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Abstract
Many (> 40%) women discontinue antidepressants during pregnancy because of concerns about effects on the foetus, based on 
information from inadequately-controlled studies. The sibling-control study design provides the best control for confounding 
factors, notably maternal depression. The purpose of this review was to investigate the evidence from sibling-control analyses 
for adverse outcomes in offspring associated with antidepressant exposure during pregnancy. Fourteen sibling-control stud-
ies were identified through searches of PubMed and Embase. Outcomes included preterm birth, small for gestational age, 
neonatal size, birth defects, autism spectrum disorder (ASD), attention deficit hyperactivity disorder (ADHD), behavioural 
problems, neurodevelopmental deficits, and scholastic attainment. For the majority of these outcomes, no statistically sig-
nificant associations were found when comparing exposed and unexposed siblings. Single studies reported associations with 
preterm birth, reduced gestational age, ADHD, anxiety at 36 months, and lower mathematics test scores, which persisted 
in the sibling-control analyses. However, differences were small and possibly not clinically significant. Moreover, effects 
of residual confounding could not be excluded. These findings provide evidence that many of the previously reported asso-
ciations between prenatal antidepressant exposure and adverse outcomes in offspring are no longer statistically significant 
when exposed offspring are compared with unexposed siblings. The few statistically significant differences in sibling-control 
analyses were generally small with doubtful clinical significance. Decisions on antidepressant treatment during pregnancy 
should be made individually, based on evidence from properly controlled studies, not on misleading information based on 
studies that have not controlled adequately for confounding factors.
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Key Points 

A sibling-control analysis provides more reliable 
information on the effects on offspring of antidepressant 
exposure during pregnancy than comparisons with the 
general population.

In most cases, associations between antidepressant expo-
sure during pregnancy and adverse outcomes in offspring 
are weakened or disappear when comparing siblings 
born to the same mother where one sibling was prena-
tally exposed to antidepressants and the other was not.

Relatively few studies of adverse outcomes in offspring 
with prenatal exposure to antidepressants have included 
comparisons between exposed and unexposed siblings.

More information is needed on the possible effects of 
dose, timing of exposure and antidepressant type, to 
assist clinicians and women with depression to make 
informed decisions on the best treatment during preg-
nancy.
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1  Introduction

The risk of depression in women is greatest during their 
childbearing years, with a peak prevalence between the ages 
of 25 and 34 years [1]. Pregnancy can be a period of par-
ticularly increased risk for new-onset depression or depres-
sive relapse [2–4]. Recent estimates suggest that worldwide, 
11.9% of women will be affected by depression during the 
perinatal period [5]. However, perinatal depression is likely 
both to be underdiagnosed and to be undertreated [6, 7], 
in particular in low-income and middle-income countries 
[5]. Untreated or inadequately treated prenatal or postna-
tal depression is associated with adverse outcomes for the 
mother, foetus and child, including an increased risk of 
maternal suicide [8], subsequent depressive relapse [9], 
substance abuse [10, 11], preeclampsia [12], spontaneous 
abortion [13], preterm birth [14, 15], low birth weight [14, 
16], admission to neonatal intensive care [17], poorer child 
emotional, behavioural and cognitive development [11, 18, 
19] and impaired mother-child interactions [11, 18, 20]. 
Untreated prenatal depression is associated with depression 
in the postnatal period [21, 22]. Despite these risks, uncer-
tainty regarding the potential adverse effects of antidepres-
sant medication on their offspring has led to a reluctance 
among many women to commence or adhere to treatment 
while pregnant, with more than 40% discontinuing medica-
tion [23], with an increasingly lower adherence as pregnancy 
progresses. While depression rates during the first, second 
and third trimesters have been estimated as 7.4%, 12.8% and 
12.0%, respectively [24], antidepressant use falls, for exam-
ple, in an analysis by Zoega et al., from 2.1% in the first tri-
mester, to 1.7% in the second trimester and 1.3% in the third 
trimester [25]. Prescribing medication to any patient, espe-
cially a pregnant woman, should only be undertaken if nec-
essary. Before prescribing an antidepressant, non-medication 
interventions such as cognitive behavioural therapy should 
be implemented, if feasible. Further guidance is available 
from national organisations, for example, in the UK, the 
National Institute for Health and Care Excellence [26].

The decision as to whether to maintain or initiate antide-
pressant treatment during pregnancy is frequently influenced 
strongly by clinician guidance [27]. In many countries, how-
ever, there are no national clinical practice guidelines for 
the management of perinatal depression [28]. Among the 
guidelines that do exist, recommendations are inconsist-
ent. A 2018 systematic review found that among 16 clinical 
guidelines from 12 countries, four advised continuation of 
antidepressant treatment during the perinatal period, while 
five neither specifically advised nor discouraged continua-
tion. Recommendations for the treatment of new episodes 
of depression were in agreement with psychotherapy as 
the preferred option for mild-to-moderate depression and 

antidepressants reserved for severe episodes [29]. More 
recently, a review of European clinical practice guidelines 
reported a consensus with regard to recommending or “men-
tioning the possibility” of continuing antidepressant treat-
ment for pre-existing moderate-to-severe depression. Most 
of the guidelines advised initiating antidepressants for new 
episodes of moderate-to-severe depression [28]. Considera-
tion of the individual risk-benefit ratio in each case is also 
widely emphasised [28]. Concern about the supposed poten-
tial risks to the foetus appears to be the most common reason 
for discontinuation [30].

Antidepressants transfer to the foetus across the placenta 
[31, 32] and are found in both amniotic fluid [33–35] and 
cord blood [35, 36]. Foetal exposure may be as high as 80% 
of maternal serum levels [37]. Antidepressants can also cross 
the foetal blood–brain barrier [38]. Animal models have 
reported altered brain development and abnormal behaviour 
in offspring [39–42] (see Creeley and Denton [43], for a 
review). Although not necessarily indicating a similar risk 
in humans, such studies raise the possibility of an effect of 
in utero antidepressant exposure on foetal development, pos-
sibly as a result of disrupted serotonergic signalling during 
early gestation [44]. Serotonin acts as a neural growth factor 
at a critical period for foetal brain development and medi-
ates processes involved in neuronal maturation, migration, 
synaptogenesis and differentiation of neural crest cells [38, 
45, 46].

While the relevance of animal studies to human perinatal 
outcomes remains questionable, widely cited studies have 
suggested associations between foetal antidepressant expo-
sure and a spectrum of physical and neurodevelopmental 
conditions in humans, notably congenital malformations 
[47–51], autism [52–55] and ADHD [56–59]. Frequently, 
however, such associations are attenuated or disappear when 
adjusting for potential confounding factors such as maternal 
depression and genetic propensity.

A 2014 report by the US Agency for Healthcare Research 
and Quality [60, 61], which evaluated pregnancy and postna-
tal outcomes in women receiving antidepressants, concluded 
that the available evidence was “largely inadequate to allow 
well-informed decisions about treatment”, partly owing to 
the failure to control for potential confounding. This led to 
the recommendation that future studies should control for 
possible confounding factors, including maternal depression 
and severity of depression.

The aim of this review is to summarise the evidence 
for adverse outcomes in offspring from studies in which 
the analysis attempted to control for confounding, specifi-
cally by means of comparisons between siblings born to the 
same mother where one sibling was prenatally exposed to 
antidepressants, and the other was not (see below). Anti-
depressant medication is also commonly prescribed for 
indications other than depression, such as anxiety and 
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obsessive-compulsive disorder; discussion of these data, 
while important, is beyond the scope of this review.

2 � What Types of Study Are to Be Preferred?

Major ethical issues effectively preclude using standard 
randomised controlled studies for investigating the effect 
of antidepressant treatment on perinatal outcomes. Instead, 
observational studies have been conducted, in the form of 
either cohort or case-control studies. These studies provide 
a lower level of evidence than randomised controlled tri-
als and are subject to multiple potential sources of bias and 
confounding. In addition to known potential risk factors for 
adverse outcomes, such as maternal age, smoking, alcohol 
use, obesity and diabetes mellitus, which are often, but not 
always or consistently, adjusted for, findings may be influ-
enced by unknown, unmeasured, or inadequately measured 
factors [62, 63]. As recent reviews and commentaries have 
highlighted, there is an important effect of a comparator 
group on estimates of the relative risk of adverse outcomes 
between antidepressant-exposed and unexposed pregnancies 
that should be considered when interpreting the findings of 
observational studies [62, 64–68]. In particular, compari-
sons with outcomes in the general population are unlikely 
to be valid owing to the potential for confounding by indica-
tion because the indication for treatment, namely maternal 
depression, is independently associated with the outcome 
of interest.

In a 2019 review, Sujan et al. [62] described methods 
for controlling for known and unknown confounders. 
Table 1 summarises the strengths and limitations of these 
approaches. Of these, the “discordant sibling” design prob-
ably provides the best, although not perfect, control for con-
founding factors. Discordant sibling analyses have been used 
to investigate the effects on offspring of prenatal exposure to 
various drugs used by the mother during pregnancy includ-
ing medication for ADHD [69], benzodiazepines [70] and 
acetaminophen [71, 72], as well as the effects of maternal 
smoking [73, 74] and alcohol use [75].

In discordant sibling studies, the outcomes of different 
pregnancies in the same mother, with and without the expo-
sure of interest , are compared. This still does not control 
for all potential confounders, for example, in the case of 
antidepressant exposure, it might not control for differences 
in the severity of depression between different pregnancies. 
Furthermore, although the siblings in these studies have 
the same mother, they do not always have the same father, 
implying inadequate control for genetic factors (see later). 
However, because the “discordant sibling” design appears 
to offer the best control for important confounding factors, 
the remainder of the current review will concentrate on these 
studies.

To highlight the influence of a comparator group on risk 
estimates, we have also considered the findings of a number 
of recent meta-analyses that do not solely use the sibling-
control design. These are summarised in Table 2.

3 � Methods

We searched PubMed and Embase for studies investigating 
adverse outcomes for the foetus or child following prena-
tal antidepressant exposure, using the search terms listed 
in Fig. 1. The results were screened to identify studies that 
included a sibling-control analysis. We also reviewed the 
texts of recent systematic reviews and meta-analyses.

