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Abstract
Purpose  Trauma is common among those seeking Ob-Gyn care and may have pervasive impact on obstetrical and gyneco-
logical health, social functioning, and healthcare engagement. While guidelines exist on the detection and treatment of peri-
natal mood and anxiety disorders within Ob-Gyn care, the role of Ob-gyn clinicians in identifying and addressing patients’ 
traumatic experiences and related symptoms is less clearly delineated. This manuscript provides an overview of trauma-
related symptoms in the context of Ob-Gyn care and practical guidance of clinicians aiming to improve their detection and 
response to trauma in their clinical practice.
Description  Posttraumatic stress disorder (PTSD) describes a psychiatric illness which develops as a response to a traumatic 
event. Women who have experienced trauma are also at increased risk for borderline personality disorder and other psychi-
atric comorbidities. Postpartum PTSD has particular relevance to obstetrical care.
Assessment  Screening for trauma in Ob-Gyn care can provide an opportunity to address risk and offer targeted intervention. 
Several brief evidence-based screening tools are available. Individuals who screen positive require assessment of immedi-
ate safety and targeted referrals. Trauma informed care describes an approach to healthcare aimed to enhance physical and 
emotional safety for patients and clinicians.
Conclusion  Given the prevalence and the potentially devastating and enduring impact of trauma and trauma-related symp-
toms, there is a critical need to address trauma within Ob-Gyn care. By recognizing the signs of trauma and initiating or 
referring to appropriate treatments, Ob-Gyn clinicians have a unique opportunity to better understand their patients and to 
improve their care.
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Significance

Trauma is common and has pervasive effects on health, 
engagement in health care, and social functioning. Trauma 
and PTSD symptoms are largely under-reported in Ob-Gyn 
settings. While guidelines exist on the detection and treat-
ment of perinatal mood and anxiety disorders within Ob-
Gyn care, the role of Ob-gyn clinicians in identifying and 
addressing patient’s traumatic experiences and symptoms is 
less clearly delineated. This manuscript provides a summary 
of the relevance of trauma-related symptoms in the context 
of Ob-Gyn care, an overview of trauma-informed care, as 
well as practical guidance for implementing screening and 
response protocols in Ob/Gyn practices.

Introduction

Trauma is defined as an event, series of events, or set of cir-
cumstances that are experienced by an individual as physi-
cally or emotionally harmful or threatening, and that have 
lasting adverse effects on the individual’s functioning and 
physical, social, emotional, or spiritual well-being (Abuse, 
2014). Trauma comes in many forms, from circumscribed 
events (e.g., a natural disaster) to prolonged experiences 
(e.g., childhood maltreatment). While the American College 
of Obstetrics and Gynecology (ACOG) recommends screen-
ing for depression and anxiety using a validated tool at least 
once in the perinatal period, the role of Ob-Gyn clinicians in 
identifying and addressing patients’ traumatic experiences 
and related symptoms is less clearly delineated, and most 
Ob-Gyn residents report feeling unprepared to screen for 
and address trauma in their practice (“ACOG Committee 
Opinion No. 757,” 2018; Kendig et al., 2017; LaPlante et 
al., 2016). Recognizing and responding to trauma includ-
ing adverse childhood experiences (ACEs) and intimate 
partner violence (IPV), is a critical component of care as 
it can impact one’s health, social functioning, and ability to 
engage in healthy behaviors (Sperlich et al., 2017).

Among perinatal individuals, trauma exposure is asso-
ciated with mood and anxiety disorders, low birth weight, 
preterm delivery, poor maternal infant bonding, reduced or 
early cessation of breastfeeding, and dysregulation in fetal 
and infant neurobiological systems (Meltzer-Brody et al., 
2013; Smith et al., 2016). Individuals who have experi-
enced a high number of ACEs are more likely to experience 
adolescent pregnancy, suicidal thoughts and substance use 
during pregnancy, and fetal death (Hillis et al., 2004; Jasthi 
et al., 2021). Finally, IPV is the leading cause of injury-
related maternal death during pregnancy and is associated 
with increased risk of low birth weight, preterm delivery, 

placental abruption, and fetal death (Chisolm & Payne, 
2016; Pastor-Moreno et al., 2020).

Trauma also plays a prominent role in gynecologic care. 
Patients who have experienced trauma are more likely to 
experience chronic pelvic pain or sexual dysfunction (Bas-
son & Gilks, 2018; Meltzer-Brody & Leserman, 2011). 
Additionally, adult survivors of childhood sexual abuse are 
more likely to engage in high-risk sexual behaviors, con-
tract a sexually transmitted infection and present with non-
specific vaginitis (Obstetricians & Gynecologists, 2011). 
Individuals with a higher trauma load are less likely to have 
regular cervical cancer screening or engage in other routine 
Ob-Gyn care (Meltzer-Brody & Leserman, 2011; Obstetri-
cians & Gynecologists, 2011).

