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Postpartum anxiety: More 
common than you think
Postpartum anxiety is more common than postpartum 
depression, but is often overlooked. Here’s when to 
suspect it.

THE CASE
Julia* is a 31-year-old woman, gravida 3 para 3, who presents to your office for evalua-
tion after a recent emergency department (ED) visit. Her husband and children are with 
her. She is 4 months postpartum after an uncomplicated normal spontaneous vaginal 
delivery. She is breastfeeding her healthy baby boy and is using an intrauterine device 
for birth control. She went to the ED last week after “choking on a chip” while having 
lunch with her children. It felt like she “couldn’t breathe.” She called 911 herself. The ED 
evaluation was unremarkable. Her discharge diagnosis was “panic attack,” and she was 
sent home with a prescription for lorazepam. 

Since the incident, she has been unable to eat any solid foods and has lost 7 pounds. 
She also reports a globus sensation, extreme fear of swallowing, insomnia, and pervasive 
thoughts that she could die at any moment and leave her children motherless. She has 
not taken the lorazepam. 

She has a history of self-reported anxiety dating back to high school but no history 
of panic attacks. She has never been diagnosed with an anxiety disorder and has never 
before been prescribed anti-anxiety medication. She doesn’t have a history of postpar-
tum depression in prior pregnancies, and a depression screening at her postpartum visit 
2 months ago was negative.

● HOW WOULD YOU PROCEED WITH THIS PATIENT?

*The patient’s name has been changed to protect her identity.
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During the perinatal period, women 
are particularly vulnerable to af-
fective disorders, and primary 

care physicians are encouraged to routinely 
screen for and treat depression in pregnant 
and postpartum women.1 However, anxi-
ety disorders have a higher incidence than 
mood disorders in the general population,2 
and perinatal anxiety may be more widely 
underrecognized and undertreated than 
depression.3 In addition, higher depres-

sion scores early in pregnancy have been 
shown to predict higher anxiety later in  
pregnancy.4

As family physicians, we are well-trained 
to recognize and treat anxiety disorders in the 
general patient population; however, we may 
lack the awareness and tools to identify these 
conditions in the perinatal period. Given our 
frequent encounters with both mom and baby 
in a child’s first year of life, we are uniquely 
positioned to promptly recognize, diagnose, 
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it is a situational disorder brought about by 
specific circumstances of the peripartum  
period.

The DSM-5 does, however, provide a 
helpful diagnostic approach. It defines a di-
agnosis of postpartum depression as being a 
variant of major depressive disorder (MDD) 
in which a woman must 1) meet criteria for a 
major depressive episode; and 2) occur dur-
ing pregnancy or within 4 weeks of delivery. 
In practice, many clinicians extend the second 
requirement to include the first year postpar-
tum.13 There is a “with anxious distress” speci-
fier for major depression in the DSM-5, but the 
2 disorders are otherwise unlinked. 

To apply the DSM-5 principles for post-
partum depression to postpartum anxiety, a 
patient would need to 1) meet the diagnostic 
criteria for an anxiety disorder that 2) have 
their onset within a specified perinatal period. 
Variant presentations of anxiety in the post-
partum period might include panic disorder 
and phobias, which could also interfere with a 
woman’s ability to care for her child.

The DSM-5 offers the following criteria for 
GAD12:  

• excessive worry about a variety of 
topics

• worry that is experienced as hard to 
control

• worry associated with at least 3 physi-
cal or cognitive symptoms: edginess/
restlessness, tiring easily, impaired 
concentration, irritability

• anxiety, worry, or associated symptoms 
that make it hard to carry out day-to-
day activities and responsibilities 

• symptoms that are unrelated to any 
other medical conditions and cannot 
be explained by the effect of substances 
including a prescription medication, 
alcohol, or recreational drugs

• symptoms that are not better explained 
by a different mental disorder.