4 � Results

Fourteen sibling-control studies were identified. As the find-
ings from many of these studies have been summarised in 
previously published systematic reviews and meta-analyses 
[62, 76–80], they are only discussed briefly in the current 
review (see Sect. 4.2 and Table 3). Instead, the following 
section focuses in detail on the findings from the sibling-
control analyses in the four most recent studies that inves-
tigated the effects of antidepressant exposure on the risk of 
ADHD, seizures, cognitive ability and ASD, respectively.

4.1 � Recent Studies

Esen et al. [81] used data on children born between 1997 and 
2017 from the Danish Medical Birth Registry to investigate 
the association between the use of any antidepressant dur-
ing pregnancy and ADHD in offspring. Data for children 
born during this period were screened for ADHD diagnoses 
to the end of 2018. Antidepressant exposure was defined 
as the redemption of one or more antidepressant prescrip-
tion for maternal depression from 30 days before the date of 
conception to the date of childbirth. Analysis of relative risk 
between exposed and non-exposed children was based on a 
“triangulation” approach, which compared results from an 
overall analysis, a negative control analysis (paternal antide-
pressant use), a discordant sibling analysis and a former-user 
analysis, in order to investigate potential sources of bias. For 
each approach, incidence rate ratios (IRRs), incidence rate 
differences and risk differences and their 95% confidence 
intervals (CIs) were calculated. Sensitivity analyses were 
designed to control for confounding by indication and pos-
sible exposure misclassification, and to evaluate the effects 
of antidepressant class and trimester of exposure.

Data for 1,253,362 children were analysed, 28,910 of 
whom had in utero exposure to antidepressants. Of these, 
1411 (4.9%) had a diagnosis of ADHD, compared with 
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Table 2   Summary of findings from recent meta-analyses (N.B. These findings are included for comparison only. Because general population 
comparisons do not adjust adequately for confounding, they should not be used as a sole basis for making clinical decisions, see discussion)

Study (year) Outcomes N AD type Psychi-
atric 
control

Sibling 
control

Main findings

Kautzky (2022) [106] PNAS 17 SSRI, SNRI Y N Statistically significant associations with preterm 
birth (OR = 2.36, 95% CI 1.35–4.15), admis-
sion to neonatal intensive care (OR = 2.64, 
95% CI 1.58–4.40), respiratory problems (OR 
= 2.85, 95% CI 1.26–6.43), lower gestational 
age (MD = −0.36, 95% CI −0.81 to 0.08), and 
lower 5-minute Apgar score (MD = −0.32, 
95% CI −0.54 to −0.11) in untreated maternal 
depression comparisons

Vlenterie (2022) [107] GA, BW, SGA, Apgar score 215 Any N N In general population comparisons, preterm birth 
associated with prenatal depression (OR = 1.6, 
95% CI 1.2–2.1), untreated prenatal depres-
sion (OR = 2.2, 95% CI 1.7–3.0), and prenatal 
antidepressant use for any indication (OR = 1.4, 
95% CI 1.1–1.8)

Low (<5) 5-minute Apgar score associated 
with prenatal depression (OR = 1.5, 95% CI 
1.3–1.7), and prenatal antidepressant use for any 
indication (OR = 1.6, 95% CI 1.1–2.5) but not 
untreated prenatal depression

Preterm birth associated with prenatal SSRI use 
for depression (OR = 1.6, 95% CI 1.0–2.5) and 
prenatal SSRI use for any indication (OR = 1.9, 
95% CI 1.2–2.8)

Low 5-minute Apgar score associated with prena-
tal SSRI use for any indication (OR = 1.7, 95% 
CI 1.1–2.8)

AD use during pregnancy not associated with low 
BW or SGA

De Vries (2021) [108] Congenital heart defectsa 20 Any N N In general population comparisons, statistically 
significant association between prenatal AD 
exposure and congenital heart defects (OR = 
1.28, 95% CI 1.17–1.41)

Statistically significant associations for SSRIs 
(OR = 1.25, 95% CI 1.15–1.37), SNRIs (OR 
= 1.69, 95% CI 1.37–2.10), paroxetine (OR = 
1.57, 95% CI 1.20–1.97), fluoxetine (OR = 1.36, 
95% CI 1.08–1.72), sertraline (OR = 1.29, 95% 
CI 1.14–1.45), and bupropion (OR = 1.23, 95% 
CI 1.01–1.49). TCAs, citalopram, escitalo-
pram, and venlafaxine not associated with an 
increased risk

Leung (2021) [109] Seizures 13 Any N N In general population comparisons, overall 
analysis found statistically significant associa-
tion between prenatal AD use and seizures in 
offspring (RR = 2.30, 95% CI 1.63–3.24). 
Adjusted analysis limited to 6 studies also 
statistically significant (RR = 2.42, 95% CI 
1.30–4.49). Similar risk estimates for SSRIs 
(RR = 1.63, 95% CI 1.42–1.87) and TCAs (RR 
= 1.61, 95% CI 1.40–1.84)

Statistically significant associations with first tri-
mester exposure (RR = 1.43, 95% CI 1.08–1.88) 
and exposure later in pregnancy (RR = 2.40, 
95% CI 1.45–3.97)

No adjustment for maternal epilepsy in most 
studies
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Table 2   (continued)

Study (year) Outcomes N AD type Psychi-
atric 
control

Sibling 
control

Main findings

Vega (2020) [78] ASD 14 Any Y Y In general population comparisons, prenatal AD 
exposure statistically significantly associated 
with ASD (HR = 1.42, 95% CI 1.18–1.70;  
OR = 1.58, 95% CI 1.25–1.99)

No statistically significant association in psychi-
atric control comparison (HR = 1.14, 95% CI 
0.84–1.53; OR = 1.24, 95% CI 0.93–1.66) or 
discordant sibling comparison (HR = 0.97, 95% 
CI 0.68–1.37; OR = 0.85, 95% CI 0.54–1.35)

Summary effect estimates for each sibling-control 
study were <1

Halvorsen (2019) [79] Psychiatric and behavioural 18 SSRI N N In general population comparisons, prenatal SSRI 
exposure was associated with ASD (HR = 1.27, 
95% CI 1.10–1.47), ADHD (HR = 1.33, 95% 
CI 1.06–1.66), and ID (HR = 1.41, 95% CI 
1.03–1.91)

Risk estimates reported in 5/7 studies that con-
trolled for untreated maternal depression and/or 
genetic and familial factors were not individu-
ally statistically significant. No meta-analysis 
was possible on these results

Masarwa (2019) [110] PPHN 11 SSRI, SNRI N N In general population comparisons, the risk of 
PPHN was associated with SRI use in any tri-
mester (OR = 1.82, 95% CI 1.31–2.54) and SRI 
use from 20 weeks gestation only (OR = 2.08, 
95% CI 1.44–3.01)

Gao (2018) [111] Congenital malformationsa 18 SSRI Y N In general population comparisons, first trimester 
SSRI exposure was associated with increased 
risk of major congenital malformations (RR = 
1.11, 95% CI 1.03–1.19) and congenital heart 
defects (RR = 1.24, 95% CI 1.11–1.37)

No statistically significant association for either 
outcome in psychiatric control comparisons

Man (2018) [80] ADHD 7 Any Y Y Statistically significant association between prena-
tal AD use and ADHD compared to AD non-use 
(general population) for AD use any time during 
pregnancy (RR = 1.39, 95% CI 1.21–1.61), and 
for AD use during the first and second trimester 
(RR = 1.42, 95% CI 1.18–1.73), but not for AD 
use during the third trimester (RR = 1.05, 95% 
CI 0.74–1.48)

AD use before pregnancy only was also associ-
ated with ADHD compared with AD non-use 
(RR = 1.56, 95% CI 1.25–1.95)

AD use during pregnancy was not associated 
with increased risk of ADHD in sibling-control 
analysis comparing siblings with and without 
prenatal AD exposure (RR = 0.94, 95% CI 
0.75–1.16)

AD antidepressant, ADHD attention-deficit hyperactivity disorder, ASD autism spectrum disorder, BW birth weight, GA gestational age, HR haz-
ard ratio, N no, OR odds ratio, PNAS= poor neonatal adaptation syndrome, PPHN persistent pulmonary hypertension of the newborn, RR rate 
ratio, SGA small for gestational age, SNRI serotonin-norepinephrine reuptake inhibitor, SRI serotonin reuptake inhibitor, SSRI selective serotonin 
reuptake inhibitor, TCA​ tricyclic antidepressant, Y yes
a First-trimester exposure



7Should Antidepressants be Avoided in Pregnancy?

37,196 (3.0%) in the unexposed group. The sibling-control 
analysis included data for 31,624 children.

In the overall analysis that adjusted only for measured 
confounders, the adjusted IRR for ADHD was 1.36 (95% 
CI 1.25–1.49). However, the result of the negative control 
analysis, which investigated the effect of paternal antide-
pressant prescription, indicated residual confounding in the 
main analysis (adjusted IRR = 1.24, 95% CI 1.14–1.36). 
In the discordant sibling analysis, the adjusted IRR was 
1.15 (95% CI 1.02–1.29) and in the former-user analysis 
was 1.09 (95% CI 0.99–1.20). Adjusted incidence rate dif-
ferences (cases/1000 years) were 1.50 (95% CI 1.15–1.87) 
for the overall analysis, 0.86 (95% CI 0.57–1.16) for the 
negative control analysis, 0.73 (95% CI 0.09–1.38) for the 
discordant sibling analysis and 0.47 (95% CI −0.13 to 1.07) 
for the former-user analysis. Adjusted risk differences were 

3.4% (95% CI 2.3–4.4) for the overall analysis, and 2.0% 
(95% CI 1.2–2.8), 0.9% (95% CI −0.8 to 2.6) and 2.2% (95% 
CI 0.5–4.0) for the negative control, discordant sibling and 
former-user analyses, respectively. The IRR for the active 
comparator analysis, designed to address confounding by 
indication, was 1.19 (95% CI 1.09–1.29).