Patients who have experienced traumatic events are vul-
nerable to re-traumatization during health care encounters. 
Trauma survivors may experience distress during what 
are routine medical procedures or by the power imbalance 
inherent in the patient-clinician relationship. The patient’s 
expression of trauma symptomatology may lead to a break-
down in the care relationship or present a barrier to care 
altogether. The nature of Ob-Gyn care, which may include 
repeated pelvic exams and restriction of movement by fetal 
monitoring equipment, may be especially distressing for 
trauma survivors. Clinician-patient communication prob-
lems, such as a patient feeling that her preferences or needs 
are disregarded, can prompt feelings of helplessness and re-
traumatization even during routine clinical care (Reed et al., 
2017). This manuscript provides a summary of trauma-spe-
cific and -related symptoms in the context of Ob-Gyn care, 
an overview of trauma-informed care (TIC) as it relates to 
Ob-Gyn settings, as well as practical guidance for clinicians 
who aim to implement screening and response protocols in 
their clinical practice.

Description

Diagnoses Related to Trauma

Posttraumatic stress disorder (PTSD) is a psychiatric illness 
characterized by symptoms across multiple domains that 
persist more than 1 month after exposure to one or more 
traumatic events (American Psychiatric Association, 2013). 
The clinical symptoms of PTSD vary and can be categorized 
into intrusive symptoms, avoidance, and negative changes 
in thought or mood. Depressive, anxiety, and substance use 
disorders are highly comorbid with PTSD. When screening 
for these disorders within Ob-Gyn care, it is important to 
consider underlying trauma or trauma-related symptoms 
among screen-positive patients (Kendig et al., 2017).
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While approximately half of women will be exposed 
to at least one traumatic event in their lifetime, a minor-
ity will develop PTSD (Gopalan et al., 2022). After a trau-
matic event, most will endorse transient PTSD symtpoms 
which will resolve quickly and without specific treatment. 
Risk factors for the progression to PTSD include a history 
of childhood abuse, exposure to interpersonal violence 
(IPV) or sexual assault, exposure to three or more trau-
matic events, and having a premorbid psychiatric diagnosis 
(Gopalan et al., 2022). Being female is also a risk factor. 
Women are twice as likely to meet criteria for PTSD than 
men across their lifetime (12% of women vs. 6% or men)
(Kessler, 1995).

While borderline personality disorder does not include 
trauma as a diagnostic criteria, this diagnosis has a strong 
association with developmental trauma and has a high 
degree of co-morbidity with PTSD (Golier et al., 2003). 
Both PTSD and borderline personality disorder include 
specific symptoms which may overlap with, and thus 
be confused with symptoms of Bipolar Disorder, such as 
intense mood states, difficulty regulating anger, impulsive 
behaviors, and relationship dysfunction (American Psychi-
atric Association, 2013). Thus, patients who present with 
trauma-related symptoms will benefit from a referral to a 
psychiatric clinician who can thoroughly and contextually 
evaluate the patient’s course of illness and provide diagnos-
tic clarification.

Postpartum Posttraumatic Stress Disorder

Postpartum posttraumatic stress disorder (PP-PTSD) refers 
to PTSD which develops from the childbirth experience. 
It is important to note that childbirth may be experienced 
as traumatic by a patient, regardless of whether the birth 
was physically traumatic or obstetrically complex. The US 
prevalence of PP-PTSD is approximately 4–6%, and the 
strongest risk factor is a personal history of PTSD. Other 
risk factors include low social support, poor coping, percep-
tion of low support during labor, threatened death, actual or 
threatened injury to the baby, and dissociation during child-
birth (Hollander et al., 2017; Seng, 2015). In clinical prac-
tice, PP-PTSD may present as difficulty with pelvic exams 
or fear of childbirth in future pregnancies. An individual 
with PP-PTSD may also report nightmares or flashbacks of 
the birth, emotional numbing in the relationship with the 
infant, avoiding reminders of the birth (e.g., the hospital), 
or avoiding the baby altogether. Ob-Gyn professionals 
can mitigate the risk of PP-PTSD by recognizing a patient 
who may be at risk, providing clear communication dur-
ing situations that require intervention, and incorporating 
principles of trauma-informed care as described below. In a 
recent survey of women who reported a traumatic childbirth 

experience, most identified that their caregiver could have 
done something differently to prevent the traumatic experi-
ence, including listening more to their concerns, better com-
municating about what was happening and explaining why 
decisions were made (Hollander et al., 2017). The Council 
of Patient Safety in Women’s Healthcare offers a helpful 
“Support after a Severe Maternal Event” bundle with help-
ful tools [Table 4] (Council on Patient Safety in Women’s 
Health Care, 2015).

