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Chapter 11
Exposure Therapy with Patients Who Are 
Pregnant

Fiona L. Challacombe and Megan A. Jansen

Abstract  Approximately 15% of pregnant women are known to have an anxiety 
disorder. In addition to causing distress to women, studies have highlighted the 
longstanding impact of untreated maternal anxiety on infant and child outcomes. 
Whilst many studies have demonstrated that cognitive behavioural approaches 
using exposure are effective for anxiety disorders, scant evidence exists of their use 
with pregnant women. Furthermore, women are sometimes denied treatment due to 
assumptions about the risks involved. This chapter reviews evidence and techniques 
for the use of exposure-based treatments in pregnancy, presenting case material on 
the treatment of obsessive-compulsive disorder and post-traumatic stress disorder.

Keywords  Pregnancy · Anxiety disorders · Exposure · Cognitive behavioural 
therapy · Treatment · Safety

Pregnancy can be a longed-for yet daunting process for women, even in the best of 
circumstances. It is accompanied by a range of significant physical, psychological 
and social changes, with birth marking both the endpoint of the phase of gestation 
and the beginning of a new and challenging phase of parenting a newborn. There 
can be varying degrees of medical complications to navigate through pregnancy, as 
well as the uncertainties of labour and birth for mother and child. Whilst many 
women manage well, it is not surprising that anxiety is a relatively common experi-
ence. During pregnancy, the prevalence of significant anxiety symptoms is high, 
increasing across the trimesters from 18.2% of women in the first trimester to 24.6% 
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in the third trimester (Dennis et al., 2017). This may be anxiety specifically related 
to the pregnancy and birth (‘pregnancy-related anxiety’) or have another focus. 
Antenatal (occurring during pregnancy) anxiety disorders are very common, affect-
ing approximately 15% of women (Dennis et al., 2017). For some women, aspects 
of being pregnant may precipitate an anxiety disorder, whilst those with a pre-
existing problem may experience an exacerbation of symptoms (Biaggi et al., 2016; 
Fairbrother et al., 2016; Viswasam et al., 2019). In all cases, the context of preg-
nancy is crucial to understanding how to formulate and treat the problem.

Anxiety disorders encompass a broad range of problems including specific pho-
bias, generalised anxiety disorder (GAD), panic disorder and social anxiety disor-
der. Other relevant anxiety presentations (recategorised since DSM-5) are 
obsessive-compulsive disorder (OCD) and post-traumatic stress disorder (PTSD). 
Many have direct relevance to pregnancy, such as tokophobia (fear of childbirth), 
emetophobia (fear of vomiting), blood-injury phobia and PTSD caused by a previ-
ous traumatic birth (Nath et al., 2020). OCD can present with distressing intrusive 
thoughts of deliberately harming the unborn child or fears the baby will be harmed 
by contamination (Abramowitz et al., 2003). All anxiety-related disorders are by 
definition distressing and demanding, with functional impairment common to the 
diagnosis; and anxiety disorders during pregnancy are no exception (Martini et al., 
2010). Therefore, timely treatment is important for all sufferers. Almost all women 
are in contact with health services at some point during their pregnancy, presenting 
a unique opportunity for screening and treatment of mental health problems.

Anxiety disorders during pregnancy have been associated with greater risk of 
emergency Caesarean and instrumental deliveries (Dekel et  al., 2019) as well as 
obstetric complications and preterm delivery (Ding et  al., 2014; Martini et  al., 
2010). Associations with greater pregnancy-related anxiety symptoms have also 
been reported (Martini et al., 2016).

Many women are motivated to seek treatment in order to help them manage 
through the pregnancy and to prevent any postpartum impact of their disorder on 
their child or their parenting. This is a reasonable concern, with associations between 
antenatal and postnatal anxiety disorders and impairments in parent-child interac-
tions and quality of life shown by several studies (Challacombe et al., 2016; Murray 
et al., 2008; Petzoldt et al., 2016). Antenatal anxiety disorders have also been asso-
ciated with postpartum depression, which may explain some of this impact (Coelho 
et al., 2011; Martini et al., 2010; Tietz et al., 2014).

