected rate by dividing the observed rate by the expected. 
We repeated analyses by provider type and clinical diagnosis.

In secondary analyses, we stratified the analysis of the primary 
outcome by time since delivery (0–90 d, the highest risk time for 
mental disorders during the postpartum period,19 v. 91–365 d) and 
by sociodemographic characteristics at time of delivery, including 
maternal parity, neighbourhood income quintile, surname-based 
ethnicity group (Chinese, South Asian, other), neighbourhood eth-
nic diversity quintile and region of residence (northern or southern 
public health unit). We analyzed data using SAS 9.4 for Unix.

Ethics approval
Data use was authorized under section 45 of Ontario’s Personal 
Health Information Protection Act, so we did not require ethics 
board approval for this study. 

Results

A median of 137 609 eligible postpartum people contributed at-risk 
time monthly from March to November 2020, of which a median of 
30% (range 29.0%–31.4%) were 0–90 days postpartum. Mean 
maternal age at delivery across the 9 months was 31.3 (standard 
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deviation 0.03) years. A median of 44.0% (range 43.5%–44.5%) 
were primiparous, and a median of 21.5% (range 21.4%–21.5%) 
lived in a neighbourhood of the lowest income quintile. A median 
of 5.3% (range 5.1%–5.4%) and 5.3% (range 5.0%–5.4%) were clas-
sified as having Chinese and South Asian surnames, respectively, 
and a median of 33.1% (range 32.9%–33.2%) lived in a neighbour-
hood of the most ethnically diverse quintile. A median of 5.1% 
(range 5.1%–5.2%) lived in a northern public health unit.

Prepandemic, a mean of 3.1% of postpartum people had at 
least 1 visit for mental illness during any given month, and about 
3.1% of these visits were conducted virtually. During the pan-
demic, a mean of 3.6% of postpartum people had at least 1 visit 
in any given month (Table 1). In March 2020, 46.3% of visits were 
virtual, increasing to 84.8% in April, and decreasing slightly over 
time to 72.4% in November. Although 80.3% of mental health vis-
its to primary care providers were virtual in April, this decreased 

Table 1: Observed and expected rates, absolute rate differences and rate ratios of mental health visits for postpartum people 
in Ontario from March to November 2020 

Month

No. of eligible 
postpartum 

people 

No. of 
postpartum 

people with a 
visit (% of 

eligible people)
No. of 
visits

No. of 
virtual visits 
(% of visits)

Rate/1000 postpartum 
people

Absolute rate 
difference 
(95% CI)

Incidence rate 
ratio 

(95% CI)Observed Expected*

Overall

    March 137 766 4714 (3.4) 6000 2778 (46.3) 43.6 40.4 3.1 (1.2 to 4.9) 1.08 (1.03 to 1.13)

    April 137 467 4928 (3.6) 6973 5910 (84.8) 50.7 38.9 11.7 (10.0 to 13.5) 1.30 (1.24 to 1.36)

    May 137 867 4761 (3.5) 6616 5438 (82.2) 48.0 41.2 6.7 (4.8 to 8.6) 1.16 (1.11 to 1.22)

    June 137 707 5058 (3.7) 7034 5533 (78.7) 51.1 39.1 12.0 (10.2 to 13.7) 1.31 (1.25 to 1.37)

    July 138 238 5058 (3.7) 6823 5094 (74.7) 49.4 36.7 12.6 (10.9 to 14.2) 1.34 (1.28 to 1.41)

    August 137 609 4721 (3.4) 6196 4531 (73.1) 45.0 37.9 7.1 (5.4 to 8.8) 1.19 (1.14 to 1.24)

    September 136 820 5026 (3.7) 6762 4957 (73.3) 49.4 38.6 10.8 (9.0 to 12.5) 1.28 (1.22 to 1.34)

    October† 135 377 5016 (3.7) 6732 4926 (73.2) 49.7 40.8 9.0 (7.1 to 10.8) 1.22 (1.17 to 1.28)

    November† 133 241 4999 (3.8) 6855 4960 (72.4) 51.5 40.9 10.6 (8.7 to 12.4) 1.26 (1.20 to 1.32)

Primary care provider visits

    March 137 766 3528 (2.6) 4182 1840 (44.0) 30.4 27.5 2.9 (1.6 to 4.1) 1.11 (1.06 to 1.16)

    April 137 467 3658 (2.7) 4714 3786 (80.3) 34.3 25.8 8.5 (7.2 to 9.6) 1.33 (1.27 to 1.39)

    May 137 867 3517 (2.6) 4484 3424 (76.4) 32.5 27.4 5.1 (3.9 to 6.4) 1.19 (1.13 to 1.24)