Triangulating the results from the four separate analyses 
resulted in an estimated IRR for ADHD of 1.09 (95% CI 
0.99–1.20) to 1.15 (95% CI 1.02–1.29), a small incidence 
rate difference of less than 1 case/1000 person-years, and a 
risk difference over a period of up to 18 years of 0.9–2.2%. 
In the opinion of the current authors, the slightly increased 
risk represented by these estimates might not be considered 
to be clinically relevant. Esen et al. noted that the possible 
influence of residual biases could not be discounted.

Ar cles iden fied through primary literature search
N = 2,261

PubMed
N = 1,013

Embase
N = 1,248

Ar cles iden fied from previous studies
N = 12

Ar cles a er removal of duplicates
N = 1,389

Id
en

fic
a

n
(an depressant OR "serotonin reuptake inhibitor" OR "norepinephrine reuptake inhibitor" OR SSRI OR SNRI OR SRI OR tricyclic) AND
(pregnan* OR prenatal OR antenatal OR "in utero" OR intrauterine OR gesta n*) AND (au sm OR au s c OR ASD OR "a en n
deficit" OR ADHD OR ina en * OR hyperac v* OR preterm OR s birth OR "intrauterine death" OR "spontaneous abor n" OR
"birth weight" OR "gesta nal age" OR cognit* OR IQ OR intell* OR speech OR language OR Apger OR "autonomous adapta n" OR
"autonomous regula n" OR motor OR neuromuscular OR "neonatal intensive care" OR epilepsy OR seizure OR behav* OR psych*
OR emo n* OR conduct OR opposi on* OR ODD OR "pulmonary hypertension" OR "body mass" OR BMI OR asthma OR cancer OR
"cardiac defect" OR "cardiac abnormalit*" OR "congenital malforma n" OR "neonatal withdrawal syndrome" OR "neonatal
abs nence syndrome")
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Fig. 1   Search flow diagram
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Table 3   Summary of results from sibling-control analyses

ADHD

Study (year) Study 
design

AD 
indicationa

AD type Data source Sibling 
definition

Nb Risk estimates for AD 
exposed vs unexposed 
siblingsc

P-valued

Esen (2022) 
[81]

Cohort (pro-
spectively 
collected 
data)

Not clearly 
stated

Any Danish 
Medical 
Registries

Not clearly 
defined

13,628/17,996 IRR = 1.15 (95% CI 
1.02–1.29)

IRD = 0.73/1000 person-
years

Man (2017) 
[56]

Population-
based 
cohort

Any psychi-
atric

Any Hong Kong 
CDARS

Not clearly 
defined

53,616e HR = 0.54 (95% CI 0.17–
1.74)

0.30

Sujan (2017) 
[57]

Retrospec-
tive cohort

Not clearly 
stated

Any Swedish 
Medical 
Registries

Not clearly 
defined

10,975/13,994 OR = 0.99 (95% CI 0.79–
1.25)

Laugesen 
(2013) 
[90]

Cohort Any Any Danish 
Medi-
cal Birth 
Registry

Same 
mother

348/519 OR = 0.7 (95% CI 0.4–1.4)

ASD
W-Hagberg 

(2018) 
[84]

Cohort 
(nested 
sibling 
case-
control)

Any Any UK CPRD Same 
mother

531/601f RR = 1.53 (95% CI 0.89–
2.62)

Brown 
(2017) 
[87]

Retrospec-
tive cohort

Any SSRI, SNRI Ontario 
Medical 
Databases

Not clearly 
defined

620/620 HR = 1.60 (95% CI 0.69–
3.74)

IRD = 1.35/1000 person-
years (95% CI 0.63–3.60)

Rai (2017) 
[88]

Population-
based 
cohort

Any psychi-
atric

Any Stockholm 
Youth 
Cohort

Not clearly 
defined

3038g ORASD = 1.36 (95% CI 
0.84–2.20)

2408g ORASD Without ID = 1.57 (95% 
CI 0.92–2.66)

630g ORASD With ID = 0.78 (95% CI 
0.24–2.54)

Sujan (2017) 
[57]

Retrospec-
tive cohort

Not clearly 
stated

Any Swedish 
Medical 
Registries

Not clearly 
defined

10,975/13,994 OR = 0.83 (95% CI 0.62–
1.13)

Sørensen 
(2013) 
[89]

Population-
based 
cohort

Any Any Danish 
Medical 
Registries

Full siblings 96/6046 HRAny = 1.1 (95% CI 0.5–2.3)

81/6036 HRSSRI = 0.9 (95% CI 
0.4–2.0)

Behavioural problems
Brandlistuen 

(2015) 
[92]

Prospective 
cohort

Depression/
anxiety

Any Norwegian 
Mother 
Child 
Cohort

Not clearly 
defined

20,180e, h βInternalising = 0.16 (95% CI 
−0.14 to 0.46)j

βAnxiety = 0.14 (95% CI −0.19 
to 0.47)j

βEmotional Reactivity = 0.05 (95% 
CI −0.28 to 0.38)j

βSomatic = −0.05 (95% CI 
−0.41 to 0.30)j
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Table 3   (continued)

ADHD

Study (year) Study 
design

AD 
indicationa

AD type Data source Sibling 
definition

Nb Risk estimates for AD 
exposed vs unexposed 
siblingsc

P-valued

βSleep = 0.20 (95% CI −0.11 
to 0.51)j

βExternalising = 0.26 (95% CI 
−0.05 to 0.56)j

βAttention = 0.15 (95% CI 
−0.16 to 0.47)j

βAggression = 0.30 (95% CI 
−0.03 to 0.64)j

14,352e, i βInternalising = 0.34 (95% CI 
−0.01 to 0.68)j

βAnxiety = 0.64 (95% CI 
0.26–1.02)j

<0.05

βEmotional Reactivity = −0.06 
(95% CI −0.42 to 0.30)j

βSomatic = 0.04 (95% CI −0.36 
to 0.43)j

βSleep = 0.25 (95% CI −0.11 
to 0.60)j

βExternalising = −0.08 (95% CI 
−0.44 to 0.27)j

βAttention = −0.01 (95% CI 
−0.38 to 0.36)j

βAggression = −0.11 (95% CI 
−0.49 to 0.27)j

Nulman 
(2015) 
[91]

Prospective 
cohort

Depression SSRI, SNRI Toronto 
Motherisk 
Database

45/90 %CBCL-IP Exp. = 11.1%, Non-
Exp. = 6.7%, p = 0.46k

0.46

%CBCL-EP Exp. = 11.1%, Non-
Exp. = 11.1%, p = 1.00k

1.00

%CBCL-TP Exp. = 13.3%, Non-
Exp. = 8.9%, p = 0.48k

0.48

Birth defects
Furu (2015) 

[86]
Population-

based 
cohort

Not clearly 
stated

SSRI, VEN Multina-
tional 
Health 
Registers

Same 
mother

980/1,308 ORBirth Defect = 1.13 (95% CI 
0.91–1.24)

422/569 ORCardiac Defect = 0.92 (95% CI 
0.72–1.17)

48/67 ORRight Ventricular Outflow Tract Obs. 
= 0.56 (95% CI 0.21–1.49)

IQ
Nulman 

(2015) 
[91]

Prospective 
cohort

Depression SSRI, SNRI Toronto 
Motherisk 
Database

Not clearly 
defined

45/90 MDFull Scale IQ = −3.0 (95% CI 
−7.06 to 2.21)

0.30

MDVisual IQ = −3.0 (95% CI 
−7.48 to 1.97)

0.25

MDPerformance IQ = −2.0 (95 CI 
−5.84 to 1.71)

0.28

Preterm birth
Sujan (2017) 

[57]
Retrospec-

tive cohort
Not clearly 

stated
Any Swedish 

Medical 
Registries

Not clearly 
defined

- OR = 1.34 (95% CI 
1.18–1.52)

<0.001
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In a second study by Wang et al. [82], the authors exam-
ined the risk of seizure in offspring with prenatal antide-
pressant exposure using data for children born between 
2001 and 2015 from the Hong Kong Clinical Data Analysis 

and Reporting System. At least 1 year of follow-up data 
were available for each child. Antidepressant exposure was 
inferred based on maternal prescribing records. Exposure for 
each pregnancy was classified as either “maternal gestational 

Table 3   (continued)

ADHD

Study (year) Study 
design

AD 
indicationa

AD type Data source Sibling 
definition

Nb Risk estimates for AD 
exposed vs unexposed 
siblingsc

P-valued

Viktorin 
(2016) 
[85]

Population-
based 
cohort

Depression SSRI Swedish 
Medical 
Registries

Full siblings 501/506 OR = 1.36 (95% CI 0.77–
2.42)

MDGAB = −2.27 days (95% 
CI −3.79 to −0.75)

0.004

Seizures
Wang 

(2022) 
[82]

Cohort Not clearly 
stated

Any Hong Kong 
CDARS

Not clearly 
defined

Not stated wHR = 1.16 (95% CI 
0.75–1.77)

Size at birth
Sujan (2017) 

[57]
Retrospec-

tive cohort
Not clearly 

stated
Any Swedish 

Medical 
Registries

Not clearly 
defined

- ORSGA = 1.01 (95% CI 
0.81–1.25)

Viktorin 
(2016) 
[85]

Population-
based 
cohort

Depression SSRI Swedish 
Medical 
Registries

Full siblings 501/506 ∆BW = 0.05 (95% CI −0.05 
to 0.14)l

∆BL = 0.01 (95% CI −0.1 to 
0.11)l

∆BHC = −0.03 (95% CI −0.14 
to 0.08)l

Standardised test scores
Christensen 

(2021) 
[83]

Retrospec-
tive cohort

Not clearly 
stated

Any Danish 
Medi-
cal Birth 
Register

Not clearly 
defined

4235/357,833 MDMaths = −2.8 (95% CI 
−4.5 to −1.2)

MDLang = −0.3 (95% CI −1.9 
to 1.2)

