
Perinatal Mood and Anxiety Disorders: Maternal Screening and Care Pathway

The American College of Obstetricians and Gynecologists recommends that obstetrician–gynecologists and other obstetric care providers screen patients at least once during the perinatal period for depression and anxiety symptoms using a 
standardized, validated tool. It is recommended that all obstetrician–gynecologists and other obstetric care providers complete a full assessment of mood and emotional well-being during the comprehensive postpartum visit for each patient. If a 
patient is screened for depression and anxiety during pregnancy, additional screening should then occur during the comprehensive postpartum visit. This care pathway was designed to assist the clinician and is not intended to replace the 
clinician’s judgment or establish a protocol for all patients with a particular condition. Diagnosis and treatment should be under the close supervision of a qualified health provider.
Resource adapted from OC Health Care Agency, Orange County, CA

Ask patient to complete:
Edinburgh Postnatal Depression Scale (EPDS) 

or Patient Health Questionnaire (PHQ9)

Prenatal or Postpartum Care,
Delivery Admission, or ER 

Visit

Screening Score
EPDS 

Anxiety 
Subscore 
(questions 
3,4,5) ≥ 5 or 
GAD-7 ≥ 5

CPT CODE SCREEN
G8431 Mod HD

CPT CODE SCREEN
G8510 Mod HD

Screen ALL patients, RISK FACTORS to further evaluate 

S• History of Depression
• History of Anxiety
• Substance Use
• IPV
• Obstetric Trauma
• Other trauma hx

• Stressful life events
• Financial hardship
• Low social support
• NICU birth
• Breast feeding 

problems

Clinical Assessment:
1) Affect, Coping, Social Support, Maternal -Infant 

interactions, Depression/Anxiety Symptoms
2) Validated Depression and Anxiety Screening Tools: 

EPDS, PHQ9, or GAD-7
3) Substance Use Disorder Screening: 5Ps, National 

Institute on Drug Abuse (NIDA) Quick Screen and 
NIDA Modified ASSIST

4) Intimate Partner Violence: IPV
5) Obstetric Trauma / PTSD screening (PCL-C)

Positive Result
Risk for self-harm 

or suicidal ideation
• EPDS Question #10
• PHQ9 Question #9

REGARDLESS 
OF SCORE

≤ 4
No apparent
depression

Re-screen at next
routine visit

5-9 Increased Risk
• Educate on perinatal     

depression & treatment 
options and benefits

• Engage patient’s family
• Re-screen in two to four 

weeks

≥ 10
Probable

Depression

Screen/Suspect:
• Substance Use Disorder
• Intimate Partner Violence
• Depression
• Anxiety

Call IL DocAssist for free clinical consultations & help 
with PMH treatment plan M-F, 9am-5pm 866-986-2778 

IL MOMS Line for patients to call 24/7 for support and 
linkage to PMH care 866-364-6667

Concern for Danger to Self or Others?
• Assess for suicidality and safety 

(Columbia- SSRS)
• Initiate patient safety protocols on unit
• Refer to emergency services for 

psychiatric treatment

If No Immediate Danger:
• Provide support and education resources
• Risk assessment, and as indicated start 

treatment
• Provide mental health referral
• Give resource information & IL MOMS Line
• Offer/engage care coordination, home 

visiting, peer support, and other follow up
• Evaluate again in 1-2 weeks

988 Suicide & Crisis Lifeline 

National Maternal Mental Health Hotline 
833-852-6262

Illinois CARES Mental Health Crisis Hotline 
800-345-9049

IL MOMS Line
866-364-6667
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