Debilitating effects of postpartum  
anxiety
Many women experience some level of anxiety 
during pregnancy and early postpartum—anx-
iety that may range from normal and adaptive 
to debilitating.14 While the challenges of caring 
for a newborn are likely to bring some level of 

and treat postpartum anxiety and thereby 
improve health outcomes for families.

DEFINING PERINATAL ANXIETY
Anxiety disorders (including generalized anxi-
ety disorder, panic, phobia, and social anxiety) 
are the most common mental health disor-
ders evaluated and treated in the primary care 
setting, with a lifetime prevalence of close to 
30%.2 

A recent report from the Centers for Dis-
ease Control and Prevention (CDC) estimates 
that 1 in 9 women experience symptoms of 
postpartum depression.5 The prevalence of 
anxiety disorders during pregnancy and the 
early postpartum period is not as well-known, 
but studies suggest that perinatal anxiety is 
much more prevalent than depression. In one 
study, generalized anxiety disorder (GAD) in 
the pre- and postnatal periods was 15.8% and 
17.1%, respectively; an incidence far exceed-
ing that of perinatal depression (3.9% and 
4.8%, for the same periods).6 Additional evi-
dence suggests that even more women in the 
postnatal period experience clinically signifi-
cant levels of anxiety but do not meet full diag-
nostic criteria for an anxiety disorder.7

In another study, 9.5% of women met cri-
teria for GAD at some point during pregnancy, 
with highest anxiety levels in the first trimes-
ter.8 Women with a history of GAD, lower edu-
cation, lack of social support, and personal 
history of child abuse have the highest risk for 
postpartum anxiety. Women with a history of 
posttraumatic stress disorder (PTSD) may be 
twice as likely to develop postpartum anxiety 
as healthy women.9

It has been well-documented that sleep 
disruption—which is very common in new 
mothers in the postnatal period—contributes 
to mood and anxiety disorders.10,11 

Clarifying a diagnosis  
of postpartum anxiety
The Diagnostic and Statistical Manual of 
Mental Disorders, 5th edition (DSM-5)12 
specifies no diagnosis of postpartum anxi-
ety disorder. And no standardized diagnostic 
criteria exist. It is likely that in some cases, 
postpartum anxiety represents an exacerba-
tion of underlying GAD, and in other cases 

Consider  
screening for 
postpartum  
anxiety with  
the GAD-7 or  
the Edinburgh  
Postnatal  
Depression Scale 
(questions 3-5).
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Consider  
diagnosing  
postpartum  
anxiety when 
DSM-5 criteria 
for generalized 
anxiety disorder 
are met during 
the first year 
postpartum.

anxiety, these symptoms should be transient 
and not interfere with a woman’s capacity to 
care for her infant, herself, or her family. 

Postpartum anxiety has been associated 
with a prior fear of giving birth, fear of death 
(of both mother and baby), lack of control, 
lack of self-confidence, and lack of confi-
dence in the medical system.9 The experience 
of such ongoing disturbing thoughts or feel-
ings of worry and tension that affect a wom-
an’s ability to manage from day to day should 
indicate an illness state that deserves medical 
attention.

Mothers with postpartum anxiety dis-
orders report significantly less bonding with 
their infants than do mothers without anxi-
ety.15 A recent narrative review describes 
numerous studies that illustrate the negative 
effects of postpartum anxiety on bonding, 
breastfeeding, infant temperament, early 
childhood development, and conduct disor-
ders.16 Anxious women may be less likely to 
initiate breastfeeding, have more challenges 
with breastfeeding, and even have a different 
milk composition.17 Women with prenatal 
anxiety are also more likely to stop breast-
feeding prematurely.18 Children of anxious 
mothers may be more likely to have a difficult 
temperament and to display more distress.19 
There are small studies demonstrating defi-
cits in early infant development and increas-
es in conduct disorder in the male offspring 
of anxious women.20

SCREENING FOR POSTPARTUM 
ANXIETY 
Screening for perinatal depression has be-
come standard of care, and the Edinburgh 
Postnatal Depression Scale (EPDS) is a widely 
used instrument.1 The EPDS, a 10-question 
self-report scale, was created and validated to 
screen for perinatal depression, with a cutoff 
of > 10/30 usually considered a positive result. 

