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Objectives
1. Discuss the presentation and differential diagnosis of
anxiety, OCD, and PTSD in the perinatal period
2. Outline an algorithm for perinatal screening for these
disorders
3. Outline a plan for providing treatment and/or referrals
for people with perinatal anxiety, OCD, or PTSD

Presentation and
Differential Diagnosis

Perinatal anxiety, OCD, and PTSD

Panic disorder
Generalized anxiety disorder
Social anxiety disorder
Specific phobia/Agoraphobia

Adjustment disorder
Obsessive-compulsive disorder
(OCD)
Post-traumatic stress disorder
(PTSD)

Anxiety is common during the perinatal period
• 20% with at least one anxiety disorder
• Other causes of perinatal anxiety:
• Life events/adjustment disorder
• Pregnancy-related anxiety
• Anxiety due to COVID-19
• Other psychiatric conditions (e.g.,
depression, mania, psychosis)
• Medical conditions
• Substance use/medications
• Perinatal anxiety more common in
ethnic minority, low-income groups

Pregnancy-related anxiety
•

Tokophobia = fear of childbirth

•

14% of pregnant women

•

Risk factors: history of anxiety/depression, lack of social support, past trauma, negative
birth experiences

•

Increased risk for requests for elective C-section, postpartum anxiety and depression

•

Treatment
Psychoeducation, Cognitive-behavioral therapy (CBT), Groups

•

Broader concept of pregnancy-related anxiety
Anxiety about baby’s health

Anxiety about delivery
Associated with low birth weight, postpartum anxiety and depression
Badaoui 2019; Bayrampour 2016; Blackmore 2016

Perinatal Anxiety and COVID-19
• 1987 pregnant patients in Canada assessed in April 2020
• 57% with clinically significant anxiety (37% with depression)
• Concerns:
•

Threat to life and health of mother and baby

•

Lack of necessary prenatal care

•

Relationship strain

•

Social isolation

• Mitigating Factors:
•

Social support

•

Physical activity
•

Lebel et al., J Affect Dis 2020

Risks of untreated perinatal anxiety
• Decreased placental blood flow
• Increased fetal HPA axis reactivity, cortisol levels
• Increased rates of preeclampsia, gestational HTN, preterm birth,
low birth weight, prolonged labor, postpartum hemorrhage
• Increased risk of postpartum depression
• Adverse effects on social-emotional functioning (externalizing and
internalizing behavior, negative emotionality, “difficult”
temperament)
• Poorer language, gross motor abilities
Williams and Koleva, 2018; Grigoriadis et al., 2018; Rogers et al., 2020

OCD
Obsessions

(intrusive unwanted
thoughts)

Relief

➢ 1 hour/day
➢ Significant
distress/impairment

Anxiety

Compulsions
(repetitive behaviors)

Perinatal OCD: epidemiology
• Prevalence higher in perinatal period

• Vulnerable time for onset or exacerbation of OCD
• Prevalence 2% during pregnancy, 2.5% in the postpartum year
• People with a history of OCD or perinatal OCD are at risk of
recurrence
• Rates of exacerbation 25-75%

Perinatal OCD: unique features
• Obsessional thoughts related to fetus, pregnancy, baby

• Pregnancy:
•

Gradual onset

•

Contamination obsessions and cleaning rituals

•

Fear of fetal death, frequent checking for fetal movement/heartbeat, repeated
requests for ultrasounds

• Postpartum:
•

Rapid onset

•

Intrusive thoughts/images/fears of hurting the baby (e.g., dropping/drowning baby)

•

Avoidance behaviors (e.g., not holding or bathing the baby)

•

Contamination and cleaning (less), checking
•

Starcevic et al., 2020; Fairbrother et al., 2019; Bucholz et al., 2020.

