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Introduction 

Mental health is an important part of one’s overall well-being and involves effective 
functioning with activities of daily living. This includes supportive activities (e.g., 
caregiving), healthy relationships (e.g., family bonding), and the ability to cope and 
adapt to change and challenging life events [1]. It is clear that the impact of untreated 
mental health problems in pregnant and postpartum individuals may result in negative 
outcomes for the parent, child and family. For children, there can be substantial impact 
to parent-child attachment, and to child growth, development and socioemotional well-
being, which can lead to intergenerational effects with long-term implications for 
developmental trajectories [2]. 

To assist healthcare providers (HCPs) in delivering high-quality standardized care to 
pregnant and postpartum individuals, there was a recognized need to develop an 
Ontario-specific care pathway focused on perinatal mental health. The Care Pathway 
for the Management of Perinatal Mental Health (the care pathway) is designed to 
support HCP understanding about how to identify those who are pregnant or 
postpartum who may be experiencing difficulties with their mental health, assess the 
severity of their symptoms, determine an appropriate care or treatment that corresponds 
to need, and follow individuals through their care journey to ensure that their mental 
healthcare needs are being met. 

The objective of the care pathway is to build HCP understanding and awareness of 
the delivery of mental healthcare for pregnant and postpartum individuals across 
Ontario, including how to: 

(1) Identify individuals who may require care.

(2) Direct them to the care pathway most likely to be effective for them,
depending on their level of need and treatment preferences.

(3) Monitor via follow-up to ensure individuals are engaging with care pathway
services and are directed to additional resources when appropriate.

The scope of this work is focused on a care pathway supported by current evidence on 
best practices, and on existing Ontario-based resources for mental health support and 
treatment. This includes a tool sheet (page two of the care pathway) that follows a 
stepped-care approach that begins with identification and ends at treatment and/or 
follow-up. This guidance document should be used in conjunction with the care pathway 
tool (Appendix A) to support its appropriate application. 

The scope of this work does not include guidance on specific mental disorder(s) and/or 
substance use. In addition, specific details about recommended pharmacological (drug) 
treatments or their potential benefits and harms when used in pregnancy and/or 
lactation are not included in this report. Instead, links to evidence-based up-to-date 
information are provided in the treatment pathway. 

https://www.pcmch.on.ca/wp-content/uploads/2021/07/PCMCH-Care-Pathway-for-the-Management-of-Perinatal-Mental-Health_23July2021.pdf
https://www.pcmch.on.ca/wp-content/uploads/2022/02/PCMCH-Care-Pathway-for-the-Management-of-Perinatal-Mental-Health_23July2021.pdf
https://www.pcmch.on.ca/wp-content/uploads/PCMCH-Care-Pathway-for-the-Management-of-Perinatal-Mental-Health_23July2021.pdf
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Acronyms, Abbreviations, and Definitions  
 

 

APA American Psychiatric Association 

BORN Better Outcomes & Registry Network Ontario 

CPA Canadian Psychiatric Association 

DSM-5 

Diagnostic and Statistical Manual of Mental Disorders (5th 
Edition) is the standard classification of mental disorders used by 
mental health professionals in the United States and is applied 
broadly within Canada. 

HCPs 
Healthcare providers such as physicians, midwives, nurses, or 
other regulated healthcare providers (often in a primary care 
setting) that may support pregnant or postpartum individuals. 

Mental 
Health 

Mental health involves the effective function of activities of daily 
living (such as work, school, caregiving or maintaining 
relationships, ability to adapt to change and cope with adversity). 

Mental 
Illness 

Mental illnesses are health conditions involving changes in 
emotion, thinking or behaviour (or a combination of these). 

PCMCH Provincial Council for Maternal and Child Health 

GAD Generalized Anxiety Disorder 

OCD Obsessive Compulsive Disorder 

PTSD Post-Traumatic Stress Disorder 

EPDS Edinburgh Perinatal/Postnatal Depression Scale 

PHO Public Health Ontario 

PHAC Public Health Agency of Canada 

NICE National Institute for Health and Care Excellence 

SOGC Society of Obstetricians and Gynaecologists of Canada 

RNAO Registered Nurses’ Association of Ontario 

WHO World Health Organization 
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Intended Use 
 

The care pathway outlines five steps that can be considered in the management of 
perinatal mental health: ask, advise, assess, assist, and arrange. This report describes 
these steps and is paired with an implementation care pathway tool where these steps 
are described briefly. The pathway provides direction for HCPs to guide pregnant and 
postpartum individuals to the most appropriate type of care, while remaining flexible in 
its application to a wide range of diverse population groups. HCPs must tailor the 
treatment approach to meet individuals’ unique needs in all their diversity. HCPs must 
perform an individualized assessment and apply clinical judgment to ensure a safe and 
effective plan of care. This document does not take the place of national or provincial 
medical guidelines.  
 
The resources hyperlinked in the care pathway and guidance document are current and 
consistent with the intended purpose of this work, as of the date of publication.  
 

Background 
 
The World Health Organization (WHO) indicates mental health issues that occur around 
the time of pregnancy are a major public health concern [3]. Perinatal mental illness can 
impact the quality of life and well-being of parents and, when untreated, may increase 
their risk of chronic mental illness. While rare, suicide is a leading cause of maternal 
death [4, 5, 6, 7]. Mental illness in pregnancy and postpartum has also been linked to 
problems with children’s growth and development, including preterm birth, low birth 
weight and delayed development (cognitive, behavioural and emotional). It may also put 
the child at increased risk for developing mental health issues later in life themselves [4, 
5, 7, 8, 9]. 
 
Any type of mental health issue can affect pregnant and postpartum individuals [4, 7]. 
This includes common conditions such as depression, anxiety, obsessive-compulsive 
disorder, and trauma and stressor-related illnesses. Less common, but often more 
severe, illnesses such as bipolar and psychotic disorders could also develop. Alcohol 
and substance use disorders may also be present in the perinatal period, either on their 
own, or accompanying other mental health issues. According to the Diagnostic and 
Statistical Manual of Mental Disorders (DSM-5), the diagnostic criteria for mental health 
concerns occurring around the time of pregnancy are the same as when these 
conditions arise in the general (non-pregnant or postpartum) population [10]. However, 
there are specific considerations that are important to their management in the perinatal 
period, including how psychological treatments may need to be adapted, and how to 
make decisions around the safety of medication use during pregnancy and lactation. As 
a result, the DSM-5 allows for a diagnostic specifier to be attached to some diagnoses, 
such as depressive disorders, when the onset of illness occurs during pregnancy or 
within the first four weeks postpartum. For practical purposes, most clinical and 
research experts consider symptoms arising within the first year postpartum as 
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“perinatal”, given that many of the issues in the transition to parenthood remain relevant 
through this time [11]. To support HCP practice, a perinatal mental healthcare pathway 
provides a recommended approach for the identification, assessment and monitoring of 
mental health issues for pregnant and postpartum people in Ontario. The care pathway 
does not replace individualized assessment, and clinical judgment is required to ensure 
safe, effective, equitable and inclusive treatment. 
 

