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Top Lines:

e Though traditionally associated with male soldiers, women are twice as likely as men to
develop PTSD.

e 5-20% of women who give birth report clinically significant birth-related PTSD
(CB-PTSD) symptoms.

e During childbirth, nearly 30% of women experience obstetrical complications,*
increasing risk of CB-PTSD.

e Women are being misdiagnosed and underdiagnosed, because they are not routinely
screened for CB-PTSD.

e Those who screen positive for anxiety in the immediate postpartum period should be
screened for CB-PTSD using the PCL-5, a 20-question self-report screener. Those who
screen positive should be referred to a CB-PTSD behavioral health specialist to
administer the comprehensive CB-PTSD assessment (CAPS).

What is PTSD?

Post-traumatic Stress Disorder (PTSD) is an acute psychological response to an event during
which there was a potential or real threat to the life of a person, or there was serious physical
injury or sexual assault. Though traditionally associated with male soldiers, women are actually
twice as likely as men to develop PTSD.*

What is childbirth-related post traumatic stress disorder?

Traumatic birth may lead to child-birth related PTSD (CB-PTSD). Between 5 to 20% of women
who give birth report clinically significant PTSD symptoms, a number that is likely higher due to
under-reporting.? In one study the physiological symptoms (breathing rate, pulse, etc.) of
women who experienced CB-PTSD were more severe than those of veterans of the Vietnam
War, indicating the seriousness of this postnatal mental health disorder.? Further, imaging
studies of mother’s brains show that when they are asked to recall their birth experience, those
with CB-PTSD show heightened activity in the fear center of the brain, a response that can also
be elicited when they hear their baby cry.*



Re-experiencing and reliving the trauma

Feeling those sensations in response to a trigger, such as driving by the hospital where
they gave birth

Avoiding triggers that remind them of the birth, which can include the baby
Hyperarousal: feeling jittery, being easily angered and irritable, having an increased
heart rate, constantly looking for—or anticipating—danger, paranoia, inability to focus,
difficulty sleeping®

Childbirth is a psychologically intense experience, even for the 72% of women who have
medically uncomplicated deliveries.? Nearly 30% experience obstetrical complications,” which
can be traumatic and increase their risk for developing CB-PTSD.

There are two primary contributing risk factors to CB-PTSD:

Objective stressors such as delivery complications, including unplanned caesarean deliveries
and medical interventions, emergency c-sections, and medical complications for mom or baby.
These disproportionately impact minoritized populations.

Subjective experience is how much a mother perceives her childbirth experience as
life-threatening and the negative emotions the event triggers for her in the moment and when
she recalls it.
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As many as 90% of women who experience CB-PTSD also experience postpartum
depressive symptoms.2

Mother-infant bonding can be impaired, particularly if the baby becomes a trigger for a
mother’s stress response.?

There is some evidence of negative behavioral impacts in children.™

A history of trauma or PTSD, especially physical or sexual assault. However, only 20%
of women who experience CB-PTSD have a history of trauma or PTSD.

Unresolved mental health conditions prior to pregnancy and delivery.

Giving birth prematurely doubles a mother’s risk of developing CB-PTSD.
Experiencing obstetrical complications. For example, one in 5 women who deliver
their babies by cesarean have symptoms of PTSD ! - three times the rate of women
who deliver vaginally without complications.’?

Inadequate support during pregnancy and the postpartum period.2



Black, Latina, American Indian, and Asian and Pacific Islander women experience significantly
higher rates of childbirth complications.'**2 Researcher Sharon Dekel, PhD, one of the
country’s foremost researchers on CB-PTSD, found that Black and Latina women are three
times more likely to perceive their childbirth experience as very stressful -independent of
whether or not they experienced complications.®

Women are being misdiagnosed and underdiagnosed, because they are not routinely
screened for CB-PTSD. The most common postpartum screening tool, the Edinburgh
Perinatal Depression Scale, identifies symptoms of depression and general anxiety but not
nuanced disorders such as CB-PTSD.

e PCL-5, a 20-question self-report screener should be provided to patients CB-PTSD.2
Those who screen positive should be referred to a behavioral health provider who
specializes in CB-PTSD for administration of the CAPS assessment.

e Further the Clinician-Administered PTSD Scale (CAPS)—requires a 45-minute
assessment by a mental health clinician who specializes in CB-PTSD.