ADHD attention-deficit hyperactivity disorder, ASD autism spectrum disorder, BHC birth head circumference, BL birth length, BW birth weight, 
CBCL Child Behaviour Checklist, CDARS Clinical Data Analysis and Reporting System, CI confidence interval, CPRD Clinical Practice 
Research Datalink, EP externalising problems, GAB gestational age at birth, HR hazard ratio, ID intellectual disability, IP internalising prob-
lems, IRD incidence rate difference, IRR incidence rate ratio, MD mean difference, OR odds ratio, RR relative risk, SGA small for gestational 
age, SNRI serotonin-norepinephrine reuptake inhibitor, SSRI selective serotonin reuptake inhibitor, TP total problems, VEN venlafaxine, wHR 
weighted hazard ratio
a Individuals included in overall analyses
b Number of exposed siblings/number of unexposed siblings (unless otherwise indicated)
c Fully adjusted analysis (statistically significant results in bold)
d P-values where stated in original studies
e Total number of siblings analysed
f Siblings with ASD (cases)/same-sex siblings without ASD (controls)
g Affected sibling sets
h Outcomes at 18 months
i Outcomes at 36 months
j β coefficient represents standardised mean difference adjusting for familial factors and observed confounders. Interpreted as for Cohen’s d
k Percentage meeting clinical threshold (CBCL ≥65)
l Standardised values adjusted for gestational age
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use”, "maternal gestational non-use”, “maternal past use” or 
“maternal non-use ever”. Hazard ratios (HRs) were calcu-
lated for comparisons between “maternal gestational use” 
and each of the comparator groups. In addition, confounding 
by indication was investigated by comparing children born 
to mothers with “past use” to children born to mothers with 
“non-use ever”. A discordant sibling analysis was performed 
to control for genetic and familial factors.

Data for 412,796 mother-child pairs were analysed with a 
mean follow-up time for offspring of 6.59 ± 3.91 years. Sei-
zure diagnosis rates in children in the “maternal gestational 
use” and “maternal gestational non-use” groups were 6.75% 
and 4.46%, respectively, corresponding to a 23% greater risk 
in exposed children (propensity score-weighted HR [wHR] 
= 1.23, 95% CI 1.02–1.48). However, the association was no 
longer evident when comparing “maternal gestational use” 
with “maternal past use” (wHR = 1.13, 95% CI 0.88–1.44), 
suggesting confounding by indication. Limiting the analy-
sis to children with “maternal non-use ever”, children born 
to mothers with a diagnosis of psychiatric disorder had a 
greater risk of seizure than those born to mothers without 
a psychiatric diagnosis (wHR = 1.44, 95% CI 1.25–1.67). 
Controlling for genetic and familial variables, the discord-
ant sibling analysis showed no difference between exposed 
and non-exposed siblings (wHR = 1.16, 95% CI 0.75–1.77). 
The authors concluded that the results of their analysis sug-
gested the association between prenatal antidepressant expo-
sure and seizure in offspring observed in the overall analysis 
might be explained by confounding factors.

A third study by Christensen et al. [83] investigated the 
effect of prenatal antidepressant exposure on language and 
mathematical abilities in school-aged children born in Den-
mark between 1997 and 2009. Language and mathematical 
ability were determined with reference to scores in the Dan-
ish National School Test Program.

Data were available for 575,369 children between the 
ages of 8.9 ± 0.4 years and 14.9 ± 0.4 years at the time of 
testing. Of these, it was inferred that 10,198 children had 
prenatal exposure to antidepressants, based on maternal 
medication prescribing records indicating one or more anti-
depressant prescription redemption from 30 days before the 
date of the last menstrual period to the day before childbirth.

Mean test scores for mathematics were 52.1 (95% CI 
51.7–52.6) for exposed children and 57.4 (95% CI 57.3–57.4) 
for unexposed children on a 100-point scale. In language 
tests, the mean scores were 53.4 (95% CI 53.1–53.7) for 
exposed children and 56.6 (95% CI 56.5–56.6) for unex-
posed children. In the fully adjusted analysis, scores for 
mathematics (mean difference, MD = −2.2, 95% CI −2.7 
to −1.6) but not language (MD = −0.1, 95% CI −0.6 to 0.3) 
remained significantly lower in exposed children. When ana-
lysed by class, statistically significant differences in math-
ematics scores were found for selective serotonin reuptake 

inhibitors, serotonin-norepinephrine reuptake inhibitors and 
“other antidepressants”, but not for tricyclic antidepressants.

The results of sensitivity analyses, which controlled for 
potential confounding factors including maternal depression 
diagnosis, genetic and familial factors, and child psychiat-
ric disorder, were consistent with the fully adjusted main 
analysis, but showed a generally weaker association between 
antidepressant exposure and lower test scores. The exception 
was the sibling-control analysis, which resulted in greater 
adjusted MDs between exposed and non-exposed siblings for 
both mathematics (MD = −2.8, 95% CI −4.5 to −1.2) and 
for language (MD = −0.3, 95% CI −1.9 to 1.2). Sequential 
adjustment for each of the identified potential confounders 
suggested that maternal education and maternal psychiatric 
disorders had the greatest influence.

While lower scores in mathematics, but not language, 
remained after adjustment for confounding factors, the 
small difference in scores between exposed and unexposed 
children was considered by the study’s authors not to be 
clinically relevant on an individual basis. See also the com-
mentary on this study by Andrade [64].

Finally, Hagberg et al. [84] used data from the UK Clini-
cal Practice Research Datalink database to conduct a cohort 
study and nested sibling case-control analysis of ASD risk. 
Data for 194,494 mother-baby pairs, with a minimum of 
12 months predelivery maternal history and 3 months post-
delivery follow-up, were analysed. Of these, 40,387 had 
prenatal exposure to any antidepressant medication, prena-
tal exposure to maternal depression, or both, and 154,107 
were matched mother-baby pairs without exposure to either 
prenatal maternal depression or antidepressants (defined as 
“unexposed”). Among all mother-baby pairs, 2154 cases 
of ASD were identified. The prevalence of ASD per 1000 
pregnancies was 9.7 (95% CI 9.3–10.2) for unexposed preg-
nancies, 15.1 (95% CI 13.1–17.3) for untreated depression, 
17.3 (95% CI 15.8–19.0) for treated depression and 7.4 (95% 
CI 4.0–12.6) for antidepressant treatment for other indica-
tions. In the sibling case-control analysis adjusted for birth 
year, birth order and maternal age at delivery, estimates 
of the relative risk of ASD were 1.18 (95% CI 0.64–2.20) 
for untreated depression during pregnancy, and 1.53 (95% 
CI 0.89–2.62) for treated depression during pregnancy, 
in same-sex matched siblings, compared with unexposed 
pregnancies.

Overall, the investigators concluded that the results of 
their analysis did not support an association between anti-
depressant exposure and an increased risk of ASD, in light 
of the absence of an association with prenatal antidepressant 
use for indications other than depression. It was considered 
that differences in apparent risk might be accounted for by 
differences in the severity of maternal depression, or by 
genetic factors.
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4.2 � Earlier Studies

Results of earlier sibling-control studies are summarised in 
Table 3. In a large majority of cases, these studies have not 
found statistically significant associations between prena-
tal antidepressant exposure and adverse outcomes for the 
child, including preterm birth [85], small for gestational age 
[57], smaller size at birth [85], birth defects [86], ASD [57, 
87–89], ADHD [56, 57, 90], neurodevelopmental deficits 
[91] and behavioural problems [92] in discordant sibling 
analyses. Single studies have reported statistically signifi-
cant associations with preterm birth [57], lower gestational 
age at delivery [85] and child anxiety at 36 months [92] 
that persisted in the sibling-control analyses. Sujan et al. 
[57] found a slightly increased risk of preterm birth (odds 
ratio [OR] = 1.34, 95% CI 1.18–1.52) with first-trimester 
antidepressant exposure. However, no associations were 
found for small for gestational age, ASD, or ADHD. Infants 
with prenatal selective serotonin reuptake inhibitor expo-
sure in an analysis by Viktorin et al. [85] had a lower by 
2.27 days (95% CI 0.75–3.79) mean gestational age at birth 
compared with unexposed siblings. In the opinion of the 
current authors, this small reduction in mean gestational age 
would probably not be clinically significant, but this does 
not exclude the possibility that some individual pregnan-
cies were of much shorter duration that could have been of 
clinical significance. Brandlistuen et al. [92] found evidence 
of higher anxiety symptoms at 36 months of age in children 
with prenatal selective serotonin reuptake inhibitor exposure 
compared with unexposed siblings, based on Child Behav-
iour Checklist scores (adjusted standardised MD = 0.64, 
95% CI 0.26–1.02, p < 0.05). Biases due to self-selection 
of participants, and self-reporting of antidepressant use and 
symptoms of depression, were highlighted by the authors as 
potential limitations. Although the results of sibling-control 
analyses in these studies suggested an increased risk with 
prenatal antidepressant exposure, it was considered that 
residual confounding by indication or other factors might 
partially explain the associations.

4.3 � Summary of Sibling‑Control Studies

A consistent pattern in these studies is that associations 
observed in general population comparisons, which do not 
control for potential sources of confounding and bias, are 
attenuated or are no longer evident when the analysis is 
designed to adjust for these factors. Given the limitations 
of observational data, associations that persist in adjusted 
analyses may be indicative of residual confounding or be 
the product of bias, for example due to misattribution of 
exposure (either for depression or antidepressant use) or 
ascertainment bias, whereby children born to mothers with 
depression and/or those who use antidepressants might be 

more likely to be screened for adverse outcomes. Discord-
ant sibling analyses can help to address the latter [78] but 
may be more susceptible to the former [93]. Despite their 
many advantages, neither sibling nor psychiatric controls are 
likely to control adequately for the severity of depression, 
or for the presence of acute depression during pregnancy, 
especially where the analysis is based on retrospective data. 
In their recent meta-analysis of ASD risk, Vega et al. noted 
that all of the included studies relied on indications of a life-
time diagnosis of depression and were not able to ascertain 
depression during the index pregnancy [78]. This is likely to 
be a problem common to most studies of this type.

