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Abstract
This study aims to investigate decisional conflict and elucidate challenges in decision-making among perinatal women using 
or considering using antidepressant (AD) during pregnancy. A sequential, mixed-methods study was employed among preg-
nant and postnatal women in Norway who had been offered ADs in the last 5 years. Quantitative data were obtained through 
an electronic questionnaire. Decisional conflict in pregnancy was assessed using the Decisional Conflict Scale (DCS) defined 
as either low (< 25) or moderate-high ( ≥ 25) (evaluated retrospectively for postnatal women). Logistic regression was used to 
identify factors associated with moderate–high decisional conflict. Qualitative data were collected through focus groups with 
pregnant and postnatal women, and an inductive approach was used for data analysis. Among 174 pregnant and 102 postnatal 
women, 67.8% and 69.6%, respectively, reported moderate–high decisional conflict during pregnancy. Unsatisfactory doctor-
patient relationship was associated with greater likelihood of having moderate–high decisional conflict in pregnancy, both 
in pregnant (aOR = 1.20, 95% CI: 1.00–1.44) and postnatal women (aOR = 1.40, 95% CI: 1.08–1.82). Reported barriers to 
decision-making regarding AD use in pregnancy encompassed five DCS subscales: uninformed knowledge following con-
tradictory research and unfamiliarity with authorised resources, unclear values due to emotional blunting and fear associated 
with AD use, inadequate support, uncertainty in decisions and ineffective decisions due to difficulty in finding personalised 
treatment, and diverging recommendations by the healthcare providers (HCPs). The quality of the interaction with the HCP 
plays a crucial role in managing decisional conflict and supporting informed decisions in the management of perinatal mental 
illness. This study highlights the need for increased provision of clear, evidence-based information by HCPs to facilitate 
shared decision-making and create personalised treatments for perinatal women considering AD use during pregnancy.
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Introduction

Mental illness is one of the most common morbidities of 
the perinatal period, which includes pregnancy and up to 
1 year postpartum, affecting approximately five to 10% of 
women of childbearing age (Farr et al. 2014; Gavin et al. 
2005). Perinatal mental illness can have negative impacts on 
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maternal–fetal health and can lead to cognitive, emotional, 
and behavioural disturbances in the early mother-infant rela-
tionship (Becker et al. 2016; Biaggi et al. 2016). Given the 
high prevalence and significant morbidity associated with 
perinatal mental illness, it is important to use evidence-
informed management approaches (Becker et al. 2016).

Antidepressants (ADs) are commonly used to treat peri-
natal mental illness, particularly depression and anxiety 
(Kittel-Schneider et al. 2022). The decision to use ADs dur-
ing pregnancy depends on various factors, such as illness 
severity, treatment history, and women’s preferences. Tai-
lored pharmacological treatment with ADs, either alone or 
in combination with psychotherapy, may be necessary (Den-
nis et al. 2017; Gavin et al. 2005; Vigod et al. 2016). How-
ever, making treatment decisions, including the use of ADs, 
can be challenging for healthcare providers (HCPs) and peri-
natal women due to limited evidence about the comparative 
benefits to women (Bayrampour et al. 2020). Research has 
primarily focused on possible medication harms to the off-
spring (McDonagh et al. 2014), leading to uncertainty that 
can impact women’s mental health and result in decisional 
conflict regarding the use of ADs.

Studies have shown that approximately 60% of pregnant 
women facing decisions about the use of ADs experience 
high decisional conflict (Barker et al. 2020a, b). Perceived 
barriers to decision-making include patient factors such as 
disease severity, difficulty in assessing risk–benefit, and 
overestimating the adverse effects of ADs, as well as insti-
tutional factors such as unavailability of psychotherapy, 
lack of access to high-quality information, and general 
practitioners' (GP) limited expertise regarding pharmaco-
therapy (Hippman and Balneaves 2018). However, only 
a few studies from the USA and Canada and one narra-
tive review have examined this topic (Barker et al. 2020a, 
b; Hippman and Balneaves 2018; Patel and Wisner 2011; 
Walton et al. 2014a, b). One mixed-methods study showed 
that many pregnant women with depression reported uncer-
tainty regarding how to treat their illness, and that those 
with more severe depressive symptoms were more likely 
to endorse decisional conflict (Walton et al. 2014a, b). No 
similar studies from Europe have been published, creating 
an important knowledge gap considering the differences in 
AD treatment rate between European and non-European 
countries (Molenaar et al. 2020) and the lack of homog-
enous treatment recommendations (Molenaar et al. 2018). 
Furthermore, the few prior studies were either conducted in 
clinical settings or were solely based on survey data, limit-
ing the representativeness of the results. Therefore, further 
exploration of treatment decision-making difficulties in the 
perinatal population is warranted.

User participation and democratisation of healthcare is 
gaining more attention in clinical practice, and HCPs play 
a significant role in ensuring user participation (Stevenson 

et al. 2000). It is important to use evidence-based shared 
decision-making when considering to choose ADs, how-
ever, in the context of pregnancy or lactation, this process 
involves weighing the possible risk of exposure in utero or 
in breast milk against the potential adverse effects of sub-
optimally treated maternal perinatal depression to both the 
mother and child. The complexity of the decision-making 
process around ADs in pregnancy and postpartum calls for 
a deeper understanding of women’s perspectives and needs 
to ensure that the best possible patient-centred treatment 
choices are made.