There has been considerable research attention on the impact of antenatal anxi-
ety, and women and professionals alike are often concerned about the impact of 
anxiety on the foetus. In large longitudinal studies, antenatal anxiety has been asso-
ciated with long-ranging impacts on child development, including emotional and 
behavioural problems, leading some authors to suggest it might be a sensitive time 
for relevant aspects of foetal brain development (Capron et  al., 2015; O’Connor 
et al., 2003). Potential mechanisms include HPA axis dysfunction (Van den Bergh 
et al., 2005) and anxiety-related changes in uterine blood flow (Teixeira et al. 1999). 
Consistently elevated stress, depression and anxiety have been associated with 
increased cortisol levels that may alter placental functioning to impact the foetus, 
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although these associations are correlational (Buss et al., 2010; Kane et al., 2014; 
Sarkar et  al., 2008). Much is yet to be understood about the complex interplay 
between maternal mood, mechanisms of transmission and infant outcomes. 
However, given the range of impacts of untreated antenatal anxiety, providers have 
many reasons to treat pregnant women to maximise the benefit to them and their 
offspring. The rest of the chapter will focus on the issues of delivery and content 
related to using exposure-based therapy with pregnant women with anxiety 
disorders.

�Delivering Therapy with Pregnant Women

Pregnant women demonstrate a strong preference for psychological therapy over 
medication, often due to fears of teratogenic effects (Arch, 2013). This preference 
explicitly includes a willingness to engage in exposure therapy. Recent reviews sug-
gest that SSRI use (the most common pharmacological intervention for anxiety) can 
elevate the small absolute risk of adverse outcomes in infants (Fischer Fumeaux 
et al., 2019). Cognitive behavioural approaches (CBT), in particular those including 
exposure therapy, are well-developed for anxiety-related disorders, having demon-
strated efficacy and effectiveness in the general population in many studies (Hans & 
Hiller, 2013; Olatunji et al., 2010). However, despite the high prevalence of anxiety-
related problems in pregnancy, there are no large-scale trials investigating the deliv-
ery of such treatments at this time (Marchesi et al., 2016; Nillni et al., 2018). One 
factor behind this has been the historical exclusion of pregnant women in interven-
tion research, due in part to fears of additional risks in treating this group. Similar 
fears that pregnant women may be at risk of harm from exposure-based treatments 
are sometimes raised in clinical settings, where clinicians may encounter resistance 
at a service level. Furthermore, some clinicians can be unwilling to do exposure 
therapy due to their own anxious beliefs (Meyer et al., 2014). Clinicians therefore 
need a good grasp of the issues involved.

�How Safe Is Exposure Therapy During Pregnancy?

A key component of CBT interventions for anxiety is deliberate, planned and 
repeated exposure to what is feared, including objects, situations, memories, images 
and body sensations (Lohr et al., 2012). The main controversy around using expo-
sure in pregnancy stems from the idea that as exposure entails an initial rise in anxi-
ety when the person confronts their fears, this may be associated with a rise in 
cortisol that negatively impacts the baby. The arguments are summarised eloquently 
and in detail by Arch et al. (2012). (1) The evidence base highlights the biological 
impact of untreated maternal anxiety on children; women seeking treatment are by 
definition already anxious. (2) Pregnant women present with unique biological 
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differences during this period: healthy pregnant women have an increased HPA axis 
reactivity, with cortisol levels which would be considered pathological in non-
pregnant women (Mastorakos & Ilias, 2003). Additionally, pregnant women may 
have a diminished physiological response to acute stress on a variety of physiologi-
cal indices (de Weerth & Buitelaar, 2005). Potentially, pregnant women who 
undergo exposure-based therapy may not have the same heightened physiological 
anxiety response commonly seen in non-pregnant peers. This could have an impact 
on efficacy rather than safety. (3) Perhaps most importantly, the stress response 
from undertaking exposure is temporary, lasting 60–90 minutes and often much less 
before habituation occurs. Exposure leads to overall reductions in anxiety between 
sessions (Craske et al., 2008).

