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eterans of the Vietnam War were 
the first to be diagnosed with post-
traumatic stress disorder (PTSD), 

which was first listed in the third edition 
of the Diagnostic	and	Statistical	Manual	 of	
Mental	Disorders	(DSM-III) (American Psy-
chiatric Association, 1980). At that time 
the DSM-III criteria required that the trau-
matic event be considered beyond the range 
of typical human experience. The DSM-IV	
provided an expanded view of what could 
be considered an extreme traumatic stressor. 
The definition was changed to include “di-
rect personal experience of an event that in-
volves actual or threatened death or serious 
injury, or a threat to the physical integrity 
of self or others” (American Psychiatric As-
sociation, 1994, p. 424). The person’s re-
sponse is one of extreme fear, helplessness, 
and/or horror. 
 Even though the DSM-IV does not spe-
cifically list childbirth as an example of an 
extreme traumatic event, childbirth defi-
nitely can qualify as a traumatic stressor 
(Beck, 2004). In Beck’s qualitative study, 
38 mothers who had been diagnosed 
with PTSD due to a traumatic childbirth 
struggled daily to survive while battling 
terrifying nightmares and flashbacks of 
their labors and deliveries, depression, an-
ger, anxiety, and isolation from the world 
of motherhood (2004). The prevalence of 
PTSD due to childbirth has been reported 
in the range of 1.5% (Ayers & Pickering, 
2001) to 6% (Menage, 1993). 
 In their study, Ayers and Pickering 
(2001) used the Post-traumatic Stress Dis-
order Symptom Scale (PSS) (Foa, Briggs, 
Dancua, & Rothbaum, 1993). Items on the 
PSS correspond to the 17 DSM-IV symp-
toms. Women rated the degree to which 
they were bothered by each symptom using 

a 4-point Likert scale from 0=not at all to 
3=almost always. The PSS has a reported 
internal consistency coefficient=.91 and a 
test-retest reliability=.74. 
 Menage (1993) used the PTSD-Inter-
view Questionnaire of the Veterans Admin-
istration Medical Center, Minnesota, (Wat-
son, Juba, Manifold, Kucala, & Anderson, 
1991) in her study. Of the 30 women diag-
nosed with PTSD, 9 reported a history of 
previous rape or sexual abuse. Menage cau-
tioned that it is possible that the PTSD was 
already present before the obstetric proce-
dures. Fourteen women, however, reported 
that they definitely had never experienced 
any prior trauma.
 Research on PTSD in pregnancy is be-
ginning to surface in the literature. This 
article starts with a review of this literature 
followed by two case studies. In the first ex-
ample, the woman started treatment with 
PTSD symptoms that were the direct result 
of a traumatic procedure during pregnancy. 
The second case describes treatment aimed 
at addressing a patient’s potential risk for 
post-traumatic stress as she considered un-
dergoing a procedure that she perceived as 
traumatic. 

Literature Review 
Topics of published studies on PTSD in 
pregnancy include the prevalence of PTSD 
in pregnancy; pregnancy complications in 
women with PTSD; PTSD after pregnancy 
loss and after the HELLP syndrome (hae-
molysis, elevated liver enzymes, and low 
platelets), which is a severe form of pre-
eclampsia; and pre-traumatic stress due to 
fear of labor and delivery. One qualitative 
study was located that described women’s 
experiences with PTSD during pregnancy. 
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Abstract
The prevalence of post-traumatic stress 
disorder (PTSD) after childbirth has been 
reported to range between 1.5% and 6%. 
Research on this anxiety disorder in preg-
nancy is beginning to surface in the lit-
erature. Unexpected medical procedures 
during pregnancy can be disruptive to the 
psychological process of being a mother, 
leaving women more vulnerable to the 
onset of depression. The first part of this 
article consists of a literature review of 
PTSD during pregnancy. Two case stud-
ies are described. The first case is a woman 
who started treatment with PTSD symp-
toms that were the direct result of a trau-
matic procedure during her pregnancy. 
The second case study describes treatment 
focusing on the patient’s potential risk for 
post-traumatic stress as she considered un-
dergoing a procedure during pregnancy 
that she perceived as traumatic. Clinical 
implications are also discussed.