Exposure to actual/threatened death, serious injury, or sexual
violence through direct experience/witnessing/affected family
member/repeated or extreme exposure to aversive details of
trauma

Memory loss during trauma
Negative beliefs oneself/ world
Blame (self/others)
Detachment
Anhedonia
Negative emotions
Lack of positive emotions

Cognition
and mood
(2)

Irritability &anger
Sleep difficulties
Hypervigilance
Startle
Difficulty concentrating
Reckless/self-destructive behavior

Intrusions
(1)

PTSD

Arousal
(2)

Flashbacks
Nightmares
Intrusive thoughts
Physiological reactivity to reminders
Emotional distress at reminders

Avoidance
(1)
Thoughts or feelings
Trauma reminders
(activities, places,
people, situations)

Perinatal PTSD
• PTSD affects 10-20% of women during their lifetimes
• Common during pregnancy and after birth (prevalence 4-6%,
highest 1-6 months postpartum)
• Prevalence of PTSD in community samples:
•

3.3% in pregnancy, 4% after birth

• Prevalence in people with risk factors for PTSD*:
•

18.9% in pregnancy, 18.5% after birth

*history of physical/sexual violence, childhood abuse, severe pregnancy

complications, major fetal anomaly, traumatic birth, emergency C-section

Perinatal PTSD
• Pre-existing PTSD

• unresolved PTSD symptoms prior to pregnancy
• re-triggered by events during pregnancy / childbirth
▪ obstetric exams, genital exposure/touch, milk-ejection reflex

• PTSD in pregnancy

• interpersonal violence, accidents, natural disasters
• complications in pregnancy

• PTSD after birth

• difficult or traumatic birth (e.g., preterm delivery, emergency C-section)
• subjective distress during delivery (negative emotions, perinatal dissociation,
perceived lack of support)
• perinatal loss, infant complications

Cirino et al, 2019; Ayers et al, 2016

Course of PTSD during the perinatal period
•

319 women with current or lifetime PTSD, in first pregnancy

•

Interviewed at 28 and 35 weeks and 6 weeks postpartum

•

26% with significant increase in PTSD symptoms

•

Increased symptoms associated with:

•

•

•

Stress/trauma during pregnancy

•

Labor anxiety

•

Higher lifetime severity of PTSD symptoms

Increase in PTSD symptoms during pregnancy associated with:
•

Higher rates of postpartum depression

•

Subjective bonding impairment at 6 weeks

Social support protective
•

Muzik et al, 2016

Screening

Perinatal Anxiety – Clinical Presentation
•
•
•
•
•
•
•

Obvious anxiety, tension, fidgeting, agitation
Expressed worries
Multiple questions about the baby, the pregnancy, their
own health/appearance, the future
Report of frequent anxious behaviors (e.g., checking,
avoidance)
Unexplained physical symptoms
However, perinatal anxiety may not be readily apparent,
especially in short office visits
Thus, screening is important

GAD-7
Over the last 2 weeks, how often have you been bothered by the following problems?
Not at all (0), Several days (1), Over half the days (2), Nearly every day (3)
1.

Feeling nervous, anxious, or on edge

2.

Not being able to stop or control worrying

3.

Worrying too much about different things

4.

Trouble relaxing

5.

Being so restless that it's hard to sit still

6.

Becoming easily annoyed or irritable

7.

Feeling afraid as if something awful might happen
0-4 = minimal, 5-9 = mild, 10-14 = moderate, 15-21 = severe

If you checked off any problems, how difficult have these made it for you to do your work,
take care of things at home, or get along with other people?
Not difficult at all ___ Somewhat difficult ___ Very difficult ___ Extremely difficult ___
Spitzer et al., Arch Intern Med 2006

Edinburgh Postnatal
Depression Scale (EPDS)

GAD-7 vs. EPDS for anxiety
• GAD-7: using cutoff score of 13, sensitivity = 61.3%, specificity =
72.7%, PPV = 50.5%
• EPDS-3A (scores 0-12):
I have blamed myself unnecessarily when things went wrong
I have been anxious or worried for no good reason
I have felt scared or panicky for no very good reason

• EPDS-3A: using cutoff score of 7, sensitivity = 68.0%, specificity =
63.5%, PPV = 46.3%
• GAD-7 better than EPDS-3A, but need for better screening tool
Simpson W et al., Can J Psychiatry, 2014

Perinatal Anxiety Screening Scale (PASS)
• 31-item scale
• Assesses types of anxiety: worry, panic, social anxiety,
obsessions/compulsions, trauma, adjustment
• Each item scored 0-3 (not at all, sometimes, often, always), total 093

