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• Even though PTSD during the perinatal period has well-

documented consequences for maternal and child outcomes, 

there is limited research on trauma-informed care as primary 

prevention for PTSD in pregnant women.1,3

• Risk factors for developing post-traumatic stress (PTS) or 

PTSD after reproductive loss include but are not limited to a 

history of previous traumas, mental health problems, and 

advanced pregnancy.2

• We present a case of psychological intervention for 

a 24yo G1P0 with high risk for developing trauma-

related symptoms due to pregnancy with fetal abnormality 

that ultimately resulted in neonatal demise.

BACKGROUND

• KL is a 24yo G1P0 who at 20 weeks gestation, following 

neonatal diagnosis of lumbosacral myelomeningocele and 

other abnormalities, was referred to psychology services 

embedded within the UMC/LSU OBGYN clinic.

• KL's risk factors for pregnancy-related mood and anxiety 

disorders and PTS/PTSD:

o History of Generalized Anxiety Disorder (GAD)

o Childhood trauma history

o Unplanned pregnancy

o Fetal abnormalities
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DISCUSSION

• Literature supports primary prevention of PTSD through trauma history and trauma symptom screening of all pregnant patients as 

well as identifying patients at increased risk for PTSD based on specific events during pregnancy and birth trauma.

• Between 9-50% of individuals experience birth-related trauma,1 with 3-19% of pregnant individuals meeting criteria for PTSD.4

• For KL, trauma-informed care and behavioral health services integrated into the UMC/LSU OBGYN clinic allowed for prompt 

coordination of care and increased accessibility to treatment.
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• KL treated with 21 therapy sessions over one year

o Biweekly appointments on average - frequency varied 

in response to symptom severity and taper at the end of 

treatment 

• To address GAD and pregnancy-related concerns:

o CBT interventions for anxiety

o Increase interpersonal/communication skills to 

strengthen use of social supports

o Create a "cope ahead plan" to navigate possible 

challenges in delivery and NICU stay

• To address neonatal demise:

o Processing grief and addressing anxiety related to 

communicating loss to others

▪ Grief based interventions to support 

commemorating loss

▪ Role plays to practice communicating loss 

with coworkers

o Distress tolerance skills to address feeling 

overwhelmed at work

o Monitoring for symptoms of PTSD

METHODS

RESULTS

• Symptoms of anxiety and depression were monitored over 

KL's treatment with GAD-7 and PHQ-9 (graph). GAD-7 scores 

increased briefly after delivery. At the end of treatment, PHQ-9 

and GAD-7 were lower than at initiation of treatment and 

clinically insignificant. 

• KL returned to work at the end of her maternity leave without 

unexpected absences, started a graduate program 

as planned, and memorialized her loss with her partner. 

• KL reached treatment goals without requiring initiation of 

psychiatric medications.

CONCLUSION/IMPLICATIONS

• Integration of psychological and psychiatric care into perinatal clinics supports prevention of PTSD symptoms.

• With increasing restrictions limiting access to abortion care, it is anticipated that mental health needs for perinatal women are 

expected to rise,4 as unwanted pregnancies have been found to correlate with increased psychological distress, and treatment 

non-adherence.5  
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