Recent studies examining the physiology of exposure exercises have found that 
there is no strong evidence (in non-pregnant populations) of a lasting effect on cor-
tisol, even in the context of high subjective distress (Kellner et al., 2020; Mayer 
et al., 2017). (4) The short-lived nature of any increase in anxiety seems consistent 
across disorders. Exposure to the trauma memory in PTSD can lead to a temporary 
increase in intrusions which resolves, and is not related to worse treatment outcome 
(Foa et al., 2002). Exposure in general is not highly distressing or the cause of last-
ing physiological impact. Whilst specific data are needed for pregnant women, it is 
highly likely that the potential benefits of exposure-based treatments outweigh any 
risks in pregnancy.

In one of the few treatment trials of exposure treatment of pregnant women, 
Lilliecreutz et al. (2010) designed a group treatment for pregnant women with blood 
and injection phobia and reported no adverse effects (Lilliecreutz et  al., 2010). 
Blood-injury-injection phobias have a different physiological response involving a 
vasovagal/parasympathetic surge and therefore are unique amongst the anxiety dis-
orders. In a recent review of the safety and effectiveness of non-pharmacological 
interventions for PTSD, Bass and colleagues collected safety data during pregnancy 
from available trials (Baas et al., 2020). A range of interventions were looked at 
including trauma-focused CBT, EMDR therapy, self-hypnosis and relaxation. No 
adverse effects on the mother or the unborn child were reported, suggesting that 
these treatments are safe. In their review of treatments for antenatal anxiety disor-
ders, including three studies using CBT, no adverse effects of non-pharmacological 
treatments were reported (Marchesi et al., 2016). However, caution is warranted as 
the majority of the evidence available is from case studies. In summary, the existing 
evidence base, though limited in size and scope, has not highlighted any adverse 
effects from the use of exposure-based treatments in pregnancy.

�How Effective Are Exposure-Based Treatments in Pregnancy?

The evidence suggests that CBT is effective in pregnancy, although detailed infor-
mation on the use of exposure within these treatments is not available (Marchesi 
et  al., 2016). The only trial to date is a non-randomised study examining a 
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two-session group exposure intervention to reduce blood and injection phobias. 
Groups comprised four to six women, and trial took place at 25–30 weeks of preg-
nancy, with the second group a month later, and they were co-led by a therapist and 
midwife. Forty-six women acted as non-treated controls (Lilliecreutz et al., 2010). 
Eleven women preferred an individual intervention, the results of which have not 
been published. In this trial, women improved significantly on several measures 
including the Injection Phobia Scale–Anxiety, Anxiety subscale and measures of 
anxiety and depression.

A recent meta-analysis demonstrated that when exposure was a component in 
CBT-based treatment, there was a larger effect size on perinatal anxiety symptoms 
than when it was not (Maguire et al., 2018). However, the meta-analysis included 
only three studies. It should be noted that most of the CBT treatments consisted of 
a more cognitive approach and included relaxation strategies when treating preg-
nant women with an anxiety disorder, possibly due to the inclusion of guided self-
help protocols in this study or due to concerns of treating pregnant women with 
exposure therapy.

�Practical Considerations when Considering Exposure 
Therapy in Pregnancy

�Timing of Treatment

Given the time-limited context, practical considerations are paramount in treating 
pregnant women. Considering the possibility of adverse impact on mother and 
child, it is imperative that women are offered treatment as soon as possible once 
they present with clinical anxiety. NICE guidelines recommend accelerating women 
into treatment within 4 weeks of referral (CG192).

