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Evidence from systematic reviews suggests that between 7 and 13% of people who are pregnant
or have given birth in the past year may be depressed at some point, although estimates vary by
assessment timing and whether only major depression is considered [1-3]. A nationally representative
sample of over 14,000 women from the United States, including approximately 1,500 who were
pregnant at the time of the study interview or had given birth in the past 12 months, estimated 12-month
major depressive disorder prevalence of 8% in both non-pregnant women and women who were
pregnant or in their first year postpartum [4]. Depression during pregnancy and postpartum, however,
may have greater consequences compared to any other point in the lifespan since it can impact the
pregnant person, their infant, relationships with partners, and the parent-infant relationship [5-10].
Depression during the perinatal period is an important condition and serious health concern that
requires compassionate care and timely access to effective treatment [11].

Depression is normally identified in standard practice when patients report symptoms or when
clinicians recognize them through routine assessment and discussions of patient well-being. Clinicians
who care for people in pregnancy and postpartum are expected to discuss their patients’ well-being
with them and probe for health care problems across many areas, including mental health. A careful
evaluation by a clinician is important to distinguish symptoms of depression from those typical during
pregnancy and the postpartum period. It is also critical to differentiate symptoms of depression from
those of medical conditions that occur with increased frequency in pregnant and postpartum individuals,
especially thyroid disease [5,6,10]. When appropriate, questions from tools, such as the Edinburgh
Postnatal Depression Scale (EPDS) [12] might be used to facilitate discussions of mental health
between health care providers and patients.

Screening has been recommended, in addition to usual care, by some to improve mental health
care in pregnancy and the postpartum period by attempting to increase identification of people with
depression. Tools like the EPDS [12] can be used for multiple purposes, such as facilitating discussions
between health care providers and patients, supporting assessments once depression is suspected, or
tracking progress for people receiving treatment. Depression screening is distinct from those activities

and involves administering a symptom questionnaire, such as the EPDS [12], to all patients not known
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or suspected of having depression, using a pre-specified cut-off threshold to classify patients as having
positive or negative screens, further assessing those with positive screens, and, as appropriate,
discussing management options. Unlike good standard care, which involves discussions with all
patients, screening is a rapid mechanism whereby a score on a screening questionnaire identifies
which patients will be engaged in mental health discussions and assessment and which will not. People
whose scores are below the screening cut-off are not engaged in such discussions [13].

National recommendations on screening for depression during the perinatal period differ. United
Kingdom National Institute for Health and Care Excellence guidelines [14] suggest that health care
providers consider asking people who are pregnant or postpartum the two Whooley questions [15] or
administering a screening questionnaire as part of a full assessment if depression is suspected. They
do not recommend administering a screening tool to all people during pregnancy or postpartum. The
UK National Screening Committee [16] and Canadian Task Force on Preventive Health Care
(CTFPHC)[17] recommend against routine screening due to concerns about false positives, possible
harms, and the lack of evidence from well-conducted trials that screening improves mental health
outcomes. The United States Preventive Services Task Force (USPSTF) [18] and Australian national
guidelines [19], on the other hand, recommend depression screening in pregnancy and postpartum,
although the USPSTF notes that “screening should be implemented with adequate systems in place to
ensure accurate diagnosis, effective treatment, and appropriate follow-up” [18].

Unlike scenarios in which patients seek clinical management because they are ill or injured,
screening, including depression screening during pregnancy and the postpartum period, is done on
apparently healthy people. A well-known maxim is that “All screening programs do harm; some do good
as well” [20], meaning that all screening programs consume resources and result in adverse events for
some people who would not have experienced those events without screening. Thus, decisions about
implementing screening programs must, responsibly, weigh evidence on potential benefits and potential
harms.

As with virtually all other types of screening, depression screening would require substantial

resources because busy health care practitioners would need to evaluate or refer all of their patients
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who have positive screens [13,17,21-23]. In a clinic with 8% depression prevalence and half of cases
recognized outside of a screening process [24], 15 of every 100 patients would screen positive based
on an EPDS score of 11 or higher and need a clinical assessment, but only 3 would meet criteria for
major depression [25,26]. Thus, depression screening would consume scarce health care resources
that could otherwise be devoted to providing adequate depression treatment to people in pregnancy
and the postpartum period who have marked psychopathology but in many cases receive poor-quality
care [13,21,27,28].

