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Introduction 

● During this period, it is common for women to experience increased worry, with major concerns including 
miscarriage, the baby’s health, delivery, caring for the baby after discharge, and social stressors such as 
finances. 

● Anxiety disorders differ from normative pregnancy-related worry by virtue of their intensity, persistence, 
and negative impact on a woman’s functioning. 

● Pregnancy-specific anxiety: anxiety that is specific to concern about pregnancy, delivery, postpartum, and 
parenthood, and distinct from anxiety experienced at other times of life. It appears to be linked to state 
anxiety, but it arises out of the specific context of the perinatal period (a series of distinct transitions which 
can be experienced as stressful and overwhelming). The prevalence of pregnancy-specific anxiety is 
virtually equal to that of perinatal GAD, and the symptom severity and functional impairment are also 
equivalent. 

● Generalized Anxiety Disorder (GAD) may include symptoms of persistent and excessive worries, feelings 
of tension, an inability to relax, and irritability. Often, these worries are focused on the baby or other 
children.  

● Panic includes unpredictable moments of sudden and intense fear, accompanied by symptoms such as 
palpitations/tachycardia, dizziness/lightheadedness, shortness of breath, feelings of choking, nausea or 
abdominal distress, hot flushes or chills, paresthesias, diaphoresis, tremulousness, fear of losing control or 
going crazy, fear of dying, derealization, and depersonalization.  

● Panic attacks may occur in the context of co-morbid psychiatric disorders or be diagnosed as a panic 
disorder if the woman experiences repeated panic attacks and develops major behavior changes (such as 
avoidance) and/or persistent anxiety and preoccupation by their potential recurrence. 

● Pregnancy may be associated with physiologic tachycardia, shortness of breath, nasal congestion, and other 
changes that can contribute to panic in individuals with heightened somatic sensitivity. Psychoeducation 
should be provided with regards to this. 

● Women with obsessional features (intrusive, unwanted thoughts or images) may worry excessively about 
causing accidental harm to their infant, leading to hypervigilance, infant avoidance, or frequent reassurance 
seeking from family and medical providers See OCD Module. 
 

Epidemiology 
● In general:  

○ Approximately 30% of women will experience an anxiety disorder during their lifetime. 
○ Compared with men, women are about twice as likely to suffer from an anxiety disorder. 
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● In the perinatal period: 
○ Reported prevalence for anxiety disorders in pregnancy ranges from ~5%-40%, depending on 

methodology and which disorders are considered (including specific phobias increases these 
estimates) 

○ Many studies suggest that the prevalence of anxiety symptoms may be higher during pregnancy 
than in the postpartum period. 

● Perinatal anxiety is often comorbid with depressive symptoms (up to 80% comorbidity in some studies), so 
it is important to evaluate for both postpartum anxiety and postpartum depression. This comorbidity has 
been shown to manifest into more severe symptoms with poorer outcomes (both acute and long-term), is 
more difficult to treat, and increases the risk for suicide. 

● Insomnia is a frequent companion to anxiety and is associated with more severe illness and increased risk 
of psychiatric decompensation. 

 
Risk Factors 

● The most consistently reported risk factor for anxiety in pregnancy is a previous history of anxiety disorder 
● Other risk factors for perinatal anxiety include:  

○ Stress during pregnancy, smoking, primiparity, negative childbirth experience, a previous 
stillbirth, an infant born <27 weeks gestation, infant admitted to the NICU, and a medically 
complicated pregnancy  

■ Fairbrother, et al, found the relative risk of the onset of anxiety in pregnancy to be 5-7x 
greater for women experiencing a medically moderate or high-risk pregnancy compared 
to those experiencing a medically low-risk pregnancy 

● Risk factors for comorbid postpartum depressive symptomatology and anxiety include: immigration within 
the past 5 years, vulnerable personality, childcare stress, and perceived stress. Conversely, higher levels of 
breastfeeding self-efficacy, maternal self-esteem, and partner support predicted a lower likelihood of 
comorbidity (Falah-Hassani 2016). 

 
Risk of Untreated Anxiety 

● Possible increased risk for obstetrical complications: preterm birth, low birth weight, hypertensive 
disorders of pregnancy. 

● Anxiety in pregnancy has been found to be a strong predictor of postnatal depression (even after controlling 
for depression in pregnancy). 

● Possible association with childhood anxiety, developmental, or behavioral problems in offspring. 
 
Screening and Diagnosis 

● Identification and treatment of anxiety disorders in pregnancy are especially important because of the 
potential impact of untreated anxiety disorders during pregnancy on maternal, obstetric, and fetal/child 
outcomes. 

● The American College of Obstetricians and Gynecologists (ACOG) recommends screening for anxiety at 
least once during the perinatal period. ACOG cautions that screening alone is insufficient to improve 
clinical outcomes, instructing obstetric providers to initiate medication and/or refer patients to mental 
health treatment when indicated.  