Clinical Conditions and Presentation 
 

Transient Mental Health Concerns 
Some pregnant and postpartum individuals present with symptoms of common mental 
health concerns in the context of the transition to parenthood that do not result in 
substantial impairment. Such symptoms often resolve with support and resolution of 
initial stressors (e.g., sleep deprivation, difficulty breastfeeding). These are known as 
adjustment disorders, which are defined as emotional or behavioural symptoms (such 
as low mood or anxiety) in response to a specific stressor or another event that exceeds 
what would normally be expected [7]. These disorders typically occur within three 
months from the time of the stressor, resolve within six months, and may require 
supportive care but not formal therapies or medication [7]. In postpartum specifically, as 
many as 60 to 80 per cent of individuals who have given birth experience emotional 
symptoms due to hormone changes that tend to resolve on their own without 
intervention in the weeks after delivery. This phenomenon, commonly referred to as 
“baby blues”, is most often characterized by sadness, tearfulness and sometimes 
irritability that comes and goes throughout the day. It does not persist, nor become so 
severe that day-to-day life is affected [12].  
  

Mental Health Issues Requiring Additional Clinical Attention 
While some mental health issues resolve over time and on their own (or with support 
and improved sleep, for example) others may be more persistent and develop into a 
clinical mental disorder requiring more than supportive interventions. Described below 
are common mental illnesses seen in the perinatal period, including depression, anxiety 
and related disorders, and less prevalent but often more severe presentations of illness. 
To see the full list of required symptoms or criteria for all mental disorders, including 
those out of scope for this guidance document, please consult the Diagnostic and 
Statistical Manual of Mental Disorders, fifth edition (DSM-5) [13]. 
 

Depression  
 

To be diagnosed with depression in pregnancy or postnatally, the 
DSM-5 indicates that a person must experience prolonged (at least 
two weeks of) low mood or loss of interest in activities that would 
have previously been enjoyable, as well as a total of five symptoms 
that include at least one of these two key symptoms.  
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Depression 
cont’d 

Disruptions in sleep, appetite or concentration, excessive feelings of 
guilt/low self-worth, feeling keyed up or slowed down, and suicidal 
thoughts or intent may be other indicators [13].Symptoms of anxiety 
are common in individuals experiencing depression around the time 
of pregnancy, and attacks of panic (shortness of breath, chest pain, 
claustrophobia, dizziness, heart palpitations, and numbness or 
tingling in the extremities) can be present even in the absence of an 
anxiety disorder. Depressive episodes can range from mild 
symptomatology to more severe symptoms and impairment. At the 
most severe end of the spectrum, individuals may develop suicidal 
ideation and plans and/or psychotic symptoms [14]. Individuals 
presenting with depressive symptoms should be assessed for a 
history of mania or hypomania to rule out bipolar disorder (later 
discussed under bipolar and psychotic disorders), as a diagnosis of 
bipolar disorder might have implications for the treatment plan. 
 

Anxiety and 
Related 
Disorders 
 

Common anxiety and related disorders presenting perinatally include 
Generalized Anxiety Disorder (GAD), Panic Disorder, Obsessive 
Compulsive Disorder (OCD) and Post-Traumatic Stress Disorder 
(PTSD). Similar to depression, these disorders present along a 
spectrum of severity, depending on the level of symptoms and degree 
of impact on quality of life. GAD presents with excessive worry that is 
difficult to control, impacting energy, concentration and sleep. Panic 
disorder occurs when attacks of anxiety occur out of the blue and 
leave individuals nervous about having recurring attacks [15]. OCD 
symptoms include obsessional thoughts (recurrent, intrusive thoughts 
or images that lead to substantial distress), sometimes accompanied 
by behaviours or repeated mental rituals (“compulsions”) that 
temporarily reduce the distress (e.g., a postpartum person has 
recurrent intrusive thoughts that their child will die while sleeping so 
repeatedly checks on the child throughout the night) [4]. PTSD 
symptoms occur in relation to traumatic events – sometimes following 
a traumatic childbirth experience. Affected individuals may re-
experience events in nightmares, flashbacks and re-living of events, 
and feel the need to avoid feelings, people or places associated with 
the event [4, 14]. 
 

Bipolar and 
Psychotic 
Disorders 

 

Bipolar and psychotic disorders – rarer than depression, anxiety and 
related disorders – can have serious health outcomes and impact the 
quality of life for the parent, child and surrounding family. Bipolar 
disorders are characterized by episodes of elevated or irritable mood 
(mania), as well as depressive episodes [5]. Individuals with bipolar 
disorder are at high risk for relapse, particularly in the first few weeks 
postpartum, with depression as the most common relapse 
presentation and mania also occurring [4].  
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Bipolar and 
Psychotic 
Disorders 
cont’d 

Individuals with bipolar disorder are also at particularly high risk for 
postpartum (also known as puerperal) psychosis (see below), 
especially in the setting of sleep deprivation or other stressors. 
Psychotic disorders, like schizophrenia, are characterized by 
symptoms such as delusions, hallucinations, disorganized 
thinking/speech, grossly disorganized or abnormal motor behaviour 
(including catatonia) and negative symptoms (e.g., apathy, inability to 
show emotions, withdrawal from social situations) [13]. Many 
individuals with schizophrenia have successful parenting experiences 
with appropriate support; however, there is an increased risk for 
pregnancy complications and infant health effects in this population, 
as well as risk of destabilization of illness in pregnancy and the 
postpartum period [4]. Individuals affected by both bipolar disorder 
and schizophrenia often require ongoing medication treatment to 
avoid relapse, including during pregnancy and lactation, which may 
require specialized care and advice.  
 

Postpartum 
Psychosis 
 

Postpartum psychosis occurs in 0.1 to 0.5 per cent of individuals [7]. It 
most often arises within the first two to four weeks after childbirth, and 
may include symptoms of mania, severe depression, delusions and/or 
hallucinations, and disorganized speech, thoughts or behaviours. 
Individuals with a previous history of postpartum psychosis are at very 
high risk of recurrence, as are individuals with bipolar and psychotic 
disorders (see above) [5]. Postpartum psychosis is considered a 
psychiatric emergency and is a risk factor for self-harm, suicide, and 
harm to the infant or other children, including infanticide [8]. If there is 
postpartum psychosis, or active intent or plan for harm to self or 
others, the client will require urgent care and hospitalization for 
immediate treatment.  
 

Differential 
Diagnosis 
and  
Co-
occurring 
Conditions 
 

For a mental health condition to be diagnosed, the symptoms must 
not be better explained by either a medical condition or by a 
substance or substance use disorder. Several common medical 
conditions such as anemia, thyroid abnormalities, Vitamin B12 
deficiency, or untreated alcohol or substance use disorders, can 
mimic or worsen mental health conditions. These conditions should 
always be considered as alternate diagnoses or issues that may be 
perpetuating mental health symptomatology.  

