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Background. Tokophobia is a type of specific phobia related to the pathological fear of natural childbirth and occurs in 
about 6–10% of expectant mothers. Tokophobia is multifaceted, and its underlying factors are biological, psychological, and social. 
There are primary and secondary tokophobia and tokophobia coexisting with depression. The crucial symptom of tokophobia is the 
fear of pain. Tokophobia is associated with low pain tolerance, inhibiting the endogenous mechanisms of analgesia caused by preg-
nancy. The basic form of treatment for tokophobia is psychotherapy. 
Objectives. The purpose of this article is to review the latest publications which state the methods of therapy for tokophobia.
Material and methods. To assess available cognitive behavioral therapy techniques in the treatment of tokophobia, a systematic re-
view of four electronic databases (EBSCOhost, PEDro, PubMed, and Scopus) were searched until the end of May 2023.
Results and conclusions. The use of cognitive-behavioral therapy techniques for this type of specific phobia can minimize negative be-
liefs about childbirth and experienced pain, which can result in a reduction of negative experiences and thereby reduce the number of 
caesarean sections on demand. The inclusion of alternative interventions, such as the practice of mindfulness and compassion, seems 
to be a supportive treatment option in the case of a tendency to worry in pregnant women, as well as the experience of discomfort 
during pregnancy.
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Background

Many epidemiological studies show that the percentage of 
caesarean sections performed in Poland and the world is gradu-
ally increasing. In Poland in 1999, the percentage of operative 
births was 18.1%, while in 2012, it reached the level of 37%. It is 
currently the highest in Europe at 42.2% [1, 2]. Among the rea-
sons given by pregnant women who preferred cesarean deliv-
ery, the following are distinguished: fear of childbirth, previous 
negative or traumatic experiences related to natural childbirth, 
and previous obstetrical complications (e.g. in the form of a cae-
sarean section performed in emergency modes) [3].

Studies conducted in Europe indicate that one of the most 
common reasons associated with the preference for a caesar-
ean section as a method of delivery was the phobia of natural 
childbirth, also known as tokophobia [4]. Preferences regarding 
delivery by caesarean section were more frequent in pregnant 
women with mental disorders, i.e. anxiety disorders, mood dis-
orders, and a history of sexual abuse, compared to other wom-
en giving birth [5]. The experience of childbirth is a unique event 
in a woman’s life and causes a whole range of positive and nega-
tive factors. Pain and unpleasant emotions should be included 
in the latter [6]. They may affect the course of pregnancy, child-
birth, and the confinement/puerperium, as well as the well-
being of the child [3–5]. Research on anxiety in the perinatal 
period was initiated on a larger scale by Swedish obstetricians in 
the 1980s, and interest in this issue increases with the rising in-
dications for caesarean sections [7–10]. It is estimated that 80% 

of pregnant women may experience fears related to childbirth 
in a mild form, while high intensity tokophobia occurs in 6–10% 
of expectant mothers.

Anxiety disorders

Among the anxiety disorders that are one of the most com-
mon psychiatric indications for cesarean delivery, there is a spe-
cific phobia related to the fear of childbirth, also referred to in 
literature as tokophobia (Greek tokos – childbirth) [11]. Toko-
phobia is part of a broad concept of specific anxiety during preg-
nancy that includes other pregnancy-related fears. It includes 
concerns and fears related to childbirth, parenting abilities, be-
ing with the child, and the future health of the child [11]. Stud-
ies have shown that it is an autonomic anxiety disorder [12, 13]. 
Women suffering from tokophobia may be diagnosed with an 
anxiety disorder such as specific phobia, generalized anxiety dis-
order, or adjustment disorder [14].

According to the National Institute of Health and Care Excel-
lence, antenatal anxiety is experienced by most women. Anxiety 
is considered pathological when it exceeds the level observed in 
the antenatal period in most women, thereby conditioning the 
withdrawal from trying to give birth by natural methods and is 
an indication for caesarean section [15].

There are several forms of tokophobia:
1.	 The primary form may appear long before the first 

pregnancy (probably since adolescence), manifested 
not only by fear of childbirth and pain but also by the 
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presence of depression [11]. Symptoms of depression 
may occur in the first or in subsequent pregnancies, its 
underlying cause primally being depressive syndrome.

2.	 Secondary tokophobia occurs following the first trau-
matic birth and may be associated with symptoms of 
postpartum PTSD or postpartum chronic depressive 
reactions that have not been diagnosed or treated.

3.	 Tokophobia coexisting with depression during preg-
nancy is one of the symptoms of depressive disorders. 
Pregnant women with this form of tokophobia experi-
ence intrusive recurring thoughts about the belief that 
they are unable to give birth to a child or will die during 
childbirth [12–14].