Assessment

Screening and Identification

Screening for trauma as part of routine Ob-Gyn care can 
provide an opportunity to proactively address risk, offer 
targeted interventions, cultivate a trusting clinician-patient 
relationship, and improve long-term outcomes. Despite the 
importance of trauma to overall health, traumatic experi-
ences and PTSD symptoms are largely under-recognized 
in Ob-Gyn settings (Smith et al., 2004). Patients are often 
reluctant to reveal trauma due to feelings of helplessness, 
potential retaliation of a partner, and fear of child protective 
services involvement. For Ob-Gyn clinicians, insufficient 
training, lack of time, or a perceived dearth of resources 
for those who screen positive all pose deterrents to inquir-
ing about trauma (Byatt et al., 2012). Universal screening 
for traumatic events and PTSD symptoms within Ob-Gyn 
care can be a feasible and acceptable approach to increase 
detection of trauma when appropriate referral resources are 
in place (Flanagan et al., 2018; Smith et al., 2004). Several 
brief screening tools are available to assess for specific types 
of traumatic experiences, such as the Adverse Childhood 
Events Scale (ACES), the Primary Care PTSD Screen (PC-
PTSD-5), and the Woman Abuse Screening Tool (WAST). 
Implementing screening for trauma within Ob-Gyn settings 
can also strengthen the patient-clinician relationship, reduce 
stigma, and increase insight into patient behaviors that may 
otherwise be interpreted as “difficult” such as hostility or 
distrust. ACOG and other relevant professional society rec-
ommendations are described in (Table 1) along with corre-
sponding evidence-based screening tools.

Routine screening increases detection, yet itself does not 
lead to symptom improvement. Thus, screening for trau-
matic experiences and PTSD symptoms should be a criti-
cal first step followed by further evaluation. As disclosing 
traumatic experiences and PTSD symptoms often requires 
considerable courage, it is important to acknowledge the 
patient’s strengths at disclosure, to express hope, and to 
communicate knowledge of available resources for safety 
and for treatment. Further recommended implementation 
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symptoms, sexual dysfunction, mental health disorders, 
high risk sexual behaviors, substance use disorders, or eat-
ing disorders. For example, individuals who frequently miss 
appointments, are non-adherent to treatment recommenda-
tions, or display inappropriate anger during appointments 
may have underlying trauma symptomatology.

Trauma Informed Care in the Ob-Gyn Setting

According to the Substance Abuse and Mental Health Ser-
vices Administration (SAMHSA), trauma-informed care 
(TIC) includes: (1) realization of the widespread impact of 
trauma and understanding of potential paths for recovery; (2) 
recognition of signs and symptoms of trauma; (3) response 
that integrates knowledge about trauma into policies, proce-
dures, and practices; and (4) prevention of re-traumatization 
(Abuse, 2014). TIC shifts the question from “What is wrong 
with you?” to “What happened to you?” A trauma-informed 
approach does not assume universal trauma; it anticipates 
this possibility and cultivates treatment framework aimed 
to identify trauma symptoms and enhance physical and 
emotional safety for both patients and clinicians. Emerging 

strategies for screening within an Ob-Gyn setting are 
detailed in (Table 2).

Individuals who screen positive or otherwise disclose 
trauma to their Ob-Gyn clinician warrant a safety evalua-
tion with attention to immediate risk as well as an assess-
ment of suicidal or homicidal thoughts. When relevant, the 
assessment must be inclusive of safety of the children of the 
individual who has disclosed the trauma. Healthcare pro-
fessionals are mandated reporters of suspected child abuse 
and neglect and should be familiar with reporting laws in 
their own states. If a report to a child welfare agency is indi-
cated, principles of trauma-informed care guide clinicians 
to inform the patient of the report directly and compassion-
ately. It may be useful to highlight the role of child protec-
tive services in providing resources and support.

While universal screening and evaluation of patients for 
traumatic experiences has numerous advantages, the suc-
cessful implementation of screening protocols within larger 
practice settings requires substantial support from practice 
administrators, clinicians, and support staff. When this is 
not feasible, individual clinicians may be mindful that indi-
cators of trauma are varied and include unexplained somatic 

Table 1  Screening Guidelines and Tools for Traumatic Experiences and Symptoms
Trauma Domain Existing professional society recommendations about screening Evidence-based screening tools
Childhood Trau-
matic Experiences

ACOG CO #498 acknowledges the pervasive and complex long-
term effects of childhood sexual abuse and recommends Ob-Gyns 
screen all patients for such experiences.

Adverse Childhood Experiences (ACEs) Ques-
tionnaire:  10 item self-report scale, extensive 
literature shows association between higher ACEs 
and poor mental and physical health outcomes

PTSD ACOG CO #547 recommends that Ob-Gyns screen for PTSD, 
especially in veterans, and offer appropriate referrals to 
screen-positive patients.

Primary Care PTSD Screen for DSM-5 
(PC-PTSD-5) 5 item screen designed for use in 
primary care

Interpersonal 
Violence

ACOG CO #518 recommends Ob-Gyns screen universally for IPV 
at first prenatal visit, at least once per trimester and at the postpartum 
visit.
ACOG CO #777 recommends Ob-Gyns screen all patients for a 
history of sexual assault and incorporate a trauma informed care 
framework.

