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ABSTRACT

The objective of this theoretical article is to describe a
conceptual framework for research on effects of past and
current abuse and posttraumatic stress on childbearing women.
The proposed framework builds on an earlier framework
proposed by the Centers for Disease Control and Prevention
(CDC) for research on violence occurring around the time of
pregnancy. Two main adaptations are suggested. First, cumu-
lative lifetime history of abuse trauma is added to the frame-
work in addition to violence occurring around the time of
pregnancy. Second, posttraumatic stress disorder (PTSD) is
given greater emphasis as a potential factor contributing to
adverse maternity outcomes based on the theoretical proposi-
tion that PTSD could be a plausible mechanism for adverse
outcomes via both behavioral and neuroendocrine pathways.
More research is needed on the effects of violence and PTSD
on childbearing. This framework for research could be used to
facilitate design of studies in which investigators want to
consider PTSD as a potential mediator between lifetime expo-
sure to violence and negative childbearing processes and
outcomes. It is congruent with a CDC framework for research
and could be incorporated into studies designed to meet their
recommendations. J Midwifery Womens Health 2002;47:
337–346 © 2002 by the American College of Nurse-Midwives.

INTRODUCTION

The purpose of this article is to present a conceptual
framework for research on the effects of violence against
women on childbearing by building on a framework
developed by a work group sponsored by the Centers for
Disease Control and Prevention (CDC) for studies of
violence occurring around the time of pregnancy (1). The
conceptual framework proposed here keeps all of the
elements of the CDC group’s framework but with two
changes. First, it incorporates a dual focus on both past
and current violence trauma. Second, it shifts the empha-
sis from a “life event stress” paradigm to a “posttraumat-
ic stress” paradigm. This expansion on the CDC frame-
work remains congruent with their most recent
recommendations for research (2,3).

Here I briefly summarize the bodies of literature that
suggest that an expanded conceptual framework, one that
considers both lifetime abuse trauma and posttraumatic
stress, might be fruitful for guiding future research. The

components and relationships in the framework are
explained in comparison with the CDC framework it
builds on. Finally, because posttraumatic stress disorder
(PTSD) is not as familiar to perinatal researchers as it is
to mental health researchers, resources for conducting
research on PTSD will be included.

THE EFFECT OF ABUSE ON CHILDBEARING
OUTCOMES

The body of literature reporting studies on the effects of
current abuse (violence occurring around the time of
pregnancy) on pregnancy outcomes has been reviewed
(in a special issue ofThe Maternal Child Health Journal,
June 2000) (3) and subjected to a meta-analysis (4).
Briefly, the research that has focused on prevalence and
outcomes of violence occurring around the time of
pregnancy provides evidence to support routinely screen-
ing all clients during prenatal care to intervene to
improve the safety of the approximately 4% of pregnant
girls and women who are estimated to be abused (5).
Research shows that fetal death can occur from assault to
the abdomen (6), and recent studies document homicide
of pregnant women by intimate partners as an important
cause of maternal mortality (7,8). Studies of nonfatal
adverse perinatal outcomes of violence have most often
focused on fetal and infant outcomes such as prematurity
and low birth weight. The findings from these studies
have been contradictory or inconclusive and difficult to
compare (1), although studies performed more recently
(9) and a new meta-analysis are finding associations with
low birth weigh (4). Interventions research is also ad-
vancing to address violence occurring around the time of
pregnancy (10).

A smaller body of clinical and research literature has
considered that past experiences of abuse, especially
childhood sexual abuse, may also be associated with
complications or adverse experiences for the woman
during pregnancy, labor, and the puerperium. Such prob-
lems include more unintended pregnancies (11,12), ado-
lescent pregnancies (13), spontaneous abortions, hy-
peremesis, preterm contractions, problems with maternal
and fetal weight gain, dysfunctional labor (14–16),
potential difficulties with lactation (17), depression (18),
and probably also postpartum mood disorders, problems
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with attachment, and difficulties adapting to mothering
(19,20). Adolescent and adult women with abuse histo-
ries also are more likely to have eating disorders, to use
drugs, alcohol, and tobacco (13,21–23), and to be unable
to stop substance use in pregnancy (24,25).