Despite the high prevalence rate, no specific diagnostic cat-
egory exists for fear of childbirth [16, 17], neither in ICD-10 nor 
in DSM-5 (American Psychiatric Association). However, based 
on the ICD-10 classification, the symptoms of tokophobia can be 
coded using two categories – specific (isolated) forms of phobia 
(F40.2) or mental disorders and diseases of the nervous system 
complicating pregnancy, childbirth, and the puerperium (O99.3) 
[16]. ICD-11 includes tokophobia as a “specific, indefinable pho-
bia”. The etiology of tokophobia is believed to be multifaceted. 
Sheen and Slade in 2018 [18] identified three moderators of 
tokophobia that may contribute to or alleviate anxiety: nega-
tive birth experiences or “scary stories”; knowledge and under-
standing versus “too much” information about childbirth; access 
to support from healthcare providers and perceived helpfulness 
of this support. Tokophobia was also found to be more common 
in women receiving psychiatric help and co-occurring with other 
mental disorders [19–21] with a  tendency to anxiety [22, 23], 
fear of pain [23, 24], lack of social support [21, 25], and a history 
of sexual abuse [26]. In a Finnish study evaluating the determi-
nants of fear of childbirth in women, it was shown that strong 
fear of childbirth most often accompanies nulliparous women 
and women whose previous pregnancies were terminated by 
emergency surgery or with the use of vacuum extraction (VE). 
A higher level of anxiety was also observed in the later stages 
of pregnancy compared to the initial stages [23]. It was also ob-
served that a strong fear of childbirth was correlated with the 
preference for caesarean section as a method of delivery [27]. 
This was confirmed by Nieminen et al. [28]. In a Polish study, 
the severity of anxiety in women in the early postpartum period 
as a  trait (measured with the Spielberger Questionnaire) was 
associated with a  higher probability of delivery by caesarean 
section [29]. According to the authors, psychoeducational inter-
ventions related to the fear of childbirth reduce the severity of 
tokophobia. This was confirmed in the study, which also showed 
that these interventions have an influence on a reduction in the 
number of surgical deliveries and on increasing the satisfaction 
of the surveyed women compared to women who did not use 
psychoeducational interventions [30, 31].

Postpartum depression and posttraumatic 
stress disorder and the type of delivery

Postpartum depression is not a separate category of mental 
disorders, but according to the latest DSM-5 classification, it is 
a special case of depressive disorders that manifest up to four 
weeks after childbirth [32]. Traumatic childbirth, ending with 
surgical procedures, such as delivery using obstetric forceps 
or vacuum extraction, is classified as one of the potential risk 
factors for the development of postpartum depression. Fear of 
childbirth is an independent predictor of the presence of post-
partum depression [32]. The strongest predictor of the occur-
rence of depressive disorders in the postpartum period was an 
earlier diagnosis of depression. In women who had not previ-
ously been diagnosed with depressive disorders, the occurrence 
of depression was correlated with the occurrence of symptoms 
of fear of childbirth and the need for medical intervention [32, 

33]. Anxiety accompanying the expectation of childbirth and la-
bor pain is an evolutionary experience; however, in the case of 
delivery with complications, it may contribute to the develop-
ment of posttraumatic stress symptoms [32].

Anxiety and labor analgesia and cognitive-
-behavioral therapy

Fear of pain and suspicion of low pain tolerance are, along 
with fear for the child’s health, the most important components 
of fear of childbirth, regardless of the order of delivery [23, 31]. 
Women who are afraid of childbirth feel pain more strongly. This 
difference is more significant in the final stage of pregnancy, and 
the maximum duration of pain tolerance is shorter as well. In 
their research, Saisto et al. hypothesized that fear inhibits the 
endogenous mechanisms of pregnancy-induced analgesia [31]. 
This fact raises the question of whether the reduction of fear of 
pain and of childbirth using cognitive behavioral therapy tech-
niques together with the relief of labor pain by central block-
ades (usually epidural or combined spinal-epidural analgesia) 
can be an alternative to a  caesarean section upon request in 
patients with tokophobia.