 

Prevalence  
 
It is estimated that up to 20 per cent of pregnant and postpartum people struggle with 
their mental health [16]. Major risk factors for perinatal mental illness are personal or 
family history of mental illness, low levels of social support, and current life stressors 
such as partner discord, financial problems and child health [17]. Perinatal mental 
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illness rates appear to be highest in low-income countries, and in individuals facing 
socioeconomic disadvantage and marginalization [8]. In Ontario, a diagnosed and/or 
self-reported mental health concern in pregnancy (pre-existing, diagnosed during the 
pregnancy or active during the pregnancy) was recorded for about 20 per cent of the 
139,488 pregnant people in fiscal year (FY) 2019-2020 (Table 1). The most commonly 
reported concerns were anxiety (15.1 per cent) and depression (9.8 per cent).  
 

 
Perinatal mental health concerns of pregnant people in Ontario have increased as a 
result of the COVID-19 pandemic [18, 19]. In the first nine months of the pandemic, 
there were increased rates of diagnoses of anxiety, depressive, alcohol or substance 
use disorders among pregnant and postnatal people, particularly within the first 90 days 
after birth as compared to the remainder of the first year after birth [19]. Therefore, the 
early postnatal period represents a vulnerable time for families. This is consistent with 
findings from national studies: Canadian mothers are reporting significantly higher levels 
of depressive and anxiety symptoms [20, 21]. Pregnant people who reported higher 
levels of social support and physical activity during the COVID-19 pandemic had 
significantly lower anxiety symptoms. [21] Access to care has been complicated due to 

Table 1: Percentage of pregnant people reporting mental 

health concerns in Ontario (FY 2019-2020) 

 

Data from Better Outcomes Registry and Network (BORN) Ontario. Years Provided: (2019 to 2020). 
Resource Type: Tabulated data. Data Provided on March 11, 2021. All inferences, opinions, and 
conclusions drawn in this publication are those of the authors, and do not necessarily reflect the 
opinions or policies of BORN Ontario. Note: Mental health concerns are a multiple-selection data 
element in the BORN Information System which means that an individual can select more than one 
mental health condition. The total number of individuals (all pregnancies that resulted in a live or 
stillbirth) in fiscal year 2019/2020 among pregnant individuals who are residents of Ontario totalled 
139,488. About 79 per cent of these had no mental health concern reported.  
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the pandemic [22], thus further emphasizing the importance of identifying individuals in 
need of support, care and intervention. Healthcare providers report that COVID-19 has 
complicated access to care, including reduced in-person visits and overall services [23]. 
Many social determinants of health, including socioeconomic status, geographic 
location and race, influence a person’s risk of facing mental health issues and the 
probability that the individual will have access to treatment. Systemic health inequities 
have been magnified in vulnerable populations as well as Indigenous communities and 
Nations across Ontario during the COVID-19 pandemic [24].  

Method 
 
Literature Review 
 
The development of the care pathway and guidance document was informed by 
evidence identified in a literature review. Research databases searched included: Ovid, 
PubMed, MEDLINE, Cochrane Library and select journals, including Journal of 
Obstetrics and Gynaecology Canada, Canadian Medical Association Journal, British 
Medical Journal and Journal of the American Medical Association (JAMA). Search 
terms included: care pathway; perinatal; mental health; depression; anxiety; baby-blues; 
pregnancy; postpartum. Articles referencing mental health issues, such as substance 
abuse or addictions, were excluded as they did not meet the scope criteria outlined in 
this document. Thirty-one articles were identified related to this topic and its inclusion 
criteria.  
 
National and international clinical practice guidelines were also reviewed (Appendix B). 
These included guidelines from Public Health Ontario, Registered Nurses Association of 
Ontario, Society of Obstetricians and Gynaecologists of Canada, Public Health Agency 
of Canada and the National Institute for Health and Care Excellence. General and 
diagnostic information was derived from the DSM-5 published by the American 
Psychiatric Association (APA) where appropriate [13]. 
 

Stakeholder Consultation 
 
The care pathway was developed in consultation with subject matter experts who 
helped apply evidence-based practice recommendations from clinical guidelines to a 
local Ontario context. Two focus group sessions were held with diverse clinical 
stakeholders to review and share feedback on the application of the care pathway from 
their perspective and/or from use in their clinical practice.  
 

Data 
 
Data were requested from the Better Outcomes Registry and Network (BORN) Ontario 
to provide background on the prevalence of multiple self-reported mental health 
concerns.  
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Application of the Care Pathway  
 
To assist HCPs in ensuring that pregnant and postpartum individuals receive high 
quality evidence-based care, the care pathway (Appendix A) was developed as a 
resource to support the identification and management of individuals who require 
intervention for mental health during the perinatal period.  
 
A stepped-care approach to manage mental health problems was adopted as a useful 
mechanism to follow care guidelines, being recognized by institutions such as the 
National Institute for Health and Care Excellence [25]. This stepped approach will help 
Ontario HCPs navigate the diverse treatment options and improve service access when 
addressing perinatal mental health concerns. While the pathway provides a 
standardized approach for perinatal mental healthcare, clinical judgment is required to 
ensure that care plans are tailored to meet the diverse needs and contexts of an 
individual. A person can enter at any step in the care pathway and move up or down it 
based on severity of illness and response to prior interventions. Treatments can build 
upon interventions available in the lower steps. Ongoing monitoring is required 
regardless of the treatment step being applied 
 

Pre-conception planning 
 
While not covered by the care pathway, optimizing management prior to pregnancy for 
individuals with pre-existing mental illness or risk factors for an episode in the perinatal 
period is ideal. Management includes preventative strategies such as: optimizing health 
behaviours, including nutrition, physical activity and sleep patterns; promoting a 
supportive environment; reviewing current or previously used psychological and 
pharmacological interventions; and engaging treatment to reduce risk for relapse 
perinatally. Plans for pharmacological management during pregnancy and 
breastfeeding should be made with a shared decision-making approach to balance 
benefits and risks of medication use in pregnancy and lactation for the pregnant person 
and infant [5, 17, 26].  

 
Care pathway steps 
 
The care pathway for pregnancy and postpartum includes five steps, described in more 
detail below. 

 

Step 1
ASK

Step 2
ADVISE

Step 3
ASSESS

Step 4
ASSIST

Step 5

ARRANGE



 

 

PCMCH Guidance Document: Perinatal Mental Health | 12 
 

Step 1: ASK  

Ask about the well-being of the pregnant or postpartum person at every visit to 
identify a need for mental health support and treatment. 
 
The first step is to identify early if a pregnant or postpartum person may be struggling 
with their mental health. Early identification can create an opportunity for the healthcare 
team to improve short-term maternal, infant and family outcomes and provide supports 
to mitigate long-term adverse outcomes [4, 7, 17, 27, 28]. HCPs should be alert to risk 
factors for mental illness – especially those that can be addressed with appropriate 
social and/or community supports and services. Major risk factors for mental illness in 
the perinatal period include a personal or family history of mental illness, low social 
support and current life stressors, including partner discord, financial problems and child 
illness [17, 29].  
 