    June 137 707 3736 (2.7) 4691 3322 (70.8) 34.1 26.1 8.0 (6.7 to 9.1) 1.31 (1.25 to 1.37)

    July 138 238 3723 (2.7) 4557 3066 (67.2) 33.0 24.7 8.3 (7.2 to 9.4) 1.34 (1.28 to 1.40)

    August 137 609 3471 (2.5) 4231 2781 (65.5) 30.7 25.8 4.9 (3.7 to 6.1) 1.19 (1.14 to 1.25)

    September 136 820 3712 (2.7) 4524 2987 (65.2) 33.1 25.9 7.1 (5.9 to 8.3) 1.27 (1.22 to 1.33)

    October† 135 377 3689 (2.7) 4496 2938 (64.7) 33.2 27.4 5.8 (4.5 to 7.0) 1.21 (1.16 to 1.27)

    November† 133 241 3726 (2.8) 4537 2935 (63.9) 34.1 26.9 7.1 (5.8 to 8.3) 1.26 (1.21 to 1.32)

Psychiatrist visits

    March 137 766 1352 (1.0) 1818 938 (51.6) 13.2 13.0 0.2 (–0.6 to 1.0) 1.02 (0.96 to 1.08)

    April 137 467 1454 (1.1) 2259 2124 (94.0) 16.4 13.2 3.2 (2.4 to 4.0) 1.24 (1.17 to 1.32)

    May 137 867 1437 (1.0) 2132 2014 (94.5) 15.5 13.9 1.5 (0.6 to 2.4) 1.11 (1.04 to 1.18)

    June 137 707 1568 (1.1) 2343 2211 (94.4) 17.0 13.1 4.0 (3.1 to 4.8) 1.30 (1.22 to 1.39)

    July 138 238 1555 (1.1) 2266 2034 (89.8) 16.4 12.1 4.3 (3.5 to 5.0) 1.35 (1.27 to 1.44)

    August 137 609 1434 (1.0) 1965 1761 (89.6) 14.3 12.1 2.2 (1.4 to 2.9) 1.18 (1.11 to 1.26)

    September 136 820 1529 (1.1) 2238 2021 (89.9) 16.4 12.7 3.6 (2.8 to 4.4) 1.29 (1.21 to 1.37)

    October† 135 377 1500 (1.1) 2236 2031 (90.2) 16.5 13.4 3.1 (2.3 to 3.9) 1.23 (1.16 to 1.31)

    November† 133 241 1484 (1.1) 2318 2095 (89.0) 17.4 14.0 3.4 (2.5 to 4.2) 1.24 (1.16 to 1.32)

Note: CI = confidence interval.
*Expected visit rates were established from negative binomial regression models.
†For October and November 2020, not all births were yet reported to the Canadian Institutes for Health Information. Therefore, the data from those 2 months will not be generalizable 
to the whole province.
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over time to 63.9% in November. In contrast, the percentage of 
visits to psychiatrists that were virtual remained high from April 
onward (range 89.0%–94.5%).

In March 2020, the observed visit rate of 43.6/1000 was higher 
than the expected rate of 40.4/1000 (Figure 1), with a rate differ-
ence of 3.1 visits/1000 women (95% CI 1.2–4.9) and an IRR of 1.08 
(95% CI 1.03–1.13) (Table 1). The increased visit rate was 
observed in primary care (Figure 2 and Table 1), and for anxiety 
disorders (Figure 3). The greatest overall increase in visit rate was 
in April (Figure 1), with a rate difference of 11.7 (95% CI 10.0–13.5) 
and an IRR of 1.30 (95% CI 1.24–1.36) (Table 1). Visits increased in 
primary and psychiatrist care, and for anxiety, depressive and 
substance use disorders (Table 1 and Figures 2 and 3). This pat-
tern generally persisted through to November 2020; in some 
months, visit rates for bipolar and psychotic disorders were also 
slightly elevated.

In analyses stratified by time since delivery, increases in visit 
rates were more marked for individuals 0–90 days postpartum, 
especially from April through July 2020, than for those 
91–365 days postpartum (Figure 4). Analyses stratified by mater-
nal sociodemographic characteristics showed similar elevations 
by parity, but increases were smaller for postpartum people liv-
ing in the lowest income quintile neighbourhoods relative to 
other quintiles (Appendix 2, Table S2, available at www.cmaj.
ca/lookup/doi/10.1503/cmaj.210151/tab-related-content). Visit 
rates for people with Chinese surnames became elevated in 
April, with greater elevations over several months than other 

groups; rates for those with South Asian surnames became ele-
vated starting only in June. We observed minimal variability by 
neighbourhood ethnic diversity quintile. After July, IRRs were 
lower in the northern than in the southern public health units 
(Appendix 2, Table S2 and Appendix 3, Table S3, available at 
www.cmaj.ca/lookup/doi/10.1503/cmaj.210151/tab-related-content).