In this mixed-methods study, we sought to examine treat-
ment decisional dilemma among women using or consid-
ering using AD medication during pregnancy, including 
quantitative and qualitative factors that govern this decision-
making. In addition, we aimed to converge both the analyses 
for comparison and interpretation (Sandelowski 2000).

Materials and methods

Quantitative study phase

Study design and participants

We conducted a sequential mixed-methods study called 
HEALTHx2 where the qualitative aspect expanded upon 
participants’ responses in the initial quantitative phase 
(Pluye and Hong 2014). The theoretical underpinnings 
for this study were gained from Ottawa Decision Sup-
port Framework (ODSF) (O’Connor and Jacobsen 2007). 
The ODSF has been used as an evidence-based, practi-
cal approach to good decision support (O’Connor and 
Jacobsen 2007). Participants were recruited from Norway 
between June 2020 and June 2021. The quantitative data 
were collected using an electronic questionnaire adminis-
tered via “Nettskjema” provided by the University of Oslo. 
Participants could choose to access the questionnaire anon-
ymously or by using their national ID number. The com-
plete questionnaire and information on recruitment meth-
ods have previously been published (Bjørndal et al. 2022). 
The current study included only women who participated 
using their national ID numbers, as only these consented to 
participate in the qualitative phase of the study.

In the overall study, women were eligible to participate 
if they (i) were in the age group 18–55 years; (ii) were plan-
ning a pregnancy, were pregnant, or had given birth within 
the last 5 years (hereafter, mothers); and (iii) have or previ-
ously have had a mental illness and had been offered treat-
ment with an AD within the last 5 years. In this specific 
study, only pregnant and postnatal women were included.
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Outcome

The main outcome of this study was decisional conflict, 
measured retrospectively in postnatal women and prospec-
tively in pregnant women, using the Decisional Conflict 
Scale (DCS) (O’Connor and Jacobsen 2007) in the elec-
tronic questionnaire. Both pregnant and postnatal women 
were asked to report on their decision-making difficulties 
related to ADs in the pregnancy period (Bjørndal et al. 
2022). The DCS comprises 16 items measuring five dimen-
sions of decision-making: feeling uncertain, uninformed, 
unclear about values, unsupported, and ineffective decision-
making. The score ranges from 0 (no decisional conflict) 
to 100 (extremely high decisional conflict). In line with 
prior research, the total DCS score was categorised into low 
(score < 25) and moderate to high (score ≥ 25) decisional 
conflict. A total score of ≥ 25 is indicative of distress as well 
as delayed and ineffective decision-making (O’Connor and 
Jacobsen 2007). The DCS has five subscales: (1) informed (3 
items): how adequately informed the individual feels about 
the treatment options and each of their potential risks and 
benefits; (2) values clarity (3 items): how much difficulty an 
individual is having with weighing the personal importance 
of the potential risks and benefits of each treatment option; 
(3) support (3 items): perceived level of support with the 
decision-making process; (4) uncertainty (3 items): level of 
uncertainty in choosing between options; and (5) effective 
decision (4 items): how confident the individual is that she 
has made the best possible choice. The DCS has been used 
previously in perinatal populations (Barker et al. 2020a, b; 
Walton et al. 2014a, b).

Mental health factors and use of antidepressants

Participants were asked if they had previously received or 
were currently receiving psychotherapy (dichotomised as no 
previous or current psychotherapy received before, during, 
or after pregnancy). Participants could indicate whether they 
currently had or previously had a mental illness within a pre-
defined list including depression, anxiety, obsessive–com-
pulsive disorder, eating disorder, other mental illness, or no 
mental illness. As the diagnosis of mental illness might not 
have been clinically verified by the HCP, a clinical distinc-
tion between minor and major depression had not always 
been made, but symptomatology was rated by the use of the 
Edinburgh Depression Scale (EDS).

Active depressive symptoms at the time of study partici-
pation were measured using the EDS (Cox et al. 2014). The 
EDS is a self-rating 10-item scale validated in pregnancy and 
postpartum period for major and minor depression in clini-
cal settings, with satisfactory Cronbach’s alpha reliability 
(0.87). The EDS has previously been validated in a Norwe-
gian sample (Cox et al. 2014). Women are asked to rate how 

they have been feeling in the past 7 days. Each item response 
scores 0–3 on an ordinal scale, producing a total EDS score 
of 0–30. Higher scores indicate worse symptomatology. A 
cut-off score of ≥ 13 was used to determine the presence of 
active depressive symptoms. Symptoms of depressed mood 
and anhedonia over the past 2 weeks were also captured 
using the Patient Health Questionnaire-2 (PHQ-2) to screen 
for depression in a “first-step” approach (Kroenke et al. 
2003). In addition to mental illnesses, the survey collected 
information on participants’ AD use before, during, and 
after pregnancy. The patterns of use were defined as non-
users before or during pregnancy, continuers in pregnancy, 
discontinuers before pregnancy, initiators in pregnancy, and 
re-initiators after childbirth.