0-20 = asymptomatic
21-41 = mild to moderate anxiety
42-93 = severe anxiety
Somerville et al., Arch Women’s Mental Health, 2014
Copyright Department of Health, State of Western Australia, 2013

Screening tools
• Other considerations – languages? EHR?
https://www.phqscreeners.com/select-screener
(GAD-7)
http://www.perinatalservicesbc.ca/healthprofessionals/professional-resources/healthpromo/edinburgh-postnatal-depression-scale(epds)

Screening for perinatal PTSD
• PTSD Checklist Civilian (PCL-C)
• 20-item self-report
• screening, provisional diagnosis, monitoring symptom
change
• cut-point score 33 for diagnosis PTSD
• used in the perinatal population but not specifically
validated

• Perinatal Posttraumatic Stress Disorder Questionnaire
(PPSDQ/PPQ)
• specific diagnostic tool for perinatal PTSD, not widely used
• 14-item, self-reported questionnaire
• score > 19= clinically significant distress from trauma that
merits initiation of treatment

Cirino et al, 2019
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PTSD-PC-5
Sometimes things happen to people that are unusually or especially frightening, horrible, or traumatic.
For example: a serious accident or fire, a physical or sexual assault or abuse, an earthquake or flood, a
war, seeing someone be killed or seriously injured, having a loved one die through homicide or suicide.
Have you ever experienced this kind of event?

YES

NO

If yes, in the last month have you:
1.

had nightmares about the event(s) or thought about the event(s) when you did not want to? YES
NO

2.

tried hard not to think about the event(s) or went out of your way to avoid situations that reminded
you of the event(s)?
YES
NO

3.

been constantly on guard, watchful, or easily startled?

YES

4. felt numb or detached from people, activities, or your surroundings?
5.

NO
YES

NO

felt guilty or unable to stop blaming yourself or others for the event(s) or any problems the event(s)
may have caused?
YES
NO

POSITIVE = YES + 3 YES RESPONSES
Prins et al., 2016

Modified Perinatal Post-traumatic Stress Disorder Questionnaire (Modified PPQ)

(1) Did you have bad dreams of giving birth or of your baby’s hospital stay?
(2) Did you have upsetting memories of giving birth or of your baby’s hospital stay?
(3) Did you have any sudden feelings as though your baby’s birth was happening again?
(4) Did you try to avoid thinking about childbirth or your baby’s hospital stay?
(5) Did you avoid doing things that might bring up feelings you had about childbirth or
your baby’s hospital stay (e.g., not watching a TV show about babies)?
(6) Were you unable to remember parts of your baby’s hospital stay?
(7) Did you lose interest in doing things you usually do (e.g., did you lose interest in your
work or family)?
(8) Did you feel alone and removed from other people (e.g., did you feel like no one
understood you)?
(9) Did it become more difficult for you to feel tenderness or love with others?
(10) Did you have unusual difficulty falling asleep or staying asleep?
(11) Were you more irritable or angry with others than usual?
(12) Did you have greater difficulties concentrating than before you gave birth?
(13) Did you feel more jumpy (e.g., did you feel more sensitive to noise, or more easily
startled)?
(14) Did you feel more guilt about the childbirth than you felt you should have felt?
Notes: Response scale and scoring weight for each question: (0) not at all; (1) once or
twice; (2) sometimes; (3) often, but less than 1 month; (4) Often, for more than a month.
Clinical range for high-risk mothers is set at 19 or higher.

Callahan et al., 2002, 2006

Screening tools for perinatal OCD
Perinatal obsessive-compulsive scale (POCS)
•
•

Self-report, validated in perinatal population
23 items, score > 9 has high specificity for OCD

Yale-Brown Obsessive Compulsive Scale (Y-BOCS)
•
•
•
•

Interviewer-rated, 10 items
Gold standard for tracking symptom severity
> 25-35% decrease in score = response to treatment
< 8 = remission of OCD

Screening for perinatal OCD
“Are you having any thoughts that keep bothering you that you’d like to
get rid of?”
“Do you do things over and over again because you feel anxious if you
don’t (for example, checking on your baby, washing your hands)?”
“Sometimes people who are anxious/depressed/stressed have scary
thoughts, like thoughts or images of hurting their baby or other people.
Have you had any thoughts like that?”