Pregnant women may have many demands on their time, often balancing mid-
wife or obstetrician appointments and hospital scans, work and other caring respon-
sibilities. CBT is typically offered in a course of 8–16 sessions depending on the 
problem; clinicians should consider the pregnant women’s gestation stage and the 
number of sessions that are available to feasibly complete psychoeducation and 
exposure tasks to meet the woman’s therapy goals. If women are referred later in 
pregnancy, careful assessment should be made of what can reasonably be achieved 
in the time before the birth, including the woman’s physical state, and resources 
available to allow her to commit to the sessions and between-session practice. 
Although no robust research evidence is available, consideration should be given to 
postponing formal treatment if the woman is referred after 32 weeks of pregnancy. 
Support may still be provided, or alternatively, focused treatment around birth-
related anxiety.

There is some evidence that benefit can be gained from shorter treatment proto-
cols. In the general population, research has emerged suggesting that briefer 
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versions of CBT (perhaps as few as four sessions) offer similar effectiveness to 
longer versions (8–16 sessions). Improvements were reported in those who had four 
or five sessions of CBT for panic disorder (Craske et al., 1995), seven sessions of 
CBT for panic disorder with agoraphobia (Marchand et al., 2009) and one session 
of exposure for specific phobias (Ost, 1989). Given the effectiveness of a two-ses-
sion intervention for blood-injury phobia described above (Lilliecreutz et al., 2010), 
further research is needed to explore the impact of briefer CBT interventions with 
exposure in pregnant women with anxiety disorders.

�Time-Intensive Therapy

Considering the pressure to improve anxiety symptomatology as quickly as possible 
during pregnancy, clinicians may also want to consider offering accelerated or 
intensive exposure therapy programme. Time-intensive treatment involves the 
patient being offered the same number of sessions over a shorter time frame, rather 
than the typical weekly schedule. Outside of pregnancy this has been shown to be 
beneficial in the treatment of OCD (Storch et al., 2008), agoraphobia (Knuts et al., 
2015) and panic disorder (Wootton & MacGregor, 2018). Additionally, findings 
reported that enhanced longer-term benefits were observed. CBT with exposure has 
been used to treat postnatal OCD over a 2-week period. Mothers reported this 
approach to be acceptable and reported reductions in OCD symptoms and benefits 
to parenting (Challacombe & Salkovskis, 2011). Given the time parameters, a simi-
lar approach could be tested with anxiety disorders in pregnancy (Challacombe 
et al., 2021).

�Group Versus Individual Therapy

Clinicians may want to consider the pros and cons of group versus individual expo-
sure therapy. Group therapy may be a cost-effective option, although preliminary 
findings suggest that individual CBT may be superior to group CBT for pregnant 
women with anxiety (Maguire et al., 2018). This mirrors the general literature which 
showed greater benefits in individual CBT versus group CBT in the treatment of 
panic and agoraphobia (Sharp et al., 2004) and social anxiety (Stangier et al., 2003). 
However, groups do offer additional benefits such as normalising patient concerns, 
peer support and the sharing of ideas which could be particularly useful for pregnant 
women, given the importance of peer support in general at this time (Huang 
et al., 2020).
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�Online Therapy

There has been an increased interest in online therapies which can increase access 
and may be useful for pregnant women given other limitations. Emerging evidence 
suggests that online programmes focusing on improving anxiety symptomatology 
in pregnant women offer some benefits (Loughnan et al., 2019). However, it may be 
more difficult to conduct exposure treatment in this format, due to limitations in 
modelling and other constraints. Further research, however, is needed to fully 
understand the benefits of remote (online) treatment for anxiety disorders.

�Assessment

The context of pregnancy frames an understanding of the presentation and treatment 
of anxiety throughout a course of treatment. A standard assessment includes ques-
tions about the presenting symptoms and history of the disorder as well as comorbid 
problems. It is also important to ascertain a medical history alongside any pregnancy-
related complications in order to consider any limitations to the tasks tackled in 
exposure therapy. For example, exposure may be significantly modified (or not 
used) in those with respiratory, cardiac and pulmonary conditions. If there is a query 
about an underlying physical diagnosis that may be related to presenting symptoms 
(e.g. heart palpitations), it is advisable for the woman to seek guidance from a medi-
cal practitioner before proceeding.