Researchers have investigated the utility 
of the EPDS as a screening tool for perinatal 
anxiety as well.21-23 These studies show some 
promise, but there are questions as to whether 
a total score or a subscale score of the EPDS 
is most accurate in detecting anxiety. Women 
with perinatal anxiety may score low on the to-
tal EPDS, yet score higher on 3 anxiety-specific 

questions (TABLE 123). For this reason, several 
studies propose an EPDS anxiety subscore or 
subscale (referred to as EPDS-3A). 

Of note, there are some women who will 
score high on the subscale who do not ulti-
mately meet the criteria for an anxiety disorder 
diagnosis. Clinicians should not over-interpret 
these scores and should always use sound 
clinical judgment when making a diagnosis.

Research has also focused on using the 
GAD 7-item (GAD-7) scale (TABLE 224),25 and 
on the development of new tools and screen-
ing tools designed specifically for perinatal 
anxiety, including the Postpartum Worry 
Scale26 and the Postpartum Specific Anxiety 
Scale (PSAS).27 

Family physicians may consider using 
the EPDS subscale if they are already using 
the EPDS, or adding the GAD-7 as a separate 
screening instrument during a postpartum 
visit. To date there is no one standard recom-
mendation or screening tool.

TABLE 1

EPDS-3A subscale: Questions 
3-5 from the Edinburgh  
Postnatal Depression Scale23

I have blamed myself unnecessarily when 
things went wrong.

 Yes, most of the time

Yes, some of the time

Not very often

No, never

I have been anxious or worried for no good 
reason.

No, not at all

Hardly ever

Yes, sometimes

Yes, very often

I have felt scared or panicky for no very good 
reason.

Yes, quite a lot

Yes, sometimes

No, not much

No, not at all

Answers to each of the 3 items are scored from 0 (least severe) 
to 3 (most severe).

CONTINUED
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NONPHARMACOLOGIC TREATMENT 
As one would with any patient who has situ-
ational anxiety, help new mothers find ways 
to increase their coping skills, reduce stress, 
and mobilize social supports and family re-
sources. Given the association between sleep 
disruption and perinatal anxiety, counsel new 
mothers, especially those at high risk for post-
partum anxiety, to prioritize sleep during this 
vulnerable time. To that end, consider recom-
mending that they ask partners, family mem-
bers, or friends to help them take care of the 
infant at night (or during the day). Such non-
medical interventions may be sufficient for 
women with mild anxiety.

Very few studies have addressed non-
pharmacologic management of postpartum 
anxiety, but cognitive behavioral therapy 
(CBT) has been shown to help in managing 
and treating anxiety disorders outside of preg-
nancy.28 A few small studies indicate promise 
for CBT and for mindfulness-based interven-
tions (MBIs) during pregnancy.29

A 2016 systematic review of pharmaco-
logic and nonpharmacologic treatment of 
anxiety in the perinatal period found support 
for the use of CBT for panic disorder and spe-
cific phobias both in pregnancy and postpar-

tum.30 A very small study found that teaching 
mothers to massage their preterm infants de-
creased maternal anxiety.31

If the patient is amenable, it is reasonable 
to start with behavioral interventions like CBT 
or MBI before pharmacologic treatment—par-
ticularly when physicians have mental health 
professionals embedded in their primary care 
team.

PHARMACOLOGIC TREATMENT 
Selective serotonin reuptake inhibitors (SSRIs) 
and serotonin norepinephrine reuptake in-
hibitors (SNRIs) are considered first-line treat-
ment for moderate to severe anxiety disorders 
in the perinatal and postnatal period. 