At each visit, the HCP should attend to any signs or symptoms of mental health 
difficulty, including non-specific symptoms such as insomnia and fatigue, and 
difficulty in home, relationship or occupational functioning [5, 7, 17]. The HCP can 
then ask the pregnant or postpartum person about their mental health, sensitively 
inquiring about how a person is feeling and coping, or about specific symptoms. The 
dialogue should include a focus on a person’s mental health within their own unique 
context and in all their diversity, with attention to a person’s age, gender identity, race, 
ethnicity, ability and disability, and other relevant factors. HCPs should draw on 
available equity, diversity, and inclusion resources.  
 

Healthy Babies Healthy Children (HBHC) Program 
and Interactions between Healthcare and Other Sectors in the Identification 

of Individuals in need of Perinatal Mental Healthcare 
 
Pregnant and postpartum individuals requiring assistance with their mental health may 
also come to the attention of their HCPs through the individual’s support system (e.g., 
family, partner) or via other community agencies with which the individual has been 
interacting, including social services, shelters and agencies assisting with supports for 
domestic violence.  
 
HCPs should be aware that support for perinatal mental health issues is available through 
the Healthy Babies Healthy Children (HBHC) program, a free program delivered through 
Ontario’s public health units in partnership with hospitals and other community partners 
[30]. The HBHC program uses screening and assessment to identify families at risk of 
compromised healthy child development, who may benefit from a home-visiting program 
so families can receive supports and services they need, including those that enhance 
maternal mental health, self-care and parenting capacity while in the community [31]. 
Referrals from HBHC may also be made to HCPs given that, while not specific to mental 
health screening, the HBHC screening tool can identify someone who may require mental 
health support. Screening is offered through HBHC to pregnant people and their families 
and to families with children from birth to their transition to school. Universal screening is 
offered at the postpartum stage. Visit the Ontario HBHC website for more information. 

https://www.ontario.ca/page/healthy-babies-healthy-children-program
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No specific tools are required to sensitively ask a pregnant or postpartum person about 
their mental health. However, to improve identification of issues and to help Ontario 
HCPs identify individuals struggling with their mental health, several validated 
depression and anxiety screening tools are contained in the Ontario Perinatal Record 
(OPR), previously known as the Antenatal Record 1 & 2. Since 1979, the OPR has 
been the standard tool for documenting perinatal care and provider visits [32]. In 2017, 
the OPR was updated to append specific screening tools to the record so providers 
would have easy access to evidence-based screening tools at each perinatal visit 
(Appendix C, page 4 of the OPR). The tools below are used internationally, have been 
translated into various languages and validated in diverse populations [33, 34, 35, 36].  
 

• Generalized Anxiety Disorder-2 (GAD-2)  
GAD-2 is a validated two-item tool that screens for anxiety and can be used 
repeatedly with perinatal people at risk of anxiety or to confirm symptomatology. 
Studies indicate a sensitivity of 76 per cent and a specificity of 81 per cent with 
GAD-2 [37]. A total score of three or more warrants consideration of using the GAD-
7 (Appendix D) for further assessment or additional mental health follow-up. A study 
conducted for primary care patients with GAD-7 had a recorded Cronbach’s alpha 
of 0.92, 89 per cent sensitivity and 82 per cent specificity [38]. 

 

• Patient Health Questionnaire-2 (PHQ-2)  
The PHQ-2 is a validated two-item tool to screen for depression that can be used 
repeatedly with perinatal people at high risk of depression or to confirm 
symptomatology [32].A total score of three or more warrants consideration of using 
the PHQ-9 (Appendix E). Previous studies have indicated a PHQ-9 score of 10 or 
more signified a depressive disorder at an 88 per cent sensitivity and 88 per cent 
specificity [39]. Alternatively, to the PHQ-9, one could use the Edinburgh 
Perinatal/Postnatal Depression Scale (EPDS) (Appendix F). 
 

• Edinburgh Perinatal/Postnatal Depression Scale (EPDS) (Appendix F)  
EPDS is an internationally recommended tool that can be used if the PHQ score 
indicates risk or can be administered on its own. Studies indicate that this tool 
demonstrates major depressive disorder with a sensitivity of >90 per cent and 
specificity of >80 per cent has a cut-off score of ≥10, and a sensitivity of >85 per 
cent and specificity of >80 per cent with a cut-off score of ≥13 [40]. 
 

Clinical Pearl — “Screening” vs “Diagnosis” 
 

While these screening tools are helpful in identifying someone who is struggling with their 
mental health and may have a mental illness, they do not replace a clinical diagnostic 
interview [12]. Some individuals may not score above cut-offs on screening tools but do 
have significant mental health issues requiring care. Other individuals may screen 
“positive” on one of the scales but a clinical diagnostic interview may determine that there 
is another explanation for their symptoms, including a medical condition, alcohol or 
substance use disorder, or transient stressors where symptoms are likely to resolve with 
the stressor itself. These important considerations will guide treatment. 
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Step 2: ADVISE  

Advise by providing education on perinatal mental health and arrange support to 
mitigate factors that are affecting mental health. 
 

By starting conversations about the challenges of pregnancy and parenthood in Step 1 
(ASK), HCPs can create a non-judgmental environment to discuss mental health. When 
possible and appropriate, family members can and should be included in education and 
treatment planning. 
 
Education 
Education about perinatal mental health should include information about prevalence, 
symptoms and risk factors for perinatal mental illness, as well as sensitive discussion of 
the potential impacts of untreated illness on both parental health and child health and 
development. The HCP can also educate about self-care strategies to promote mental 
health (such as getting adequate sleep, asking friends and family for support, eating 
healthy and getting exercise). Adequate time should be dedicated to discussing access 
to support services and psychosocial strategies to increase practical and emotional 
social support, improve night-time sleep, and encourage regular meals and physical 
activity. 
 
Identifying and Addressing Psychosocial Risk Factors, Medical and Substance 
Use Comorbidities 
HCPs should try to address modifiable precipitating and perpetuating factors for 
perinatal mental health issues (e.g., stress or anxiety related to the pregnancy or 
birthing experience, sleep deprivation or the feeling of being overwhelmed by caring for 
a newborn 24/7). As previously indicated, a medical work-up to address any easily 
treatable perpetuating conditions (i.e., anemia, thyroid dysfunction) is required. There 
may also be a need to discuss referrals to available community services, if appropriate 
[5, 17]. This might include accessing resources for individuals facing low social support, 
intimate partner violence and financial difficulties, and arranging treatment for active 
alcohol and/or substance use disorders. 
 

Ontario Community Resources for Substance Use  

and Domestic Violence Support 

 

Toronto Centre for Substance Use in Pregnancy (T-CUP) – Unity Health Toronto 

Mothercraft – Early Intervention Programs 

Barbara Schlifer Commemorative Clinic (legal, counselling and interpretation services) 

Assaulted Women’s Helpline – Toll Free: 1-866-863-0511       TTY Toll Free: 1-866-863-7868 

      

https://unityhealth.to/areas-of-care/programs-and-clinics/mental-health-and-addictions/#location-tab-st-josephs-health-centre-0
https://www.mothercraft.ca/index.php?q=breaking-the-cycle-programs-and-services
https://www.schliferclinic.com/
https://www.awhl.org/
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Step 3: ASSESS 

Assess the severity of the mental health concern. 
 