Potential harms to individuals who undergo depression screening have not been well
documented, but if screening were to be done, some people who would not otherwise be exposed will
experience harms [13,21,22,27,29]. All screening processes lead to overdiagnosis or misdiagnosis
among some patients. Overdiagnosis occurs in depression when people with mild, transient symptoms
are diagnosed and treated, but will not benefit from the treatment, since symptoms would have
subsided without intervention. This is an especially important consideration in the early postpartum
period, when mild, transient symptoms of depression are particularly common (“postpartum blues” or
“baby blues”) [6,30]. Misdiagnosis can occur if screening leads to some people being diagnosed and
treated even though they do not meet diagnostic criteria [31]. Other harms might include well-known
adverse antidepressant medication effects to those who take the medication [32,33], including the risk
of long-term use [34,35] and difficulty with discontinuation [36—38]; possible, though uncertain, risks for
fetal development [34]; and nocebo effects that can occur by creating negative expectations among
people who are not otherwise specifically concerned about their mental health [39—41].

It is tempting to call for screening when there is an important condition that is underdiagnosed in
routine practice, a test to detect the condition, and effective treatments available. However, the vast
majority of screening programs that have been proposed and tested in randomized controlled trials
(RCTs), across many conditions, have not been shown to improve health outcomes [42,43]. Thus,
routine screening should only be recommended when there is evidence from well-conducted RCTs that
health, including mental health, benefits are sufficient to justify the potential harms that will be incurred

and the resources that will not be able to be used for other necessary health services [44].
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Recently, the CTFPHC released their 2022 guideline on depression screening in pregnancy and
the postpartum period and recommended against routine questionnaire-based screening [17]. Per the
CTFPHC, “We draw an important distinction between standard questions posed in a systematic
screening context and those integrated into clinical enquiry, based on how a practitioner makes a
judgment about next steps. In systematic screening, all patients meeting the cut-off score are
considered “screen positive” and investigated further with diagnostic approaches. In contrast, making a
judgment about a patient’s status after a personalized assessment, based on all information available
to a practitioner, is considered to be routine clinical care and not screening.” (p. E982) [17].

The CTFPHC is an independent expert panel that is funded by the Public Health Agency of
Canada to develop clinical guidelines to support primary care providers to deliver the best possible
preventive health care, including guidance on screening. The CTFPHC was formed so that Canadian
recommendations would be generated by a panel that has the specific expertise to evaluate complex
screening and other prevention interventions, is free of competing interests, and restricts participation in
guideline development to members whose clinical and research work do not overlap with the guideline
topic to avoid expert or specialty biases [45-47]. The CTFPHC is recognized internationally for the rigor
and trustworthiness of its guidelines. As an example, the American College of Physicians developed its
recent breast cancer and colorectal cancer screening guidelines by first reviewing other top
international guidelines and rating them for the rigor of their development and usability. For both
guidelines, the CTFPHC guideline was rated at the top of the list in both categories [48,49]. The ECRI
Guidelines Trust [50] rates clinical guidelines for trustworthiness on 12 items, each rated from 1-5, that
reflect the rigor of guideline development and foundations of recommendations. All CTFPHC
recommendations have overall scores of at least 58 out of 60, score levels that are rarely seen in ECRI
guideline ratings. One reason, though not the only reason, that the CTFPHC is recognized for the
quality of its guidance is that it uses the GRADE (Grading of Recommendations, Assessment,
Development and Evaluations) system [51], which is a transparent framework for evaluating evidence

and translating that evidence into clinical guidance [52]. The CTFPHC identifies evidence needed to
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develop a guideline, a systematic review is conducted by an independent team, and the CTFPHC then
translates that evidence into a recommendation using GRADE [51].