Pregnant women may abruptly cease taking psychotropic medication when they 
find out they are pregnant or feel intense guilt and anxiety about the decision to 
continue (Einarson et  al., 2001). Medication status should therefore be carefully 
assessed, alongside the woman’s feelings about her decision to use (or not use) such 
agents. Feelings about becoming a parent should also be included in the assessment 
as they are highly relevant to current mood. Parenting characterised by high control 
and low warmth confers additional risk for anxiety and depression in pregnancy, 
over and above other times (Biaggi et al., 2016).

It is important to consider instruments which have been validated in the perinatal 
population, in particular those which are less reliant on the physical symptoms of 
anxiety (Meades & Ayers, 2011). Commonly used measures are the General Health 
Questionnaire, the State-Trait Anxiety Inventory (STAI) and the Depression Anxiety 
Stress Scale (DASS-21).

Note that pregnancy is a dynamic state and many of these factors will warrant 
reassessment at every treatment contact, for example, the medical status of the preg-
nancy and any change in circumstances. Table 11.1 provides a checklist of items to 
assess pregnant women presenting for the treatment of anxiety.
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Table 11.1  Checklist for assessment in pregnancy

Anxiety disorder – content, severity, onset, relationship with pregnancy

Comorbid disorders
Early history and course of anxiety problems
Due date/gestational stage
Circumstances of current pregnancy
 � Planned
 � Assisted conception
 � Feelings about the pregnancy
Pregnancy history – past miscarriage, terminations, birth and postpartum experiences including 
mood and anxiety disorder
Medical circumstances of current pregnancy – high-risk conditions
Pregnancy-related anxiety
Medication status and feelings about this
Partner and social support and resources
Other children and available childcare
Additional stressors and instability (e.g. housing, domestic violence, etc.)
Risks to self and from others
Availability for treatment (can attend regular sessions)

�Treatment

Pregnancy is an opportunity for women to address psychological problems before 
becoming a parent, and therapy presents the potential for benefitting both mother 
and child. This point can be used to increase incentive to help women approach 
exposure tasks within CBT.  Still, it is important to provide a clear rationale for 
exposure tasks since it will involve deliberately provoking discomfort. Modifications 
to the nature and intensity of exposure (relative to its use with non-pregnant patients) 
are likely, and less may be needed to trigger anxiety. For example, Arch (2012) lists 
a number of possible exercises to induce panic-like sensations in pregnancy such as 
holding one’s breath (fears of suffocation) or staring at a light and then looking 
away (fears of derealisation).

Two case studies are presented in this section to illustrate particular consider-
ations when treating these disorders in pregnant women. Common elements include 
gaining a shared understanding of how the anxiety problem interacts with the wom-
an’s specific pregnancy, introducing exposure adapted to this context and the use of 
modelling during exposure to enhance engagement. Where possible, once the per-
son has a good understanding of the model and has begun to use exposure, partners 
or family members should be invited to a session in order to support the person to 
continue practice at home.
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�OCD in Pregnancy

OCD can take a number of different forms, any of which may coincide with preg-
nancy, with an overall estimated prevalence of approximately 2% at this time, 
slightly higher than the general population prevalence (Russell et  al., 2013). For 
many women, obsessions and compulsions centre around the wellbeing of the 
unborn baby. Distressing intrusive thoughts or images of deliberately or acciden-
tally harming the baby or that something is wrong may dominate. This can lead to 
extensive avoidance, checking and excessive reassurance seeking from the internet, 
family and health professionals. OCD is associated with inflated responsibility 
(Salkovskis et  al., 2000), and the combination of responsibility and uncertainty 
inherent in pregnancy can be difficult for many women with OCD. Pregnant women 
are bombarded with information about possible threats to their baby, and treating 
OCD in this context needs to take this into account.