As indicated, some mental health issues can resolve on their own with time and 
support, or with addressing the other risk factors or concerns identified above. However, 
other issues may be more persistent and develop into a clinical mental disorder 
requiring more than supportive interventions. For presentations that require clinical 
intervention, treatment planning is guided by the severity of the illness (mild, moderate, 
severe and urgent – see below), which is assessed by considering the number, nature 
and persistence of symptoms and the degree of impact on quality of life.  
 

The general goal of the HCP assessment is to determine the level of severity as follows: 

1. Mild Few and mild symptoms but persistent with minimal impact 

on activities of daily living [13]. Mild severity of the common 

mental illness is defined as meeting the full DSM-5 criteria, 

but only with the minimum number of required symptoms 

and with minimal distress or functional impairment [5]. 

2. Moderate Multiple symptoms, persistent, impacting day-to-day 

function and quality of life [13]. Moderate severity is a level 

of symptoms, distress and impairment that are more than 

mild but less than severe. 

3. Severe Many symptoms, persistent, significant impact on day-to-

day function and quality of life [15]. A severe level of 

symptoms for a common mental illness can be defined as 

having far more of the DSM-5 criteria for the disorder than 

required for diagnosis, with a significant level of distress or 

functional impairment. 

4. Urgent Clinical concern about manic or psychotic symptoms, or 

active suicidal or aggressive ideation. While clinical 

judgment at the level of the HCPs scope of practice is 

required, the following general guidance can be provided to 

assess whether an individual has active suicidal or 

aggressive ideation. A person can be asked directly whether 

they have had any thoughts of harming themselves, their 

infants or anyone else. Active intent means the intent to 

cause harm to self or others, and/or the planning of possible 

ways to cause harm to self or others. [13]. 
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Clinical Pearl — Intrusive Thoughts 

 

It is important to recognize if the person is experiencing intrusive thoughts about harm but 

does not have any active intent or plan to act on these thoughts or images. Some individuals 

experience intrusive thoughts – also known as obsessional thoughts – that can sometimes 

be confused by HCPs as active suicidal or aggressive ideation. Intrusive thoughts are 

recurrent and persistent thoughts, urges or images experienced by the individual as invasive 

and inappropriate. These often cause marked anxiety and distress, and the individual has no 

intent to act on them [13]. 

 

If there is any uncertainty about whether a person is experiencing mania or psychosis, 

or if there are concerns about the safety of the individual and/or others, initiate plan to 

transfer patient for emergency psychiatric assessment. 

 

For common mental health concerns such as depression, anxiety and related disorders, 
the recommended screening assessments tools can help guide severity assessment in 
combination with clinical assessment, as listed below: 
 

1. Mild: PHQ-9 or GAD-7 score of 5-9, or EPDS score of 10 to 12.  

2. Moderate: PHQ-9 or GAD-7 score of 10-14 or EPDS score of 13 to 18. 

3. Severe: PHQ-9 or GAD-7 score greater than 15, EPDS score greater than 19 or 

question 10 has a score greater than zero.  

4. Urgent: Active intent to harm self or others and/or suicidal ideation endorsed on 

any of the aforementioned questionnaires.  

 

Step 4: ASSIST 
Assist by recommending or implementing a Treatment Step  
 
Recommendations for treatment are made within the context of a stepped-care model, 

an evidence-based approach that ensures interventions are matched to patient need 

[41]. A stepped-care management plan may include a range of treatment options and 

interventions and is adaptable to a patient’s changing needs and preferences. As stated 

previously, a pregnant or postpartum individual can enter the pathway at any step and 

move between steps based on severity of illness and in response to interventions.  

 

At all steps in the management plan, the need for additional education, identification 

and addressing of psychosocial, medical and other risk factors must be continually 

assessed. Regardless of which “Step” is being considered, a discussion of infant and 
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childcare supports is essential in the care management plan. The HBHC program offers 

a home-visiting program so families can receive supports and services they need, 

including to enhance maternal mental health, self-care and parenting capacity while in 

the community [24]. HBHC and specific Public Health Units (PHUs) in Ontario offer a 

range of additional services and supports, including peer support groups, virtual 

parenting groups, and other psychosocial interventions that are helpful in the support of 

all treatment plans. 

 

Ongoing assessment and monitoring are required to ensure that treatment is effective 

and adjustments are made where needed. The following approach outlines Treatment 

Steps based on the nature and severity of the person’s symptoms, and the impact the 

symptoms are having on their functioning and well-being.  

 

 

 
Each step is accompanied by suggested interventions that should be administered or 
recommended to patients. Whenever possible, personal preferences and circumstances 
of the individual and their family should be considered in decisions about treatment [4, 
5, 7, 17]. With the patient’s permission, a copy of the care plan should be shared with 
their support person [4, 5, 6]. 
 
The HCP and the individual should work together on creating a care plan with clearly 
identified roles to manage symptoms over the perinatal period. Other specialized staff 
can be invited to create a care team to support the diverse and complex needs of the 
individual on a case-by-case basis.  
 
The care plan should include the following [4, 5, 6]: 

• a description of the agreed-upon treatment goals and outcomes; 

• a description of the agreed-upon system of monitoring and when follow-ups 
should occur; and 

• the contact information of the care team and the roles and responsibilities for 
which each are accountable. This may include family and close relations should 
the individual allow it. 

Mild 
Severity

Treatment Step 1

Moderate 
Severity

Treatment Step 2

Severe Treatment Step 2 and/or 3 Treatment Step 4 for urgent care

https://www.ontario.ca/page/healthy-babies-healthy-children-program
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Treatment Step 1: 

Psychosocial Interventions (Community Support) 

Symptoms Interventions by Type and Recommended Resources 

• Common mental 

health concerns 

such as 

depression or 

anxiety, where 

symptoms are mild 

or subclinical (may 

include patients for 

whom you are 

taking a watch-

and-wait 

approach) 

Self-help (perinatal-

specific) 

Self-directed workbooks for depression 
• Managing Depression 

• Coping with Depression during Pregnancy 

and Following the Birth 

Self-directed workbooks for anxiety 

• Coping with Anxiety during Pregnancy and 

Following the Birth 

• The Pregnancy and Postpartum Anxiety 

Workbook 

Guided self-help e.g., internet- or paper-based self-guided 
intervention that may include assistance from a 
trained coach 

• Bounce Back Ontario postpartum-specific 

resources (online, self and physician referral 

accepted) 

 

Peer support and 

Supportive counselling 

e.g., mother-to-mother support, and public 
health nurse telephone/home visits, facilitated 
support groups 

• Postpartum Support International (Ontario-

specific resources) 

• Healthy Babies, Healthy Children (online/in-
person, by region) 

 

 

Focus of Intervention  

Individuals with sub-syndromal or mild symptoms of common mental illnesses such as 

depression or anxiety may benefit from low-intensity psychological interventions [7, 5]. 

This first step of the pathway may also be appropriate for individuals who acknowledge 

their need for additional social support rather than clinical interventions. 