The CTFPHC searched for trials of depression screening in pregnancy or the postpartum period
and found only a single, small trial conducted postpartum [53]. The CTFPHC rated the evidence from
the trial as uncertain due to its imprecise estimate of effects and very serious risk of bias concerns,
particularly due to outcome misreporting [17]. Among concerns, the authors of the trial registered one
outcome variable as the primary outcome prior to initiating the trial, and when that outcome was not
significant, listed another outcome as the primary outcome in the trial publication. Furthermore, the
effect size per additional person who received counselling in the screening arm of the trial compared to
usual care arm was approximately 6-7 times what would be expected based on meta-analyses of
similar counselling interventions, raising concern about the fidelity of the trial and whether these results
represent what would occur in actual clinical practice [13,54]. The CTFPHC determined that the lack of
trial evidence demonstrating mental health benefits from screening and the certainty that it would
consume valuable resources and lead to adverse outcomes for some did not allow them to recommend
routine screening.

The CTFPHC approach was conservative, and its guideline statement did not integrate evidence
from RCTs of depression screening interventions that have been done in populations other than people
who are pregnant or in the postpartum period. We recently searched for RCTs that evaluated
depression screening programs by comparing participants randomized to depression screening versus
no screening with all management options the same for both groups [13]. In addition to the postpartum
depression trial [53], we identified 4 other RCTs [55-58]. These included a small trial, published in
1999, that was conducted in family and general internal medicine settings in the USA [55], and 3 more
recent and substantially larger trials, including a 2017 UK trial that randomized almost 6,000 general
practice patients with osteoarthritis from 44 general practice settings to depression and anxiety
screening or usual care; a 2019 US trial that randomized over 1,500 patients after an acute coronary
syndrome to depression screening or usual care [57], and a 2017 UK trial that randomized over 10,000

post-deployment military personnel to depression and other psychosocial screening versus general
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mental health advice [58]. None of these trials found that mental health outcomes were improved
among participants randomized to screening. Beyond depression screening, members of our group are
currently reviewing questionnaire-based screening for other health conditions and psychosocial risk
exposures, including anxiety disorders, posttraumatic stress disorder, intimate partner violence, abuse
of elderly and vulnerable adults, suicide risk, alcohol misuse and drug use, adverse childhood events,
and developmental delays [59]. We have identified 20 RCTs [53,55-58,60—-74], including the 5
depression screening trials, and none of these trials has found evidence that screening with these
guestionnaires results in improved health-related outcomes.

Given the evidence, there should not be any controversy in concluding that trial evidence has not
established that routine depression screening would improve outcomes, including mental health
outcomes. Indeed, several large trials did not identify any benefits. Nonetheless, there have been calls
to ignore the CTFPHC recommendation and to screen for depression in pregnancy and postpartum
anyway. The provincial reproductive mental health program from British Columbia, a Canadian
province, for example, has encouraged all health care professionals to continue to use the EPDS to
screen for perinatal depression and cited evidence that the EPDS is a reliable and valid tool — but no
evidence that screening leads to benefit [75]. Using a valid tool to identify more cases is not a benefit.
Indeed, all screening procedures lead to more people being labelled or diagnosed, but those are not
benefits unless they lead to better health.

Why would people argue, sometimes forcefully, that we must provide a service for which there is
no credible evidence of benefit and, seemingly, a clearly unfavorable harm-to benefits imbalance in that
significant resources will be expended and some people in the perinatal period will be harmed without
evidence that mental health will be improved?

Some argue that we must just do something. The idea of the politician’s fallacy, or politician’s
syllogism, was first described in the British Broadcasting Company’s 1980s sitcom, Yes, Minister [76],
and reflects the tendency of politicians to implement poorly considered solutions for critical problems. A
syllogism is a form of deductive reasoning, in which a conclusion is drawn, validly or invalidly, from two

propositions assumed to be true. The politician’s fallacy reflects a logical error of the form, “We must do
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something; this is something; therefore, we must do this” [77]. The problem with this is that we need to
do “something that improves the situation” not just “something”, and, even better, we need to choose
the best possible “something” of those that might improve our situation. Politicians, of course, are not
the only ones who act to address critical problems by “just doing something” — it is all too common in
health care, as well. lllustrating this, some have argued that we should just proceed with depression
screening during pregnancy and the postpartum period until research has proved that it doesn’'t work
[78]. Insisting on just doing something, however, even with evidence that is increasingly negative on the
likelihood of a good outcome, puts people in harm’s way, risks taking scarce resources away from
people who desperately need them, and poses a barrier to finding a solution that does work. Shifting
the scientific paradigm to one in which we implement health care procedures until somebody proves
their ineffectiveness would also dramatically worsen the current situation, in which health care providers
have far too little time to implement even procedures with evidence of benefit [79]. Mental health is only
one aspect of health, and, using this logic, the number of ineffective procedures that have not yet been
disproven, across areas of health, would quickly accumulate.