● The GAD-7 can be used as well as the Edinburgh Postnatal Depression Scale (EPDS). 
● Although the EPDS is designed to detect depression, the following three items comprise an anxiety 

subscale that may help to also identify anxiety disorders:  
○ I have blamed myself unnecessarily when things went wrong 
○ I have felt scared or panicky for no good reason 
○ I have been anxious or worried for no good reason 
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● Asking a mother if she is having intrusive or frightening thoughts or visions of harm befalling her baby, 
and inquiring whether she is able to sleep when her baby is sleeping are important additional questions to 
help identify anxiety in new mothers. 

 
Treatment Interventions 

● Non-pharmacological:  
○ Psychotherapy 

■ Psychotherapy is the first-line treatment of mild to moderate perinatal anxiety and is 
recommended in addition to medication for women with moderate to severe anxiety. 

■ Cognitive behavioral therapy, interpersonal therapy, psychodynamic approaches, or 
group therapy modalities have all been identified as effective for perinatal anxiety. 

■ Exposure-based cognitive behavioral therapies can be particularly effective for panic 
attacks and can be used in pregnancy.  

○ Other 
■ Some data support the use of yoga or other mindfulness practices to address anxiety in 

pregnancy. 
■ Encouraging women to identify their support networks and decrease external stress are 

components of an optimal treatment plan. 
 

● Pharmacological: 
○ Selective serotonin reuptake inhibitors (SSRIs) are the first-line treatment for anxiety in pregnant 

and lactating women. 
○ Side effects, reproductive safety, tolerability, and past response to medication should guide 

medication choice. 
○ The goal of treatment is remission, as inadequate treatment exposes the fetus to adverse effects 

associated with both medication and maternal illness. 
○ In order to limit the total number of fetal exposures, utilizing one antidepressant at a higher dose is 

preferable to prescribing multiple medications at lower doses. 
○ Ideally, pregnant women should utilize the lowest effective dose of a single medication; however, 

dose requirements of certain medications may increase throughout gestation secondary to an 
induction of cytochrome enzymes. 

○ See the Risk-Risk portion of the perinatal depression module for information re: SRI use. 
○ Women with moderate to severe anxiety may require adjunctive medication to manage symptoms. 

Indications for the use of adjunctive medications include severe anxiety interfering with prenatal 
care, functioning, or sleep. 

○ See the Risk-Risk portion of this anxiety module for information re: benzodiazepine use  
 

● Insomnia 
o Insomnia is one of the most consistent risk factors for postpartum psychiatric decompensation and 

must be treated aggressively. 
o Creating a plan with patients and their families to promote consolidated sleep through assistance 

with nighttime feedings promotes optimal well-being of the mother-infant pair. 
o Clinicians prescribing medications for insomnia should instruct women to get help with overnight 

infant care in order to avoid both disrupted sleep and the potential for unintentional infant harm 
from maternal sedation. 

 
 
 



 
 
   
  v2 2/2022 
 

Copyright	©	
The	National	Curriculum	in	
Reproductive	Psychiatry	
and	Marcé	of	North	America	

References 
 
American Psychiatric Association. Diagnostic and statistical manual of mental disorders 5th ed. Washington DC: 
American Psychiatric Publishing; 2013 
 
Emmanuel J, Simmonds S, Tyrer P. Systematic review of the outcome of anxiety and depressive disorders. Br J 
Psychiatry 1998; 173 (suppl 34): 35–41. 
 
Fairbrother et al. The prevalence and incidence of perinatal anxiety disorders among women experiencing a 
medically complicated pregnancy. Arch Womens Ment Health. 2017 Apr;20(2):311-319. doi: 10.1007/s00737-016-
0704-7. Epub 2016 Dec 28. 
 
Falah-Hassani K, Shiri R, Dennis CL. Prevalence and risk factors for comorbid postpartum depressive 
symptomatology and anxiety. J Affect Disord 2016; 198: 142–7. 
 
Farr, S.L., Dietz, P.M., O'Hara, M.W., Burley, K., Ko, J.Y., 2014. Postpartum anxiety and comorbid depression in a 
population-based sample of women. J. Women Health (Larchmt.) 23, 120–128 
 
Fawcett J. The detection and consequences of anxiety in clinical depression. J Clin Psychiatry 1997; 58 (suppl 8): 
35–40.  
 
Giakoumaki, O., Vasilaki, K., Lili, L., Skouroliakou, M., Liosis, G., 2009. The role of maternal anxiety in the early 
postpartum period: screening for anxiety and depressive symptomatology in Greece. J. Psychosom. Obstet. 
Gynaecol. 30, 21–28. 
 
Glasheen C, Richardson GA, Fabio A. A systematic review of the effects of postnatal maternal anxiety on children. 
Arch Womens Ment Health. 2010;13(1):61-74. 
 
