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Pharmacotherapy or Untreated Antenatal Depression:  
A False Dichotomy

Sona Dimidjian, PhD, and Michael W. O’Hara, PhD

Many depressed pregnant women struggle with the choice to take 
antidepressants or to remain untreated. This is a false choice. A 
large body of rigorous clinical research with depressed individuals 
in the general population demonstrates that psychotherapy is an 
efficacious treatment and a viable alternative to the options of no 
treatment or pharmacotherapy. Unfortunately, pregnant women 
have been excluded from much of this research.

The gold standard for determining the efficacy and safety of 
interventions is the use of randomized controlled trials (RCTs). 
RCTs are critical in allowing us to draw causal inferences about 
the efficacy of an intervention and to determine whether an in-
tervention causes harm. In recent decades, we have witnessed a 
rapid increase in the number of RCTs testing the efficacy of psy-
chotherapy for depression. Today, a range of psychotherapies have 
solid empirical support for the treatment of depression, including 
cognitive therapy,1 behavioral therapy,2 and interpersonal thera-
py.3 Other psychotherapies, such as mindfulness-based cognitive 
therapy, have support in the prevention of depression relapse.4,5 
Researchers now are examining ways to make these treatments 
more robust and more transportable to a range of health care de-
livery systems.

Moreover, among general adult populations, we not only know 
that psychotherapy is efficacious, we also know that it is a viable 
alternative to pharmacotherapy. Multiple studies have tested di-
rectly the comparative benefits and risks of psychotherapy and 
pharmacotherapy for depression. In a recent placebo-controlled 
study conducted at the University of Washington,2 for example, 
we found that behavioral therapy demonstrated comparable out-
comes to paroxetine, even among more severely depressed adults. 
In fact, there was no evidence of pharmacologic benefit among 
individuals with less severe major depressive disorder, results that 
were consistent with a previous RCT.6 We also have learned that 
psychotherapy offers enduring effects by preventing relapse after 

treatment is completed, whereas pharmacotherapy appears to offer 
protection only as long as patients continue treatment.7

There is an urgent need for more research on psychotherapy  
for depressed pregnant women. Pregnant women consistently re-
port preference for psychotherapy and other nonpharmacologic 
approaches,8 and yet there is 1 published RCT testing psycho-
therapy among depressed pregnant women.9 One study does not 
constitute a viable evidence base to guide women and their health 
care providers in making well-informed treatment decisions.

Greater strides have been made recently in the study of 
postpartum depression. For example, a study underway at the 
University of Iowa and Brown University (ClinicalTrials.gov Iden-
tifier: NCT00602355) is comparing interpersonal psychotherapy 
with sertraline and placebo among postpartum depressed women. 
Results of this work are expected to inform women and their pro-
viders about the benefits and limitations of psychotherapy and 
pharmacotherapy for postpartum depression. Certainly, there are 
important ethical and pragmatic challenges to doing such compara-
tive RCTs with pregnant women. However, there also are important 
ethical and pragmatic challenges to the widespread prescription of 
antidepressants antenatally10 in the absence of rigorously controlled 
data.

The management of depression during pregnancy requires 
weighing the risks and benefits of treatment to the woman and to 
her developing fetus. It is essential that we conduct research studies 
that rigorously test the full array of treatment options for depressed 
pregnant women. Research with depressed individuals at other 
points in the life cycle has demonstrated that psychotherapy is a vi-
able alternative to pharmacotherapy. The need for such studies with 
antenatal populations is clear and pressing. The state of our science 
with antenatal populations must catch up to the breadth and rigor 
of research with other depressed populations. Pregnant women, 
their families, and their health care providers deserve no less.
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