Participants were asked to indicate their perceived effec-
tiveness of ADs for treating mental illness both in general 
and during pregnancy, by rating this on a scale from 0 (not 
at all) to 10 (very useful). To examine the risk perception of 
ADs (how potentially harmful they could be to the child’s 
development when used perinatally), participants were asked 
to rate it on a scale from 0 (not at all) to 10 (very harmful). 
This question has previously been used in another multina-
tional study that measures women’s perception of risk to the 
foetus with regard to psychotropic drugs, alcohol, herbal 
medicines, smoking, and thalidomide (Petersen et al. 2015). 
To examine the relationship between the perception of ben-
efit and the perception of risk, the benefit-risk balance was 
calculated. The positive benefit-risk balance indicated that 
the perception of benefit is higher than the perception of 
risk, while negative values indicated that the perception of 
risk is higher than the perception of utility.

Finally, the Antidepressant Compliance Questionnaire 
(ADCQ) scale was used to assess the doctor-patient rela-
tionship and partner support among women who reported 
using ADs before, during, or after their pregnancy (11). 
Only four items related to HCP and partner support from 
this 33-item scale were used in this study. Each item was 
rated on a 4-point scale from 1 (mostly agree) to 4 (mostly 
disagree) producing a total score of 4 to 12 for the relation-
ship with the doctor, and 1 to 4 for the partner relationship. 
Higher scores mean that the woman is not content with her 
doctor and the information provided regarding treatment, 
and that her partner does not show a positive attitude towards 
her treatment with ADs.

Sociodemographic and maternal characteristics

These included pregnancy status at the time of study par-
ticipation (i.e. currently pregnant or postnatal), maternal 
age, mother tongue different from Norwegian, education, 
marital status, parity, occupation, planned pregnancy, body 
mass index (BMI) at time of conception, gestational age, and 
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smoking in pregnancy, and for those postpartum: child’s age 
and breastfeeding status.

Qualitative study phase

This study adopted a focus group study design. We pur-
posively recruited participants with moderate to high DCS 
score on AD use during pregnancy from three different AD 
exposure groups, i.e. continuers in pregnancy, discontinu-
ers before pregnancy, and non-users. All women reported 
depression, alone or in combination with anxiety. Qualitative 
transcript-based data were collected through four semi-struc-
tured virtual focus groups to identify trends and patterns 
in women’s decisional conflict regarding the use of ADs. 
Thirteen women from across Norway participated in four 
virtual focus groups (Supplementary 1).

To conduct the virtual focus groups, the online platform 
Zoom was used. A moderator with expertise in perinatal 
mental health led each virtual group and used a semi-struc-
tured interview guide (Supplementary 2). A co-moderator 
observed each session via the internet and assisted with 
logistical issues. The duration of each focus group was lim-
ited to between 40 and 60 min and was performed in Norwe-
gian. The focus groups were audio-recorded and transcribed, 
capturing only pertinent data for the study. During the focus 
groups, we sometimes experienced technical issues like 
audio problems and waiting for some participants. We did 
not include such data and pauses, stutters, and other noises 
in the transcripts. The Norwegian transcripts were translated 
into English to facilitate independent data analysis. We ini-
tially used Google translator, and thereafter two research 
team members corrected and verified the translations. The 
transcripts also underwent “denaturalisation”: a process in 
which “existing noises” are removed and “non-standard 
speeches and accents are standardised” (Oliver et al. 2005).

Data analysis

Descriptive quantitative statistics were conducted as 
appropriate. Associations between sociodemographic and 
maternal characteristics and moderate to high DCS scores 
were estimated by univariate and multivariate logistic 
regression models; results are presented as adjusted odds 
ratios (aOR) with 95% confidence intervals (CI). Candi-
date variables were first selected in the univariate analy-
ses, based on p-value < 0.1. Then, non-significant variables 
(p-value > 0.05) and those with less than a 20% change in 
beta-coefficients compared to the retained variables were 
removed. The final adjusted models included statistically 
significant variables and those yielding a change equal to 
or greater than 20% in the beta-coefficients. Analyses were 
conducted separately in pregnant and postnatal women at 
the time of study participation, as the latter group reported 

retrospectively on their DCS during pregnancy. Missing 
data on the DCS (2.9%) and maternal factors (e.g. 5.9% 
in mental illnesses) were imputed using multiple imputa-
tion with chained equation (20 imputations). Because some 
women took ADs only in the 4 years after giving birth, we 
conducted a sensitivity analysis which excluded women 
with new-onset postpartum illnesses. Data were analysed in 
RStudio 4.1.2 (RStudio Team, RStudio PBC, MA, USA) and 
Stata 16.1 (Stata Corporation, College Station, TX, USA).

Qualitative data were analysed by two researchers using 
an inductive approach. Data were analysed based on the 
principles of systematic text condensation, which included 
(1) getting an overall idea by reading all the transcripts 
and identifying initial codes; (2) recognising initial themes 
based on the list of codes from each focus group; and (3) 
creating synthesised descriptions of the codes describing the 
similar phenomena under overarching concepts and themes 
(Malterud 2012) (Supplementary 3). The data saturation 
point was deemed to be reached when same themes were 
repeated by the participants. The software NVivo (version 
12; QSR International) was used for the qualitative analysis.

Finally, to achieve convergence, the identified themes 
were linked with results from the quantitative analysis of 
the DCS subscales for comparison and interpretation (San-
delowski 2000).

Ethics

This study was carried out in compliance with the Helsinki 
Declaration. Electronic informed consent was given by each 
participant. The Regional Ethics Committee in Norway, 
region Southeast (reference number 94347), and the Nor-
wegian Centre for Research Data (reference number 943055) 
approved the study. All data were stored and analysed within 
TSD, a service for secure data storage within the University 
of Oslo.