Assessing Thoughts of Harm to the Infant

4% rate of
infanticide if
untreated

Intrusive thoughts of
harming the infant

Depression
Ego dystonic
Depressive
symptoms
Related
obsessions

OCD

Ego dystonic
Compulsions
No risk of harm

Psychosis

Ego syntonic
Delusions,
hallucinations
No compulsions
More risk of harm

How to screen
With depression screening during pregnancy and at well child
visits up to 12 months, as part of assessing wellbeing of child
Document with depression screening
• document that screening was performed and referrals given
• document results in baby’s medical record
• document in parent’s medical record if parent is your patient

Case
Maria brings her 2-month-old baby in for a well child visit. She
completes a screening EPDS. Her total EPDS score is 8 and her
score on items 4 + 5 is 5. You review this screening with her. She
denies depression but does say she has been very anxious. She
assumed this was due to having just had her first baby. She has been
feeling miserable, she has been worried that she is not going to be a
good mother, and she feels ashamed of not feeling happier. She has
always been a worrier, but this is the worst anxiety she has had.
What else would you like to know?

What to do with screening results?
• Discuss with parent

• No or mild symptoms: continue routine screening
• Moderate to severe symptoms on screening should be followed up
with psychiatric diagnostic assessment and treatment
• If parent has a pre-existing anxiety disorder, OCD, or PTSD and has
received/is receiving treatment, refer to their mental health
provider even if mild symptoms on screening tool

Treatment/Referral

Non-pharmacologic treatments for anxiety
• Education/information

• Psychotherapy

CBT
Problem-solving, coping
• Mindfulness, meditation
• Relaxation
• Yoga

https://www.pinterest.co.uk/pin/486740672217827217/

Guidelines for treatment
Anxiety Disorders (GAD, panic disorder, social anxiety disorder):
•

Cognitive behavioral therapy (CBT), SSRIs are first-line treatments

•

SSRIs may exacerbate anxiety at first – prescribe low doses to start

OCD:
•

CBT with ERP (exposure and response prevention), SSRIs are first-line

•

May need higher SSRI doses

PTSD:
•

Trauma-focused therapies are first-line

•

SSRIs are effective

OCD: CBT with ERP
• Highly effective for OCD
• First-line treatment for mild to moderate OCD
• Very little data specifically for perinatal OCD
•

Pilot RCT at 6 months postpartum (n=34)

•

Four 3-hour sessions in 2 weeks + three 1-hour follow up visits

•

CBT reduced OCD symptoms significantly compared with
treatment as usual (effect size 1.3; Y-BOCS scores)

•

Mother-infant interactions unchanged by treatment
Challacombe et al., 2017

Psychotherapy for perinatal PTSD
• Exposure therapy
•

Reduction in PTSD symptoms through expressive writing

•

Particularly effective in postpartum women in medium-term (3-6
months) regardless of whether birth was objectively traumatic

• Trauma-focused CBT
•

Mainstay treatment for non-childbirth-related PTSD

•

Particularly effective for women at risk for experiencing a
traumatic birth

• EMDR
•

Improvement in PTSD symptoms short term

•

May be especially effective for hyperarousal symptoms

SSRIs/SNRIs
• Risks:
Persistent pulmonary hypertension of the newborn (PPHN:
2.9/1000 vs. 1.8/1000)
Neonatal adaptation syndrome (30%)
Gestational hypertension with venlafaxine (Effexor)

• Which to prescribe:
Agent that has worked in the past
Otherwise, sertraline (Zoloft)
Lowest risk of PPHN
Low transmission in breast milk

Psychotropic Medications in
Breastfeeding
• Relative infant dose
(RID) < 10% of
maternal dose
• Adverse events/ #
exposures
• Severity of adverse
events

Medication issues in OCD
• Clomipramine
•

Increased risk of major malformations (n>1600; OR = 1.4, 95% CI 1.1,
1.7) and cardiac malformations (OR = 1.6, 95% CI 1.1, 2.4)

•

More severe and prolonged neonatal adaptation syndrome

•

Limited data in breastfeeding; small amounts in breast milk

• Fluvoxamine
•

No increase in malformations (n=500)