Women who are currently abused and those abused in
childhood are not mutually exclusive groups (26). The
“ revictimized” women (adult women experiencing abuse
who were also abused in childhood) have the highest
levels of distress (27). Furthermore, the effects of abuse
across the life span may be cumulative and result in dose
response relationships with negative outcomes (28,29).

Both groups of women, those abused around the time
of pregnancy and those abused in childhood, are epide-
miologically important in perinatal research. Between 28
and 51% of US women have experienced childhood
abuse involving physical contact (28,30,31). Estimates
range between 0.9 and 20.1% for the prevalence of abuse
during pregnancy, with the most likely range reported by
the CDC (5) estimated at 4–8% and 2.4–5.6% in a newer
study conducted by using the CDC’s Pregnancy Risk
Assessment Monitoring System data, a multistate epide-
miological surveillance study for perinatal risk assess-
ment monitoring (32).

In addition to current abuse and effects of past abuse,
abuse-related PTSD itself is epidemiologically important
for perinatal research. The peak age for trauma exposure
in females is before age 20 (33). Population surveys

estimate that 27% of women molested in childhood (34),
32–80% of women who are raped (35,36), and 39–74%
of battered women (35,37) develop sequelae that meet
diagnostic criteria for PTSD. Women develop PTSD at
twice the rate of men, and PTSD becomes chronic for
more than half of affected women (38). Chronic PTSD
can persist or recur across the life span (39). The lifetime
prevalence of PTSD among all US women is estimated to
be between 10.4% (34) and 12.3% or 11.8 million
women (35).

PTSD is itself a major sequela of abuse trauma. A
body of research that shows that PTSD also “mediates”
between trauma experiences and many additional nega-
tive health outcomes is accumulating. This is to say that
when PTSD develops after trauma and is then taken into
account in a statistical model to assess the relationship
between trauma and negative health outcomes, the PTSD
variable is more predictive of the poor outcome than the
trauma exposure variable (40). Figure 1 is a diagram of
PTSD as a mediating variable in the relationship between
trauma exposures and adverse childbearing outcomes.
Examples of this pattern can be seen in women’s health
studies of violence, PTSD, and substance abuse
(22,23,41), HIV progression (42), poor health percep-
tions (43), revictimization (44,45), and eating disorders
(21). In addition, one exploratory epidemiologic analysis
of existing data tested the hypothesis that PTSD would
be associated with pregnancy problems and found that
women with the PTSD diagnosis code had more compli-
cations of pregnancy, including more ectopic pregnan-
cies, miscarriages, hyperemesis, and preterm contraction
episodes (46). Taken together, these studies suggest that
further research is warranted on PTSD as a mediator of
negative processes and outcomes of childbearing. Post-
traumatic stress, especially when it reaches the level of
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FIGURE 1
Diagram of a mediating relationship in a statistical model.
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symptomatology found in posttraumatic stress disorder,
is a very logical potential mediator to consider because it
has behavioral and neuroendocrine alterations associated
with it that could cause obstetric complications (47–49).

It is important to learn whether PTSD is associated
with complications and adverse experiences in childbear-
ing because effective treatments for PTSD exist (50). It
may be feasible to adapt these treatments to try to
improve childbearing outcomes if associations between
PTSD and complications are confirmed in future re-
search. Interventions to address PTSD could potentially
“moderate” the relationship between PTSD and adverse
childbearing outcomes. In statistical models, a “moder-
ating variable” can affect the relationship between two
other variables (40). Figure 2 is a diagram of how two
potential moderators (an intervention for PTSD and life
event stress) could lower or raise the likelihood of PTSD
causing adverse outcomes. Three categories of potential
moderator variables are discussed below.

Research that combines attention to past abuse, current
abuse, and PTSD within the same studies is needed.
Along with ascertaining what complications or disrup-
tions of the childbearing process may be associated with
lifetime violence trauma, it is important to consider
possible biologic mechanisms, which may be the result
of trauma exposures that are sometimes decades in the
past and that could be mediating factors contributing to
the development of complications in pregnancy that are
not attributable to direct injury. Because trauma-exposed
people who develop PTSD are known to have alterations

in their neuroendocrine system (48,49), focusing on
PTSD and combining psychological and biologic mea-
sures may lead to biologic explanations for associated
complications. By combining attention to both past and
current abuse, we can consider the effects that all forms
of lifetime abuse exposures may have in common. We
can also consider the cumulative effects of multiple
trauma exposures. Identifying contributing factors is
especially worthwhile if they turn out to be amenable to
health care interventions.