Case Example  Chanelle, a 30-year-old married occupational therapist, was 
referred for treatment by her midwife when she was 16 weeks’ pregnant with her 
first child. She had no formal history of OCD but reported experiencing mild anxi-
ety from obsessive-compulsive thoughts as a child and described herself as a perfec-
tionist. She had conceived after two early miscarriages following 3 years of trying 
to become pregnant. Her anxiety began at the start of her pregnancy, and she was 
becoming increasingly distressed by her fears that she might eat contaminated food 
or come into contact with something that could terminate the pregnancy or harm her 
unborn baby. Her diet was becoming increasingly restrictive and she was finding it 
difficult to attend work due to her fears. She was excessively cleaning herself and 
her house to avoid contamination. In order to limit contact with others, she had also 
stopped doing many of the things she enjoyed, such as Yoga, and was spending 
several hours a day researching ingredients of household products to determine 
whether they were safe to use during pregnancy. Finally, Chanelle’s relationship 
with her husband was becoming increasingly strained. Her scores on measures of 
anxiety, depression and OCD were in the severe range.

Following an initial assessment, Chanelle was encouraged to set treatment goals 
for the next few weeks and remainder of the pregnancy, and for after childbirth (see 
Table 11.2). She initially found this difficult and was asked to consider what would 
be reasonable for a pregnant woman at the same stage to be eating and doing. Setting 
goals for beyond the pregnancy helped Chanelle consider herself as a parent and 
start to think more broadly about the impact of her intense focus on physical safety 
on herself, her baby and her husband.

A formulation of Chanelle’s symptoms was developed using the cognitive behav-
ioural model of OCD (Salkovskis, 1999). This helped her see that the key fear driv-
ing her behaviours was the idea that unless she did everything possible to prevent 
harm coming to her baby, something could go wrong and this would have been her 
fault. Chanelle felt that she could not cope with this outcome. Normalising the moti-
vation was important: this idea is understandable and desirable for parents, and the 

11  Exposure Therapy with Patients Who Are Pregnant



210

Table 11.2  Chanelle’s treatment goals

Short-term goals

Increase food intake and variety
Reduce handwashing (from 30 times a day to before food prep and after toilet)
Go to Yoga class
Reduce seeking reassurance from husband and obstetrician.
Stop googling!
Medium-term goals

Allow husband to cook meal
Use favourite shampoo
Eat something on best before date
Long-term goals

Reduce anxiety before baby comes
Be a relaxed parent – not too much checking of the baby
Take baby to groups and allow baby to explore

difficult circumstances of conception were relevant to her fear. However, the rigidity 
with which she was applying this was causing the problem, leading her to do far in 
excess of what was required. Chanelle’s compulsions of avoidance, checking, reas-
surance seeking and cleaning were therefore all aimed at helping her feel she had 
done everything she could. At the same time, doing these things maintained the 
belief that the precautions were necessary and responsible.

Although Chanelle knew that her behaviour was excessive, she also held a belief 
that to change things would lead to intolerable feelings of guilt if anything went 
wrong; and she therefore felt stuck. Chanelle would have been reluctant to make any 
changes if she did not have a clear understanding of why and how this could help. It 
was necessary to present a new but credible perspective to inform exposure and 
behavioural change and create a therapeutic atmosphere where Chanelle could 
choose to do things differently.

Chanelle was asked to consider her problem as one of excessive anxiety rather 
than danger, and she and her therapist created the table in Table 11.3. Chanelle was 
not at any more risk than other pregnant women based on her medical history. Yet 
ironically, everything she was doing to stay ‘safe’ was in fact increasing her anxiety 
which was causing a number of immediate problems.

Following completion of this table together, the therapist wanted to move 
Chanelle to the action stage. The following dialogue took place:

Therapist (T):	 So, what explanation do you think is the best fit with your 
experiences?
Chanelle (C):	 I see that perhaps I have been doing my best to solve the wrong 
problem, that it’s anxiety.
T:	That’s right. It makes sense as everything in the pregnancy is new, and it’s so 
precious to you. You’ve understandably been taking a ‘better safe than sorry’ 
approach.
C:	Yes, that’s exactly what I’ve been doing.