Cognitive-behavioral therapy

Cognitive behavioral therapy is one of the most common-
ly used approaches in the treatment of anxiety and pain syn-
dromes. It is one of the most effective methods of short-term 
therapeutic impact, the effects of which are visible after ap-
proximately 12–24 sessions, depending on the complexity of 
the problem. It focuses on cognitive factors, i.e. automatic neg-
ative thoughts, cognitive distortions, beliefs, patterns, and be-
havioral factors related to avoidance. The cognitive-behavioral 
approach uses a whole repertoire of different techniques, such 
as psychoeducation, cognitive restructuring, communication 
consolidation, behavioral and relaxation techniques, and mind-
fulness-based interventions, which can be a promising comple-
ment to the treatment of patients. The healing factor in CBT is 
also personal work, which is an essential element of treatment. 
Patients’ activity between sessions may be limited to observ-
ing, for example, their behavior, writing down thoughts, and 
searching for evidence, as well as exposure to fear-producing 
situations. The therapeutic relationship is extremely important. 
Patients’ activity between sessions may be limited to observing, 
for example, their behavior, writing down thoughts, and search-
ing for evidence, as well as exposure to fear-producing situations 
[34]. The goal of therapy is to improve the quality of a patient’s 
life, which is achieved by modifying one’s behavior and way of 
thinking. Integral features of CBT, according to the assumption 
of Watson et al. [34], are based on cooperation between the 
therapist and the patient, problem-solving orientation, focus on 
the present, time limitation, and the use of appropriate tech-
niques. CBT is based on theoretical models and the therapeutic 
protocols resulting from them. Based on the cognitive model 
of a specific disorder, an individualized conceptualization of the 
patient’s case is built, taking into account the problem reported 
by them. The goals of therapy are then set and implemented 
using appropriately selected protocols [34].

In cognitive-behavioral therapy, there is no standardized 
therapeutic protocol for treating tokophobia. Tokophobia dur-
ing pregnancy may be associated with pain during labor [35, 
36], longer duration of labor [37, 38], and a more negative as-
sessment of the overall birth experience [39, 40]. Some stud-
ies suggest a higher number of emergency caesarean sections 
among women with tokophobia [41–43]. If a pregnant woman 
has a strong fear of pain and childbirth (tokophobia) or anxiety 
reflecting the presence of other types of anxiety disorders (e.g. 
generalized anxiety disorder, panic disorder), as well as anxiety 
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occurring in the course of depressive disorders, the experienced 
excessive fear of pain may be important in the therapeutic pro-
cess. Leeuw et al. in 2007 [44] emphasized that the reasons for 
interpreting pain as a threatening stimulus are different. How-
ever, its misperception leads to a catastrophizing: “It’s going to 
hurt me”. The discussed process can be presented in the form 
of a vicious circle. As in the case of phobias, avoidance is a fac-
tor maintaining the disorder, and confrontation helps to reduce 
anxiety, which translates directly into the therapeutic protocol 
and methods of conducting therapy. CBT for tokophobia, on the 
one hand, is based on cognitive work with the patient, and on 
the other – on behavioral change. On the one hand, cognitive 
work consists of self-observation, which is aimed at focusing on 
the present and noticing that anxiety does not come suddenly 
and unexpectedly but is a  process. Observation of the causes 
and consequences of what is happening in the patient’s daily 
life and noticing the relationship between them will increase 
the chance to change the cognitive perspective and take more 
adaptive actions. In this process, “automatic thoughts”, “cogni-
tive distortions”, and “cognitive schemas” are identified. Auto-
matic thoughts are recognized as a kind of spontaneous reaction 
to stimuli flowing from the environment. Cognitive distortions, 
or errors in thinking, are usually a  source of unpleasant, dys-
functional emotions that may involve predicting the future, cat-
astrophizing, and arbitrary reasoning. Automatic thoughts are 
based on cognitive schemas, which are specific mental filters 
that determine the selection of stimuli from the environment 
and the meanings assigned to them and can also determine the 
resulting emotional reactions or behaviors [34]. One of the ele-
ments of psychotherapeutic interactions is cognitive restructur-
ing, understood as a method of recognizing one’s own system 
of meanings, negative automatic thoughts and beliefs about 
childbirth, the pain experienced with it and oneself, and then 
an attempt to verify dysfunctional assumptions and create new, 
more adaptive assumptions [34]. On the other hand, behavioral 
change in tokophobia is based on the implementation of relax-
ation techniques aimed at reducing tension and anxiety, as well 
as desensitization with self-control. Desensitization consists of 
the patient gradually getting used to the fear-inducing stimulus 
through exposure that must take place in conditions that are 
safe for the woman while in a state of rest and relaxation.