 

Nature of Intervention 

Low-intensity psychosocial or psychological interventions that are recommended for 

common perinatal mental disorders include guided self-help tools with the assistance of 

a coach, peer support and supportive counselling provided at home, over the phone or 

through support groups. Individuals can benefit at any time during pregnancy or the 

postpartum period from these interventions either alone or in combination. 
 

 

https://resources.beststart.org/product/m14e-managing-depression-workbook/
http://www.bcmhsus.ca/Documents/coping-with-depression-during-pregnancy-and-following-the-birth.pdf
http://www.bcmhsus.ca/Documents/coping-with-depression-during-pregnancy-and-following-the-birth.pdf
http://www.bcmhsus.ca/Documents/coping-with-anxiety-during-pregnancy-and-following-the-birth.pdf
http://www.bcmhsus.ca/Documents/coping-with-anxiety-during-pregnancy-and-following-the-birth.pdf
https://www.google.ca/books/edition/The_Pregnancy_and_Postpartum_Anxiety_Wor/Ej5uC4sEe6oC?hl=en&gbpv=1&printsec=frontcover
https://www.google.ca/books/edition/The_Pregnancy_and_Postpartum_Anxiety_Wor/Ej5uC4sEe6oC?hl=en&gbpv=1&printsec=frontcover
https://bouncebackontario.ca/
https://www.postpartum.net/get-help/international/resource/?dosrch=1&q=&wpbdp_view=search&listingfields%5B18%5D=486
https://www.ontario.ca/page/healthy-babies-healthy-children-program
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Treatment Step 2: 
Psychological Interventions and Antidepressant Medication 

 
Symptoms Interventions by Type and Recommended Resources 

• Common mental 

health concerns 

of mild severity 

that do not remit 

with Step 1 

interventions 

 

AND 

 

• Common mental 

health concerns 

of moderate 

severity or 

greater. 

Cognitive Behavioural 
Therapy (CBT) and 
Interpersonal 
Psychotherapy (IPT) 
 

CBT and IPT are first-line treatments for 
perinatal depression and anxiety: 

• Guidance on Cognitive Behavioural Therapy  

• Guidance on Interpersonal Psychotherapy  

• Mother Matters: Online therapist-facilitated 
discussion board and therapy group for 
postpartum depression/anxiety (free in 
Ontario) 

• BEACON digital therapy, AbilitiCBT:Internet-

based CBT(free in Ontario, therapist 

available with perinatal expertise) 

 
Additional Resources: 

• Postpartum Support International (for public 
and private services) 

• Local resources (e.g., Family Health Teams, 
Ontario Structured Psychotherapy program, 
private services) 

• 211Ontario (online Ontario community and 
social services database) 

• ConnexOntario (online and mobile access to 
mental health services) 
 

Medication (within scope 

of primary care provider) 

Antidepressant can be used (and/or 
psychological intervention) when  

(1) psychological intervention alone is 
insufficient 
(2) symptoms are severe, or 
(3) preferred by the person 

 
Additional Resources: 
• Canadian Network for Mood and Anxiety 

Treatments  

• Information on antidepressants in 

pregnancy and lactation: MotherToBaby, 

LactMed 

 

Focus of Intervention  
Individuals with sub-syndromal or mild symptoms of common mental illnesses who do 
not achieve a response or remission with low-intensity psychological interventions, or 
those who present initially with a moderate or severe level of symptoms, may benefit 

https://www.nice.org.uk/guidance/cg192/evidence/full-guideline-pdf-4840896925
https://www.nice.org.uk/guidance/cg192/evidence/full-guideline-pdf-4840896925
https://www.nice.org.uk/guidance/cg192/evidence/full-guideline-pdf-4840896925
https://www.nice.org.uk/guidance/cg192/evidence/full-guideline-pdf-4840896925
https://www.womenscollegehospital.ca/care-programs/mental-health/Mother-Matters
https://www.womenscollegehospital.ca/care-programs/mental-health/Mother-Matters
https://www.womenscollegehospital.ca/care-programs/mental-health/Mother-Matters
https://www.womenscollegehospital.ca/care-programs/mental-health/Mother-Matters
https://info.mindbeacon.com/btn542?utm_campaign=CVD&utm_source=ongov&utm_medium=web&utm_content=en
https://ontario.abiliticbt.com/home
https://psidirectory.com/
https://211ontario.ca/
https://www.connexontario.ca/
https://www.canmat.org/resources/#health-professionals
https://www.canmat.org/resources/#health-professionals
https://mothertobaby.org/
https://www.ncbi.nlm.nih.gov/books/NBK501922/
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from higher-intensity non-pharmaceutical interventions and/or medications [5, 6]. Those 
who request medical interventions or high-intensity psychological interventions can also 
be considered in this step.  
 
Nature of Intervention  
In pregnant and postpartum individuals, psychological (non-pharmaceutical) 
interventions are recommended by most guidelines as the first line of treatment for 
those with moderately severe symptoms. Psychological interventions that may be 
effective for common mental illnesses in pregnancy and postpartum include cognitive 
behaviour therapy (CBT) for all types of common mental illnesses, and interpersonal 
therapy (IPT) for depression (links in Treatment Step 2 table above with more 
information). First-line psychological interventions such as CBT and IPT can be 
delivered by trained mental healthcare providers, including nurses, social workers, 
psychologists and physicians. In Ontario, government-funded psychological 
interventions are available at community health centres, from primary care, psychiatrists 
and various hospital-based programs, as well as online.  
 
For those exhibiting more severe symptoms, HCPs can consider medications as the 
first line of treatment. Those who prefer medication treatment, or have difficulty 
accessing psychological treatment, may also be considered for medication treatment. 
The medication intervention for common mental illnesses in pregnancy and postpartum 
is antidepressant medications. Antidepressants can be prescribed in primary care for 
pregnant and breastfeeding people, and therapeutic recommendations can be found in 
the Canadian Network for Mood and Anxiety Treatments Guidelines for Health 
Professionals, as listed in the table above. HCPs should discuss the benefits and risks 
of antidepressants when they are being considered with up to date information on the 
potential impacts of antidepressant medication on the developing fetus or infant (if 
breastfeeding) before prescribing [26].  
 

Treatment Step 3: 
Additional Specialized Interventions 

 
Symptoms Interventions by Type and Recommended Resources 

• Mild or moderate 

mental health 

concerns that do 

not remit with Step 

2 interventions  

 

AND  

 

Medication • Second and third-line medication options 
(see Canadian Network for Mood and 
Anxiety Treatments) 

• Provider to Psychiatrist E-consultation: 

Ontario Telemedicine Network 

• Patient consultation: Refer to psychiatrist at 

local institution or network or to specialized 

perinatal program (Check lists at Public 

Health Units in Ontario) 

https://www.canmat.org/resources/
https://www.canmat.org/resources/
https://www.canmat.org/resources/#health-professionals
https://www.canmat.org/resources/#health-professionals
https://otn.ca/
http://www.health.gov.on.ca/en/common/system/services/phu/locations.aspx
http://www.health.gov.on.ca/en/common/system/services/phu/locations.aspx
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• Severe mental 

health concerns 

(severe depression 

or other severe 

mental illnesses 

such as bipolar 

disorder or 

schizophrenia). 