Of note, in the majority of these studies, the exact nature 
of the relationship between siblings is not clearly defined. 
Only two studies stated that comparisons were between 
full siblings [85, 89]. Three other studies defined siblings 
as children born to the same mother [84, 86, 90]. This has 
implications for the completeness of controlling for genetic 
factors, as in some cases children defined as siblings may 
be maternal half-siblings. Ideally, sibling controls would be 
same-sex children sharing both mother and father. This may 
be an additional limitation of retrospective studies where 
details of paternity or sex-parity of the offspring may not 
always be available in the data.

5 � Risk of Adverse Outcomes for Mother 
and Offspring Following Antidepressant 
Discontinuation During Pregnancy

Whereas the risk of adverse foetal outcomes with prenatal 
antidepressant exposure is likely to have been overstated by 
reference only to the findings from uncontrolled analyses, 
anxiety over possible harm to the foetus has been cited as 
the most common reason for discontinuation [30] and may 
also influence decisions on whether to initiate treatment 
during pregnancy. Only one in four women taking antide-
pressants before conception maintain treatment through the 
third trimester [94]. However, untreated or inadequately 
treated depression during the perinatal period is also asso-
ciated with negative outcomes for the child [17], as well as 
an increased risk of morbidity and mortality for the mother 
[8, 95]. A review of adverse perinatal outcomes associated 
with untreated prenatal depression [11] found evidence of 
increased risks for preeclampsia, spontaneous abortion, low 
Apgar score, admission to neonatal intensive care, neona-
tal growth retardation, foetal death, low birth weight, small 
for gestational age and preterm birth. In women who have 
been treated with antidepressants up to the time of concep-
tion, there also appears to be a substantial risk of depres-
sive relapse following discontinuation [9, 27], which may 
increase the risks of poor maternal prenatal self-care, poor 
maternal and, therefore, foetal, nutrition, maternal substance 



13Should Antidepressants be Avoided in Pregnancy?

abuse [43] and postnatal depression [96]. In many cases, 
postnatal depression may represent a continuation or recur-
rence of prenatal depression [96, 97]. In addition to its del-
eterious effects on maternal well-being, postnatal depression 
may contribute to impaired mother-child interactions [18, 
98], and is associated with poorer cognitive, emotional and 
behavioural development in the child [99, 100]. A multina-
tional European study [95] that investigated the association 
between prenatal depression and postnatal depression sever-
ity in mothers with a psychiatric disorder found that those 
who were treated with antidepressants at any time during 
pregnancy had a significant reduction in postnatal symptom 
severity (based on Edinburgh Postnatal Depression Scale 
scores) compared with those who did not receive medica-
tion (adjusted β = −0.34, 95% CI −0.66 to −0.02), with 
the effect greatest during the first 6 months after childbirth 
(adjusted β = −0.74, 95% CI −1.24 to −0.24). Somewhat 
surprisingly, a recent systematic review and meta-analysis 
on the effect of antidepressant discontinuation before con-
ception or during pregnancy [101] found no increased risk 
of relapse for women who discontinued antidepressant treat-
ment (risk ratio = 1.74, 95% CI 0.97–3.10) except when 
the analysis was restricted to cases indicative of severe or 
recurrent depression (risk ratio = 2.30, 95% CI 1.58–3.35). 
However, these findings were not consistent with those of 
a study by Bérard et al. [27], which suggested that women 
with predominantly mild-to-moderate depression who dis-
continued treatment during pregnancy were at a greater risk 
of depression during the second half of pregnancy than those 
who continued treatment without dose adjustment, com-
pared with non-users (discontinued adjusted OR = 5.95, 
95% CI 1.54–23.02; continued adjusted OR = 4.59, 95% CI 
1.44–14.64). Albeit not statistically significant, women who 
discontinued antidepressant treatment during the second half 
of pregnancy were more likely to have depression during 
the remainder of the pregnancy than women who continued 
treatment (adjusted OR = 1.34, 95% CI 0.49–3.65). There 
is remarkedly little information on the risk of suicide in 
women during the perinatal period [101], or how the risk 
of suicide during pregnancy and following childbirth might 
be affected by discontinuation of antidepressant treatment. 
However, suicide represents a greater risk for mortality for 
women during the perinatal period than either haemor-
rhage or preeclampsia [102] and is responsible for 5–20% 
of maternal deaths during pregnancy and the first year after 
childbirth [8]. A 1997 consensus statement by the National 
Depressive and Manic-Depressive Association reported that 
15% of women with untreated prenatal depression attempt 
suicide [103]. In the general population, antidepressant dis-
continuation is associated with a significant risk of suicide 
attempts [104]. A 2016 study of suicide in pregnant and 
postnatal women that analysed data from the UK National 
Confidential Inquiry into Suicides and Homicides by People 

with Mental Illness [8] found that women who died by sui-
cide during the perinatal period were more likely to have 
been diagnosed with depression (adjusted OR = 2.19, 95% 
CI 1.43–3.34) and less likely to have been receiving active 
treatment (adjusted OR = 0.46, 95% CI 0.24– 0.89) than 
women who died by suicide at other times.

Related to consideration of the risk:benefit ratio of mater-
nal antidepressant treatment in the perinatal period is the 
potential for exposure of infants to antidepressants in breast 
milk. A recent Cochrane Review [105] on antidepressant 
treatment for postnatal depression found limited data on 
outcomes in breastfed infants but there were no reports of 
adverse effects up to 12 months postpartum in the included 
randomised controlled trials. None of the sibling-control 
studies identified in the current review considered the pos-
sible effect of exposure via breast milk on outcomes in 
children. However, the majority of these studies based their 
analysis on data from medical databases, which are unlikely 
to include data on breastfeeding. We are not aware of any 
sibling-control studies that have specifically investigated this 
question.

Treatment decisions during the perinatal period should 
be made on a case-by-case basis, with consideration of each 
individual’s circumstances and preferences. Clinicians and 
expectant mothers should be assisted in making these deci-
sions by providing them with the best available evidence 
on the relative risks to the mother and child of continuing 
or discontinuing treatment, or initiating antidepressants for 
new episodes of depression. It is concerning that population-
based studies that have found associations between prenatal 
antidepressant exposure and adverse outcomes in analy-
ses that have not accounted for confounding factors have 
tended to achieve the greatest prominence, while evidence 
that many of the risks attributed to prenatal antidepressant 
exposure might be explained to a large degree by other (con-
founding) associations is less widely recognised. Sibling-
control studies are an imperfect method for elucidating these 
associations. In combination with other comparator group 
analyses, however, they offer a more reliable assessment of 
the risks associated with antidepressant exposure. Women 
considering discontinuing antidepressant treatment, or who 
are reluctant to commence treatment, owing to concerns over 
the potential risks to their child should be reassured that 
increasing evidence from well-designed studies suggests that 
these risks are largely unfounded.

Although the sibling-controlled study eliminates many of 
the major confounding factors that have invalidated previous 
studies, the number of sibling-controlled studies is still rela-
tively small and does not allow definitive answers to several 
important questions. These questions include whether dif-
ferent risks are associated with various antidepressants and 
whether factors such as dose, timing of treatment during 
pregnancy and duration of treatment are important factors. 
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It is recommended that these factors are examined in more 
detail in future sibling-controlled studies.

6 � Conclusions

Many previous, inadequately controlled studies have sug-
gested that treatment with antidepressant medication dur-
ing pregnancy is associated with a range of adverse out-
comes for the mother, foetus or child. More recent studies 
have attempted to control for confounding factors through 
a range of analytical techniques. Many of the associations 
lose statistical significance when confounders, in particu-
lar maternal depression, genetic susceptibility and familial 
factors, are adequately controlled for. An overemphasis on 
effects observed in studies that do not adjust for these factors 
is likely to result in misleading conclusions with regard to 
the true risk of adverse outcomes, and potentially to poorly 
informed decisions on whether to continue or initiate treat-
ment. Where statistically significant associations persist 
after adjustment for confounders, the absolute risk often 
remains small, as many of the outcomes have very low rates 
in the general population. A slightly increased risk of an 
infrequent adverse event may often be outweighed by the 
risk to the mother, foetus and/or child of discontinuing or 
declining treatment. The risks for the mother and child of 
untreated depression during pregnancy are well documented 
and, although perhaps less widely recognised, may have 
severe and lasting consequences. There remains a limited 
number of sibling-control studies investigating outcomes 
in children with prenatal antidepressant exposure, and few 
data from studies of this type on differential risk according 
to timing of exposure, or for individual antidepressants or 
classes of antidepressant. Further studies to elucidate these 
relationships are warranted. Assessment of the risks and 
benefits of continued treatment or discontinuation should 
be made on a case-by-case basis and decisions taken in con-
sultation with the individual, with consideration for their 
preferences. However, to enable the individual to make an 
informed decision, it is essential to provide accurate infor-
mation from properly controlled studies and not be influ-
enced by the many past studies that were misleading because 
of an inadequate study design.

Acknowledgements  We are very grateful to Prof. Allan Young for his 
helpful comments on our review.

Declarations 

Funding  No funding was received in relation to the preparation of 
this article.

Conflicts of Interest  The authors have no conflicts of interest that are 
directly relevant to the content of this article.

Ethics Approval  Not applicable.

Consent to Participate  Not applicable.

Consent for Publication  Not applicable.

Availability of Data and Material  Not applicable.

Code Availability  Not applicable.

Authors’ Contributions  The authors contributed equally to all stages of 
the review. The final manuscript was approved by both authors.

Open Access  This article is licensed under a Creative Commons Attri-
bution-NonCommercial 4.0 International License, which permits any 
non-commercial use, sharing, adaptation, distribution and reproduction 
in any medium or format, as long as you give appropriate credit to the 
original author(s) and the source, provide a link to the Creative Com-
mons licence, and indicate if changes were made. The images or other 
third party material in this article are included in the article's Creative 
Commons licence, unless indicated otherwise in a credit line to the 
material. If material is not included in the article's Creative Commons 
licence and your intended use is not permitted by statutory regula-
tion or exceeds the permitted use, you will need to obtain permission 
directly from the copyright holder. To view a copy of this licence, visit 
http://​creat​iveco​mmons.​org/​licen​ses/​by-​nc/4.​0/.