The most important predictor of CB-PTSD is how much childbirth was upsetting to the person
delivering, according to Dr. Dekel. Using this understanding, Dekel conducted two forthcoming
studies asking mothers to briefly describe their childbirth stories. Those descriptions were fed
into a machine-learning model, which correctly identified 85% of women who actually had
PTSD. This is significant, because this data could be used to identify women who should be
given the PCL-5, a 20-question self-report screener to identifying CB-PTSD.% Those who
screen positive could then be referred to a behavioral health provider who specializes in
CB-PTSD for administration of the CAPS assessment.

Research into preventing CB-PTSD during pregnancy and postpartum periods and treating it
in the postpartum period is relatively new but rapidly expanding. Additional and larger studies
are needed, but current research finds the immediate postpartum a very promising moment for
intervention. Many of these interventions are low cost, low impact approaches that can be
targeted to women most at risk:

e Educational interventions in the peripartum

e Structured trauma-focused therapies

e Semi-structured midwife-led psychological counseling

e Reprocessing of trauma memories through interventions such as EMDR and

Trauma-Focused Expressive Writing
e Mother-infant dyadic focused interventions®®
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Recommendations for Clinical Settings

e Thoroughly discuss possible medical interventions with the patient and family/doula to
help patients plan for possible complications and ensure decisions are made where
possible, with the patient having adequate information and according to the patient’s
wishes.

e Integrate maternal mental health (MMH) screening into routine prenatal and postpartum
care in accordance with the American College of Obstetricians and Gynecologists’
Clinical Practice Guidelines

e Implement early screening/identification and intervention for birth trauma in the
immediate postpartum period (1-5 days).

e Refer mothers who disclose symptoms of PTSD to providers or treatment programs
developed by master’s-level or higher mental health providers, such as psychologists
who specialize in CB-PTSD.

e Full assessment, diagnosis, and corresponding exposure therapy can be provided by
psychologists trained in PTSD, exposure and EMDR therapy, and trauma.

e Adopt policies, and training/accountability measures among staff, to support the role of
labor and delivery doulas and emphasize actively listening to and respectfully
responding to mothers and their birth partners.

e Offer adequate pain management.

e Examine protocols for medical intervention and monitor quality improvement, referring
to CMS guidelines (November 2024).

e Examine use of —and reduce when possible —medical interventions that increase risk for
trauma.

e Provide patients/partners with a real-time ombudsman and retrospective grievance
process.

e Review grievance and quality indicators such as HCAHPS maternity care
patient-reported experience data and develop quality improvement programs to
improve birth outcomes and reduce incidence of traumatic birth/CB-PTSD.

e Designate a support person, such as a social worker, treating nurse or physician to talk
with women about their birth experience in the hospital and flag those with traumatic
birth.
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Policy Recommendations

State Medicaid and private insurers
Implement HRSA & ACOG Guidelines:
e Incentivize and monitor delivery of maternal mental health (MMH) screening/care and
postpartum care through twelve months postpartum.
Consider fee-for-Service (FFS) payment with pay-for-performance (P4P) Incentives.
Track MMH Screening (HEDIS).
Implement the 30-Day follow-up on positive MMH screens (HEDIS).
Implement quality improvement interventions to incentivize change.

Policymakers:
e Build up Maternal Mental Health Workforce, including CB-PTSD Providers.
o Provide grants/scholarships to train additional master’s-level mental health
providers and psychologists to support MMH, including assessment and
treatment of CB-PTSD.
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