Discussion

Over the first 9 months of the COVID-19 pandemic, clinical visits for 
postpartum mental illness were significantly more frequent than 
would have been expected from prepandemic patterns. Higher 
visit rates were seen in both primary and specialist care, most 
prominently for anxiety disorders, depressive disorders, and alco-
hol and substance use disorders, and early in the postpartum 
period. Postpartum people living in lower income neighbourhoods 
had far smaller increases in visit rates, and visits by people with 
South Asian surnames increased in frequency later in the pan-
demic compared with people of other ethnic backgrounds. We 
observed some regional variability, with relatively low increases in 
visits seen in northern public health units after July 2020.

Increased visit rates began in March 2020, although the state 
of emergency was declared only midway through the month, 
suggesting that distress related to the pandemic translated into 
an increased need for care very quickly. Whether the sustained 
elevation in service use is because of a true increase in mental 
health burden cannot be ascertained from these data. However, 
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January 2016 to November 2020, with 95% confidence intervals (CIs). 
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during the H1N1 pandemic, perinatal patients reported high anx
iety,7 and similar concerns have arisen in the current pandemic.10 
Increased accessibility of virtual care could also explain some of the 
observed trends. Virtual care may have alleviated common access 

barriers among postpartum patients, including logistical factors 
(e.g., unpredictable infant schedules, child care for older children, 
travel to appointments) and shame or stigma associated with seek-
ing (or being seen seeking) mental health treatment.11,20,21
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1.01 (0.94 to 1.09)
1.19 (1.10 to 1.28)
1.13 (1.05 to 1.22)
1.32 (1.22 to 1.42)
1.28 (1.19 to 1.38)
1.24 (1.15 to 1.33)
1.39 (1.29 to 1.50)
1.23 (1.14 to 1.32)
1.32 (1.23 to 1.42)

0.98 (0.88 to 1.09)
1.02 (0.92 to 1.13)
1.05 (0.94 to 1.17)
1.13 (1.02 to 1.26)
1.31 (1.18 to 1.46)
0.96 (0.87 to 1.07)
1.17 (1.05 to 1.30)
0.94 (0.84 to 1.04)
0.99 (0.89 to 1.10)

0.92 (0.78 to 1.09)
1.24 (1.04 to 1.47)
1.07 (0.90 to 1.27)
1.18 (0.99 to 1.40)
1.22 (1.03 to 1.45)
0.95 (0.80 to 1.13)
1.41 (1.19 to 1.67)
1.25 (1.05 to 1.48)
1.06 (0.90 to 1.26)

Figure 3: Rates, absolute rate differences and incidence rate ratios of postpartum mental illness visits to primary care physicians and psychiatrists per 
1000 postpartum people from March to November 2020, comparing observed rates with expected rates as predicted by modelling from the prepan-
demic period (January 2016 to February 2020), by clinical diagnosis. Note: CI = confidence interval.
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Many social determinants of health are linked to mental health 
and access to mental health care, including experiences of race or 
gender discrimination, socioeconomic status and geographic loca-
tion.22 Interpersonal or family factors, community dynamics and 
social support are also important.22 Our findings suggest that the 
COVID-19 pandemic has had disproportionate effects on parents 
who have newly delivered, for whom support from extended net-
works is beneficial and may be limited with public health efforts to 
contain SARS-CoV-2.8 

Although we expected to see the greatest increases in visit rates 
among low income patients, given that this population has been most 
heavily affected by COVID-19 and associated public health measures, 
patients in the lowest income group had the smallest increase in visit 
rates compared with other income quintiles. This raises some concern 
about the potential for unmet need because low income patients may 
have greater barriers to accessing care, including difficulty affording 
the required technology or finding private space to attend virtual 
appointments (e.g., crowded homes), or less opportunity to attend 

“live” appointments because of employment in front-line jobs.23 
Furthermore, although the costs of physician services are covered by 
the province (even for nonresidents, during the pandemic), prescrip-
tion medications and nonphysician psychotherapy services are not, 
which presents another potential barrier to help-seeking. The extent 
to which the variability across ethnic surname groups relates to differ-
ential effects of the pandemic on mental health, or to variability in 
patterns of access to and uptake of mental health care, warrants fur-
ther exploration.24–26 Finally, although northern regions tend to have 
fewer specialized mental health resources available,27 visit rates were 
closer to expected levels only from August 2020 onward. These 
regions were subject to fewer COVID-19 restrictions after this time, 
when the province regionalized containment efforts, which may have 
reduced the burden of postpartum mental illness.