References

	 1.	 Ferrari AJ, Charlson FJ, Norman RE, Flaxman AD, Patten SB, 
Vos T, et al. The epidemiological modelling of major depressive 
disorder: application for the global burden of disease study 2010. 
PLoS ONE. 2013;8: e69637.

	 2.	 Rich-Edwards JW, Kleinman K, Abrams A, Harlow BL, 
McLaughlin TJ, Joffe H, et al. Sociodemographic predictors of 
antenatal and postpartum depressive symptoms among women 
in a medical group practice. J Epidemiol Community Health. 
2006;60:221.

	 3.	 Burt VK, Stein K. Epidemiology of depression throughout the 
female life cycle. J Clin Psychiatry. 2002;63(Suppl. 7):9–15.

	 4.	 Wisner KL, Gelenberg AJ, Leonard H, Zarin D, Frank E. Phar-
macologic treatment of depression during pregnancy. JAMA. 
1999;282:1264–9.

	 5.	 Woody CA, Ferrari AJ, Siskind DJ, Whiteford HA, Harris 
MG. A systematic review and meta-regression of the preva-
lence and incidence of perinatal depression. J Affect Disord. 
2017;219:86–92.

	 6.	 Andersson L, Sundström-Poromaa I, Bixo M, Wulff M, Bondes-
tam K, Åström M. Point prevalence of psychiatric disorders dur-
ing the second trimester of pregnancy: a population-based study. 
Am J Obstet Gynecol. 2003;189:148–54.

	 7.	 Marcus SM, Flynn HA, Blow FC, Barry KL. Depressive symp-
toms among pregnant women screened in obstetrics settings. J 
Womens Health. 2003;12:373–80.

	 8.	 Khalifeh H, Hunt IM, Appleby L, Howard LM. Suicide in perina-
tal and non-perinatal women in contact with psychiatric services: 
15 year findings from a UK national inquiry. Lancet Psychiatry. 
2016;3:233–42.

	 9.	 Cohen LS, Altshuler LL, Harlow BL, Nonacs R, Newport DJ, 
Viguera AC, et al. Relapse of major depression during pregnancy 
in women who maintain or discontinue antidepressant treatment. 
JAMA. 2006;295:499–507.

http://creativecommons.org/licenses/by-nc/4.0/


15Should Antidepressants be Avoided in Pregnancy?

	 10.	 Flynn HA, Chermack ST. Prenatal alcohol use: the role of life-
time problems with alcohol, drugs, depression, and violence. J 
Stud Alcohol Drugs. 2008;69:500–9.

	 11.	 Bonari L, Pinto N, Ahn E, Einarson A, Steiner M, Koren G. 
Perinatal risks of untreated depression during pregnancy. Can J 
Psychiatry. 2004;49:726–35.

	 12.	 Hu R, Li Y, Zhang Z, Yan W. Antenatal depressive symptoms and 
the risk of preeclampsia or operative deliveries: a meta-analysis. 
PLoS ONE. 2015;10: e0119018.

	 13.	 Mulder EJH, Robles de Medina PG, Huizink AC, Van den Bergh 
BRH, Buitelaar JK, Visser GHA. Prenatal maternal stress: 
effects on pregnancy and the (unborn) child. Early Hum Dev. 
2002;70:3–14.

	 14.	 Jarde A, Morais M, Kingston D, Giallo R, MacQueen GM, Giglia 
L, et al. Neonatal outcomes in women with untreated antenatal 
depression compared with women without depression: a system-
atic review and meta-analysis. JAMA Psychiat. 2016;73:826–37.

	 15.	 Grigoriadis S, VonderPorten EH, Mamisashvili L, Tomlinson G, 
Dennis CL, Koren G, et al. The impact of maternal depression 
during pregnancy on perinatal outcomes: a systematic review and 
meta-analysis. J Clin Psychiatry. 2013;74:e321–41.

	 16.	 Mongan D, Lynch J, Hanna D, Shannon C, Hamilton S, Potter 
C, et al. Prevalence of self-reported mental disorders in preg-
nancy and associations with adverse neonatal outcomes: a pop-
ulation-based cross-sectional study. BMC Pregnancy Childbirth. 
2019;19:412.

	 17.	 Gentile S. Untreated depression during pregnancy: short- and 
long-term effects in offspring: a systematic review. Neuroscience. 
2017;342:154–66.

	 18.	 Slomian J, Honvo G, Emonts P, Reginster J-Y, Bruyère O. 
Consequences of maternal postpartum depression: a system-
atic review of maternal and infant outcomes. Womens Health. 
2019;15:1745506519844044.

	 19.	 Tuovinen S, Lahti-Pulkkinen M, Girchenko P, Lipsanen J, Lahti 
J, Heinonen K, et al. Maternal depressive symptoms during and 
after pregnancy and child developmental milestones. Depression 
Anxiety. 2018;35:732–41.

	 20.	 Bind RH, Biaggi A, Bairead A, Du Preez A, Hazelgrove K, 
Waites F, et al. Mother-infant interaction in women with depres-
sion in pregnancy and in women with a history of depression: the 
Psychiatry Research and Motherhood - Depression (PRAM-D) 
study. BJPsych Open. 2021;7: e100.

	 21.	 Jimenez-Solem E. Exposure to antidepressants during pregnancy: 
prevalences and outcomes. Dan Med J. 2014;61:B4916.

	 22.	 Chaudron LH. Complex challenges in treating depression during 
pregnancy. Am J Psychiatry. 2013;170:12–20.

	 23.	 Adhikari K, Patten SB, Lee S, Metcalfe A. Adherence to and per-
sistence with antidepressant medication during pregnancy: does 
it differ by the class of antidepressant medication prescribed? 
Can J Psychiatry. 2019;64:199–208.

	 24.	 Bennett HA, Einarson A, Taddio A, Koren G, Einarson TR. 
Prevalence of depression during pregnancy: systematic review. 
Obstet Gynecol. 2004;103:698–709.

	 25.	 Zoega H, Kieler H, Nørgaard M, Furu K, Valdimarsdottir U, 
Brandt L, et al. Use of SSRI and SNRI antidepressants during 
pregnancy: a population-based study from Denmark, Iceland. 
Norway and Sweden PLoS One. 2015;10: e0144474.

	 26.	 National Institute for Health and Care Excellence (NICE). 
Depression: antenatal and postnatal: scenario: pregnant woman: 
on an antidepressant. 2022. Available from: https://​cks.​nice.​org.​
uk/​topics/​depre​ssion-​anten​atal-​postn​atal/​manag​ement/​pregn​ant-​
on-​an-​antid​epres​sant. [Accessed 29 Aug 2022].

	 27.	 Bérard A, Sheehy O, Zhao J-P, Chambers C, Roth M, Bozzo P, 
et al. Impact of antidepressant use, discontinuation, and dos-
age modification on maternal depression during pregnancy. Eur 
Neuropsychopharmacol. 2019;29:803–12.

	 28.	 Kittel-Schneider S, Felice E, Buhagiar R, Lambregtse-Van Den 
Berg M, Wilson CA, Baljak VB, et al. Treatment of peripartum 
depression with antidepressants and other psychotropic medica-
tions: a synthesis of clinical practice guidelines in Europe. Int J 
Environ Res Public Health. 2022;19:1973.

	 29.	 Molenaar NM, Kamperman AM, Boyce P, Bergink V. Guide-
lines on treatment of perinatal depression with antidepressants: 
an international review. Aust N Z J Psychiatry. 2018;52:320–7.

	 30.	 Petersen I, Gilbert RE, Evans SJ, Man SL, Nazareth I. Pregnancy 
as a major determinant for discontinuation of antidepressants: an 
analysis of data from the Health Improvement Network. J Clin 
Psychiatry. 2011;72:979–85.

	 31.	 Heikkinen T, Ekblad U, Laine K. Transplacental transfer of cit-
alopram, fluoxetine and their primary demethylated metabolites 
in isolated perfused human placenta. BJOG. 2002;109:1003–8.

	 32.	 Heikkinen T, Ekblad U, Laine K. Transplacental transfer of ami-
triptyline and nortriptyline in isolated perfused human placenta. 
Psychopharmacology. 2001;153:450–4.

	 33.	 Fokina VM, West H, Oncken C, Clark SM, Ahmed MS, Hankins 
GDV, et al. Bupropion therapy during pregnancy: the drug and its 
major metabolites in umbilical cord plasma and amniotic fluid. 
Am J Obstet Gynecol. 2016;215(497):e1-7.

	 34.	 Loughhead AM, Fisher AD, Newport DJ, Ritchie JC, Owens 
MJ, DeVane CL, et al. Antidepressants in amniotic fluid: another 
route of fetal exposure. Am J Psychiatry. 2006;163:145–7.

	 35.	 Schoretsanitis G, Westin AA, Stingl JC, Deligiannidis KM, 
Paulzen M, Spigset O. Antidepressant transfer into amniotic 
fluid, umbilical cord blood & breast milk: a systematic review & 
combined analysis. Prog Neuropsychopharmacol Biol Psychiatry. 
2021;107: 110228.

	 36.	 Rampono J, Simmer K, Ilett KF, Hackett LP, Doherty DA, Elliot 
R, et al. Placental transfer of SSRI and SNRI antidepressants and 
effects on the neonate. Pharmacopsychiatry. 2009;42:95–100.

	 37.	 Hendrick V, Stowe ZN, Altshuler LL, Hwang S, Lee E, Haynes 
D. Placental passage of antidepressant medications. Am J Psy-
chiatry. 2003;160:993–6.

	 38.	 Oberlander TF. Fetal serotonin signaling: setting pathways for 
early childhood development and behavior. J Adolesc Health. 
2012;51:S9-16.

	 39.	 Ko M-C, Lee LJ-H, Li Y, Lee L-J. Long-term consequences 
of neonatal fluoxetine exposure in adult rats. Dev Neurobiol. 
2014;74:1038–51.