•

Transmitted in low amounts in breast milk, one infant with
diarrhea and vomiting

Benzodiazepines in Pregnancy
•

Withdrawal symptoms with rapid taper
Case reports of panic attacks, miscarriage
No guidelines regarding how to taper benzodiazepines during pregnancy

•

Cleft lip/palate in 11:10,000 births (vs control rate of 6:10,000 births) – not seen
in recent large databases
2019 systematic review and meta-analysis: No increased rate of
malformations with BZs alone (OR = 1.08; 95% CI: 0.93,1.25)
Increased risk of malformations with antidepressant + BZ (OR = 1.40; 95%
CI:1.09, 1.80)

•

Higher rates of spontaneous abortion (OR: 1.85; 95% CI: 1.61,2.12), NICU
admission (OR: 2.02; 1.11,3.66), small head circumference (OR: 3.89; 1.25,12.03)
Freeman et al, 2018; Grigoriadis et al, 2019; Shyken et al., 2019; Sheehy et al., 2019

Benzodiazepines in lactation
Concerns about sedation,
poor feeding
Motherisk study:
• 124 women taking
benzodiazepines while
breastfeeding
• 2 cases of CNS depression
in infants (1.6%)
• Kelly, 2012
Lorazepam – short-acting,
lower transmission into
breast milk

Other Anxiolytics
Medication

Pregnancy

Lactation

Hydroxyzine

240 exposures; no evidence of
increase in malformations

Reports of infant sedation, irritability

Propranolol

± IUGR; neonatal bradycardia and
hypoglycemia

23 exposures; low levels in milk;
bradycardia, sedation in 2 infants
exposed to multiple medications

Buspirone

Limited human data (3 case reports,
one with malformations); no
evidence of malformations in animals

Limited data (4 exposures); low levels
in milk; seizures in one infant exposed
to multiple medications

Gabapentin

No evidence of increase in
malformations (about 300 exposures)

Limited data (9 exposures); RID 1-4%;
no adverse effects

Pregabalin

>600 exposures; no increase in
malformations with monotherapy

Limited data (11 exposures); RID 7-8%;
no reports re effects on infants

Quetiapine

> 5000 exposures; no increased risk of
malformations; neonatal syndrome

38 exposures; low levels in milk;
RID<1%; one infant with sedation

Thorsness et al., Am J Obstetr Gynecol 2018

Patient workbook for perinatal anxiety
Cognitive behavioral therapy
(CBT) based workbook
For anxiety, panic, obsessions,
compulsions
Wiegartz PS, Gyoerkoe KL.
The Pregnancy and
Postpartum Anxiety
Workbook.
New Harbinger Publications,
2009

Resources
Reprotox: www.reprotox.org
LactMed
Infant Risk Center: https://www.infantrisk.com

Perinatal Support Washington: http://perinatalsupport.org/
MothertoBaby fact sheets:
https://mothertobaby.org/fact-sheets-parent/

PAL for Moms (1-877-PAL4MOM/1-877-725-4666)
Perinatal Mental Health Care Guide
https://www.mcmh.uw.edu/care-guide
UW Perinatal Telepsychiatry Clinic
Swedish Center for Perinatal Bonding and Support: 206-320-7288

For information and care guides:
https://www.mcmh.uw.edu/palfor-moms-faq

• Partnership Access
Line (PAL) for Moms
• Perinatal psychiatry
telephone
consultation
• Free for any
healthcare provider in
Washington State
• Mon-Fri 9-5
• Funded by State of
Washington Health
Care Authority (HCA)

Take Home Points
• Perinatal anxiety, OCD, and PTSD are common and have adverse
effects on the parent and child

• Screening can be done along with depression screening at prenatal
and well child visits (at least through 12 months of age)
• Thoughts/images of harm to the baby are common, important to
explore, and an emergency in the presence of psychosis
• Positive screens are cause for psychoeducation, ongoing monitoring
(for new onset/situational mild symptoms), or referral/treatment

• Optimize non-medication treatments (e.g., CBT, other evidencebased therapies) for mild to moderate symptoms
• SSRIs are the first-line medication treatment
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