V
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 The prevalence of PTSD in pregnancy 
and its treatment were investigated in a 
sample of 744 pregnant women in Mis-
souri (Cook et al., 2004). Out of this total 
sample, 101 (13.6%) of the women had 
received a diagnosis of PTSD at some time 
in their lives. Cook et al. define PTSD dur-
ing pregnancy as symptoms that occur in 
the 12 months prior to and including the 
pregnancy interview. Twenty-one of the 
57 women (36.8%) had experienced the 
traumatic event that led to PTSD before 
they were 15 years old. A current diagno-
sis of PTSD was made in 7.7% (n=57) of 
the sample. The most frequently reported 
symptoms were recalling intrusive distress-
ing thoughts of the trauma, difficulty con-
centrating, anger, and avoidance of places, 
persons, and/or activities associated with 
the trauma. The 57 pregnant women with 
a current diagnosis of PTSD reported a 
mean of 4.9 traumatic events over their 
lifetimes. Their most common traumatic 
events were an unexpected death of a close 
friend or family member, having some-
thing terrible happen to a close friend or 
family member, being sexually assaulted or 
robbed, experiencing a natural disaster, see-
ing a person killed or seriously injured, and 
being in a serious accident. The pregnant 
women with PTSD in the sample reported 
significantly higher levels of life stressors 
and physical abuse during the previous 
12–15 months than the pregnant women 
without PTSD. Though the pregnant 
women suffering with current PTSD re-
ported moderate impairment in their daily 
functioning, only 7 of the 57 (12.3%) re-
ceived treatment in the prior year for this 
disorder. Due to the prevalence of current 
PTSD in pregnancy and the low treatment 
rates, Cook et al. recommend screening for 
the disorder during pregnancy.
 Rates of detection and treatment of de-
pression, panic disorder, and PTSD among 
pregnant women receiving prenatal care 
at public-sector obstetrics clinics were as-
sessed by Smith et al. (2004) using the 
PTSD module of the MINI (Internation-
al Neuropsychiatric Interview) (Sheehan 
& Lecrubier, 1998). Prior to each of 387 
women’s prenatal visits, they were screened 
for mood and anxiety disorders. Ten preg-
nant women (3%) screened positive for 
PTSD. PTSD was the most frequent con-

comitant psychiatric disorder with depres-
sive disorders. After their prenatal visits, 
the women were asked if their clinicians 
had recognized a mood or anxiety disorder; 
the clinicians for the 10 pregnant women 
with PTSD did not identify them as having 
PTSD at the prenatal visit. Medical records 
were also checked for documentation for 
these disorders.
 Seng et al. (2001) reviewed Michigan 
Medicaid claims data of women of child-
bearing age between 1994 and 1996 and 
identified that 2,219 (2.1%) had PTSD 
based on the International	Classification	of	
Diseases,	 9th	 Revision	 (ICD-9) codes. Of 
that 2.1%, 20% (n=455) of the women and 
30% (N=638) of randomly selected com-
parison women without any mental health 
diagnostic codes had ICD-9 diagnostic 
codes for pregnancy complications. After 
controlling for demographic and psycho-
social factors, the following five pregnancy 
complications were significantly associated 
with PTSD: ectopic pregnancy, spontane-
ous abortion, hyperemesis, preterm con-
tractions, and excessive fetal growth. Seng 
et al. and colleagues suggested that screen-
ing and treatment for PTSD may be war-
ranted for pregnant women with these ob-
stetric complications. Prospective studies 
were recommended to confirm the present 
results. 
 Englehard, van den Hout, and Arntz 
(2001) assessed the prevalence of PTSD 
after pregnancy loss (miscarriage, stillbirth, 
or abortion) in the Netherlands. From 
early pregnancy about 1,370 women were 
recruited and followed. Out of the to-
tal sample, 113 women had a subsequent 
pregnancy loss and PTSD was measured 
by the PSS (Foa et al., 1993). Englehard 
et al. (2001) reported an alpha reliability 
=.87 with their sample. At 1 month after 
pregnancy loss, 25% of the women met 
criteria for PTSD diagnosis. At 4 months 
post-pregnancy loss, 4% had severe PTSD.
 Using the same sample that was reported 
in an earlier study (N=118 at 1 month and 
N=104 at 4 months post-loss) (Englehard 
et al., 2001), peritraumatic dissociation in 
PTSD after pregnancy loss was examined 
(Englehard, van den Hout, Kindt, Arntz, 
& Schouten, 2003). Peritraumatic disso-
ciation refers to acute alterations in cog-
nitive and perceptual functioning during 