	 40.	 Olivier JDA, Vallès A, van Heesch F, Afrasiab-Middelman A, 
Roelofs JJPM, Jonkers M, et al. Fluoxetine administration to 
pregnant rats increases anxiety-related behavior in the offspring. 
Psychopharmacology. 2011;217:419–32.

	 41.	 Simpson KL, Weaver KJ, de Villers-Sidani E, Lu JY-F, Cai 
Z, Pang Y, et al. Perinatal antidepressant exposure alters cor-
tical network function in rodents. Proc Natl Acad Sci U S A. 
2011;108:18465–70.

	 42.	 Lee L-J. Neonatal fluoxetine exposure affects the neuronal struc-
ture in the somatosensory cortex and somatosensory-related 
behaviors in adolescent rats. Neurotox Res. 2009;15:212–23.

	 43.	 Creeley CE, Denton LK. Use of prescribed psychotropics dur-
ing pregnancy: a systematic review of pregnancy, neonatal, and 
childhood outcomes. Brain Sci. 2019;9:235.

	 44.	 Galbally M, Lewis AJ, Gentile S. The biology of fetal exposure 
to serotonin reuptake inhibitors: implications for neurodevelop-
ment. In: Migne IJ, Post JW, editors. Antidepressants: pharma-
cology, health effects and controversy. New York (NY): Nova; 
2012. p. 1–26.

	 45.	 Sadler TW. Selective serotonin reuptake inhibitors (SSRIs) and 
heart defects: potential mechanisms for the observed associa-
tions. Reprod Toxicol. 2011;32:484–9.

	 46.	 Vitalis T, Parnavelas JG. The role of serotonin in early cortical 
development. Dev Neurosci. 2003;25:245–56.

https://cks.nice.org.uk/topics/depression-antenatal-postnatal/management/pregnant-on-an-antidepressant
https://cks.nice.org.uk/topics/depression-antenatal-postnatal/management/pregnant-on-an-antidepressant
https://cks.nice.org.uk/topics/depression-antenatal-postnatal/management/pregnant-on-an-antidepressant


16	 F. M. C. Besag, M. J. Vasey 

	 47.	 Bérard A, Zhao J-P, Sheehy O. Antidepressant use during preg-
nancy and the risk of major congenital malformations in a cohort 
of depressed pregnant women: an updated analysis of the Quebec 
Pregnancy Cohort. BMJ Open. 2017;7: e013372.

	 48.	 Reis M, Källén B. Delivery outcome after maternal use of anti-
depressant drugs in pregnancy: an update using Swedish data. 
Psychol Med. 2010;40:1723–33.

	 49.	 Pedersen LH, Henriksen TB, Vestergaard M, Olsen J, Bech 
BH. Selective serotonin reuptake inhibitors in pregnancy and 
congenital malformations: population based cohort study. BMJ. 
2009;339: b3569.

	 50.	 Källén BAJ, Otterblad OP. Maternal use of selective seroto-
nin re-uptake inhibitors in early pregnancy and infant con-
genital malformations. Birth Defects Res A Clin Mol Teratol. 
2007;79:301–8.

	 51.	 Wogelius P, Nørgaard M, Gislum M, Pedersen L, Munk E, 
Mortensen PB, et al. Maternal use of selective serotonin reuptake 
inhibitors and risk of congenital malformations. Epidemiology. 
2006;17:701–4.

	 52.	 Boukhris T, Sheehy O, Mottron L, Bérard A. Antidepressant use 
during pregnancy and the risk of autism spectrum disorder in 
children. JAMA Pediatr. 2016;170:117–24.

	 53.	 Hviid A, Melbye M, Pasternak B. Use of selective serotonin 
reuptake inhibitors during pregnancy and risk of autism. N Engl 
J Med. 2013;369:2406–15.

	 54.	 Rai D, Lee BK, Dalman C, Golding J, Lewis G, Magnusson C. 
Parental depression, maternal antidepressant use during preg-
nancy, and risk of autism spectrum disorders: population based 
case-control study. BMJ. 2013;346: f2059.

	 55.	 Croen LA, Grether JK, Yoshida CK, Odouli R, Hendrick V. Anti-
depressant use during pregnancy and childhood autism spectrum 
disorders. Arch Gen Psychiatry. 2011;68:1104–12.

	 56.	 Man KKC, Chan EW, Ip P, Coghill D, Simonoff E, Chan PKL, 
et al. Prenatal antidepressant use and risk of attention-deficit/
hyperactivity disorder in offspring: population based cohort 
study. BMJ. 2017;357: j2350.

	 57.	 Sujan AC, Rickert ME, Öberg AS, Quinn PD, Hernández-Díaz 
S, Almqvist C, et  al. Associations of maternal antidepres-
sant use during the first trimester of pregnancy with preterm 
birth, small for gestational age, autism spectrum disorder, and 
attention-deficit/hyperactivity disorder in offspring. JAMA. 
2017;317:1553–62.

	 58.	 Clements CC, Castro VM, Blumenthal SR, Rosenfield HR, 
Murphy SN, Fava M, et al. Prenatal antidepressant exposure is 
associated with risk for attention-deficit hyperactivity disorder 
but not autism spectrum disorder in a large health system. Mol 
Psychiatry. 2015;20:727–34.

	 59.	 Figueroa R. Use of antidepressants during pregnancy and risk 
of attention-deficit/hyperactivity disorder in the offspring. J Dev 
Behav Pediatr. 2010;31:641–8.

	 60.	 McDonagh M, Matthews A, Phillipi C, Romm J, Peterson K, 
Thakurta S, et al. Antidepressant treatment of depression during 
pregnancy and the postpartum period. Evid Rep Technol Assess 
(Full Rep). 2014;216:1–308.

	 61.	 McDonagh MS, Matthews A, Phillipi C, Romm J, Peterson K, 
Thakurta S, et al. Depression drug treatment outcomes in preg-
nancy and the postpartum period: a systematic review and meta-
analysis. Obstet Gynecol. 2014;124:526–34.

	 62.	 Sujan AC, Öberg AS, Quinn PD, D’Onofrio BM. Annual 
research review: maternal antidepressant use during pregnancy 
and offspring neurodevelopmental problems - a critical review 
and recommendations for future research. J Child Psychol Psy-
chiatry. 2019;60:356–76.

	 63.	 Andrade C. Antidepressant exposure during pregnancy and risk 
of autism in the offspring, 2: do the new studies add anything 
new? J Clin Psychiatry. 2017;78:e1052–6.

	 64.	 Andrade C. Gestational exposure to antidepressant drugs and 
neurodevelopment: an examination of language, mathematics, 
intelligence, and other cognitive outcomes. J Clin Psychiatry. 
2022;83:2288.

	 65.	 Koren G, Ornoy A. Gestational exposure to serotonin reuptake 
inhibitors and pregnancy outcome; exploring the role of bias and 
confounders. Curr Neuropharmacol. 2021;19:2227–32.

	 66.	 Kapra O, Rotem R, Gross R. The association between prenatal 
exposure to antidepressants and autism: some research and public 
health aspects. Front Psychiatry. 2020;11: 555740.

	 67.	 Maloney SE, Rogers CE, Constantino JN. Antidepressants, preg-
nancy, and autism: setting the record(s) straight. Am J Psychiatry. 
2020;177:479–81.

	 68.	 Flores JM, Avila-Quintero VJ, Bloch MH. Selective seroto-
nin reuptake inhibitor use during pregnancy-associated with 
but not causative of autism in offspring. JAMA Psychiat. 
2019;76:1225–7.

	 69.	 Lemelin M, Sheehy O, Zhao J-P, Bérard A. Maternal ADHD 
medication use during pregnancy and the risk of ADHD in chil-
dren: importance of genetic predispositions and impact of using 
a sibling analysis. Eur Neuropsychopharmacol. 2021;44:66–78.

	 70.	 Brandlistuen RE, Ystrom E, Hernandez-Diaz S, Skurtveit S, 
Selmer R, Handal M, et al. Association of prenatal exposure 
to benzodiazepines and child internalizing problems: a sibling-
controlled cohort study. PLoS ONE. 2017;12: e0181042.

	 71.	 Gustavson K, Ystrom E, Ask H, Ask Torvik F, Hornig M, Susser 
E, et al. Acetaminophen use during pregnancy and offspring 
attention deficit hyperactivity disorder: a longitudinal sibling 
control study. JCPP Advances. 2021;1: e12020.

	 72.	 Brandlistuen RE, Ystrom E, Nulman I, Koren G, Nordeng H. Pre-
natal paracetamol exposure and child neurodevelopment: a sib-
ling-controlled cohort study. Int J Epidemiol. 2013;42:1702–13.

	 73.	 Kuja-Halkola R, D’Onofrio BM, Larsson H, Lichtenstein P. 
Maternal smoking during pregnancy and adverse outcomes in 
offspring: genetic and environmental sources of covariance. 
Behav Genet. 2014;44:456–67.

	 74.	 Obel C, Olsen J, Henriksen TB, Rodriguez A, Järvelin M-R, 
Moilanen I, et al. Is maternal smoking during pregnancy a risk 
factor for hyperkinetic disorder? Findings from a sibling design. 
Int J Epidemiol. 2010;40:338–45.

	 75.	 Eilertsen EM, Gjerde LC, Reichborn-Kjennerud T, Ørstavik RE, 
Knudsen GP, Stoltenberg C, et al. Maternal alcohol use during 
pregnancy and offspring attention-deficit hyperactivity disorder 
(ADHD): a prospective sibling control study. Int J Epidemiol. 
2017;46:1633–40.

	 76.	 Leshem R, Bar-Oz B, Diav-Citrin O, Gbaly S, Soliman J, Renoux 
C, et al. Selective serotonin reuptake inhibitors (SSRIs) and 
serotonin norepinephrine reuptake inhibitors (SNRIs) during 
pregnancy and the risk for autism spectrum disorder (ASD) and 
attention deficit hyperactivity disorder (ADHD) in the offspring: 
a true effect or a bias? A systematic review and meta-analysis. 
Curr Neuropharmacol. 2021;19:896–906.