CDC FRAMEWORK FOR RESEARCH EXAMINING
THE ASSOCIATION BETWEEN VIOLENCE AND
PREGNANCY OUTCOMES

After a national conference on violence and reproductive
health sponsored by the CDC in May 1997, Petersen et
al. (51) proposed a set of definitions and guidelines for
measurement and design so that future research results
can be compared. They propose a conceptual framework
for what to include when examining the association
between violence during pregnancy and adverse preg-
nancy outcomes in research studies (Fig. 3) (1). In this
framework, violence can lead to adverse fetal and ma-
ternal outcomes via the mechanisms of both trauma
(physical injury) and stress (as conceptualized in a life
event stress paradigm). The pathways by which physical
injury and stress could affect pregnancy outcomes in-
clude physiologic mechanisms, psychological state, per-

FIGURE 2
Diagram of a moderating relationship in a statistical model.
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sonal disposition, social support/social network, and
health behaviors.

In the CDC group’s framework, the definition of
“violence” includes physical, sexual, and psychological/
emotional violence or threats of physical or sexual
violence that are inflicted around the time of pregnancy.
They use the term “ trauma” in the medical or obstetric
sense, as an accidental or inflicted impact on the body
resulting in physical injury. This use of the term is
congruent with the body of research literature that studies
the effect of abdominal “ trauma” on pregnancy out-
comes. “Stress” is used as a broad term for life event or
daily stress.

PTSD FRAMEWORK FOR RESEARCH EXAMINING
THE ASSOCIATION BETWEEN VIOLENCE AND
PREGNANCY OUTCOMES

The CDC group’s framework focuses on women who are
victims of violence occurring around the time of preg-
nancy and considers life events stress as a mediating
factor. They included a brief reference to PTSD as a
potential factor under the “psychological state” compo-
nent of their framework, along with anxiety, depression,
and demoralization. The framework proposed in this
article reverses the relative emphasis of “stress” and
“posttraumatic stress” to consider PTSD as the main
effect stress factor, along with physical injury from
current violence (Fig. 4).

The proposed PTSD framework suggests that the
association between violence trauma and adverse fetal
and maternal outcomes is mediated by two primary
factors: injury and/or PTSD. The effect of PTSD on
adverse outcomes may, in turn, be mediated by behav-
ioral and neuroendocrine features associated with PTSD.
The adverse pregnancy outcomes most frequently stud-

ied in research on violence occurring around the time of
pregnancy have been the infant outcomes of prematurity
and low birth weight (3). The CDC framework leaves the
outcome component open for specific definition as rele-
vant to future studies. The CDC research framework
allows the researchers to define the outcome variables
that researchers may be interested in studying, such as
specific maternal complications. There are many nega-
tive conditions and outcomes that could be considered in
light of the potential for PTSD to disrupt behavioral and
physiologic processes across the entire childbearing year
and across physical, psychological, and interpersonal
domains.

This PTSD framework subordinates nontraumatic
“stress” (eg, life events stress) to the position of a
moderator. It also locates exposures to violence trauma in
two places. At the far left, there is a component repre-
senting a first or only experience of victimization, includ-
ing childhood abuse. Subsequent to PTSD, exposure to
“ revictimization” is included among the behaviors asso-
ciated with PTSD. Having two trauma components
(past/first/only exposure and reexposure) depicts the
reality that a subset of women victimized around the time
of pregnancy are also survivors of childhood or previous
adult experiences of victimization. It allows also for the
framework to guide research with women who are not
experiencing current violence but whose current behav-
ioral and physiologic health and childbearing may be
affected by negative sequelae from childhood or past
adult trauma exposures, including PTSD.