Humiliation, Afraid, Rape, Kick (HARK):  4 
questions that assess emotional and physical IPV in 
the past one year
Hurt/Insult/Threaten/Scream (HITS): 4 items 
that assess the frequency of IPV
Woman Abuse Screening Tool (WAST):  8 items 
that assess physical and emotional IPV

Table 2  Screening Implementation Strategies
Strategies for successful implementation of trauma screening into Ob-Gyn practice
1. Provide education to Ob-Gyn professionals around the importance of trauma on health outcomes prior to implementation of screening 
protocols.
2. Coach all members of the team on how to sensitively respond to screening results.  Role-play conversations in responding to patients dis-
closing trauma to build skills and comfort.
3. Pair screening measures with specific visit intervals or with perinatal depression or other screening protocols.
4. Consider the logistics:  when and how the screening will be administered, who will be responsible for providing and responding to screening 
and which resources are available for patients who disclose trauma?
5. Screening measures must be appropriate for the literacy level of the clinic’s patient population.
6. Protect privacy by offering the patient a private space in which to complete the screening tool or provide a cover sheet for paper screeners.
7. Follow-up positive screens with an evaluation to assess safety, determine need for referral to other services or evaluations, and learn a 
patient’s treatment preferences.
8. Cultivate referral relationships with trauma-focused community clinicians.
9. For patients struggling with psychiatric conditions including substance use disorders, immediate referral with a warm handoff to an onsite 
mental health professional is ideal.
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and curiosity about and respect for cultural traditions in 
childbirth are important ways to incorporate cultural and 
gender identity into practice. (Table  3) summarizes these 
principles and provides further examples of implementation 
within Ob-Gyn care.

Treatment and Referral Considerations

While TIC principles provide a guide for a universal 
approach for healthcare teams, many individual patients will 
need and want pharmacologic treatment, psychotherapy, or 
other psychosocial treatments. Trauma-informed care con-
siders that patients have different levels of treatment need 
and promotes collaboration with local organizations and 
clinicians offering trauma-specific interventions (Sperlich 
et al., 2017). Furthermore, the TIC principle of collabora-
tion and mutuality guides clinicians to provide patients with 
information about a range of treatment options and develop 
a plan of care based on their preferences.

Psychotherapy

Evidence based treatments for PTSD in adults include cog-
nitive processing therapy (CPT), eye movement desensi-
tization and reprocessing therapy (EMDR) and prolonged 
exposure (PE) (NICE, 2018). Dialectical Behavioral 
Therapy, Metallization-Based Treatment and Transfer-
ence-Focused Psychotherapy are widely regarded as evi-
dence-based psychotherapy models for personality disorders 
rooted in trauma (Youngner et al., 2014). Multiple national 
resources exist for locating trauma-focused therapists on a 
local level. (Table 4) provides an expanded list of mental 
health and trauma resources relevant to Ob-Gyn patients.

evidence suggests that trauma informed care may not only 
increase safety and engagement in care among patients but 
reduce burnout and compassion fatigue among clinicians 
(Kuehn, 2020; Marsac et al., 2016).

Ob-Gyn care is often experienced as invasive and can be 
particularly challenging for trauma survivors. Undressing, 
pelvic and breast exams, and feeling out of control of one’s 
body while in pain during labor, may be especially challeng-
ing with potential to cause re-traumatization (Montgomery, 
2013). Ob-Gyn clinicians have a meaningful opportunity to 
implement TIC that can positively impact the care of their 
patients. TIC can allow a survivor of trauma to begin the 
process of healing within the context of a safe relationship 
with members of the treatment team and reduce the likeli-
hood that care is experienced as traumatic.

Implementation of TIC within Ob-Gyn care settings can 
be pursued using the National Center for Trauma Informed 
Care’s (NCTIC) six principles of TIC: safety, trustworthiness 
and transparency, peer support, collaboration and mutuality, 
empowerment and choice, and cultural and gender identity 
(Sperlich et al., 2017). For example, a clinician may respond 
to a patient’s hesitancy about a pelvic examination by listen-
ing to and validating her concerns, asking her how the exam 
might be done most comfortably (i.e. the patient can insert 
the speculum herself) and providing transparency about 
which aspects of the exam cannot be modified (principles 
of safety, transparency, empowerment/choice). For a patient 
who is experiencing stalled labor and declines augmentation 
with oxytocin due to fears the intervention might harm her 
baby, the clinician may validate the patient’s desire to keep 
the baby as safe as possible and provide her the opportunity 
to weigh the risks of medication vs. the risks of stalled labor 
well ahead of the time a Cesarean section is urgently needed 
(principles of safety and collaboration/mutuality). Collabo-
ration with peer support groups for perinatal mood disorders 
integrates the principle of peer support. Finally, gender neu-
tral restrooms, educational materials in multiple languages, 

Table 3  National Center for Trauma-Informed Care Core Principles of TIC in Ob-Gyn Practice
NCTIC Core Principles Example within an Ob-Gyn practice
Safety • Materials displaying trauma-specific resources are visible to patient

• Patient seating always faces the door in the exam room
Trustworthiness and transparency • Clinician explains every step of exam and obtains permission before touching patient

• Healthcare team members clearly state their title and role on the team.
Peer support • Collaboration with a peer support group appropriate for the individual patient’s needs (i.e. group 

for women struggling with perinatal depression or pelvic pain, parenting support group)
Collaboration and mutuality • Care planning is completed with patient and incorporates her preferences