a traumatic event. After the time of preg-
nancy loss, dissociation was assessed using 
the Peritraumatic Dissociative Experiences 
Questionnaire (PDEQ) (Marmar, Weiss, & 
Metzler, 1997). Symptoms of PTSD were 
measured with the PSS (Foa et al., 1993). 
Seventy percent of the women reported 
peritraumatic dissociation after pregnancy 
loss. The most frequently reported symp-
toms were feeling as if one were on autopi-
lot or had a distorted body, feeling as if one 
were watching a movie or play, seeming to 
experience time change, and losing track 
of what was happening. Predictors of peri-
traumatic dissociation included prior low 
control over emotions, lower educational 
level, and dissociative tendencies. Peritrau-
matic dissociation was significantly related 
to acute and chronic PTSD symptoms.
 In Germany, Kersting et al. (2005) ex-
amined long-term post-traumatic stress in 
women who had undergone the termina-
tion of a pregnancy due to fetal anoma-
lies. Participants in the study included 83 
women 2–7 years after the termination of 
a pregnancy, 60 women 2 weeks after the 
termination of a pregnancy, and 65 women 
who delivered full-term healthy infants. The 
Impact of Events Scale (IES-R) (Horowitz, 
Wilner, & Alvarez, 1979) assessed trau-
matic experience. Kersting et al. reported 
that the termination of a pregnancy was 
perceived as an emotionally traumatic ma-
jor event that led to a severe post-traumatic 
stress response that was still detectable years 
after the event. 
 Described in the literature are 3 patients 
who developed PTSD after pregnancies 
complicated by severe preeclampsia or the 
HELLP syndrome (Van Pampus, Wolf, 
Schultz, Neeleman, & Aarnoudse, 2004). 
So traumatic were their pregnancies that 
none of the 3 women went on to have any 
more children for fear that they would ex-
perience HELLP during a subsequent preg-
nancy.
 Whether pre-traumatic stress symptoms 
can occur before an event that one per-
ceives as threatening was examined in 951 
women in late pregnancy in Sweden (Soder-
quist, Wijma, & Wijma, 2004). The spe-
cific pre-traumatic stress studied was fear of 
childbirth in late pregnancy. Women were 
assessed during pregnancy at 12–20 weeks 
gestation and again at 32 weeks gestation. 
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The Traumatic Event Scale (TES) (Wijma, 
Soderquist, & Wijma, 1997) was used to 
assess traumatic symptoms related to the 
upcoming labor and delivery. Fear of child-
birth was measured by the Wijma Deliv-
ery Experience Expectancy Questionnaire 
(W-DEQ) (Wijma, Wijma, & Zar, 1998). 
Based on the scores of the TES, 2.3% of 
the total sample met the	DSM-IV criteria 
for PTSD and 5.8% of the pregnant wom-
en fulfilled symptom criteria of intrusion, 
avoidance/numbing, and increased arousal. 
Severe fear of childbirth was identified in 
127 women (13.5%). In late pregnancy, 
fear of childbirth and pre-traumatic stress 
were significantly correlated (r=.61, p< 
.0001). In early pregnancy, risk factors for 
traumatic stress and fear of childbirth in 
late pregnancy included elevated trait anxi-
ety, depressive symptoms, prior psychiatric 
counseling related to childbirth, and self-
reported prior psychological problems. 
 One qualitative study was located in 
which experiences of abuse related to post-
traumatic stress during pregnancy were 
analyzed (Seng, Low, Sparbel, & Killion, 
2004). Fifteen women who had a history of 
child sexual abuse and post-traumatic stress 
that affected their pregnancies were inter-
viewed and their transcripts were analyzed 
using content analysis. Women described 
a heightening of PTSD symptoms during 
pregnancy such as re-living the trauma, 
avoidance and numbing, and increased 
arousal. Prior to pregnancy, some women 
in the study had little or no recollection of 
their childhood abuse but had flashbacks 
for the first time during pregnancy. One of 
the symptoms of arousal was being overly 
alert to danger. One woman in the study 
shared that her pregnancy involved a strong 
sense of threat to her. She was in a panic 
throughout her pregnancy.
 Seng et al. (2004) also examined the 
sequelae of childhood sexual abuse with 
these 15 pregnant women. Some women 
reported that the sensations of pregnancy 
were difficult to tolerate. Another woman 
experienced a self-anaesthetizing dissocia-
tion that was severe enough that she needed 
to read books to learn about pregnancy be-
cause she could not absorb any information 
the healthcare provider gave her during 
her prenatal visits. Self-harm and suicide 
thoughts occurred in some women. 