Results

Quantitative results

In total, 276 women reached the final study sample encom-
passing 174 pregnant and 102 postnatal women as summa-
rised in Fig. 1.

Table 1 presents participants’ sociodemographic, mater-
nal, and health-related characteristics by pregnancy status at 
the time of the study participation.

In total, 67.8% (n = 118/174) of pregnant and 69.6% 
(n = 71/102) of postnatal women reported moderate to 
high DCS score (≥ 25) during pregnancy. Depression 
and anxiety were the most common mental illnesses. 
Comorbidity with another mental illness was reported by 



673Assessing decisional conflict and challenges in decision‑making among perinatal women using…

1 3

69.0% of pregnant and 71.6% of postnatal women. The 
majority of postnatal women (77.5%) had experienced 
mental illness before or during pregnancy. When asked 
about their preference regarding the use of ADs, stop-
ping the AD during pregnancy was the strongest prefer-
ence for both pregnant and postnatal women. Prenatal use 
of ADs was considered safe by 52.9% of postnatal and 
59.2% of pregnant women. Postnatal women reported a 
low risk perception regarding treatment with ADs, hence, 
showing a higher benefit-risk difference. Both pregnant 
and postnatal women were slightly dissatisfied with their 
relationship to their HCPs.

Figure 2 presents the DCS subscale scores using means 
and standard deviations (SD) among pregnant and postna-
tal women. Both pregnant and postnatal women reported 
scores of ≥ 25 for all the subscales. Scores of ≥ 37.5 were 
observed in the “informed” and “uncertainty” subscales. 
The Cronbach’s alpha for the total DCS was 0.71 among 
pregnant and 0.75 among postnatal women.

The results of the sensitivity analysis excluding the 23 
women who developed new-onset postnatal mental illness 
did not materially deviate from the main analysis (Sup-
plementary 4 and 5).

Factors associated with moderate to high‑decisional 
conflict during pregnancy

Results of the univariate and initial full multivariable 
analyses between the individual maternal factors and 
moderate to high DCS score are shown in Supplementary 
6 and 7 for the pregnant and postnatal sample, respec-
tively. In the adjusted multivariable analysis, few factors 
were independently associated with moderate to high 
DCS score in pregnancy (Table 2). Pregnant women pre-
ferring either non-pharmacological treatment or no treat-
ment were more likely to experience moderate to high 
DCS score (aOR = 2.26, 95% CI: 1.13–4.49) relative to 
those not having such preference. Among AD users, an 
unsatisfactory doctor-patient relationship was positively 
associated with greater likelihood of having moder-
ate to high DCS score in pregnancy, in both pregnant 
(aOR = 1.20, 95% CI: 1.00–1.44) and postnatal women 
(aOR = 1.40, 95% CI: 1.08–1.82). No other factors were 
found to be significantly associated with DCS; having 
multiple mental illnesses was borderline associated with 
greater DCS score in postnatal women (Supplementary 
7). Similar findings were observed in the complete case 

Fig. 1  Data flow to achieve the 
final study sample. DCS, deci-
sional conflict scale. *Proxies of 
mental illness included having 
used a psychotropic medication 
or non-pharmacological psy-
chotherapy in the past or cur-
rently, having active depressive 
symptoms or self-harm thoughts 
at the time of questionnaire 
response as measured by the 
EDS scale (> 10) or the PHQ-2 
scale (responded as “yes” to at 
least 1 item out of 2) or having 
used ADs any time before and 
1 year after pregnancy. These 
proxies were used to verify 
whether women with missing or 
no reported mental illness based 
on self-reported diagnoses had 
proxies of mental illness (since 
this was an eligibility criterion 
in the study)
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Table 1  Sociodemographic, maternal, and health-related characteris-
tics of the study sample (n = 276)

Pregnant
(n = 174)

Postnatal
(n = 102)

Sociodemographic and maternal characteristics
Maternal age (years), mean ± SD 30.9 (4.4) 31.0 (4.7)
   < 25 14 (8.1) 5 (4.9)
   25–35 134 (77.0) 83 (81.4)
    > 35 26 (14.9) 14 (13.7)
Mother tongue (Norwegian) 157 (90.2) 91 (90.1)
Education
   School/high school 49 (28.2) 31 (30.4)
   College/university 125 (71.8) 71 (69.6)
Marital status
   Married/co-inhabiting 163 (93.7) 98 (96.1)
   Single/separated/divorced/other 11 (6.3)  < 5
Occupation
   Student/homemaker 17 (9.8) 14 (13.7)
   Healthcare professional 32 (18.4) 18 (17.7)
   Other paid work 101 (58.0) 54 (52.9)
   Unemployed/sick leave/social support 24 (13.8) 16 (15.7)
Planned pregnancy
   Yes 129 (74.1) 70 (68.6)
   No 12 (6.9) 13 (12.8)
   No, but it was not unexpected 32 (18.4) 19 (18.6)
BMIa, mean ± SD 25.8 (5.2) 25.8 (5.8)
   Underweight 5 (2.9)  < 5
   Normal 87 (50.0) 56 (54.9)
   Overweight 82 (47.1) 45 (44.1)
Gestational age (weeks), mean ± SD 18.5 (9.9) N/A
   First trimester (< 14 weeks) 69 (39.7) N/A
   Second trimester (14 to < 28 weeks) 68 (39.1) N/A
   Third trimester (28 weeks to end of pregnancy) 37 (21.2) N/A
Child’s age