Using a PTSD paradigm requires a change in defini-
tion of the word “ trauma.” The CDC framework uses the
term “ trauma” in the medical sense (eg, “blunt trauma to
the abdomen” ). In the PTSD framework, “ injury” is the
term used for this component because in the context of

FIGURE 3
CDC group’s framework to guide strategies for future research on violence occurring around the time of pregnancy. (Reprinted by
permission of Elsevier Science from Peterson R, Gazmararian JA, Spitz AM, Rowley DL, Goodwin MM, Saltzman LE, Marks JS. Violence
and adverse pregnancy outcomes: a review of the literature and directions for future research. Am J Prev Med 1997;13:366–73 © 1997 by
American Journal of Preventive Medicine.)
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traumatic stress studies and PTSD, the term “ trauma” is
used in a broader sense. There are four diagnostic criteria
for PTSD in the American Psychiatric Association’s
(APA) Diagnostic and Statistical Manual of Mental
Disorders, 4th edition (DSM-IV) (47, p. 424), including
criterion A which specifies that the person must have
been exposed to a “ trauma.” According to this criterion,
acts of violence against women qualify as the sort of
trauma exposure from which PTSD may develop. The
diagnostic criteria state that “ trauma” has occurred when
1) the person experienced, witnessed, or was confronted
with an event or events that involved actual or threatened
death or serious injury, or a threat to the physical
integrity of self or others, and 2) the person’s response
involved intense fear, helplessness, or horror. PTSD is
characterized by three clusters of symptoms (Table 1):
intrusive reexperiencing of the trauma (eg, flashbacks or
in nightmares [criterion B]), avoidance of reminders of
the trauma and numbing of affect (criterion C), and
autonomic hyperarousal (criterion D). After severe
trauma, especially that which is inflicted by humans,
associated features of dissociation, somatization, inter-
personal sensitivity, and loss of previously sustained
faith may contribute to a complex PTSD or disorder of
extreme stress (52).

Violence against girls and women in the form of
physical, sexual, and emotional abuse and threats of
abuse meet APA definition and correspond to the CDC
group’s definition of violence as well, so the term

“violence trauma” can encompass all of the forms of
violence that qualify as “ trauma” in the APA definition.
“ Injury” is the term used to indicate physical harm from
violence, which could directly cause poor outcomes
including blunt trauma to the abdomen or sexually
transmitted infections. “Posttraumatic stress” is the main
psychological and biobehavioral factor that mediates
between violence trauma and poor outcomes and/or is
used as a stand-alone dependent measure. “Life Event

FIGURE 4
Conceptual framework highlighting PTSD as a factor in studying the relationship between violence trauma and adverse childbearing
outcomes.

TABLE 1
Diagnostic Criteria for Posttraumatic Stress Disorder

Trauma
Criterion A: exposure to a qualifying trauma

Symptoms
Criterion B: at least one intrusive symptom
Criterion C: at least three avoidance and numbing symptoms
Criterion D: at least two arousal symptoms

Duration and intensity
Criterion E: duration of the disturbance is �1 mo
Criterion F: the disturbance causes clinically significant

distress or impairment in social, occupational, or other
important areas of functioning

Specify if acute (duration � 3 mo) or chronic (�3 mo).
Specify if with delayed onset, if onset of symptoms is �6 mo

after the stressor

From American Psychiatric Association. Diagnostic and Statistical Man-
ual of Mental Disorders, 4th ed. Washington (DC): American Psychiatric
Association, 1994.
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Stress” as described by McLean et al (53) and delineated
in detail in the CDC group’s framework is the term used
for the multiple additional stressors that are ubiquitous
influences on health and well-being, including socioeco-
nomic stress, role stress, and stress from exposure to
racism, classism, and sexism.

PTSD is associated with behavioral and neuroendo-
crine alterations that are shown in the framework as
additional mediating factors. PTSD can result in behav-
ioral adaptations that make women more vulnerable to
direct injury, including substance abuse, high-risk sexual
exposures, and exposure to revictimization. PTSD is also
associated with disordered eating and self-harm. These
behavioral features of abuse-related PTSD are known
risk factors for poor obstetric outcomes in and of them-
selves.

Current research is focusing on neuroendocrine alter-
ations that are associated with PTSD. Past theories that
PTSD was an extreme form of normal stress are being set
aside in recognition of research findings showing that
people with PTSD appear to have some dysregulation of
the hypothalamic-pituitary-adrenal (HPA) axis, espe-
cially with regard to cortisol (48,49). Prospective studies
of potential physiologic mechanisms would be important
if PTSD is found to be associated with childbearing
problems. Biologic mechanisms specific to PTSD could
disrupt many aspects of childbearing that are not found in
studies in which outcome measures are limited to pre-
term birth or low birth weight. It would be desirable to
combine physiologic measures with psychosocial ones to
better determine whether PTSD-specific hormonal alter-
ations may be playing a role in a broader range of
maternal complications. As the psychophysiology of
PTSD becomes better understood, additional physiologic
mechanisms for complications may become known and
will be important to study.