F. L. Challacombe and M. A. Jansen



211

Table 11.3.  Defining and evaluating problems

The problem is I must do everything 
possible to keep my baby safe or I will 
be responsible for harm [OCD says this 
is true]

The problem is I am afraid of things going wrong
[OCD is this problem]

Evidence
Babies can be harmed by contamination …but I am not at more risk than the average person

I have lost a baby in the past…although this was not 
due to contamination
Other pregnant women do not follow these rules and 
this is fine. No evidence that OCD keeps you safe and 
evidence that if you are very stressed, this can be bad 
for your pregnancy
I have a tendency to be anxious
Husband, friends and family have all said that what 
I’m doing is excessive

What do I do if this is true?
More checking, reassurance and 
avoidance Don’t go out at all!

Follow the guidance for pregnant women, which 
doesn’t include having OCD!
Reduce excessive checking and reassurance seeking
Make sure I look after myself – Go to yoga, eat well

Where will this lead?
Misery; lots of anxiety in pregnancy

Will feel better
Will have a better pregnancy and relationship

T:	And what’s the problem with that?
C:	�It seems like it doesn’t keep you particularly safe and it definitely makes you 

very sorry!
T:	So would you be willing to try making a few changes?

Chanelle had a clear understanding of the benefits of therapy and felt ready to try 
testing things out. The next several sessions were spent doing exposure-based 
experiments based on her treatment goals, which formed the foundations of an 
exposure hierarchy. For example, Chanelle brought some fruit to eat during one 
therapy session. The therapist ate some of the fruit without washing it and even after 
placing it on the floor for a little while. When it was Chanelle’s turn to try this expo-
sure, she insisted on washing her fruit as this was consistent with normal precau-
tions, but she agreed not to wash her own hands before eating it – a difficult step for 
her. Although her anxiety level (SUDS) increased to 90% just before the task, she 
was surprised to find that her level of distress was temporary and that she was able 
to manage these feelings better than she had anticipated. Chanelle discussed the 
need to challenge self-critical and guilty thoughts if they came up and to remind 
herself of the benefit to her baby of working on her anxiety in pregnancy. Regular 
tasks were set as homework and discussed in sessions each week, along with check-
ins on questionnaire measures and issues around pregnancy.

Other elements of treatment were bringing Chanelle’s husband into a session to 
help him better understand her behaviour and to develop alternatives to reassurance. 
Chanelle suggested he could praise her and help her delay reassurance seeking, 
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should she feel the need to ask. During this session, Chanelle and her husband set 
up new tasks that would benefit her therapy and their relationship such as going out 
for a meal. A relapse prevention plan was developed including anticipating how to 
deal with obsessions about the baby’s health in the postpartum period. Follow-up 
sessions were arranged for the postpartum period.

�PTSD in Pregnancy

The prevalence rate of post-traumatic stress disorder (PTSD) ranges from 0.6% to 
16% during pregnancy (Viswasam et al., 2019). Pregnant women often experience 
similar traumatic events to those experienced by the non-pregnant population, but 
providers should be aware that there are particularly high rates of concurrent partner 
abuse (James et al., 2013) and that PTSD treatment is not appropriate if threatening 
conditions continue to exist. Pregnant women may also experience PTSD-related 
anxiety during a subsequent pregnancy if they previously experienced previous 
birth complications or a traumatic delivery (Yildiz et  al., 2017). Care should be 
taken when deciding whether to treat historic sexual trauma, and a careful assess-
ment should be made of the woman’s resources to engage in treatment. Liaison with 
midwives and obstetric colleagues may be necessary to help the woman with poten-
tially triggering situations such as intimate exams and aspects of the birth.

Case Example  India experienced a traumatic birth 2 years before her current preg-
nancy. This experience involved a prolonged labour during which she thought her 
baby would not survive. Although the newborn was treated in the neonatal intensive 
care unit and ultimately healthy, India experienced flashbacks and significant anxi-
ety in the postpartum period. These eventually resolved on their own yet re-emerged 
when she became pregnant for a second time. During her initial consultation with 
her midwife at 12 weeks’ gestation, she became very panicky, experienced a recur-
rence of her flashbacks and was referred for assessment and therapy. As India had a 
busy job, she decided to undergo intensive therapy, in which treatment was deliv-
ered in a series of longer sessions over 2 weeks (Ehlers et al., 2014). She took leave 
from her work for this time period to focus on the therapy.