❚ SSRIs in pregnancy. Lacking support 
of randomized controlled trials, most recom-
mendations regarding SSRIs in pregnancy 
come from expert consensus or cohort and 
case control studies. Studies have raised con-
cerns for an increased rate of congenital heart 
defects among fetuses exposed to paroxetine32 
and primary pulmonary hypertension with 
all SSRIs.33 But the absolute risks are quite 
small. There have also been concerns regard-
ing low birth weight and preterm birth, but it 

TABLE 2

Generalized Anxiety Disorder 7-item (GAD-7) scale24

Over the last 2 weeks, how often have you been bothered by the 
following problems? Not at all Several days

More than 
half the days

Nearly every 
day

Feeling nervous, anxious, or on edge 0 1 2 3

Not being able to stop or control worrying 0 1 2 3

Worrying too much about different things 0 1 2 3

Trouble relaxing 0 1 2 3

Being so restless that it is hard to sit still 0 1 2 3

Becoming easily annoyed or irritable 0 1 2 3

Feeling afraid as if something awful might happen 0 1 2 3

       Total =               ____        +          ____        +          ___  

If you checked off any problems, how difficult have these problems 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

Scoring the GAD-7: A score of ≥ 10 suggests that a patient has generalized anxiety disorder. As part of a clinical assessment, a 
score of 5 might be interpreted as mild anxiety, with 15 indicating a severe level of anxiety. 
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is possible that these outcomes result from the 
depression itself rather than the medication.34 

Unfortunately, there are very few stud-
ies evaluating the efficacy of SSRIs in treating 
postpartum depression35 and even fewer that 
specifically evaluate their effect on perinatal 
anxiety. Many experts believe that not treating 
anxiety/depression is actually more harmful 
than the fetal effects of SSRIs, and that SSRIs 
are largely safe in both pregnancy and while 
breastfeeding, with benefits outweighing the 
risks.

❚ SSRIs while breastfeeding. SSRIs have 
been found to be present in varying levels in 
breastmilk but may or may not be present in 
the serum of nursing infants.36 A 2008 guideline 
from the American College of Obstetricians 
and Gynecologists lists paroxetine, sertraline, 
and fluvoxamine as slightly safer than fluox-
etine, escitalopram, and citalopram.37 A 2015 
systematic review similarly concluded that 
sertraline and paroxetine have the most safety 
data on lactation.38 Lowest effective dose is al-
ways recommended to minimize exposure. 

❚ Benzodiazepines. As in the general 
population, benzodiazepines should be re-
served for short-term use in acute anxiety and 
panic because they are associated with such 
adverse effects as worsening of depression/
anxiety and risk of dependence and overdose. 
Longer-acting benzodiazepines (eg, clonaz-
epam) are generally not recommended in lac-
tation because of reported effects on infants, 
including sedation. Shorter-acting benzodiaz-
epines (eg, lorazepam) are considered safer in 
lactation.39

THE CASE
Julia saw her family physician 4 more times, 
was evaluated by an ear-nose-and-throat spe-
cialist for her throat complaints, saw a thera-
pist for CBT and a psychiatrist for medication, 
had 3 more ED visits, and lost 23 pounds be-
fore she finally agreed to start an SSRI for 
postpartum anxiety. She screened high on the 
EPDS-3A (9/9) despite scoring low on the full 
EPDS for perinatal depression (total, 9/30). 

Because of her swallowing impediments 
and because she was breastfeeding, sertra-
line solution was started at very small doses. 
It was titrated weekly to obtain therapeutic 
levels. By 4 weeks, her weight stabilized. By 

8 weeks, she started gaining weight and 
sleeping better. She saw the therapist regu-
larly to continue CBT techniques. Over the 
next several months she started eating a nor-
mal diet. She is currently maintained on her 
SSRI, is still breastfeeding, and has achieved 
insight into her perinatal anxiety disorder.  JFP
CORRESPONDENCE
Veronica Jordan, MD, 3569 Round Barn Cir #200, Santa Rosa, 
CA 95403; veronica.a.jordan@gmail.com.
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