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Antidepressants during pregnancy

The multifaceted question of the prescription of antidepressants 
during pregnancy
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Pregnancy has long been considered a period of bliss, 
free of psychiatric disorder. It was even supposed that 
if such conditions preexisted, they would momentarily 
be miraculously suspended.[1] Numerous studies have 
now shown that not only do pre-existing psychiatric 
disorders such as bipolar disease and schizophrenia 
persist during pregnancy, but when adequate medication 
is discontinued relapse is likely to occur.[2] Systematic 
reviews suggest that up to 18.4% of pregnant women 
are depressed during their pregnancy and 12.7% 
develop major depression.[3,4] Thus, depression is 
common during pregnancy and, as reported by Zhang 
and Wang,[5] the use of antidepressants during pregnancy 
is equally common. 

Prescription of psychotropic medication during 
pregnancy is generally made after an assessment of the 
relative benefits and risks, weighing the necessity to 
prescribe or maintain psychotropic medication versus 
the potential negative impact on the fetus and neonate. 
Good practice rules are usually established in each 
country (e.g., by the Agence Nationale de Sécurité du 
Medicament [ANSM] in France). In most cases these 
rules are based on the results of retrospective studies. 
Ethical issues usually result in the exclusion of pregnant 
women and infants from drug studies, so there is little 
definitive evidence on the risk and benefits of using 
psychotropic medication during pregnancy or the 
peripartum. Thus clinicians must be particularly vigilant 
in their monitoring of the psychological status and use 
of psychotropic medication in women during pregnancy 
or the peripartum, ensuring that their practice is 
consistent with current state of the art. When making 
the decision whether or not to treat with medications, 
clinicians need to consider both the mental health 
of the mother and the healthy development of the 
mother-infant relationship. Typically the mother-infant 
relationship and the emotional development of the 
infant are not considered when assessing the benefits 
and risks of pharmacological treatment of the mother, 
suggesting lack of appreciation of the role of maternal 
mental health on the emotional well-being and healthy 

attachment of infants.[6] To address this critical issue, a 
baseline description of the current use of psychotropic 
medication during the peripartum is needed; this 
baseline information can then be used to design 
appropriate interventions to improve the mental health 
of mothers and their infants

We analyzed the prescription of antidepressants in a 
cohort of 87,213 pregnant women living in the suburban 
area of Paris, using a database provided by the French 
Health Insurance System (a national health system that 
covers 95% of the population). The analyses covered 
five time periods: the 4 months before becoming 
pregnant; the first, second and third trimester; and the 
4 months after delivery. The antidepressant prescription 
rates in the five time periods were 2.46%, 1.16%, 0.60%, 
0.46% and 2.02%, respectively. All two-way comparisons 
of antidepressant prescription rates between different 
time periods were statistically significant, including the 
higher prescription rate prior to pregnancy (2.46%) 
versus that after delivery (2.02%) (difference of 0.44%; 
95%CI=0.30% to 0.58%). Prescription rates observed 
in pregnant women were significantly lower than in a 
comparable cohort of non-pregnant women randomly 
selected from the same database during the same 
period.

One could surmise that women planning a preg-
nancy would voluntarily discontinue antidepressant 
treatment either based on their own initiative or on 
that of their physician. It is difficult to know whether or 
not this presumed discontinuation was justified by the 
clinical status of the individuals – an issue that would 
require detailed health services research to resolve. The 
stepwise decrease in antidepressant prescription rates 
during pregnancy is probably related to beliefs about 
the risk of a withdrawal syndrome in infants[7-9] and 
about the 6-fold increased risk of persistent pulmonary 
hypertension in neonates born to mothers who receive  
selective serotonin-reuptake inhibitors medication after 
the 20th week of pregnancy.[10] Thus concern about a 
rare but major infant risk (pulmonary hypertension only 
occurs in 1 or 2 infants per 1000 live births) outbalances 
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concern about a common under-appreciated risk – the 
risk of damaging the developmentally crucial parent-
infant relationship. The argument that maternal 
postnatal depression has severe negative effects 
on parent-infant interactions and on the emotional 
development and healthy attachment of infants has not 
been integrated into the decision-making process about 
whether or not to pharmacologically treat postnatal 
maternal depression.[11]

More information is needed. Ongoing multi-
centered studies that monitor the management 
of mental disorders and the usage of psychotropic 
medications during the peripartum are essential. 
Assuming that there is good-quality data confirming 
the non-teratogenicity of a specific psychotropic 
medication,[12] further studies that carefully compare 
the physical and psychological risks to both the 
mother and the infant of pharmacological versus 
non-pharmacological treatment will be needed. This 
information can subsequently be used to design 
appropriate treatment guidelines.[13] From the public 
health perspective, decisions about the use of psycho-
tropic medication during pregnancy and the peripartum 
must consider both the well-being of the mother 
and the well-being of the infant, whose long-term 
psychological health may depend on the quality of the 
mother-child relationship that is established during the 
crucial post-natal period.
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