• A patient is provided with screening results and given a choice among available referral options
Empowerment, voice and choice • Clinician asks patient for permission to begin exam

• Patient is proactively informed that she is in charge and is encouraged to let clinician know 
immediately if she becomes uncomfortable

Cultural, historical and gender identity • Clinician uses professional language interpreters
• Clinician asks patient about preferred pronouns
• Cultural differences in childbirth traditions are respected
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Parent-infant dyad-focused Interventions

Parents who have experienced trauma may face challenges 
in becoming a caretaker. For example, they may struggle 
with emotional engagement and bonding, consistency in 
parenting, and managing emotions and their children’s 
emotions (Seng, 2015). While most parents with histories of 
abuse do not go on to abuse their own children, as a group 
they do have increased risk for perpetrating abuse or neglect 
(Van Ijzendoorn, 1992). A trauma-informed Ob-Gyn clini-
cian proactively recommends trauma-informed parenting 
interventions as a component of obstetrical care. A dyadic 
focus can begin even in the antepartum period. For exam-
ple, a therapist can focus on a pregnant individual’s own 
developmental experiences, as well as emerging ideas about 
the fetus. While the availability of such interventions will 
vary considerably throughout different geographic regions, 
many evidence-based programs around the country inte-
grate dyadic treatment into broader home visiting programs, 
provide group-based parenting education and therapeutic 
interventions, and offer intensive interventions designed 
for individual high-risk mother-infant dyads (Seng, 2015; 
Sperlich et al., 2017).

Pharmacotherapy

Serotonergic antidepressant medications (SSRIs and SNRIs) 
are an evidence-based treatment for PTSD and are indi-
cated for patients with moderate to severe symptoms, when 
patients decline or do not fully respond to psychotherapy, or 
for those who cannot access psychotherapy for geographic, 
financial, or other reasons. Comorbid depression or anxi-
ety may present additional indications for treatment with an 
antidepressant. While sertraline and paroxetine are the only 
selective serotonin reuptake inhibitors (SSRIs) with a US 
Food and Drug Administration (FDA) indication for PTSD, 
most guidelines support the use of any SSRI or the sero-
tonin-norepinephrine reuptake inhibitor (SNRI) venlafaxine 
as an initial treatment consideration. Adjunctive medica-
tions such as a second generation antipsychotic or prazosin 
(an alpha-blocker) can be used to target specific symptoms 
such as nightmares, anger, or impulsivity. Benzodiazepine 
medications should be avoided due to associated risks such 
as potential for tolerance or dependence, sedation, increased 
risk of fall in elderly patients and their potential to interfere 
with engagement in other long-term treatment strategies 
(Youngner et al., 2014).

Table 4  Resources for the Ob-Gyn Professional
Emergency Resources
Crisis Text Line https://www.crisistextline.org/texting-in Text HOME to 741 741
National Suicide Preven-
tion Lifeline

https://suicidepreventionlifeline.org 1-800-273-TALK

SAMHSA National 
Helpline

www.samhsa.gov/find-help/national-helpline 1-800-662-HELP

Mental Health Provider Organizations and Directories
International Society for 
Traumatic Stress

https://istss.org (“find a clinician” tool)

EMDR International 
Association

https://www.emdria.org (searchable database of trained therapists)

Postpartum Support 
International

https://www.postpartum.net 1-800-994-4773
Text 503-894-9453

American Psychological 
Association

https://locator.apa.org

Intimate Partner Violence and Sexual Assault
National Domestic Vio-
lence Hotline

https://thehotline.org 1-800-799-SAFE

Love is Respect (for 
teens)

www.loveisrepsect.org Text LOVEIS to 22522
1-866-331-9474

Rape, Abuse & Incest 
National Network

https://www.rainn.org 1-800-656-HOPE

Provider Toolkit
Council of Patient Safety 
in Women’s Health Care 
Support after a Severe 
Maternal Event Bundle

https://safehealthcareforeverywoman.org/patient-safety-bundles/
support-after-a-severe-maternal-event-supported-by-aim

1 3

2367

https://www.crisistextline.org/texting-in
https://suicidepreventionlifeline.org
http://www.samhsa.gov/find-help/national-helpline
https://istss.org
https://www.emdria.org
https://www.postpartum.net
https://locator.apa.org
https://thehotline.org
http://www.loveisrepsect.org
https://www.rainn.org
https://safehealthcareforeverywoman.org/patient-safety-bundles/support-after-a-severe-maternal-event-supported-by-aim
https://safehealthcareforeverywoman.org/patient-safety-bundles/support-after-a-severe-maternal-event-supported-by-aim


Maternal and Child Health Journal (2022) 26:2362–2369

Author Contribution  The authors confirm contribution to the paper as 
follows: Manuscript conception and design: SNY JS, NShe, NShi, LW, 
PG, EA, MS, NB. Draft manuscript preparation: SNY, JS, LZ, NShe, 
Nshi, LW, PG, EA, MS, LM. Manuscript revision and editing: SNY, 
TMS and NB. All authors reviewed the results and approved final ver-
sion of manuscript.

