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Overview
This section focuses on a risk-risk analysis of medications in pregnancy (specifically, benzodiazepines) and includes
non-medication options for addressing anxiety in the perinatal period.

Pre-session assignment
Before attending this session, please review the following references:

1)  Yonkers KA, Gilstad-Hayden K, Forray A, Lipkind HS. Association of Panic Disorder, Generalized Anxiety
Disorder, and Benzodiazepine Treatment During Pregnancy With Risk of Adverse Birth Outcomes. JAMA
Psychiatry. 2017 Nov 1;74(11):1145-1152. doi: 10.1001/jamapsychiatry.2017.2733. PMID: 28903165; PMCID:
PMC5710298.

2) Thorsness KR, Watson C, LaRusso EM. Perinatal anxiety: approach to diagnosis and management in the
obstetric setting. Am J Obstet Gynecol. 2018 Oct;219(4):326-345. doi: 10.1016/j.2jog.2018.05.017. Epub 2018
May 24. PMID: 29803818.

3) Freeman MP, G6ez-Mogollén L, Mclnerney KA, Davies AC, Church TR, Sosinsky AZ, Noe OB, Viguera AC,
Cohen LS. Obstetrical and neonatal outcomes after benzodiazepine exposure during pregnancy: Results from a
prospective registry of women with psychiatric disorders. Gen Hosp Psychiatry. 2018 Jul-Aug;53:73-79. doi:
10.1016/j.genhosppsych.2018.05.010. Epub 2018 May 29. PMID: 29958100.

Session
e Discussion of case material (40 minutes)
e  Wrap-up and Q+A (10 minutes)

Learning Objectives

By the end of this module, the learner will be able to:

1. Discuss the risks of untreated anxiety in pregnancy and postpartum

2. Practice a risk-risk discussion regarding anxiety in pregnancy and postpartum

3. Appreciate the efficacy and safety of benzodiazepines in pregnancy and postpartum, including breastfeeding
4. Understand nonpharmacologic approaches to the management of anxiety in pregnancy and postpartum
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Clinical Case Part 1

Andrea C is a 32-year-old patient referred to a reproductive psychiatrist for preconception counseling. She reports
that she has a longstanding history of generalized anxiety disorder which has typically been well controlled on a
combination of escitalopram at 10 mg PO daily and prn use of lorazepam 0.5 mg for moments of acute anxiety (uses
no more than once every few weeks). She denies a history of PTSD, OCD, or panic symptoms.

She otherwise denies current or past depressed mood and all neurovegetative symptoms of depression. She denies
suicidal ideation, intent, or plan, and she denies HI. She denies current or past symptoms of hypomania or mania
including (but not limited to) grandiosity, distractibility, impulsive behaviors, racing thoughts, or decreased need for
sleep. She denies all psychotic symptoms. She denies a history of substance use disorders and reports social alcohol
use with no other drug use. Her past psychiatric history is notable for no suicide attempts or inpatient admissions.

She and her wife are planning to try to start to conceive in about the next six months and she recently visited a
fertility center for her first work-up in preparation. She has had a prior discussion regarding the use of SSRIs in
pregnancy [Click here to review risk-risk discussion] and has elected to stay on escitalopram throughout pregnancy
and breastfeeding. However, she is not sure how to handle acute episodes of anxiety that tend to flare up related to
her work or with caring for her father, who has dementia and resides in an assisted living facility. She wants to
know what she can expect regarding her anxiety when she is pregnant.

1) How common are anxiety symptoms in pregnancy?

2) What are the most important risk factors for anxiety in pregnancy?

3) What is the impact of untreated anxiety in pregnancy?

Clinical Case Part 2

Her past medical history is unremarkable. She currently takes escitalopram 10 mg PO daily and Ativan 0.5 mg PO
prn for anxiety (typically 1-2 doses per month). Her family history is notable for a mother with severe anxiety well
controlled on citalopram; no suicides, bipolar disorder, or postpartum issues. She works as an editor for an online
journalism company. She has been married for two years. Her wife is a psychologist in private practice. They live
in New York City.

ROS:

Psych: per HPI

MSK: within normal limits

All other systems reviewed and are negative

MSE:

Appearance: well groomed

Attitude: cooperative

Psychomotor: normal

Speech: normal rate, rhythm and tone
Mood: euthymic

Affect: calm
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Thought Process: normal

Thought Content: issues with relationships
Cognition: intact

Language: fluent

Perceptions: no abnormalities
Consciousness: alert

Memory: intact

Intelligence: above average
Suicidal/homicidal ideation: denied
Impulse control: good
Insight/judgment: good

Reliability: reliable
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During the session, Andrea and her psychiatrist discuss how she can manage her anxiety during pregnancy. She
feels confident that her anxiety will “mostly be under control” with the escitalopram and wishes to stay on the
current dose (higher doses in the past have been associated with vivid dreams and sexual dysfunction). She and her
psychiatrist discuss monitoring her dose clinically throughout pregnancy [See Reproductive Life Cycle Progressive
Case Conference]. She remains concerned about what to do acutely when the “anxiety is just over the top.” She
asks about the pros and cons of using lorazepam as needed during pregnancy. She also asks about what she can do

from a non-medication standpoint to reduce her anxiety during pregnancy.

1) What are the options for Andrea to further reduce her anxiety during pregnancy, given that she is already

on escitalopram?

2) What is the data regarding lorazepam use in pregnancy?

3) What is the data regarding lorazepam use while breastfeeding?
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