Additional factors likely to moderate the relationship
between violence trauma and adverse outcomes need to
be taken into account. For purposes of this framework,
they are divided into three categories. The first group
includes “non-modifiable factors that affect pregnancy
outcomes.” These have often been taken into account in
past research. They include medical and obstetric risk
and relevant demographic factors such as age and parity.
The second group contains the elements of the life events
stress framework as described by McLean and colleagues
(53), including stressors such as negative life events and
chronic strains, including the strains of persistent life
difficulties, role strains, exposure to discrimination, and
community strains such as crime and poverty. The life
event stress framework also includes the moderating
effects of personal disposition factors, psychological
state, social support, and social networks. The third
group of moderating factors in the PTSD framework are
those that can and should be influenced by the efforts of

health care providers and health care institutions, includ-
ing response to mental health needs, quality and amount
of prenatal care, and care-seeking behavior. Characteris-
tics of PTSD, especially the complex forms of posttrau-
matic stress found among abuse survivors, suggest that
the alliance with the caregiver may be an important
additional concept to measure in this category because
interpersonal relationships can be problematic for some
people with complex PTSD.

RELATIONSHIP BETWEEN PTSD AND CURRENT
VIOLENCE

The hierarchy of needs dictates that safety is a priority in
responding to client needs. Among the subset of women
experiencing current violence, there is risk for homicide,
fetal death, and low birth weight (6–9,54). All of the
screening and safety planning protocols that are becom-
ing standards of care must remain a high priority in
providing family-planning services and/or prenatal care
(55,56). Consistent routine inquiry, validation, and offers
of support and planning for safety increase the likelihood
that a currently abused woman will turn to a health care
provider for assistance to increase her physical safety
(10,57). However, there is more that can be done.

It is becoming more clear from research findings that
abuse or assault occurring anytime across the life span
can have long-term negative consequences for health
(58) and that effects of repeated traumatic experiences
are cumulative (28,29). Clinical and research literature
suggests that a history of abuse, including childhood
sexual abuse, rape, and all forms of dating and interper-
sonal violence, may negatively affect pregnancy intend-
edness, care-seeking behavior, health risk behaviors, and
outcomes of childbearing (4,11–13,16). None of these
studies has included PTSD as a contributing factor.
Focusing on PTSD in relation to childbearing may be
efficient if it facilitates study of the effects of violence on
both previously and currently abused gravidas and fos-
ters research on interdisciplinary interventions for survi-
vors of past trauma and women currently experiencing
violence that may be appropriate for both subsets of
women. Therefore, future research assessing the relation-
ship between interpersonal violence and pregnancy out-
comes should follow existing recommendations that
assessment for PTSD follow disclosure of abuse history
(49). Furthermore, PTSD is associated with disordered
eating, substance use including tobacco, sexual risk
exposures, and revictimization, all behaviors and/or ex-
posures that can multiply obstetric risk (54). Yet the
relationships of these risk factors to past trauma or
current victimization is often overlooked in perinatal
research. Studies that determine the extent to which these
health risks co-occur with abuse-related PTSD would
also inform clinical practice. Understanding how these
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behaviors are associated with trauma history and PTSD
may lead to more effective interventions.

COMPLEXITY OF CONDUCTING RESEARCH ON
PTSD AND CHILDBEARING

It is not easy to study the effects of PTSD on childbear-
ing. PTSD is not a single, unique stressor. PTSD co-
occurs with concurrent violence at very high rates
(26,37). It can even occur as a result of traumatic
obstetric experiences (59). People with PTSD that fol-
lows childhood abuse miss opportunities for educational
and occupational advantage, so PTSD can lead to lower
socioeconomic status (60). Conversely, higher socioeco-
nomic status appears to cushion the effect of violence and
decrease the odds of developing PTSD (61). Life event
stress, sociodemographic disadvantage, violent neighbor-
hoods, social isolation, and PTSD are likely to covary
and be highly collinear in statistical models of these
phenomena in relation to childbearing.