A  theoretical model for the development 
and maintenance of tokophobia

Rachman in 1977 [45] pointed to three paths of fear acquisi-
tion, thereby extending Mowrer’s (1939) [46] two-factor theory 
of the development and maintenance of phobias, suggesting 
that classical conditioning refers to the onset of pathological fear 
and an instrumental conditioning to maintain it. The first path of 
“conditioning” involves direct exposure to a traumatic or aversive 
situation. Anxiety about childbirth can affect women who have 
directly experienced childbirth that was terrifying or traumatic. 
The second path is “vicarious acquisition”, direct or indirect ob-
servation of fearful individuals, such as a mother experiencing 
an emotional relationship with her own birth. The third path is 
“communicating fear-inducing information”, which in tokopho-
bia can come from the information presented in articles, social 
media posts, television, conversations with others, etc.

Prevention and treatment of tokophobia

Psychotherapeutic methods are the basis for preventing 
and treating the pathological fear of childbirth [2, 3, 6]. Special 
counselling teams (fear of child-birth teams) are created, con-
sisting of a doctor, midwife, and psychologist, focused on iden-
tifying pregnant women with tokophobia and appropriate treat-
ment and prevention [2]. A review of literature on intervention 
in the case of tokophobia indicates the effectiveness of psycho-

education and prenatal education in reducing the symptoms of 
tokophobia. The authors suggest that exposure (through educa-
tion) may play an important role in the effectiveness of these 
interventions [47]. Interventions related to the fear of childbirth 
include counselling with midwives, relaxation sessions [48, 49], 
and psychoeducation [50–53]. Sjögren and Thomassen in 1997  
found that psychosomatic support (meetings with a gynecolo-
gist who is also a  behavioral specialist and psychotherapist) 
resulted in a  50% reduction in the number of caesarean sec-
tions for psychosocial indications [25]. The beneficial effect of 
cognitive-behavioral therapy on the reduction of fears related 
to childbirth and the experience of shorter labor in women was 
shown in the studies of Saisto and Halmesmäki [24]. Nieminen 
et al. [51] examined the impact of an 8-week online program 
based on cognitive-behavioral therapy (ICBT), consisting of psy-
choeducation, respiratory re-education, cognitive restructuring, 
imaginal exposure, in vivo exposure, and relapse prevention. 
A significant decrease in anxiety levels was observed, indicating 
the potential in treating tokophobia in motivated women. The 
therapy leads to a significant shortening of the duration of la-
bor, reduction of anxiety symptoms, and prevents the negative 
experience of childbirth, which occurs in the case of tokophobia 
[24, 51, 52].

In a  study of 258 pregnant women (recruited at 17–20 
weeks of gestation), Rondung et al. [53] found non-significant 
differences between ICBT treatment (based on a transdiagnos-
tic protocol) and a standard care control group (2–4 counselling 
sessions with midwives, obstetricians, or psychologists). This 
can be explained by the lower involvement of the respondents 
in the ICBT program. Jomeen et al. [54] suggest that exposure-
based therapy warrants further research on tokophobia, as it 
has strong research support in the treatment of specific phobias 
and justifies the use of exposure therapy in late pregnancy [47]. 
Studies have also shown that in addition to exposure, focusing 
on cognitive changes improves the effectiveness of exposure 
therapy for specific phobias [51].

It was also emphasized that the plan of labor pain relief 
should be agreed upon with the pregnant woman, both in pri-
mary and secondary tokophobia [4, 5]. In some cases, especially 
in tokophobia, which is a  symptom of depression, specialist 
psychiatric treatment and pharmacotherapy may be necessary 
[32]. In Poland, psychoeducational programs offered by birthing 
schools are used for this purpose. The most practical guidelines 
on the characteristics of tokophobia, which would constitute 
absolute indications for a caesarean section, were published in 
2013 in the guidelines of the National Institute of Health and 
Care Excellence (NICE) from Great Britain [15]. According to the 
aforementioned clinical standards, every pregnant woman re-
porting symptoms of fear of childbirth should be consulted by 
a specialist in the field of mental health during pregnancy and 
the postpartum period. Before referral for such a consultation, 
the pregnant woman should be able to discuss all medical con-
ditions regarding both methods of delivery [15]. If, after a series 
of psychoeducational meetings, a pregnant woman with symp-
toms of tokophobia still does not consent to a  natural birth, 
then, according to the NICE guidelines, the pregnancy should be 
completed by caesarean section [15].