 Although pregnancy is purported to be 
a time of emotional well-being, it is also 
a period of uncertainty and emotional 
vulnerability during which women are of-
ten prone to anxiety and worry about the 
health of their unborn children. In fact, 
antenatal depression affects at least 10% of 
expectant mothers (Cohen & Rosenbaum, 
1998). Many women are reluctant and even 
ashamed to disclose any fears during their 
pregnancies that may be aroused by prena-
tal events. Unanticipated procedures dur-
ing pregnancy can leave a woman feeling 
frightened and helpless. The experience of 
feeling as though one is losing control may 
be perceived as traumatic because of the 
apparent threat to self. Unresolved trauma 
increases the expectant mother’s risk for de-
pression during pregnancy and/or into the 
postpartum period (Miller, 2001). 
 In each of the following cases, both 
women’s fears about labor and delivery were 
heightened by traumatic procedures during 
pregnancy. In the first case example, the 
patient came to therapy during pregnancy 
specifically for the treatment of depression 
and anxiety that occurred as the result of 
a second trimester procedure that she ex-
perienced as traumatic. During the initial 
consultation, she described symptoms that 
were consistent with a diagnosis of PTSD. 
In the second example, the woman came 
to therapy during the first trimester for the 
treatment of depression and anxiety that 
were associated with her terror around an 
impending procedure that she perceived as 
potentially traumatic. Treatment was aimed 
at helping her process the anticipated pro-
cedure so that the potential for traumatic 
stress would be diminished. 

Case Study #1 
A 47-year-old woman was self-referred for 
psychotherapy during her third trimester 
for treatment of acute PTSD, major de-
pression, and anxiety. She had conceived by 
gamete intrafallopian transfer (a procedure 
that uses the woman’s eggs and mixes them 
with sperm; the mixture is placed back in 
the fallopian tubes) using her ovum and her 
husband’s sperm but miscarried at about 
20 weeks. Because of her advanced age, the 
procedure was repeated using an egg do-
nor, this time producing fraternal twins. At 
about 5 months, which coincided with the 