In addition, women have always varied in their ability
to cope successfully with the effects of domestic violence
and posttraumatic stress in their lives—even before there
was public health and clinical interest in these acts and
subjective experiences. Important differences in out-
comes may not have been discerned in the past because
individual variation in women’s effective management of
stress, disadvantage, racism, sexism, violence, and post-
traumatic sequelae has not always been considered.

Finally, prenatal care is a factor that may need to be
operationalized in a more detailed manner to understand
any contribution it has to improved outcomes among
abused women. Week of gestation at initiation of visits or
indexes of adequacy, which are commonly used mea-
sures in obstetric research, may be too crude to use as the
only measure of the effect of care in studies of violence
and PTSD. For currently or previously abused women,
there are barriers to care that are complex. Women who
are experiencing intimate partner violence may be pre-
vented from seeking care by the abusive partner or may
need to avoid having injuries discovered. For women
who have been sexually abused, avoidance of reminders
of the trauma, such as the intrusive medical procedures
involved in prenatal care, is a core symptom of PTSD
and may lead to avoidance of health care. It is also likely
that routine prenatal care delivered in a patriarchal
medical context leaves women with abuse-related PTSD
vulnerable to triggering and disempowering experiences
that could counteract the positive effects of prenatal care
(62). Research that includes variables to account for the
quality of the relationship with maternity caregivers may
explain more of the positive impact of prenatal care than
attendance alone. It is possible that responding to the
effects of lifetime abuse history and PTSD on pregnant
women may lead to maternity care that extends far

beyond birth because women affected PTSD may have
needs for surveillance for postpartum mood disorders,
recurrence of eating disorders and substance abuse, and
attachment problems. Over the long term, they may
desire additional support for parenting because fear of
not being a good enough mother is a logical concern
among women who come from families in which they
were in the past or are now abused.

It may be especially important that nurses and mid-
wives contribute to this research, particularly if interven-
tion research is warranted, because a higher proportion of
pregnant abuse survivors has been found in nurse-
midwifery care compared with obstetrician care (12.2%
versus 8.5%) (63), and because nurses are involved in the
care of nearly every pregnant woman across prenatal,
intrapartum, postpartum, and infant health settings. Fur-
thermore, the accumulating knowledge about what abuse
survivors and current victims want from health care
providers suggests that some of their needs can be met by
holistic approaches nurses use to assess and respond to
women’s strengths, safety, physical, and emotional needs
(10,57,64–67). Although pharmacologic treatment and
referral for psychotherapy are considered front-line re-
sponses to PTSD in general health settings (68), recent
research suggests that pregnant women with abuse-
related PTSD may not seek mental health treatment but
would be open to other forms of help (67). This distinc-
tion suggests that the type of health-oriented and com-
munity-based emotional, social, and educative support
that nurses and midwives can coordinate or provide
directly in the course of prenatal care may be more
acceptable and desired by some women, at some points
in the life span, than formal psychotherapy or pharma-
cologic interventions during pregnancy.

RESOURCES FOR RESEARCH ON PTSD

Given the complexities involved in doing research on
issues pertaining to both perinatal events and posttrau-
matic stress, combining perinatal and mental health
considerations in research is probably best done with an
interdisciplinary team. There are numerous instruments
developed to measure both trauma exposures and PTSD
symptoms and diagnosis. The difficulty of obtaining
valid, reliable data about lifetime trauma and about
current and lifetime symptoms requires careful consider-
ation of which tools to choose. There are resources that
perinatal researchers may find useful when evaluating
diagnostic instruments (69) and/or psychological and
pharmacologic interventions (47). The International So-
ciety for Traumatic Stress Studies, which publishes the
Journal of Traumatic Stress (www.istss.org) is a profes-
sional society with members from both practice and
research domains. The National Center for PTSD, asso-
ciated with the Veteran’s Administration, maintains the
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PILOTS database, which is accessible via the National
Center’s internet web site (www.ncptsd.org) and which
aims to be the largest catalogue and collection of trauma-
related materials in the world. Although structured clini-
cian interviews are considered the gold standard for
research measurement of PTSD diagnosis, some brief
self-report instruments are available. An example of one
of these tools, the Modified PTSD Symptom Scale-Self
Report (70) is included in Appendix B. [Several books
that provide overviews of PTSD that may be useful to
clinicians and researchers are listed in Appendix A.]