Funding  Dr. Nancy Byatt has received salary and/or funding support 
from Massachusetts Department of Mental Health via the Massachu-
setts Child Psychiatry Access Program for Moms (MCPAP for Moms). 
Dr. Moore Simas is a consultant as the Obstetric Engagement Liaison 
for the Massachusetts Child Psychiatry Access Program (MCPAP) for 
Moms and as such has received a stipend from the Massachusetts De-
partment of Mental Health via Beacon Health Options.

Data Availability  n/a.

Code Availability  n/a.

Declarations

Conflict of Interest  The authors Drs. Sarah Nagle-Yang, Jyoti Sachde-
va, Lulu Zhao, Neeta Shenai, Nicole Shirvani, Linda Worley, Priya 
Gopalan, Elizabeth Albertini and Meredith Spada have no conflicts of 
interest. Dr. Leena Mittal served as a consultant for Sage Therapeutics 
in February 2019. Dr. Moore Simas is the Medical Director of Lifeline 
for Moms. She is the co-chair of the ACOG Maternal Mental Health 
Expert Work Group. Dr. Nancy Byatt is also the statewide Medical 
Director of MCPAP for Moms and the Executive Director of Lifeline 
for Families. She has served on the Medscape Steering Committee on 
Clinical Advances in Postpartum Depression. She has received hono-
raria from Global Learning Collaborative, Medscape, Miller Medi-
cal Communications and Mathematica. She has served on Advisory 
Boards for Sage Therapeutics. She has also served as a consultant for 
The Kinetix Group.

Ethical Statement  This manuscript includes a short analysis of a topic 
relevant to Ob-Gyn care. As it does not entail human subject research, 
include original data or protected health information, Institutional Re-
view Board approval was not obtained.

Ethics Approval  n/a.

Consent to Participate  n/a.

Consent for Publication  n/a.

References

Abuse, S. (2014). Mental Health Services Administration. Trauma-
informed care in behavioral health services.Substance Abuse and 
Mental Health Services Administration

ACOG Committee Opinion No (2018). 757: Screening for Perinatal 
Depression.Obstetrics & Gynecology, 132(5),e208–e212. https://
doi.org/10.1097/AOG.0000000000002927

American Psychiatric Association (Ed.). (2013). Diagnostic and statis-
tical manual of mental disorders: DSM-5. American Psychiatric 
Association

Basson, R., & Gilks, T. (2018). Women’s sexual dysfunction associ-
ated with psychiatric disorders and their treatment. Women’s 
Health, 14, 1745506518762664

Intimate Partner Violence

When intimate partner violence (IPV) is disclosed during a 
patient visit, it is important to acknowledge the courageous-
ness of the disclosure and maintain collaboration while dis-
cussing quick access to available resources. An immediate 
safety evaluation is warranted. Factors that indicate higher 
risk for IPV homicide include abuse during pregnancy, use 
of weapons, threat to life, strangulation, and access to a 
firearm (Matias et al., 2020). Each obstetric practice should 
develop an easily accessed protocol for IPV safety planning, 
including a resource list (e.g., crisis text-line or hotline, rape 
crisis services, shelters, and legal aid). Printed take-home 
information with emergency numbers can be coupled with 
educational posters about IPV in private spaces such as 
bathrooms to reach patients who are not able to disclose the 
abuse. Providing a safe space for a patient to call a specific 
resource can be an important intervention.

TIC principles of collaboration and mutuality are impor-
tant for Ob-Gyn professionals to know when patients dis-
close IPV, and in response to their choices regarding referral 
options. Clinicians should avoid trying to force a patient to 
leave a relationship or “sneaking” information into belong-
ings as a partner may discover the material and respond with 
violence. Most states do not mandate IPV reporting outside 
of the context of child abuse, elder abuse, or abuse of a vul-
nerable adult (e.g., individuals with disabilities). Accurate 
documentation in the medical record of clinical interactions 
and/or physical signs can be important legal evidence in the 
future. National resources for addressing intimate partner 
violence can be found in (Table 4).

Conclusion

Given the prevalence and the potentially devastating and 
enduring impact of trauma and trauma-related symptoms, 
there is a critical need to address trauma within Ob-Gyn 
care. By recognizing the signs of trauma and initiating or 
referring to appropriate treatments, Ob-Gyn clinicians have 
a unique opportunity to better understand their patients and 
to improve their care. When healthcare professionals rec-
ognize the impact of trauma, respond with compassion, and 
respect, and then provide trauma informed care, they have 
the power to have a transgenerational impact and improve 
the health of individuals and their children for decades to 
come.

Acknowledgements  The authors acknowledge Alissa Huth-Bocks 
PhD of University Hospitals Cleveland Medical Center for her sug-
gestions on the overall approach of trauma informed care in obstetric 
and gynecologic settings and for her review of recommended screen-
ing tools.