time period of the previous miscarriage, her 
doctors told her that one of the fetuses had 
problems and would probably cease to be 
viable. She was also told that the healthy 
fetus could be jeopardized by remaining in 
utero with the unhealthy fetus and was ad-
vised to undergo a fetal reduction in order 
to reduce the risk that the remaining twin 
would be stillborn. 
 This patient experienced the reduction 
as life-threatening. This procedure elicited 
traumatic reminders of the previous preg-
nancy loss at 5 months. Consequently, 
she was terrified that she might experience 
another pregnancy loss and remembered 
having to be restrained in order to contain 
shaking so severe that it was interfering 
with the doctor’s ability to perform the pro-
cedure. Although the fetal reduction was 
elective, she described feeling a tremendous 
loss of control and a threat to self as well as 
a threat to both the healthy and unhealthy 
fetus. In addition to extreme anxiety, she re-
members feeling horrified by the procedure 
and devastated by the recurring infant loss. 
She described herself as “in shock.” Her 
symptoms included recurrent and intrusive 
disturbing recollections of the event, par-
ticularly as it related to her images of being 
forcibly restrained. She presented in ses-
sions with severe agitation and depression 
as well as guilt over what she had chosen 
to do, and she found it difficult to concen-
trate. She described a sense of terror that 
immobilized her. Most mornings she felt 
so frightened and out of control that she 
was unable to get out of bed. Her extreme 
lethargy affected her ability to function and 
was interfering with her work. Decision-
making became overwhelming because she 
was afraid of making the wrong choice. She 
described feelings of isolation and loneli-
ness with a sense of despair and hopeless-
ness about the future. 
 Because of the high-risk nature of her 
pregnancies, a Caesarean birth was sched-
uled to deliver the surviving twin. This 
patient anticipated that delivery would re-
traumatize her. In her mind, the images of 
a Caesarean replicated the original trauma. 
She was terrified that she would experience 
similar anxiety, would be unable to tolerate 
the surgery, and would once again be forc-
ibly restrained as had been the case during 
the fetal reduction. She worried that once 
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again she would feel as if she were losing 
control. The trauma induced by the initial 
procedure became the necessary focus of 
treatment, interrupting the patient’s own 
psychological work of preparing for the 
transition to new motherhood. 
 Treatment now involved an in-depth 
exploration of the original procedure, par-
ticularly the specific fears that emerged as a 
result of the reduction and how these fears 
had now been generalized to include any 
other invasive procedures that would occur 
around this pregnancy. She worked with 
her own visions and expectations about 
labor and delivery. By exploring in great 
detail the fears that were being activated by 
her mental images of what the Caesarean 
procedure might be like, she was able to 
identify which of those images resembled 
her experience during the fetal reduction. 
The therapeutic goals included normaliz-
ing the birth experience by looking at what 
she could realistically expect to happen. We 
also explored the ways in which she was able 
to approach the Caesarean delivery as psy-
chologically different from the reduction. 
Whereas the fetal reduction was about loss, 
the Caesarean was about the fulfillment of 
a life-long dream to have a child. She cre-
ated a birth plan, enlisting her obstetrician’s 
cooperation to ensure that her arms would 
not be restrained during delivery as they 
had been previously. She also made ar-
rangements to have a doula (trained labor 
assistant) in the delivery room to act as her 
advocate and her voice in the event that she 
was too anxious to speak for herself. 
 As a result of treatment, this patient was 
able to go through the Caesarean deliv-
ery without any significant anxiety or fear 
and gave birth to a very healthy 6-pound 
daughter.

Case Study #2
Whereas the first case involved a woman’s 
actual experience of being traumatized dur-
ing a procedure, this example addresses the 
issue of anticipatory anxiety and the pa-
tient’s expectation of experiencing trauma 
during an upcoming procedure. This was 
the second pregnancy for a 40-year-old 
woman who became pregnant with twins 
as a result of an in vitro fertilization proce-
dure. At the insistence of her husband, she 
was considering a voluntary fetal reduction 