     ≤ 6 months N/A 45 (44.1)
     ≥ 6 months to < 1 year N/A 21 (20.6)
   > 1 year N/A 36 (35.3)
Breastfeeding (current or previous) N/A 90 (88.2)
Parity
   Nulliparous 112 (64.4) N/A
   Multiparous 62 (35.6) 40 (39.2)
Smoking in pregnancy
   Yes 10 (5.8)  < 5
   No 164 (94.2) 99 (97.1) 

Decisional conflict during pregnancy
  DCS, mean ± SD 36.2 (22.1) 39.1 (22.0)
  Low DCS (< 25) 46 (26.4) 28 (27.5)
  Moderate to high DCS (≥ 25) 118 (67.8) 71 (69.6) 

Mental health factors and use of antidepressants
Mental illnesses
   Depression 139 (79.9) 94 (92.2)
   Anxiety 131 (75.3) 77 (75.5)
   Other mental  illnessesd 71 (40.8) 50 (49.0)
Number of mental illnesses
   One mental illness 52 (29.9) 23 (22.5)
   Two or more mental illnesses 120 (69.0) 73 (71.6)

a At the start of the pregnancy. bPHQ-2, Patient Health Questionnaire-2; 
cEDS, Edinburgh Depression Scale; dinclude obsessive–compulsive 
disorders, eating disorders, and other mental illness; eAD, antidepres-
sants. fRefers to pharmacological treatment together with psychother-
apy; also includes unknown time period. gRegarding child’s develop-
ment; hwith regard to the doctor-patient relationship, mothers showed a 
higher disagreement with their doctor and information provided regard-
ing treatment. iMothers showed a higher disagreement towards their 
partners not showing a positive attitude towards their treatment with 
ADs. Missing data in pregnant women: < 2% in planned pregnancy, 
preferable psychiatric treatment, psychotherapy, AD use, preference for 
AD use, mental illnesses, and depressive symptoms; 6.9% in belief in 
safety of AD use in pregnancy and 5.8% in decisional conflict. Missing 
data in mothers: < 2% in mother tongue, parity, preferable psychiatric 
treatment, preference for AD use, and depressive symptoms; 2.9% in 
psychotherapy, AD use; 5.9% in mental illnesses; 13.7% in belief in 
safety of AD use in pregnancy; and 2.9% in decisional conflict. Most 
postnatal women (77.5%) had a pre-existing mental illness

Table 1  (continued)

Pregnant
(n = 174)

Postnatal
(n = 102)

Depressive symptoms
   PHQ-2b (≥ 1), n (%) 100 (57.5) 58 (56.9)
    EDSc, mean ± SD 9.3 (5.3) 10.4 (5.4)
   EDS (≥ 13), n (%) 49 (28.2) 34 (33.3)
Preferable psychiatric treatment
   Treatment with  ADe 25 (14.4) 7 (6.9)
   Non-pharmacological treatment 53 (30.5) 42 (41.2)
   Combination  treatmentf 41 (23.6) 23 (22.5)
   No treatment 20 (11.5) 12 (11.8)
   Unsure 34 (19.5) 17 (16.7)
Psychotherapy
  No previous or current psychotherapy 87 (50.0) 42 (41.2)
  Received before, during or after pregnancy 84 (48.3) 57 (55.9)
AD use
   Non-users before or during pregnancy 50 (28.7) 28 (27.5)
   Discontinuers before pregnancy 49 (28.2) 23 (22.6)
   Continuers in pregnancy 67 (38.5) 34 (33.3)
   Initiators in pregnancy 5 (2.9)  < 5
   Reinitiators after childbirth N/A  < 5
Preference for AD use in pregnancy
   Continue to use the same AD 38 (21.8) 19 (18.6)
   Switch to another AD 7 (4.0)  < 5
   Stop 81 (46.6) 40 (39.2)
   Reduce the dose 20 (11.5) 10 (9.8)
   No preference 27 (15.5) 27 (26.5)
Trust in safety of AD use in pregnancy
   Safe in pregnancy 103 (59.2) 54 (52.9)
   Not safe 59 (33.9) 34 (33.3)
Benefit-risk  perceptiong of AD in pregnancy
   Benefit perception, mean ± SD 5.5 (3.8) 5.2 (4.2)
   Risk perception, mean ± SD 4.2 (2.5) 4.5 (2.6)
   Difference, mean ± SD 1.7 (5.3) 1.5 (5.7)
Benefit-risk perception of AD when breastfeeding
   Benefit perception, mean ± SD 5.5 (3.8) 5.2 (4.2)
   Risk perception, mean ± SD 4.0 (2.6) 3.8 (2.9)
   Difference, mean ± SD 1.7 (5.3) 2.4 (6.2)
Doctor-patient  relationshiph, mean ± SD 5.2 (2.6) 5.6 (3.0)
Partner  supporti, mean ± SD 1.8 (0.8) 2.1 (1.0)
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analyses, which align with the results obtained from the 
multiple imputed data analyses (data not shown).

