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Paroxetine (Paxil
®
) and Pregnancy  

 

 
This sheet talks about the risks that exposure to paroxetine can have during pregnancy. With each pregnancy, all 

women have a 3% to 5% chance of having a baby with a birth defect. This information should not take the place of 

medical care and advice from your health care provider. 
 

 
What is paroxetine? 

Paroxetine is a medication used to treat 

depression, social anxiety disorder, obsessive 

compulsive disorder, and panic disorder. Paroxetine 

belongs to the class of antidepressants known as 

selective serotonin reuptake inhibitors or SSRIs. 

Some brand names for paroxetine are Paxil
®
, 

Aropax
® 

and Seroxat
®
.  

 

I am taking paroxetine, but I would like to stop 

taking it before becoming pregnant. How long 

does paroxetine stay in my body? 

While everyone breaks down medication at 

a different rate, on average it takes four to five days 

for most of the paroxetine to be gone from the body 

after taking the last dose. If you choose to stop 

taking paroxetine, the dosage should be gradually 

lowered before quitting completely to prevent 

withdrawal symptoms. Please discuss the benefits 

and risks of stopping your medication with your 

health care provider.  

 

Can taking paroxetine make it more difficult for 

me to become pregnant? 

Some animal studies have suggested 

reduced fertility with exposure to paroxetine. 

Animal studies do not always predict what will 

happen in humans.  There are no reports in humans 

suggesting that taking paroxetine would make it 

harder to become pregnant. 

 

Can taking paroxetine cause a miscarriage? 

There have been some studies suggesting 

exposure to antidepressant medications may slightly 

increase the risk for miscarriage. Other studies have 

not supported this association. If there is an increase 

risk for miscarriage with antidepressants it is 

probably small. 

 

Can taking paroxetine during my pregnancy cause 

birth defects? 

Several studies have suggested that 

exposure to paroxetine may be associated with an 

increased risk for heart defects. In the general 

population, the background risk for heart defects is 

one percent. These studies showed that paroxetine 

use during the first trimester of pregnancy may 

increase this risk to two percent. One of the heart 

defects seen most often involves the wall dividing 

the right and left sides of the heart. This type of 

defect can range from very mild (no treatment 

needed) to more significant, which may require 

surgery. It has been suggested that because infants 

exposed to paroxetine are followed more closely at 

birth, mild heart defects that might otherwise not be 

discovered are found. There have also been recent 

studies that have not supported the association 

between paroxetine and heart defects. Currently the 

information is uncertain, but if the risk exists it is 

likely to be small. Women who take paroxetine 

during the first trimester can consider asking their 

doctor for a fetal echocardiogram (ultrasound of the 

baby’s heart) at 20 weeks of pregnancy. 

Most studies have not found paroxetine to 

be associated with birth defects other than heart 

defects. 

 

I need to take paroxetine throughout my entire 

pregnancy. Will it cause withdrawal symptoms in 

my baby? 

Possibly. If you are taking paroxetine at the 

time of delivery, your baby may have some 

difficulties for the first few days of life. Your baby 

may have jitteriness, increased muscle tone, 

irritability, altered sleep patterns, tremors, difficulty 

eating and some problems with breathing. While in 

most cases these effects are mild and go away on 

their own, some babies may need to stay in a 

special care nursery for several days until the 



 

effects from paroxetine and withdrawal go away. 

Not all babies exposed to paroxetine will have these 

symptoms.  

 

Are there any other problems paroxetine can 

cause when used in the third trimester? 

Two studies have suggested that babies 

whose mothers take SSRIs like paroxetine during 

the second half of the pregnancy may be at an 

increased risk for pulmonary hypertension, a 

serious lung problem at birth. Other studies have 

not supported this association. Further study is 

needed but if any increased risk does exist, it is felt 

to be small. You should inform your obstetrician 

and your baby's pediatrician that you are taking 

paroxetine so that any extra care can be readily 

provided.  

 

Should I wean off paroxetine before the third 

trimester? 

It is important to discuss with your doctor 

the risks associated with taking paroxetine during 

pregnancy as compared to the risks of stopping it. 

Studies have shown that when depression is left 

untreated during pregnancy, there may be increased 

risks for miscarriage, preeclampsia, preterm 

delivery, low birth weight, and a number of other 

harmful effects on the mother and the baby. Only 

you and your doctor know your medical history and 

can best determine whether or not you should stop 

taking paroxetine during pregnancy. Some women 

can gradually wean off of paroxetine before 

delivery. For other women, the effects from 

stopping paroxetine may be more harmful than the 

possible risks to the baby if they continue to take it. 

The benefits of taking paroxetine for your specific 

situation and the potential risks to the baby should 

be considered before a decision is made. 

 

Will taking paroxetine have any long-term effect 

on my baby's behavior and development? 

There have been some small studies on the 

long-term development of infants exposed to 

selective serotonin reuptake inhibitors during 

pregnancy. Some of the infants involved in those 

studies were exposed to paroxetine. These studies 

suggest that SSRI exposure does not appear to have 

any significant long-term effects on brain 

development in babies exposed during pregnancy. 