in order to terminate one of the fetuses be-
cause her husband was concerned about the 
emotional and economic burden of three 
children and the overwhelming demands 
on their relationship with a multiple birth. 
 In this case, it was the patient’s own am-
bivalence about the procedure as well as the 
anticipatory anxiety that stemmed from her 
images about terminating a pregnancy that 
were most frightening for her. She present-
ed symptoms consistent with a major de-
pressive episode and described feeling sick 
whenever she imagined what the procedure 
might be like. In addition, she worried that 
undergoing this procedure would leave her 
feeling enormous guilt and shame. She was 
already anticipating, even in advance of the 
fetal reduction, that attempts to bond with 
the surviving twin would trigger traumatic 
memories of the fetal reduction. As a result, 
she worried that she would be unable to 
form a connection with the baby and that 
her remorse and guilt would interfere with 
attachment. Treatment goals included ad-
dressing the grief and loss issues that were 
an expected outcome of termination. It also 
involved preparing her for the procedure by 
exploring her fears, her ambivalence, and 
the origins of her guilt and shame around 
“choosing” the baby who would live. Un-
fortunately, the outcome of treatment with 
this patient is unknown. She ultimately 
decided to undergo the fetal reduction be-
cause of pressure from her husband and did 
not complete treatment. 

Clinical Implications 
The unexpected experience of terror and 
the individual’s perception of threat to her 
physical integrity have both a physiologi-
cal and a psychological impact. Current re-
search addresses the neurobiology of PTSD 
(Tucker & Trautman, 2000) in addition to 
the psychological meaning that a traumatic 
experience has for the individual. A meta-
analysis of psychotherapeutic approaches 
to treating PTSD (Bradley, Greene, Russ, 
Dutra & Westen, 2005) confirms that cog-
nitive behavioral approaches, particularly 
exposure therapy and cognitive restructur-
ing, as well as Eye Movement Desensitiza-
tion and Reprocessing (EMDR), are widely 
practiced and particularly helpful in the 
treatment of post-traumatic stress disorder. 
Learning how to manage anxiety, using 

relaxation techniques, and challenging dis-
torted beliefs are all integral parts of cogni-
tive behavioral treatment for PTSD.
 Regardless of the specific treatment ap-
proach used, clinicians performing any 
type of surgical or invasive medical pro-
cedure during pregnancy should always 
first take note of a woman’s psychological 
history as well as her current psychologi-
cal state in order to diminish the risks of 
a traumatic reaction. Assessment during 
pregnancy should include questions about 
previous depressions as well as personal or 
family history of sustained mood swings, 
anxiety, and panic, along with any his-
tory of trauma or current life stresses that 
can influence a woman’s mental health. A 
woman with PTSD during pregnancy is at 
higher risk for depression during pregnancy 
(Mezey et al., 2005). Major depression dur-
ing pregnancy not only increases the risk 
of premature delivery or low birth weight, 
but ultimately raises the possibility that she 
will become depressed postpartum (Beck, 
2001).
 Procedures during pregnancy that the 
patient perceives as traumatic may cause 
emotional complications and create exag-
gerated fears around labor and delivery. 
Some procedures may leave a woman trau-
matized to the extent that they result in 
PTSD and depression during pregnancy. 
Sometimes the onset of post-traumatic 
stress is delayed and may be triggered by a 
specific procedure during pregnancy that is 
reminiscent of untreated trauma occurring 
much earlier in a woman’s experience. At 
other times, the PTSD may be the direct 
result of the procedure itself. A woman’s 
terror that she will be re-traumatized not 
only during labor and delivery, but also by 
known or unknown procedures that may 
occur during this time, intensifies the nor-
mally expected apprehension and anxiety 
that surround childbirth.
 Unexpected medical procedures during 
pregnancy can also be disruptive to the psy-
chological process of becoming a mother, 
leaving women more vulnerable to the on-
set of a depression. A perinatal mood dis-
order potentially interrupts the blossoming 
attachment relationship between mother 
and child. Disrupted attachment can result 
in long-range psychological, cognitive, and 
social-emotional repercussions for the de-
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veloping infant with serious implications 
for the resilience of the entire family (Spi-
nelli, 1999).
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