Qualitative results

In total, 13 women participated in the focus groups (preg-
nant = 9, postnatal = 4) (Supplementary 1). The sociodemo-
graphic, maternal, and health-related characteristics of the 
focus group participants are presented in the supplementary 
materials (Supplementary 1). Table 3 presents the compari-
son of quantitative DCS subscale findings and qualitative 
data. Our analysis resulted in 11 subthemes indicating 
decisional conflict among the participants regarding their 
treatment with ADs (Supplementary 3). Women who scored 
higher or lower in the DCS subscales also reported similar 
responses in the qualitative data, hence, mutually confirm-
ing each other. We did not find any dissonance between our 
quantitative and qualitative results.

Uninformed knowledge

Postnatal women were more often uninformed than pregnant 
women (DCS mean scores 63.8 vs. 56.0, Table 3). Due to 
limited research available and unfamiliarity with the national 
authorised online resources, most of the participants found it 
challenging to get the right help and evidence-based safety 

information. Almost all participants relied on web-based 
resources for information on the safety of AD use, but some 
found it to be overwhelming or unclear.

Unclear values

Postnatal women were more often unclear about personal values 
for benefits and risks than pregnant women. For some women, 
emotional numbness resulting from AD use posed a challenge 
in deciding whether to initiate or continue the treatment during 
pregnancy, leaving them uncertain about their choice. Others expe-
rienced decisional conflict due to fear and concerns about foetal 
exposure to ADs and the unknown risks they posed. All partici-
pants reported some degree of fear associated with AD use during 
pregnancy, which hindered their decision-making.

Inadequate support

Both pregnant and postnatal women reported feeling unsup-
ported in their decision-making process during pregnancy 
either due to social pressure or due to referral and access issues. 
Participants reported not receiving enough peer support from 
trusted social platforms which ultimately made it hard to par-
ticipate fully in shared decision-making about their treatment. 
Many participants reported that access to specialised care or 
regular counselling with a trained therapist was not easy. They 

Fig. 2  Decisional conflict scale 
(DCS) subscale scores among 
pregnant and postnatal women 
presented using means and 
standard deviations (SD)

Table 2  Results of adjusted 
multivariable logistic regression 
for the association between 
moderate to high DCS score in 
pregnancy and maternal factors

aOR, adjusted odds ratio; NI, not included

Predictors Pregnant Postnatal

aOR (95% CI) aOR (95% CI)
Preferable psychiatric treatment
  Treatment with AD/combination of psychotherapy and 

pharmacological treatment
Ref NI

Non-pharmacological treatment/ No treatment/ Unsure 2.26 (1.13–4.49) NI
  Doctor-patient relationship 1.20 (1.00–1.44) 1.40 (1.08–1.82)
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had to either have more symptoms or had to wait for quite a 
long period to be referred. Some participants also reported low 
levels of empathy among HCPs when they wanted to talk about 
the different treatment options in pregnancy.

Uncertainty in decisions

Many participants reported being uncertain about their 
treatment choices either due to themselves having to make 
the final decision or due to their experiences of HCPs with 
limited expertise in the field of perinatal mental health. In 
many cases, participants informed that they had to initiate 
discussions with the providers about medication use during 
pregnancy and that they were left to educate themselves 
about the risks and benefits of the medications or trusting 
their intuition or "gut feelings" to make a decision.

Ineffective decisions

Participants found it difficult to find the personalised treat-
ment for their illness. Almost all participants reported 
ineffective decision-making due to voluminous and 
inconsistent online information from non-certified sites 
and due to the differing recommendations by the HCPs. 
For instance, some HCPs would recommend tapering the 
AD dose, and others would prescribe a different AD in 
pregnancy. For others, the readiness of HCPs to prescribe 
ADs instead of taking a holistic approach, i.e. one with 
informed decision-making or recommending psychother-
apy alone, made it harder for them to decide. For first-
time AD users, initiating the treatment during pregnancy 
was confusing due to multiple treatment options. They 
also reported that the presence of multiple treatment 
options such as pharmacotherapy and/or psychotherapy 
made it hard to find the right treatment especially when 
the patient found her HCP to have insufficient expertise. 
For some participants, weighing the risks was not easy 
and somewhat tiring. They needed more support both 
online and during visits to have proper communication 
for making informed decisions with their HCPs regarding 
their fears and the potential adverse effects of ADs, and 
if they wanted to opt for non-pharmacological options as 
first choice.

In contrast, treatment response served as an enabler 
for some women in their decision-making. The euthymic 
women reported that they chose to receive maintenance 
pharmacotherapy during pregnancy as they did not want 
to lose the progress they had made before conception. This 
was the main reason that helped in easing their decision-
making process. On the other hand, for one treatment-
resistant participant, prior experience with AD ineffec-
tiveness made decision-making regarding AD use easy. 

Four participants reported that it was because of the fear 
of postpartum depression that they wanted to continue the 
use of an AD during pregnancy. For some participants, the 
severity of the disease itself was the main enabling factor 
to continue using an AD.