1 3

2368

http://dx.doi.org/10.1097/AOG.0000000000002927
http://dx.doi.org/10.1097/AOG.0000000000002927


Maternal and Child Health Journal (2022) 26:2362–2369

Marsac, M. L., Kassam-Adams, N., Hildenbrand, A. K., Nicholls, 
E., Winston, F. K., Leff, S. S., & Fein, J. (2016). Implement-
ing a Trauma-Informed Approach in Pediatric Health Care Net-
works. JAMA Pediatrics, 170(1), 70. https://doi.org/10.1001/
jamapediatrics.2015.2206

Matias, A., Gonçalves, M., Soeiro, C., & Matos, M. (2020). Intimate 
partner homicide: A meta-analysis of risk factors. Aggression 
and Violent Behavior, 50, 101358. https://doi.org/10.1016/j.
avb.2019.101358

Meltzer-Brody, S., Bledsoe-Mansori, S. E., Johnson, N., Killian, C., 
Hamer, R. M., Jackson, C., Wessel, J., & Thorp, J. (2013). A pro-
spective study of perinatal depression and trauma history in preg-
nant minority adolescents. American Journal of Obstetrics and 
Gynecology, 208(3), 211–e1

Meltzer-Brody, S., & Leserman, J. (2011). Psychiatric Comorbidity in 
Women with Chronic Pelvic Pain. CNS Spectrums, 16(2), 29–35. 
https://doi.org/10.1017/S1092852912000156

Montgomery, E. (2013). Feeling safe: A metasynthesis of the maternity 
care needs of women who were sexually abused in childhood. 
Birth, 40(2), 88–95

NICE (2018). Post-traumatic stress disorder: NICE guidelines. https://
www.nice.org.uk/guidance/ng116

Obstetricians, A. C., & Gynecologists. (2011). of &. Adult manifes-
tations of childhood sexual abuse. Committee Opinion No. 498. 
Obstet Gynecol, 118, 392–395

Pastor-Moreno, G., Ruiz-Pérez, I., Henares-Montiel, J., & Petrova, 
D. (2020). Intimate partner violence during pregnancy and 
risk of fetal and neonatal death: A meta-analysis with socio-
economic context indicators. American Journal of Obstetrics 
and Gynecology, 222(2), 123–133e5. https://doi.org/10.1016/j.
ajog.2019.07.045

Reed, R., Sharman, R., & Inglis, C. (2017). Women’s descriptions of 
childbirth trauma relating to care provider actions and interac-
tions-BMC Pregnancy and Childbirth-Vol. 17-ISBN: 1471-2393.

Seng, J. (2015). Trauma informed care in the perinatal period. Dune-
din Academic Press Ltd.

Smith, M. V., Gotman, N., & Yonkers, K. A. (2016). Early childhood 
adversity and pregnancy outcomes. Maternal and Child Health 
Journal, 20(4), 790–798

Smith, M. V., Rosenheck, R. A., Cavaleri, M. A., Howell, H. B., Pos-
chman, K., & Yonkers, K. A. (2004). Screening for and detection 
of depression, panic disorder, and PTSD in public-sector obstetric 
clinics. Psychiatric Services, 55(4), 407–414

Sperlich, M., Seng, J. S., Li, Y., Taylor, J., & Bradbury-Jones, C. 
(2017). Integrating trauma-informed care into maternity care 
practice: Conceptual and practical issues. Journal of Midwifery & 
Women’s Health, 62(6), 661–672

Van Ijzendoorn, M. H. (1992). Intergenerational transmission of par-
enting: A review of studies in nonclinical populations. Develop-
mental Review, 12(1), 76–99

Youngner, C., Rothbaum, B., & Friedman, M. (2014). Post-Traumatic 
Stress Disorder. In G. Gabbard (Ed.), Treatment of Psychiatric 
Disorders. American Psychiatric Association

Publisher’s Note  Springer Nature remains neutral with regard to juris-
dictional claims in published maps and institutional affiliations. 

Byatt, N., Biebel, K., Lundquist, R. S., Simas, M., Debordes-Jackson, 
T. A., Allison, G., J., & Ziedonis, D. (2012). Patient, provider, 
and system-level barriers and facilitators to addressing perina-
tal depression. Journal of Reproductive and Infant Psychology, 
30(5), 436–449

Chisolm, M. S., & Payne, J. L. (2016). Management of psychotropic 
drugs during pregnancy. Bmj, h5918. https://doi.org/10.1136/bmj.
h5918

Council on Patient Safety in Women’s Health Care (2015). Support 
After A Severe Maternal Event Patient Safety Bundle. American 
College of Obstetricians and Gynecologists. https://safehealth-
careforeverywoman.org/wp-content/uploads/Support-after-
Severe-Maternal-Event-Bundle.pdf

Flanagan, T., Alabaster, A., McCaw, B., Stoller, N., Watson, C., & 
Young-Wolff, K. C. (2018). Feasibility and acceptability of 
screening for adverse childhood experiences in prenatal care. 
Journal of Women’s Health, 27(7), 903–911

Golier, J. A., Yehuda, R., Bierer, L. M., Mitropoulou, V., New, A. 
S., Schmeidler, J., Silverman, J. M., & Siever, L. J. (2003). The 
relationship of borderline personality disorder to posttraumatic 
stress disorder and traumatic events. The American Journal of 
Psychiatry, 160(11), 2018–2024. https://doi.org/10.1176/appi.
ajp.160.11.2018

