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Background
• Depression and anxiety affect about 20% of women during 

their life, with pregnancy and postpartum being periods of 
increased vulnerability1. 

• 6.8% of pregnant women used antidepressants during the 
first trimester, with this percentage rising each year2. 

• Prenatal depression is the strongest risk factor for postnatal 
depression, and prenatal depression can lead to adverse 
maternal and fetal outcomes3.

• Given the potential of risks to their developing fetus, many 
women contemplate stopping their antidepressant when 
planning for pregnancy or discovering they are pregnant4. 

• Per a 2005 study, despite being provided with reassuring 
evidence information by their physicians, 15% of patients 
using antidepressants opted to stop their medication. In 
contrast, merely 4% of those using gastric drugs and 1% of 
those using antibiotics opted to stop their medication4. 

Study Design
• Retrospective chart review

○ University Hospitals TriNetX provided list of MRNs
• Inclusion: 1) Ages 18-50, 2) Assigned female sex at birth, 3) 

History of at least 1 pregnancy, carried to term, from 2015 to 
present, 4) History of taking antidepressants for at least 2 
months before conception date of the pregnancy.

• Exclusion: 1) Patients who discontinued an antidepressant 
during pregnancy but also restarted during the prenatal 
period, 2) Current pregnancy, 4) Male sex or age <18 or >50

• Hypothesis I: Pts who discontinue antidepressants after 1st 
prenatal visit experience poorer prenatal wellbeing
○ Greater % missed appointments, greater # of visits to the 

ED, greater % patients with unhealthy (too low or high) 
weight change between first and last visits, greater 
average change in PHQ or GAD scores from first to last 
visit, greater average EPDS score, greater % reporting 
suicidal ideation during pregnancy, greater % reporting 
substance use during pregnancy

• Hypothesis II: Among patients who discontinued vs. 
continued their antidepressants, there are significant 
differences in ethnicity, and psychiatric diagnosis and severity

• Other aims: Study qualitative data, looking for details in the 
narrative, such as pt reasoning or physician communication

Results
 

Discussion
• Major scarcity of documented discussions between patients 

and physicians
○ Critical gap in the comprehensive understanding of the 

patient's mental health journey during pregnancy
○ Does OB/GYN believe this is within the scope of psychiatry?
○ Disconnect between specialties: How can we improve 

communication in maternal mental health care?
• Limitations:

○ Difficult to determine patient adherence to antidepressants
○ Data within the EHR is incomplete

■ Difficulty finding prenatal visit, delivery, or psychiatry 
notes, medication lists, etc.

■ University Hospitals recently switched their EHR platform
■ Patients may also get care from other institutions

○ Findings may not be generalizable to general populations
■ Sample: 69% White, 28% Black or AA, 3% Native Hawaiian

○ This study solely assessed the most recent pregnancy.
■ As a result, sample median ages are higher than median 

pregnancy ages of the general population
• Future Directions:

○ Increase sample size, study new variables (GAD, PHQ, etc.) 
○ Quantitative analysis of commonalities in charted discussions
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Preliminary Data:

1) 25% discontinued their 
antidepressants
2) Shared decision-making 
discussions documented more 
frequently among patients that 
discontinued medication.
- Only 12.5% patients who 

continued their medication 
had a documented discussion

3) Majority of the sample who 
continued their antidepressant 
were white. 
4) The frequency of anxiety was 
similar among both groups, but 
there seemed to be more 
patients with depression among 
the group that continued their 
medication
5) 82% of white patients 
continued, 56% of black or AA 
patients continued

Quotes from Documented 
Discussions:

“I did discuss that, generally, 
the risks of medication 
exposure is far outweighed by 
the risk of poorly treated 
mood disorders. Will plan to 
consult psychiatry for 
recommendations.”

"She was informed of her risks: 1) anxiety during pregnancy, and 
2) history of anxiety, as well as her first pregnancy and was 
recommended to continue treatment as prescribed. Discussed 
r/b/a of exposure to Citalopram in pregnancy including but not 
limited to Neonatal Adaptation Syndrome and Persistent 
Pulmonary HTN, as well as infant exposure during lactation. 
Discussed plan to manage risks, including schedule for follow up 
visits, referral for therapy (...). Her questions were answered, she 
verbalized understanding and agreed to the treatment plan.”

“Re-enforced importance of mother's 
mental health during pregnancy, 
correlating with healthy pregnancy and 
importance of maintaining adherence 
with prenatal care discussed. Caution 
abrupt discontinuation d/t risk for 
symptom exacerbation.”

“…weighting benefit 
vs risk; goal being 
effective symptom 
managed at lowest 
dose”