Discussion

This study examined shared decision-making perspectives 
among women using or considering to use AD medication 
in pregnancy, including barriers that impact the decision on 
whether or not to use ADs. To our knowledge, this is the first 
mixed-methods study to investigate decision-making difficulties 
in a Norwegian sample of women with mental illness at the time 
around pregnancy. Access to mental healthcare services and 
AD prescribing practices vary by country, making it crucial to 
understand the perspectives of women in each national setting 
to guide public health interventions. Using a mixed-methods 
approach, this study provides novel knowledge on the extent 
of decisional conflict about AD treatment in perinatal women, 
as well as on individual perspectives and lived barriers in such 
decision-making. An unsatisfactory relationship with the HCP 
was associated with an increased likelihood of moderate to high 
decisional conflict in pregnancy. This finding was consistent 
among pregnant and postnatal women, suggesting that bias 
due to retrospective DCS assessment for postnatal women is 
likely to be minimal. In women experiencing moderate to high 
decisional conflict about AD use in pregnancy, uninformed 
knowledge, unclear values, inadequate support, uncertainty 
in decisions, and ineffective decisions are major barriers to 
participation in effective shared decision-making with HCPs.

The majority of women in our sample reported experiencing 
moderate to high decisional conflict during pregnancy. This is 
not surprising as high decisional conflict about treatment has 
been observed even among non-pregnant patients in special-
ist mental healthcare (Metz et al. 2018). However, the higher 
degree of decisional conflict reported in our study compared 
to others (Patel and Wisner 2011) may be somewhat counter-
intuitive, given Norway’s public maternal healthcare system. 
Compared to previous studies, our sample of pregnant women 
had a range of mental illnesses, a high degree of co-morbidity 
in diagnosis, high level of current depressive symptoms, and 
higher mean DCS scores during pregnancy (Patel and Wisner 
2011; Walton et al. 2014a, b). About 41.4% of our pregnant 
sample were continuers or initiators of AD in pregnancy, which 
is higher than in a previous study where 32.5% of pregnant 
women intended to start or continue AD use (Barker et al. 
2020a, b). These findings may suggest that our sample rep-
resents a moderate to severe class of perinatal mental illness, 
offering novel and valuable insights into the management of 
this high-risk group. Additionally, the prescribing threshold for 
ADs during pregnancy and postpartum is higher in our sample 



680 F. Tauqeer et al.

1 3

compared to other countries (Molenaar et al. 2020; Kittel-Sch-
neider et al. 2022). Our qualitative results support these find-
ings, as women often struggled to obtain information regarding 
their treatment.

In both pregnant and postnatal women, non-pharma-
cological treatment was the preferred option, followed by 
combination treatment if necessary. This preference emerged 
from both quantitative and qualitative analyses, with women 
citing decision-making barriers such as referral to special-
ist psychiatrists or psychologists and access issues. Focus 
group results indicated that the majority of women preferred 
to start with non-pharmacological therapy. This finding is 
consistent with previous studies investigating women’s anxi-
ety or depression-related treatment preferences. Perinatal 
women reported psychotherapy or combination therapy as 
the preferred psychiatric treatment (Patel and Wisner 2011). 
Another Norwegian study found that pregnant and postpar-
tum women were less likely to replace AD discontinuation 
with psychotherapy and psychiatric follow-up (Trinh et al. 
2022). This could be due to the difficulties in accessing 
psychotherapy.

Although more than half of our sample believed ADs 
to be safe in pregnancy and breastfeeding, both pregnant 
(46.6%) and postnatal women (39.2%) preferred to stop AD 
use in pregnancy. Notably, most of the postnatal women were 
breastfeeding or had breastfed their infant, which possibly 
explains the moderately high preference towards stopping 
AD use before giving birth. Our observed risk–benefit per-
ception in pregnancy and during breastfeeding indicates that 
women rated the benefit of ADs to slightly outweigh possi-
ble risks to the offspring. This discrepancy in safety percep-
tion and willingness to use ADs, alongside ADs not being 
the preferred treatment, is further evident by subthemes such 
as emotional blunting and fear of adverse effects due to AD 
use. Researchers in one study of pregnant women in Canada 
similarly reported that women found it difficult to decide 
whether to use ADs due to the uncertainty regarding their 
impact on the foetus (Walton et al. 2014a, b). Hence, such 
results reinforce that use of ADs in the perinatal period is still 
considered to carry risk even though the positive risk–benefit 
profile of SSRIs in the perinatal period is widely recognised 
now (Spigset and Nordeng 2016). These findings also lend 
additional credence to the notion that the extent to which new 
evidence-based knowledge about the general safety profile of 
ADs is divulged to HCPs, peers, and women, and integrated 
into clinical practice guidelines, is unclear (Kittel-Schneider 
et al. 2022). It is important to recognise that discontinuation of 
ADs during pregnancy has been associated with an increased 
risk of acute relapse in mental state (Bayrampour et al., 2020) 
and not all women can therefore safely discontinue their ADs 
once pregnant. One important factor that emerged in the inef-
fective decisions subtheme is that past treatment response to 
ADs plays a crucial role in the decision-making, in addition to 

disease severity. This is novel and clinically relevant finding 
that needs to be implemented in clinical practice guidelines.

One key finding is that an unsatisfactory relationship 
with the HCP was associated with an increased likelihood of 
moderate to high decisional conflict about ADs in pregnancy. 
In the focus groups, women cited low levels of empathy 
and limited expertise among HCPs as causes of decisional 
conflict. Rapport with relevant HCPs has previously been 
discussed as an important factor in decision-making regard-
ing the use of psychotropic medication (Barker et al. 2020a, 
b; Stevenson et al. 2016). In addition, women reported that 
HCPs often recommended contradictory treatment options. 
Previous studies have shown that HCPs may be reluctant 
to recommend or may have conflicting opinions regard-
ing psychotropic medication use in pregnancy and during 
breastfeeding, due to insufficient safety data (Bilszta et al. 
2011; Ververs et al. 2009). This implies that shared decision-
making together with evidence-based practice is still limited 
in the context of treating perinatal mental illness.