Gopalan, P., Albertini, E. S., Amin, P., Curley, M., Glance, J., Kalia, 
S., & Shenai, N. (2022). Trauma and Reproductive Health. In L. 
A. Hutner, L. A. Catapano, S. Nagle-Yang, K. E. Williams, & 
L. M. Osborne (Eds.), Textbook of Women’s Reproductive Mental 
Health (pp. 483–518). American Psychiatric Association

Hillis, S. D., Anda, R. F., Dube, S. R., Felitti, V. J., Marchbanks, P. A., 
& Marks, J. S. (2004). The Association Between Adverse Child-
hood Experiences and Adolescent Pregnancy, Long-Term Psy-
chosocial Consequences, and Fetal Death. PEDIATRICS, 113(2), 
320–327. https://doi.org/10.1542/peds.113.2.320

Hollander, M. H., van Hastenberg, E., van Dillen, J., van Pampus, 
M. G., de Miranda, E., & Stramrood, C. A. I. (2017). Prevent-
ing traumatic childbirth experiences: 2192 women’s perceptions 
and views. Archives of Women’s Mental Health, 20(4), 515–523. 
https://doi.org/10.1007/s00737-017-0729-6

Jasthi, D. L., Nagle-Yang, S., Frank, S., Masotya, M., & Huth-Bocks, 
A. (2021). Associations Between Adverse Childhood Experi-
ences and Prenatal Mental Health and Substance Use Among 
Urban, Low-Income Women. Community Mental Health Journal. 
https://doi.org/10.1007/s10597-021-00862-1

Kendig, S., Keats, J. P., Hoffman, M. C., Kay, L. B., Miller, E. S., 
Simas, T. A. M., Frieder, A., Hackley, B., Indman, P., & Raines, 
C. (2017). Consensus bundle on maternal mental health: Perinatal 
depression and anxiety. Journal of Obstetric Gynecologic & Neo-
natal Nursing, 46(2), 272–281

Kessler, R. C. (1995). Posttraumatic Stress Disorder in the National 
Comorbidity Survey. Archives of General Psychiatry, 52(12), 
1048. https://doi.org/10.1001/archpsyc.1995.03950240066012

Kuehn, B. M. (2020). Trauma-Informed Care May Ease Patient Fear, 
Clinician Burnout. Journal Of The American Medical Associa-
tion, 323(7), 595. https://doi.org/10.1001/jama.2020.0052

LaPlante, L. M., Gopalan, P., & Glance, J. (2016). Addressing Intimate 
Partner Violence: Reducing Barriers and Improving Residents’ 
Attitudes, Knowledge, and Practices. Academic Psychiatry, 
40(5), 825–828. https://doi.org/10.1007/s40596-016-0529-8

1 3

2369

http://dx.doi.org/10.1001/jamapediatrics.2015.2206
http://dx.doi.org/10.1001/jamapediatrics.2015.2206
http://dx.doi.org/10.1016/j.avb.2019.101358
http://dx.doi.org/10.1016/j.avb.2019.101358
http://dx.doi.org/10.1017/S1092852912000156
https://www.nice.org.uk/guidance/ng116
https://www.nice.org.uk/guidance/ng116
http://dx.doi.org/10.1016/j.ajog.2019.07.045
http://dx.doi.org/10.1016/j.ajog.2019.07.045
http://dx.doi.org/10.1136/bmj.h5918
http://dx.doi.org/10.1136/bmj.h5918
https://safehealthcareforeverywoman.org/wp-content/uploads/Support-after-Severe-Maternal-Event-Bundle.pdf
https://safehealthcareforeverywoman.org/wp-content/uploads/Support-after-Severe-Maternal-Event-Bundle.pdf
https://safehealthcareforeverywoman.org/wp-content/uploads/Support-after-Severe-Maternal-Event-Bundle.pdf
http://dx.doi.org/10.1176/appi.ajp.160.11.2018
http://dx.doi.org/10.1176/appi.ajp.160.11.2018
http://dx.doi.org/10.1542/peds.113.2.320
http://dx.doi.org/10.1007/s00737-017-0729-6
http://dx.doi.org/10.1007/s10597-021-00862-1
http://dx.doi.org/10.1001/archpsyc.1995.03950240066012
http://dx.doi.org/10.1001/jama.2020.0052
http://dx.doi.org/10.1007/s40596-016-0529-8

	﻿Trauma-Informed Care for Obstetric and Gynecologic Settings
	﻿Abstract
	﻿Significance
	﻿Introduction
	﻿Description
	﻿Diagnoses Related to Trauma
	﻿Postpartum Posttraumatic Stress Disorder

	﻿Assessment
	﻿Screening and Identification
	﻿Trauma Informed Care in the Ob-Gyn Setting
	﻿Treatment and Referral Considerations
	﻿Psychotherapy
	﻿Pharmacotherapy
	﻿Parent-infant dyad-focused Interventions
	﻿Intimate Partner Violence

	﻿Conclusion
	﻿References