Limitations
Some will not seek care when experiencing poor mental health 
postpartum, and others will seek help outside the medical 

Month

No. of people

contributing

at-risk time to

monthly sample   

Absolute rate

di�erence

(95% CI)  

Incidence

rate ratio

(95% CI) Timing

0–90 d
postpartum 

March 39 996 41.1 35.8 5.2 (3.3 to 7.0) 1.15 (1.09 to 1.21)

April 39 990 55.1 35.1 20.0 (18.1 to 21.8)  1.57 (1.49 to 1.65)

May 40 888 51.6 36.4 15.2 (13.3 to 17.1)  1.42 (1.35 to 1.49)

June 41 276 55.8 35.3 20.5 (18.7 to 22.3)  1.58 (1.50 to 1.67)

July 42 655 51.5 33.0 18.6 (16. to 20.2)  1.56 (1.48 to 1.65)

August 43 272 43.7 34.2 9.5 (7.7 to 11.3) 1.28 (1.21 to 1.35)

September 43 026 44.5 34.8 9.7 (7.9 to 11.5) 1.28 (1.21 to 1.35)

October 42 095 46.2 36.5 9.8 (7.8 to 11.6) 1.27 (1.20 to 1.33)

November 39  656 45.5 35.6 9.9 (8.0 to 11.7) 1.28 (1.21 to 1.35)

91–365 d
postpartum  

March 107 609 40.5 38.5 2.0 (0.1 to 3.9) 1.05 (1.00 to 1.11)

April 107 207 44.5 36.9 7.6 (5.7 to 9.3) 1.20 (1.15 to 1.27)

May 106 881 42.1 39.2 3.0 (1.0 to 4.9) 1.08 (1.02 to 1.13)

June 106 186 44.5 37.0 7.6 (5.7 to 9.3) 1.20 (1.15 to 1.27)

July 105 787 43.7 34.7 9.1 (7.3 to 10.7) 1.26 (1.20 to 1.33)

August 104 965 41.0 35.6 5.4 (3.6 to 7.1) 1.15 (1.10 to 1.21)

September 104 052 46.6 36.4 10.2 (8.4 to 12.0) 1.28 (1.22 to 1.35)

October 104 308 45.9 38.2 7.7 (5.8 to 9.5) 1.20 (1.14 to 1.26)

November 104 076 48.5 38.9 9.7 (7.7 to 11.5) 1.25 (1.19 to 1.31)

0 10 20 30 40 50 60 70 80 90 100

Rate per 1000 postpartum people

0 10 20 30 40 50 60 70 80 90 100

Rate per 1000 postpartum people

ExpectedObserved

Rate/1000

postpartum people

Expected Observed

Figure 4: Rates, absolute rate differences and incidence rate ratios of visits to primary care physicians or psychiatrists for postpartum mental illness per 
1000 postpartum people from March to November 2020, comparing observed rates with expected rates as predicted by modelling from the prepandemic 
period (January 2016 to February 2020), stratified by time since delivery (0–90 days postpartum and 91–365 days postpartum). Note: CI = confidence interval.
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system (e.g., peer support groups, private psychotherapists), so 
we may have undercaptured the clinical burden of illness. We 
did not evaluate comorbidities, so if a person had both depres-
sion and anxiety, only the primary diagnosis as assessed by the 
treating physician would be recorded. We also did not measure 
all types of service use for mental illness, such as emergency 
department visits and hospitalizations. Although utilization of 
acute care services for postpartum mental illness is generally 
low (in the range of 2 to 5 per 1000 births),28,29 if needs go unmet 
despite increased outpatient visit rates, higher acute care use 
could result over time. Future research should identify ongoing 
clinical burden as the pandemic progresses. Our measures of 
demographic characteristics were limited. We evaluated only 
neighbourhood-level, not individual-level, income. We cap-
tured only 2 ethnicities at the individual level, and for this we 
relied on a surname algorithm that has high specificity, but 
suboptimal sensitivity, especially for South Asian surnames. 
The results of this population-level study in Ontario, Canada, 
may not generalize to settings with different COVID-19 burden 
and containment efforts, or where health care services are 
organized differently.

Conclusion
We observed increased use of nonacute care services for post-
partum mental health in Ontario during the first few months of 
the pandemic, suggesting that self-reported mental distress 
has translated into increased help-seeking for postpartum 
people. Health systems should focus proactively on patients 
from high-risk groups, monitor waiting lists for care, and 
explore creative solutions to expand system capacity, with 
special attention to postpartum patients who may be experi-
encing barriers to care. With the extensive use of virtual care in 
this population, further evidence regarding the safety and 
effectiveness of virtual treatment for postpartum mental ill-
ness should be sought.
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