CONCLUSION

In conclusion, more research is needed to expand our
understanding of the long-term, cumulative health con-
sequences of violence against girls and women, including
negative effects on childbearing. Studies that systemati-
cally enumerate the full breadth and cost of clinically
significant negative effects of abuse trauma on women’s
health and childbearing, consider behavioral and biolog-
ical mechanisms, attend to the moderating effects of life
event stressors and effective coping, and assess the
benefit of a range of interventions are needed. The value
of focusing on PTSD in future research on childbearing
processes and outcomes is that it reflects current under-
standings of how trauma affects women across the life
span, it may be a more proximal and precise predictor of
problems, and it may be a factor that is amenable to
collaborative, acceptable interventions that have the po-
tential to improve physical health, mental health, and
mothering.

The author thanks Lisa Kane Low, CNM, PhD, Kerri Durnell Schuiling,
CNM, MS, and Sherri Alms for very helpful comments on earlier
versions of this article.
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APPENDIX B
Modified PTSD Symptom Scale

Name: Date:
The purpose of this scale is to measure the frequency and severity of symptoms in the past two weeks. Using the scales listed below,

please indicate the frequency of symptoms to the left of each item. Then indicate the severity to the right of each item by circling
the number that best fits your experience.

FREQUENCY SEVERITY
0 Not at all 0 Not at all distressing
1 Once per week or less/a little bit/once in a while 1 A little bit distressing
2 2 to 4 times per week/somewhat/half the time 2 Moderately distressing
3 5 or more times per week/very much/almost always 3 Quite a bit distressing

4 Extremely distressing
FREQUENCY

SEVERITY
1. Have you had recurrent or intrusive distressing thoughts or recollections about the event(s)

we talked about? .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 0 1 2 3 4
2. Have you been having recurrent bad dreams or nightmares about the event(s)? .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 0 1 2 3 4
3. Have you had the experience of suddenly reliving the event(s), flashbacks of it, acting or

feeling as if it were reoccurring? .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 0 1 2 3 4
4. Have you been intensely EMOTIONALLY upset when reminded of the event(s) (includes

anniversary reactions)? .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 0 1 2 3 4
5. Have you been having intense PHYSICAL reactions (e. g., sweaty, heart palpitations) when

reminded of the event(s)? .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 0 1 2 3 4
6. Have you persistently been making efforts to avoid thoughts or feelings associated with the

event(s)? .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 0 1 2 3 4
7. Have you been persistently making efforts to avoid activities, situations, or places that remind

you of the event(s)? .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 0 1 2 3 4
8. Are there any important aspects of the event(s) that you still cannot recall? .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 0 1 2 3 4
9. Have you markedly lost interest in free time activities since the event(s)? .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 0 1 2 3 4

10. Have you felt detached or cut off from others around you since the event(s)? .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 0 1 2 3 4
11. Have you felt that your ability to experience emotions is less (e.g., unable to have loving

feelings, can’ t cry when sad, feeling numb, etc.)? .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 0 1 2 3 4
12. Have you felt that any future plans or hopes have changed because of the event(s) (e.g., no

career, marriage, children, or long life)? .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 0 1 2 3 4
13. Have you been having persistent difficulty falling or staying asleep? .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 0 1 2 3 4
14. Have you been continuously irritable or having outbursts of anger? .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 0 1 2 3 4
15. Have you been having persistent difficulty concentrating? .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 0 1 2 3 4
16. Are you overly alert (e.g., checking to see who is around you, etc.) since the event(s)? .. . . . . . . . . . . . . . . . . . . . . . . . 0 1 2 3 4
17. Have you been jumpier, more easily startled, since the event(s)? .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 0 1 2 3 4

PTSD diagnostic criteria are met for trauma-exposed people when they have:
1 (or more) symptoms from #1–5
� 3 (or more) symptoms from #6–12
� 2 (or more) symptoms from #13–17

In a community sample, frequency score � 15, severity score � 32, or total (sum of both scores) � 46 were consistent with having
PTSD as diagnosed by standard clinical interview.

Reprinted with permission from Falsetti S, Resnick H, Resick P, Kilpatrick DG. The modified PTSD symptom scale: a brief self-report measure of
posttraumatic stress disorder. Behav Therap 1993;16:161–2.