Concerning the use of a unified transdiagnostic protocol of 
cognitive-behavioral therapy of emotional disorders in the treat-
ment of tokophobia, Nieminen et al. [51] presented a  guided 
online self-help program based on cognitive behavioral therapy. 
The aim of the ICBT intervention was to help participants ob-
serve and understand their fear of childbirth and find new ways 
to deal with difficult thoughts and emotions. The intervention 
was prepared on the basis of a unified protocol of transdiagnos-
tic cognitive-behavioral therapy for the treatment of emotional 
disorders, including therapeutic procedures effective in the case 
of a whole group of emotional disorders, including anxiety dis-
orders and unipolar mood disorders [55, 56]. Research indicates 
that interventions based on CBT principles and techniques, de-
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livered via the Internet, are equal to face-to-face CBT in terms 
of effectiveness [57, 58]. Guided online self-help programs have 
been well accepted by patients [59] and may be beneficial in 
terms of patient access to treatment, the amount of time re-
quired by a therapist, and cost-effectiveness [53]. These advan-
tages may be important when trying to implement a new thera-
peutic approach in antenatal psychosocial care. In addition, the 
treatment program is flexible in terms of time and place, which 
aims at the needs of expectant mothers and families. Although 
online self-help based on the principles of CBT may be a promis-
ing treatment alternative for women experiencing fear of child-
birth, in the study by Elisabet Rondung et al. [52], it was decided 
to exclude module 6, focusing on the interoceptive exposure to 
the symptoms, due to limited contact with pregnant women. 
The self-help material was built on the content of 7 out of 8 
modules and adapted to the needs of the population (e.g. with 
regard to the content and sequence of psychoeducational ele-
ments and examples specific to tokophobia) [60, 61].

The researchers observed no difference in relation to adher-
ence in the study between primiparous and multiparous wom-
en, and the reduction of anxiety symptoms was similar in both 
intervention groups during pregnancy. The research results 
obtained after a year’s break suggest that contact with a guide 
(clinical psychologist/psychotherapist) had a better effect on the 
subsequent reduction of fear of childbirth [53].

Therefore, it can be assumed that cognitive-behavioral ther-
apy conducted using a unified protocol for the transdiagnostic 
treatment of emotional disorders in women with tokophobia 
may reduce the preference for caesarean section on demand 
while helping to shape skills, i.e. careful awareness of emotions, 
non-judgment, focus on the present moment, undermining 
automatic thoughts, changing problematic tendencies to act 
under the influence of emotions, and increasing awareness of 
physical sensations and tolerating them through exposure.

Dual Session Tokophobia Intervention (DSTI) [62, 63] was 
constructed as an exposure-based intervention. DSTI offers 
a two-session intervention consisting of psychoeducation (pre-
senting a cognitive model, learning challenge techniques, and 
re-evaluating automatic thoughts to achieve “cognitive restruc-
turing” and create alternative thought), relaxation techniques, 
gradual exposure in vivo and imaginative exposure, and cogni-
tive strategies to provide focused assistance in a short time due 
to the upcoming birth. Interventions are outlined in the toko-

phobia treatment manual for nurses and midwives. Exposures 
considered important in the treatment of specific phobias [17], 
along with psychoeducation, cognitive restructuring, and relax-
ation, were selected as the basic forms of intervention in this 
approach.

The experience of visiting a pregnant woman in the deliv-
ery room during in vivo exposure was aimed at enabling her to 
experience her reaction to disturbing stimuli “here and now” 
without the use of safety behaviors (imagined exposure to pain, 
childbirth, and preparation for the days after childbirth). The 
therapeutic relationship and treatment expectations also play 
an important role. A  highly structured two-session interven-
tion is designed to enable stronger emotional regulation and 
increase the ability to accept change during labor. The effective-
ness of this ultra-short exposure-based intervention indicates 
a reduction in the level of anxiety and shortening the duration 
of labor, which translates into a  low preference for caesarean 
section. The promising results of studies based on the above-
mentioned intervention also indicate the possibility of reducing 
the risk of postpartum depression and PTSD [62, 63].

Conclusions

This paper presents cognitive-behavioral therapy interven-
tions in the treatment of tokophobia based on a  two-session 
model or a unified transdiagnostic protocol for the treatment of 
emotional disorders, which indicates the effectiveness of thera-
peutic interactions in reducing labor anxiety and thereby reduc-
ing the number of caesarean sections on request. Cognitive-be-
havioral therapy interventions in the treatment of tokophobia 
should target both cognitive processes and/or behaviors that 
may determine the development of fear of childbirth and fear 
of labor pain. Currently, there is no universal approach to the 
treatment of tokophobia; however, the use of CBT treatment 
methods, including behavioral techniques, including reduction 
of avoidance and systematic desensitization of fear of pain, can 
contribute to reducing labor pain and thereby inhibit the pref-
erence for caesarean section on demand. The inclusion of al-
ternative interventions, such as the practice of mindfulness and 
compassion, seems to be a supportive treatment option in the 
case of a tendency to worry in pregnant women, as well as the 
experience of discomfort during pregnancy [3].

Source of funding: This work was funded from the author’s own resources. 
Conflicts of interest: The authors declare no conflicts of interest.
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