Other • Refer to local acute care centre with 
specialty psychiatric services. May include:  

o Specialized psychotherapy 
o Pharmacological follow-up 
o Somatic treatment options; 

neurostimulation, electroconvulsive 
therapy. 

• Partial or full hospitalization 

 

 
Focus of Intervention  
This step is meant for individuals with a common mental illness that does not respond to 
interventions outlined in Step 1 and Step 2, or if there are concerns about diagnostic 
issues or rapidly increasing severity of illness (but without need for urgent care 
services). It is also meant for those who do not respond to initial antidepressant options 
or are experiencing severe symptoms (e.g., psychosis, suicidality) or who have a less-
common mental illness that requires specialized care such as bipolar disorder or 
schizophrenia.  
 
Nature of Interventions  
Clinicians requiring additional information on second- and third-line medication options 
can review the guidelines listed in the table above. If more information or advice is 
needed, e-consultation networks can connect providers to psychiatrists across the 
province. If patients require consultations for their medication or treatment, they can be 
referred to a psychiatrist at a local institution or to a perinatal psychiatric program. 
These specialized services will support further diagnostic assessment, providing 
second- and third-line medication treatments (when primary care providers are not 
comfortable providing these) and considerations for other possible interventions. Other 
interventions may include neurostimulation, electroconvulsive therapy for severe 
depression, partial or full hospitalization. Intervening as early as possible when severe 
illness is identified, to minimize the risk of deterioration to urgent cases, is 
recommended [5, 6].  
 

Treatment Step 4: 
Urgent Care and Hospitalization 

 
Symptoms Interventions by Type and Recommended Resources 

• Suspected 

mania or 

psychosis  

 

• Discloses 

intention or 

plan for suicide, 

Immediate 

Action 
• Urgent risk assessment – Safety first. A person with 

possible mania, psychosis, thoughts of harming self or 

baby should NOT be left alone or with baby until an 

appropriate assessment is complete. Many pregnant and 

postpartum individuals do have “intrusive” thoughts of 

harm coming to their baby with no “active” intent. Each 
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self-harm or 

harm to 

fetus/infant 

 

provider will have a different level of comfort with this 

assessment. 

• Provider is concerned about mania, psychosis or harm to 

self or others: Initiate plan to transfer patient for 

emergency psychiatric assessment.  

o MDs can complete an Ontario application for extended 

assessment (Form 1 Mental Health Act) 

o Call emergency services as needed to ensure safe 

transport for patient to the closest emergency 

department. Call local Family and Children’s Services if 

concern about harm to child. 

• Provider assesses that there is no active intent or plan for 

harm to self or others, and that patient has appropriate 

support, as well as capacity to access crisis services if 

symptoms worsen acutely: 

o Mobilize patient’s support system  

o Ensure the individual has contact information for crisis 

services.  

o Maintain close follow-up, follow treatment Steps 2 and 3 

as appropriate.  

o Maintain and update plan of action with patient and 

patient’s support system, including providers in patient’s 

circle of care 

 
Focus of Intervention 
 
Urgent care is warranted when a clinician’s assessment of the individual suggests 
concern about mania, psychosis or potential for harm to the individual or others. In this 
case, the HCP should not leave the pregnant or postpartum individual alone or with the 
baby until a risk assessment has been completed, as described. The HCP should also 
check to see if there are already existing safety plans in place for the individual or if 
previous safety plans were made that should be revisited [5]. 
 
Nature of Intervention 
 
In the case of severe illness that includes psychosis or mania (including exacerbations 
in schizophrenia and/or bipolar disorder), or risk of harm to self or others, immediate 
action from the HCP to protect the safety of the individual and/or their infant and/or 
others is required. Postpartum psychosis or active suicidal or aggressive ideation must 
be considered a psychiatric emergency, often requiring hospitalization due to its rapidly 
changing course and the danger of suicide or harm to the infant [28]. 
 
Urgent and rapid risk assessment is to determine the level of risk that the pregnant or 
postpartum individual poses to themselves and to others [4, 5, 6, 7]. This can be done 
by a primary HCP or by a specialist. There are two courses of action considered in this 

http://www.forms.ssb.gov.on.ca/mbs/ssb/forms/ssbforms.nsf/MinistryDetail?OpenForm&ACT=RDR&TAB=PROFILE&ENV=WWE&NO=014-6427-41
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treatment pathway depending on HCP assessment and degree of concern (as listed in 
the table above): 
 

(1) Provider is concerned that the pregnant postpartum individual is 

experiencing mania, psychosis or active intent or plan for harm to self or 

others: A plan to transfer patient for emergency psychiatric assessment should 

be initiated. In Ontario, a physician may make an application for extended 

assessment by completing a Form 1 - Mental Health Act (Appendix G). This will 

authorize admission of the person to hospital for psychiatric assessment. The 

physician must have personally examined the person seven days prior to 

completing the Form and must perform the examination themselves (not 

delegating to another staff). Emergency services (e.g., 911) can be called to 

ensure safe transport for the person to the closest emergency department. 

 

Children’s Aid Society/Family and Children’s Services Involvement 
 
If there is concern about ongoing risk of harm to a child, the individual should not be left 
alone with the child, and it may be appropriate to provide a report to the local Children’s 
Aid Society/Family and Children’s Services using clinical judgement in accordance with 
professional regulatory colleges and Ontario legislation. Refer to section 125 of the Child, 
Youth and Family Services Act (CYFSA) for more information about the duty to report a 
‘child in need of protection’. 
 

 

(2) Provider is able to assess and conclude that there is no active intent or plan for 
harm to self or others, and is able to provide appropriate support and follow-up: 
Mobilize patient’s support system and ensure the individual has contact 
information for crisis services. Maintain close follow-up and consider treatment 
Steps 2 and 3 as appropriate. It is valuable to share information and maintain 
communication with providers in the person’s circle of care, as permitted. A plan 
of action should be created, updated, and maintained with the patient and their 
support system. 

 

Step 5: ARRANGE 
Arrange follow-ups to monitor recommended treatment plan. Make modifications 
or changes to treatment step as required. 
 

Regardless of the treatment step, HCPs should actively monitor symptoms to determine 
if the pregnant or postpartum individual responds well to the prescribed intervention or 
whether changes are required. Follow-up is essential to address barriers to treatment 
uptake, review risk factors and discuss progress.  
 
Frequency of initial follow-up should be at minimum two weeks during the active 
treatment phase (12 weeks). More frequent contact may be required if there is a higher 

https://www.ontario.ca/laws/statute/17c14
https://www.ontario.ca/laws/statute/17c14
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severity of illness or if medication is prescribed, and conversely less frequent as 
symptoms improve. It should be clear to the person which health professional is 
providing follow-up care and the expected timelines. Where applicable, HCPs can use 
the mental health assessment tools for anxiety and depression listed in this report and 
pathway to monitor symptoms and need for additional treatments, or to determine when 
an individual has reached remission. Remission can be defined as PHQ-9 or GAD-7 
score that is less than five, or EPDS score less than 10, on at least two assessments 
that are at least two weeks apart [42, 43]. 
 