Women reported having to deal with either a plethora of web-
based conflicting information or limited research regarding the 
use of ADs in pregnancy. From the HCPs’ perspective, there 
are no harmonised or up-to-date pharmacological management 
guidelines to guide clinical decision-making about perinatal 
depression in Europe (Kittel-Schneider et al. 2022). However, in 
Norway, medicine information centres like RELIS (“RELIS—
Produsentuavhengig legemiddelinformasjon for helsepersonell”, 
2022) and the public platforms like Tryggmammamedisin 
(“Tryggmammamedisin”, 2022) provide up-to-date, evidence-
based information. Likewise, ENTIS in Europe (“European 
Network of Teratology Information Services (ENTIS)”, 
2022), UKTIS in the UK (“UK Teratology Information Ser-
vice (UKTIS)”, 2022), and MotherToBaby in North America 
(“MotherToBaby”, 2022) are also eminent resources for both 
HCPs and patients. Efforts should be made to improve dissemi-
nation of information about the existence of such resources to 
GPs, midwives, and women of childbearing age.

Our study has many strengths. We were able to capture 
a large study sample, namely women with a mental illness 
around the time of pregnancy, from all regions of Norway. 
The qualitative part of the study even took place during 
the unprecedented scenario of the COVID-19 pandemic. It 
provides a deeper understanding of their barriers to deci-
sional conflict through qualitative focus groups. The qualita-
tive findings conceptually corroborated the DCS subscales, 
hence, pointing towards high decisional conflict among our 
sample. We collected a variety of themes and reached data 
saturation to achieve the study aim. Finally, we were able 
to recruit women from a range of settings which provided a 
diverse range of experiences and severity of illness within 
the sample. The study used screening tools and diagnos-
tic algorithms validated and/or used in prior research in 
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Norway (Cox et al. 2014; Kroenke et al. 2003; Petersen 
et al. 2015).

The study has limitations that need to be addressed. Women 
reported their preference at one point in time which does not 
account for the fact that preferences change over time and that 
decision-making is time sensitive. Women were eligible to par-
ticipate up to 5 years postpartum, which may affect accurate 
recall of past experiences during pregnancy. Postnatal women 
having children older than one year of age may no longer face 
decisional conflict about AD treatment in pregnancy or while 
breastfeeding, and this may affect their recall about the preg-
nancy period. However, our study included only a small propor-
tion of women with this characteristic and the DCS questions 
related specifically to the time around pregnancy (Bjørndal et al. 
2022). To further address this issue, we conducted all the analy-
ses separately in pregnant and postnatal women, and results were 
consistent in both the groups. Yet, we cannot exclude the pos-
sibility that postnatal women having a more favourable mental 
health status and not taking ADs at the time of study participa-
tion may recall past decision-making difficulties differently than 
their counterparts. However, we observed no major differences 
on the DCS and its subscales between pregnant and postnatal 
women. Our findings may not be generalisable due to the sample 
being composed of predominantly well-educated and employed 
women. Besides, we did not collect race and ethnicity data 
which could have provided information on disproportionate dif-
ferences across populations. Additionally, due to the sequential 
nature of the study design, we cannot ignore potential bias. We 
could not calculate the conventional response rate due to the use 
of an electronic questionnaire and several recruitment strategies. 
However, among the women who expressed their willingness to 
participate in the study, the response rate was satisfactory (66%). 
The validity of web-based recruitment methods is now well 
acknowledged (Statistics Norway, n.d; van Gelder et al. 2010), 
and the internet penetration rate is almost 100% in women of 
childbearing age in Norway. We cannot exclude the possibility 
that the women who decided to participate in the study differed 
from the general population of perinatal women with mental 
illnesses in ways that our analysis could not control for. During 
the focus group recruitment, the dropout was high which might 
suggest that some women were either too mentally unwell or 
uncomfortable with virtual interaction or needed to organise for 
childcare during the meetings. During the videoconferencing, 
more prompting was needed to involve the participants in the 
discussion among themselves. Lastly, the study was limited to 
Norwegian-speaking participants. The DCS is not validated in 
Norwegian and is not specific to the perinatal period. However, 
the scale was translated and back-translated by two independ-
ent linguistic experts and it has been used in perinatal settings 
(Barker et al. 2020a, b; Walton et al. 2014a, b).

Conclusion

Among several barriers to decision-making, one of the most 
significant was the quality of interaction between HCPs and 
patients. Many perinatal patients reported feeling dissatisfied 
with the level of interaction and support they received from 
their HCPs, which hindered their ability to make informed 
decisions about managing their mental illness during preg-
nancy. Women with a mental illness during pregnancy 
require access to up-to-date and accurate information about 
the safety of ADs, but they often find this information diffi-
cult to obtain from their HCPs. Women expressed a desire to 
participate in shared decision-making and to receive support 
in exploring all available options to make informed deci-
sions that align with their preferences. Therefore, our study 
highlights the need for HCPs to offer comprehensive and 
evidence-based information to facilitate shared decision-
making and the development of personalised treatment plans 
for women who require ADs during pregnancy.
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