Others have argued that this is an issue of social justice and that screening would ensure equal
access to care [80]. Implementing a screening program without evidence of benefit, however, would not
promote social justice. Screening could achieve social justice if the benefits of screening outweighed its
harms, but this has not been shown for depression screening. Currently, in many health care systems,
quick access to depression and other mental health care depends on having private insurance, and
specialized services, such as perinatal mental health care, have some of the longest wait times [81].
Consuming resources for screening would further limit access to care for those who need it but do not
have insurance and rely on public health care services.

Some may wonder if depression screening could reduce episodes of depression that could
potentially lead to postpartum psychosis. Post-partum psychosis is thought to occur in 1 to 2 births per
1,000 [82]. It is a psychiatric emergency with onset typically in the first two weeks post-delivery. It is
marked by rapid deterioration and severe symptoms, including mood swings, delusions, hallucinations,

and confusion. Infrequently, it can lead to suicide and infanticide [6, 82]. Since there is no direct
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evidence that depression screening would lead to fewer episodes of depression or reduce symptoms,
there is little reason to think that it would reduce episodes of depression that could progress to
psychosis. Furthermore, depression screening tools, which focus on the detection of symptoms
associated with low mood and anhedonia and not the cardinal symptoms of postpartum psychosis,
would not aide the identification or assessment of the severe symptomatology that presents in
postpartum psychosis or help to differentiate new onset psychosis and psychosis linked to pre-
pregnancy bipolar disorder or other psychotic disorders.

We depend on research to provide the best possible health care to as many people as possible.
Doing this requires trust from the public and policy makers that health care decisions are based on
science, but we have seen an important reduction of trust in science among many groups in recent
years [83-86]. It is easy to blame this lack of trust on misinformation from outside of our academies, but
the behavior of scientists, including health researchers, contributes to the problem [87]. In addition to
outright fabrication, which is all-too common and appears to have occurred with highly publicized
retractions of major COVID-19 studies [88], for instance, the public is increasingly aware of other non-
scientific, but unfortunately also common, practices among health researchers, including data
distortions, selective outcome reporting and publication bias, and echo chambers in which gatekeepers
erect barriers to the publication of evidence that contradicts strongly held beliefs of groups of
individuals, such as those with research or practice interests in a particular area [87].

There are well-established paradigms for evaluating when there is evidence that screening
interventions will likely result in sufficient health benefit to justify the resources they require and the
harms that will be incurred by some so that others can benefit [44,89]. When people in positions of
responsibility call on the public to ignore the evidence because it contradicts their strongly held beliefs
or the beliefs of members of specialty organizations to which they belong, this also serves to undermine
trust that we will use evidence to deploy our scarce public resources fairly and most effectively for
public benefit.

The best way to provide good depression care for people in pregnancy and the postpartum period

is to ensure that health care providers ask about symptoms, recognize the importance of distinguishing
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depression from the symptoms of a typical pregnancy and early postpartum maternity blues, and
appreciate the potential for other conditions like hypothyroidism to mimic the symptoms of depression in
pregnant and postpartum individuals. Clinicians must also recognize the importance of identifying and
providing guideline-consistent care for depression in the perinatal period and implement procedures to
support such care, including compassionate and professional inquiries and discussions about mental
health and facilitation of referrals, as appropriate. Caring about depression in pregnancy and the
postpartum period would also mean that we actively pursue better options than what we have at our
disposal now. If we are going to consider screening, we need to carefully consider how we might
improve screening approaches, possibly by limiting who is targeted or improving detection methods [13]
and then test them. There may also be other options, apart from screening, that are not being
considered but could improve our ability to better identify and manage depression and other mental
health concerns in routine perinatal care, which is desperately needed [11]. Improving our ability to care
for perinatal depression effectively requires that we have sufficiently open minds to create space for
talented and creative clinicians and researchers to generate and test new ideas. But we should not “just

do something” by implementing programs that have failed to improve outcomes in research trials.
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