While reassuring, further long-term studies on 

infants exposed to paroxetine are needed before we 

will know if there are any effects on the fetal brain 

and on the baby's behavior and development. 

 

Can I take paroxetine while breastfeeding? 

Paroxetine crosses into the breast milk in 

very low amounts. No adverse effects in breastfed 

infants have been seen in several reports. Some 

authors consider paroxetine one of the safer SSRIs 

to take while breastfeeding. Long term studies on 

infants exposed to paroxetine in breast milk have 

not been conducted. You should discuss the risks 

and benefits of breastfeeding while taking 

paroxetine with your health care provider. 

 

What if the father of the baby takes paroxetine? 

 There are no studies looking at possible 

risks to a pregnancy when the father takes 

paroxetine. In general, medications the father takes 

do not increase the risk to a pregnancy because the 

father does not share a blood connection with the 

developing baby. For more information, please see 

the OTIS fact sheet Paternal Exposures and 

Pregnancy. 
 

July 2010. 

Copyright by OTIS. 

Reproduced by permission. 

 

Selected References: 
     Alwan S, et al. 2007. Use of selective serotonin-reuptake inhibitors in pregnancy and the 

risk of birth defects. N Engl J Med 356(26):2684-2692. 

     Andrade S, et al. 2009. Antidepressant use and risk of persistent pulmonary hypertension of 

the newborn. Pharmacoepidemiol Drug Saf 18(3):246-252. 

     Bonari L, et al. 2004. Perinatal risks of untreated depression during pregnancy. Can J 

Psychiatry 49(11):726-735. 

     Chambers C, et al. 2006. Selective serotonin-reuptake inhibitors and risk of persistent 

pulmonary hypertension of the newborn. N Engl J Med 354(6)579-587. 

     Costei A, et. al. 2002. Perinatal outcome following third trimester exposure to paroxetine. 

Arch Pediatr Adolesc Med 156:1129-1132.  

     Diav-Citrin O, et al. 2008. Paroxetine and fluoxetine in pregnancy: a prospective, 

multicentre, controlled observational study. Br J Clin Pharmacol 66(5): 695-705. 

     Einarson A, et al. 2008. Evaluation of the risk of congenital cardiovascular defects 

associated with use of paroxetine during pregnancy. Am J Psychiatry AiA:1-5. 

     Einarson A, et al. 2009. Rates of spontaneous and therapeutic abortions following use of 

antidepressants in pregnancy: results from a large prospective database. J Obstet Gynaecol Can 

31:452-6. 

     Hendrick V, et al. 2001. Use of sertraline, paroxetine and fluvoxamine by nursing women. 

Br J Psychiatry 179:163-166 

     Hernandez-Diaz S. 2007. Risk factors for persistent pulmonary hypertension of the 

newborn. Pediatrics 120 (2):e272-82 

      Kallen B, et al. 2008. Maternal use of selective serotonin re-uptake inhibitors and persistent 

pulmonary hypertension of the newborn. Pharmacoepidemiol Drug Saf 17(8):801-806. 

     Levinson-Castiel R, et al. 2006. Neonatal abstinence syndrome after in utero exposure to 

selective serotonin reuptake inhibitors in term infants. Arch Pediatr Adolesc Med 160:173-176. 

     Louik C, et al. 2007. First-trimester use of selective serotonin-reuptake inhibitors and the 

risk of birth defects. N Engl J Med 356(26):2675-2683. 

     Misri S, et al. 2000. Paroxetine levels in postpartum depressed women, breastmik, and 

infant serum. J Clin Psychiatry 61(11):828-832. 

     Nakhai-Pour HR, et al. 2010. Use of antidepressants during pregnancy and the risk of 

spontaneous abortion. CMAJ 182(10):1031-1037. 

     Nulman I, et al. 1997. Neurodevelopment of children exposed in utero to antidepressant 

drugs. NEJM 336(4):258-262. 

     Sanz E, et al. 2005. Selective serotonin reuptake inhibitors in pregnant women and neonatal 

withdrawal syndrome: a database analysis. Lancet 365:482-487. 

     Stowe Z, et al. 2000. Paroxetine in human breastmilk and nursing infants. Am J Psychiatry 

157(2):185-189. 

      Weissman AM, et al. 2004. Pooled analysis of antidepressant levels in lactating mothers, 

breast milk, and nursing infants. Am J Psychiatry June; 161(6): 1066-1078. 

     Wichman CL, et al. 2009. Congenital heart diease associated with selective serotonin 

reuptake inhibitor use during pregnancy. Mayo CLin Proc 84(1):23-27. 

     Wurst K, et al. 2010. First trimester paroxetine use and the prevalence of congenital, 

specifically cardiac, defects: a meta-analysis of epidemiological studies. Birth Defects Res A 

Clin Mol Teratol 88(3):159-170. 

 

If you have questions about the information on 

this fact sheet or other exposures during 

pregnancy, call OTIS at 1-866-626-6847. 
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