Treatment followed the protocol for trauma-focused cognitive behavioural ther-
apy developed by Ehlers and Clark (Ehlers & Clark, 2000). This involves imaginal 
exposure to the memory of the traumatic experience to help process these memo-
ries, stimulus discrimination techniques to help gain control over flashbacks trig-
gered by sensory similarities to the trauma, behavioural activation to address 
depression and anhedonia and cognitive therapy to challenge dysfunctional beliefs 
and appraisals. As this chapter focuses on exposure therapy, we will focus on this 
element here.

Initial assessment established that India was in a stable and supportive home situ-
ation and wished to work on her PTSD in order to feel better in pregnancy and have 
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a more positive birth experience. The possibility of an increase in traumatic memo-
ries after initial sessions was raised, and India discussed strategies with her therapist 
to deal with this should it arise. After initial goal setting and psychoeducation about 
the nature of traumatic memories, India was asked to ‘relive’ her experience (with 
pre-established start and endpoints), using the first person present voice, with eyes 
closed and focusing the sensory qualities of the memory to increase ‘nowness’. The 
therapist was careful to identify ‘hotspots’, moments of the trauma that were par-
ticularly difficult and associated with high emotion in reliving them (see Table 11.4). 
It was these moments that India was re-experiencing in flashbacks (Crawley et al., 
2018). India went through reliving twice, with a reduction in intensity and distress 
between the two exposures, suggesting some initial habituation of fear in response 
to the memory was occurring. Two key moments were identified for updating.

To update hotspot one, India was asked to look at a recent picture of Jenson (her 
firstborn son) in which he was playing, very much alive and well. She was then 
asked to relive and expose herself to her trauma narrative again, pausing at the key 
moment to insert the updated information of what she knew now, and to visualise 
Jenson as he is in the present. In the initial reliving which began to piece the mem-
ory together, India had recalled that the nurse had later returned to talk to her, some-
thing she had previously forgotten. This information allowed her to update her 
appraisal made at the time, that the nurse was callous and she was alone at the worst 
moment, something that is predictive of perinatal PTSD (Ford & Ayers, 2011). 
During the imaginal exposure, India was able to insert the updated information. She 
listened to recordings of the updated narrative at home, and experienced significant 
reductions in distress, along with reductions in the frequency and intensity of her 
flashbacks (Grey et al., 2002).

Other elements of India’s treatment included a site visit to the hospital where the 
birth took place in order to focus on differences between then and now and tackling 
of avoidance of engaging with professionals in her current pregnancy. India’s scores 
on measures of PTSD, anxiety and depression substantially improved after the 
2-week treatment period.

Table 11.4  India’s hotspots

Hotspot
Meaning and 
emotion Update (what I know now)

The moment when India’s baby 
Jenson was taken to NICU

He is dead
Fear and 
horror

He did not die

The moment a midwife turned 
away when India asked what was 
happening to her baby

I’m alone. 
She doesn’t 
care
Sadness

Jenson had just been born and was in 
distress. She needed to attend to him in that 
moment. She returned to me later to explain
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�Conclusions

Exposure-based treatments have been used successfully with pregnant women and 
the available evidence indicates that they are safe. This is important as there are 
clear impacts on mother and child from untreated anxiety problems. CBT demands 
that exposure exercises are tailored to the individual and the specific circumstances 
of the pregnant woman should be explored in detail in order to set up and conduct 
successful treatment. Ideally, some sessions should take place in the postpartum 
period in order to support woman into this period. We have discussed important 
points for clinicians to consider with regard to the use of exposure-based CBT for 
pregnant women. We have also outlined an appropriate assessment strategy. Finally, 
we have detailed the use of exposure therapy in two perinatal patients with clinical 
anxiety.
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