Goodman JH, Chenausky KL, Freeman MP. Anxiety disorders during pregnancy: a systematic review. J Clin 
Psychiatry. 2014;75(10):e1153-84. 
 
Goodman, J. H., Guarino, A., Chenausky, K., Klein, L., Prager, J., Petersen, R., Forget, A., & Freeman, M. (2014). 
CALM Pregnancy: results of a pilot study of mindfulness-based cognitive therapy for perinatal anxiety. Archives of 
women's mental health, 17(5), 373–387. https://doi.org/10.1007/s00737-013-0402-7 
 
Gravensteen IK, Jacobsen EM, Sandset PM, Helgadottir LB, Rådestad I, Sandvik L, Ekeberg Ø. Anxiety, depression 
and relationship satisfaction in the pregnancy following stillbirth and after the birth of a live-born baby: a 
prospective study. BMC Pregnancy Childbirth. 2018 Jan 24;18(1):41. 
 
Huizink AC, Mulder EJ, Robles de medina PG, Visser GH, Buitelaar JK. Is pregnancy anxiety a distinctive 
syndrome?. Early Hum Dev. 2004;79(2):81-91. 
 
Kendig S, Keats JP, Hoffman MC, Kay LB, Miller ES, Moore Simas TA, et al. Consensus bundle on maternal 
mental health: perinatal depression and anxiety. Obstet and Gynecol. 2017;129(3):422-30. Doi: 
10.1097/AOG.0000000000001902 
 



 
 
   
  v2 2/2022 
 

Copyright	©	
The	National	Curriculum	in	
Reproductive	Psychiatry	
and	Marcé	of	North	America	

Matthey S, Valenti B, Souter K, Ross-hamid C. Comparison of four self-report measures and a generic mood 
question to screen for anxiety during pregnancy in English-speaking women. J Affect Disord. 2013;148(2-3):347-
51. 
 
Nonacs, R.  Screening For Peripartum Anxiety Disorders 
https://womensmentalhealth.org/posts/screening-for-peripartum-anxiety-disorders-what-are-the-best-screening-
tools/.  Accessed March 13, 2018. 
 
O’Hara MW, Stuart S, Gorman LL, Wenzel A. Efficacy of Interpersonal Psychotherapy for Postpartum Depression. 
Arch Gen Psychiatry. 2000;57(11):1039–1045. doi:10.1001/archpsyc.57.11.1039. 
 
Ohman SG, Grunewald C, Waldenstrom U. Women’s worries during pregnancy: testing the cambridge worry scale 
on 200 Swedish women. Scand J Caring Sci. 2003;17:148-152 
 
Peterson JJ, Paulitsch MA, Guethlin C, Gensichen J, Jahn A. A survey on worries of pregnant women - testing the 
German version of the cambridge worry scale. BMC Public Health. 2009;9:490-499. doi: 10.1186/1471-2458- 9-
490. 
 
Rivas-Vazquez RA, Saffa-Biller D, Ruiz I, Blais MA, Rivas-Vazquez A. Current issues in anxiety and depression: 
Comorbid, mixed and subthreshold disorders. Prof Psychol Res Pract 2004; 35: 74–83.  
 
Robinson L, Walker JR, Anderson D. Cognitive-behavioural treatment of panic disorder during pregnancy and 
lactation. Can. J. Psychiatry. 1992;(37)623–626 
 
Screening for perinatal depression. Committee Opinion Number 630. American College of Obstetricians and 
Gynecologists. Obstet Gynecol. 2015;125:1268-71 
 
Selvaraj V, et al.  Treating insomnia across women’s life stages. Current Psychiatry 2010; 9: 27-33.  
 
Swanson LM, Pickett SM, Flynn H, Armitage R. Relationships among depression, anxiety, and insomnia symptoms 
in perinatal women seeking mental health treatment. J Womens Health (Larchmt). 2011 Apr;20(4):553-8. doi: 
10.1089/jwh.2010.2371. PMID: 21417746. 
 
Tuohy A, McVey C. Subscales measuring symptoms of non-specific depression, anhedonia and anxiety in the 
Edinburgh postnatal depression scale. Br J Clin Pyschol 2008;47(2):153-169. doi: 10.1348/014466507X238608 
 
Woolhouse H, Mercuri K, Judd F, Brown SJ. Antenatal mindfulness intervention to reduce depression, anxiety and 
stress: a pilot randomised controlled trial of the MindBabyBody program in an Australian tertiary maternity hospital. 
BMC pregnancy and childbirth. 2014;14(1), 369. doi: 10.1186/s12884-014- 0369-z. Epub 2014 Oct 25 
 
Yonkers KA, Wisner KL, Stewart DE, Oberlander TF, Dell DL, Stotland N, et al. The management of depression 
during pregnancy: a report from the American psychiatric association and the American college of obstetricians and 
gynecologists. 2009 Feb 
10;114(3):703-13.  
 