	 77.	 Rommel A-S, Bergink V, Liu X, Munk-Olsen T, Molenaar NM. 
Long-term effects of intrauterine exposure to antidepressants on 
physical, neurodevelopmental, and psychiatric outcomes: a sys-
tematic review. J Clin Psychiatry. 2020;81:1965.

	 78.	 Vega ML, Newport GC, Bozhdaraj D, Saltz SB, Nemeroff CB, 
Newport DJ. Implementation of advanced methods for repro-
ductive pharmacovigilance in autism: a meta-analysis of the 
effects of prenatal antidepressant exposure. Am J Psychiatry. 
2020;177:506–17.

	 79.	 Halvorsen A, Hesel B, Østergaard SD, Danielsen AA. In utero 
exposure to selective serotonin reuptake inhibitors and develop-
ment of mental disorders: a systematic review and meta-analysis. 
Acta Psych Scand. 2019;139:493–507.



17Should Antidepressants be Avoided in Pregnancy?

	 80.	 Man KKC, Chan EW, Ip P, Coghill D, Simonoff E, Chan PKL, 
et al. Prenatal antidepressant exposure and the risk of attention-
deficit hyperactivity disorder in children: a systematic review and 
meta-analysis. Neurosci Biobehav Rev. 2018;86:1–11.

	 81.	 Esen BÖ, Ehrenstein V, Sørensen HT, Laugesen K, Pedersen L. 
Prenatal antidepressant exposure and the risk of attention-deficit/
hyperactivity disorder in childhood: a cohort study with triangu-
lation. Epidemiology. 2022;33:581–92.

	 82.	 Wang Z, Chan AYL, Ho PWH, Wong KHTW, Brauer R, Besag 
FMC, et al. Prenatal exposure to antidepressants or antipsy-
chotics and the risk of seizure in children. World Psychiatry. 
2022;21:322–3.

	 83.	 Christensen J, Trabjerg BB, Sun Y, Dreier JW. Association of 
maternal antidepressant prescription during pregnancy with 
standardized test scores of Danish school-aged children. JAMA. 
2021;326:1725–35.

	 84.	 Hagberg KW, Robijn AL, Jick S. Maternal depression and anti-
depressant use during pregnancy and the risk of autism spectrum 
disorder in offspring. Clin Epidemiol. 2018;10:1599–612.

	 85.	 Viktorin A, Lichtenstein P, Lundholm C, Almqvist C, D’Onofrio 
BM, Larsson H, et al. Selective serotonin re-uptake inhibitor 
use during pregnancy: association with offspring birth size and 
gestational age. Int J Epidemiol. 2016;45:170–7.

	 86.	 Furu K, Kieler H, Haglund B, Engeland A, Selmer R, Stephans-
son O, et al. Selective serotonin reuptake inhibitors and venla-
faxine in early pregnancy and risk of birth defects: population 
based cohort study and sibling design. BMJ. 2015;350: h1798.

	 87.	 Brown HK, Ray JG, Wilton AS, Lunsky Y, Gomes T, Vigod 
SN. Association between serotonergic antidepressant use dur-
ing pregnancy and autism spectrum disorder in children. JAMA. 
2017;317:1544–52.

	 88.	 Rai D, Lee BK, Dalman C, Newschaffer C, Lewis G, Magnusson 
C. Antidepressants during pregnancy and autism in offspring: 
population based cohort study. BMJ. 2017;358:2811.

	 89.	 Sørensen MJ, Grønborg TK, Christensen J, Parner ET, Vester-
gaard M, Schendel D, et al. Antidepressant exposure in preg-
nancy and risk of autism spectrum disorders. Clin Epidemiol. 
2013;5:449–59.

	 90.	 Laugesen K, Olsen MS, Telén Andersen AB, Frøslev T, Toft SH. 
In utero exposure to antidepressant drugs and risk of attention 
deficit hyperactivity disorder: a nationwide Danish cohort study. 
BMJ Open. 2013;3: e003507.

	 91.	 Nulman I, Koren G, Rovet J, Barrera M, Streiner DL, Feldman 
BM. Neurodevelopment of children prenatally exposed to selec-
tive reuptake inhibitor antidepressants: Toronto sibling study. J 
Clin Psychiatry. 2015;76:e842–7.

	 92.	 Brandlistuen RE, Ystrom E, Eberhard-Gran M, Nulman I, Koren 
G, Nordeng H. Behavioural effects of fetal antidepressant expo-
sure in a Norwegian cohort of discordant siblings. Int J Epide-
miol. 2015;44:1397–407.

	 93.	 Cohen JM, Wood ME, Hernández-Díaz S, Ystrom E, Nordeng 
H. Paternal antidepressant use as a negative control for maternal 
use: assessing familial confounding on gestational length and 
anxiety traits in offspring. Int J Epidemiol. 2019;48:1665–72.

	 94.	 Ververs T, Kaasenbrood H, Visser G, Schobben F, de Jong-
van den Berg L, Egberts T. Prevalence and patterns of anti-
depressant drug use during pregnancy. Eur J Clin Pharmacol. 
2006;62:863–70.

	 95.	 Lupattelli A, Twigg MJ, Zagorodnikova K, Moretti ME, Drozd 
M, Panchaud A, et al. Self-reported perinatal depressive symp-
toms and postnatal symptom severity after treatment with anti-
depressants in pregnancy: a cross-sectional study across 12 Euro-
pean countries using the Edinburgh Postnatal Depression Scale. 
Clin Epidemiol. 2018;10:655–9.

	 96.	 Underwood L, Waldie K, D’Souza S, Peterson ER, Morton S. A 
review of longitudinal studies on antenatal and postnatal depres-
sion. Arch Womens Ment Health. 2016;19:711–20.

	 97.	 Underwood L, Waldie KE, D’Souza S, Peterson ER, Morton 
SMB. A longitudinal study of pre-pregnancy and pregnancy 
risk factors associated with antenatal and postnatal symptoms of 
depression: evidence from growing up in New Zealand. Matern 
Child Health J. 2017;21:915–31.

	 98.	 Lefkovics E, Baji I, Rigó J. Impact of maternal deprssion on 
pregnancies and on early attachment. Infant Ment Health J. 
2014;35:354–65.

	 99.	 Grace SL, Evindar A, Stewart DE. The effect of postpartum 
depression on child cognitive development and behavior: a 
review and critical analysis of the literature. Arch Womens Ment 
Health. 2003;6:263–74.

	100.	 Beck CT. The effects of postpartum depression on child develop-
ment: a meta-analysis. Arch Psychiatr Nurs. 1998;12:12–20.

	101.	 Bayrampour H, Kapoor A, Bunka M, Ryan D. The risk of relapse 
of depression during pregnancy after discontinuation of antide-
pressants: a systematic review and meta-analysis. J Clin Psych. 
2020;81:19134.

	102.	 Palladino CL, Singh V, Campbell J, Flynn H, Gold KJ. Homi-
cide and suicide during the perinatal period: findings from the 
National Violent Death Reporting System. Obstet Gynecol. 
2011;118:1056–63.

	103.	 Hirschfeld RMA, Keller MB, Panico S, Arons BS, Barlow D, 
Davidoff F, et al. The national depressive and manic-depressive 
association consensus statement on the undertreatment of depres-
sion. JAMA. 1997;277:333–40.

	104.	 Valuck RJ, Orton HD, Libby AM. Antidepressant discontinuation 
and risk of suicide attempt: a retrospective, nested case-control 
study. J Clin Psych. 2009;70:1069–77.

	105.	 Brown JV, Wilson CA, Ayre K, Robertson L, South E, Moly-
neaux E, et al. Antidepressant treatment for postnatal depression. 
Cochrane Database Syst Rev. 2021;2:13560.

	106.	 Kautzky A, Slamanig R, Unger A, Höflich A. Neonatal out-
come and adaption after in utero exposure to antidepressants: 
a systematic review and meta-analysis. Acta Psychiatr Scand. 
2022;145:6–28.

	107.	 Vlenterie R, van Gelder MMHJ, Anderson HR, Andersson L, 
Broekman BFP, Dubnov-Raz G, et al. Associations between 
maternal depression, antidepressant use during pregnancy, and 
adverse pregnancy outcomes: an individual participant data 
meta-analysis. Obstet Gynecol. 2021;138:633–46.

	108.	 De Vries C, Gadzhanova S, Sykes MJ, Ward M, Roughead E. 
A systematic review and meta-analysis considering the risk for 
congenital heart defects of antidepressant classes and individual 
antidepressants. Drug Saf. 2021;44:291–312.

	109.	 Leung MTY, Wong KH, Ho PWH, Ip P, Wei L, Wong ICK, 
et al. Gestational exposure to antidepressants and risk of seizure 
in offspring: a systematic review and meta-analysis. Neurosci 
Biobehav Rev. 2021;131:345–59.

	110.	 Masarwa R, Bar-Oz B, Gorelik E, Reif S, Perlman A, Matok 
I. Prenatal exposure to selective serotonin reuptake inhibitors 
and serotonin norepinephrine reuptake inhibitors and risk for 
persistent pulmonary hypertension of the newborn: a systematic 
review, meta-analysis, and network meta-analysis. Am J Obstet 
Gynecol. 2019;220(57):e1-13.

	111.	 Gao S-Y, Wu Q-J, Sun C, Zhang T-N, Shen Z-Q, Liu C-X, et al. 
Selective serotonin reuptake inhibitor use during early pregnancy 
and congenital malformations: a systematic review and meta-
analysis of cohort studies of more than 9 million births. BMC 
Med. 2018;16:205.


	Should Antidepressants be Avoided in Pregnancy?
	Abstract
	1 Introduction
	2 What Types of Study Are to Be Preferred?
	3 Methods
	4 Results
	4.1 Recent Studies
	4.2 Earlier Studies
	4.3 Summary of Sibling-Control Studies

	5 Risk of Adverse Outcomes for Mother and Offspring Following Antidepressant Discontinuation During Pregnancy
	6 Conclusions
	Acknowledgements 
	References