Individuals with common mental illnesses who are prescribed psychotropic medication 
should be followed for at least six months after remission to assess need for ongoing 
treatment. Those with more severe and persistent mental health issues will require 
longer-term treatment and follow-up and should be referred back to their primary HCP 
for ongoing care.  

Summary 
 
The mental health of a pregnant or postpartum individual is important for their overall 
well-being and for that of their fetus/newborn and surrounding family. The care pathway 
is a guide for HCPs who may care for pregnant or postpartum individuals to identify, 
assess and treat (or arrange treatment) for mental health concerns across a spectrum 
of severity. The care pathway (Appendix A) is a tool that can be used with other 
resources, including the Ontario-based resources listed in the pathway. HCPs looking 
for more specific information should refer to the DSM-5, which is intended as a guide to 
assist clinicians’ diagnosis and treatment of mental disorders. HCPs are encouraged to 
work with local experts and services when further assessment and treatment may be 
warranted. 
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Appendix A: Care Pathway Tool  
 
(Access and download the PDF document: PCMCH-Care-Pathway-for-the-Management-of-Perinatal-Mental-Health_23July2021.pdf) 

 
 

https://www.pcmch.on.ca/wp-content/uploads/2022/02/PCMCH-Care-Pathway-for-the-Management-of-Perinatal-Mental-Health_23July2021.pdf
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Appendix A cont’d: Care Pathway Tool 
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Appendix B: Table of Clinical Guidelines 
 

Clinical Practice Guidelines 

Name (Publication Location and 
Year) 
 

Resource Link 

C
a
n

a
d
a
 

Family-Centred Maternity and 
Newborn Care: National 
Guidelines (Canada, 2019) 
 

https://www.canada.ca/en/public-
health/services/maternity-newborn-care-
guidelines.html 

Assessment and Interventions 
for Perinatal Depression, 
Second Edition (Ontario, 2018) 
 

https://rnao.ca/bpg/guidelines/assessment-and-
interventions-perinatal-depression 

Perinatal Mental Health Toolkit 
for Ontario Public Health Units 
(Ontario, 2018) 
 

https://www.publichealthontario.ca/en/health-
topics/health-promotion/maternal-infant-
health/hhdt 

Screening for Perinatal 
Depression (Ontario, 2018) 

https://www.publichealthontario.ca/-
/media/documents/R/2018/report-adapte-
screening-perinatal-depression.pdf?la=en 
 

Best Practice Guidelines for 
Mental Health Disorders in the 
Perinatal Period (British 
Columbia, 2014) 

http://www.perinatalservicesbc.ca/Documents/G
uidelines-
Standards/Maternal/MentalHealthDisordersGuid
eline.pdf 

In
te

rn
a

ti
o

n
a

l 

Antenatal and Postnatal Mental 
Health. The NICE Guideline on 
Clinical Management and 
Service Guidance (UK, 2018) 
 

https://www.nice.org.uk/guidance/cg192 

Maternal Mental Health: The 
Knowledge Network. Free 
Registration (UK, 2015) 
 

http://www.knowledge.scot.nhs.uk/maternalhealt
h/learning/maternal-mental-health.aspx 

Mental Health Care in the 
Perinatal Period: Australian 
Clinical Practice Guideline 
(Australia, 2017) 
 

https://www.clinicalguidelines.gov.au/portal/258
6/mental-health-care-perinatal-period-
australian-clinical-practice-guideline  

Bettercare Maternal Mental 
Health Handbook (International, 
2015) 

https://www.mhinnovation.net/resources/betterc
are-maternal-mental-health-book 

 

https://www.canada.ca/en/public-health/services/maternity-newborn-care-guidelines.html
https://www.canada.ca/en/public-health/services/maternity-newborn-care-guidelines.html
https://www.canada.ca/en/public-health/services/maternity-newborn-care-guidelines.html
https://rnao.ca/bpg/guidelines/assessment-and-interventions-perinatal-depression
https://rnao.ca/bpg/guidelines/assessment-and-interventions-perinatal-depression
https://www.publichealthontario.ca/en/health-topics/health-promotion/maternal-infant-health/hhdt
https://www.publichealthontario.ca/en/health-topics/health-promotion/maternal-infant-health/hhdt
https://www.publichealthontario.ca/en/health-topics/health-promotion/maternal-infant-health/hhdt
https://www.publichealthontario.ca/-/media/documents/R/2018/report-adapte-screening-perinatal-depression.pdf?la=en
https://www.publichealthontario.ca/-/media/documents/R/2018/report-adapte-screening-perinatal-depression.pdf?la=en
https://www.publichealthontario.ca/-/media/documents/R/2018/report-adapte-screening-perinatal-depression.pdf?la=en
http://www.perinatalservicesbc.ca/Documents/Guidelines-Standards/Maternal/MentalHealthDisordersGuideline.pdf
http://www.perinatalservicesbc.ca/Documents/Guidelines-Standards/Maternal/MentalHealthDisordersGuideline.pdf
http://www.perinatalservicesbc.ca/Documents/Guidelines-Standards/Maternal/MentalHealthDisordersGuideline.pdf
http://www.perinatalservicesbc.ca/Documents/Guidelines-Standards/Maternal/MentalHealthDisordersGuideline.pdf
https://www.nice.org.uk/guidance/cg192
http://www.knowledge.scot.nhs.uk/maternalhealth/learning/maternal-mental-health.aspx
http://www.knowledge.scot.nhs.uk/maternalhealth/learning/maternal-mental-health.aspx
https://www.clinicalguidelines.gov.au/portal/2586/mental-health-care-perinatal-period-australian-clinical-practice-guideline
https://www.clinicalguidelines.gov.au/portal/2586/mental-health-care-perinatal-period-australian-clinical-practice-guideline
https://www.clinicalguidelines.gov.au/portal/2586/mental-health-care-perinatal-period-australian-clinical-practice-guideline
https://www.mhinnovation.net/resources/bettercare-maternal-mental-health-book
https://www.mhinnovation.net/resources/bettercare-maternal-mental-health-book
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Appendix C: Ontario Perinatal Record – Mental Health Screening 
Tools 

1 

 
1 GAD-2 and PHQ-2 referenced in the OPR cues a provider to utilize the full tool (GAD-7 or 

PHQ-9). It is the GAD-7 and PHQ-9 that are indicated in the care pathway.  
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Appendix D: Generalized Anxiety Disorder-7 (GAD-7) 
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Appendix E: Patient Health Questionnaire (PHQ-9) 
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Appendix F: Edinburgh Perinatal/Postnatal Depression Scale 
(EDPS) 

 
  



 

 

PCMCH Guidance Document: Perinatal Mental Health | 39 
 

Appendix G: Form 1 Mental Health Act 
 
Below is a snapshot of page one of the form. The complete three-page form can be accessed 
online at the Government of Ontario Central Forms Repository (Form No. 014-6427-41). 
 

 
 

 
 

http://www.forms.ssb.gov.on.ca/mbs/ssb/forms/ssbforms.nsf/MinistryDetail?OpenForm&ACT=RDR&TAB=PROFILE&ENV=WWE&NO=014-6427-41

