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Complex posttraumatic stress disorder (CPTSD) is a 
condition characterized by classic trauma-related 
symptoms in addition to disturbances in self orga-

nization (DSO).1-3 DSO symptoms include negative self- 
concept, emotional dysregulation, and interpersonal prob-
lems. CPTSD differs from PTSD in that it includes symptoms 
of DSO, and differs from borderline personality disorder 
(BPD) in that it does not include extreme self-injurious behav-
ior, a complete lack of sense of self, and avoidance of rejection 
or abandonment (Table,1,2 page 22). The maladaptive traits of 
CPTSD are often the result of a chronic lack of safety in early 
childhood, particularly childhood sexual abuse (CSA). CSA 
may affect up to 20% of women and is defined by the CDC as 
“any completed or attempted sexual act, sexual contact with, 
or exploitation of a child by a caregiver.”4,5

Maternal lifetime trauma is more common among women 
who are in low-income minority groups and can lead to 
adverse birth outcomes in this vulnerable patient popula-
tion.6 Recent research has found that trauma can increase 
cortisol levels during pregnancy, leading to increased pla-
cental permeability, inflammatory response, and longstand-
ing alterations in the fetal hypothalamic-pituitary adrenal 
axis.6 A CPTSD diagnosis is of particular interest during the 
perinatal period because CPTSD is often a response to inter-
personal trauma and attachment adversity, which can be reac-
tivated during the perinatal period.7 CPTSD in survivors of 
CSA can be exacerbated due to feelings of disempowerment 
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secondary to loss of bodily control through-
out pregnancy, childbirth, breastfeeding, 
and obstetrical exams.5,8 Little is known 
about perinatal CPTSD, but we can extrap-
olate from trauma research that it is likely 
associated with the worsening of other 
maternal mental health conditions, suicid-
ality, physical complaints, quality of life, 
maternal-child bonding outcomes, and low 
birth weight in offspring.5,9,10

Although there are no consensus guide-
lines on how to diagnose and treat CPTSD 
during the perinatal period, or how to pro-
mote family functioning thereafter, there 
are many opportunities for intervention. 
Mental health clinicians are in a particularly 
important position to care for women in the 
perinatal period, as collaborative work with 
obstetricians, pediatricians, and social ser-
vices can have long-lasting effects.

In this article, we present cases of 3 CSA 
survivors who experienced worsening of 
CPTSD symptoms during the perinatal 
period and received psychiatric care via tele-
health during the COVID-19 pandemic. We 
also identify best practice approaches  and 
highlight areas for future research.

Case descriptions
 CASE 1 

Ms. A, age 33, is married, has 3 children, has 
asthma, and is vaccinated against COVID-19. 
Her psychiatric history includes self-reported 
dissociative identity disorder and bulimia 
nervosa. At 2 months postpartum follow-
ing an unplanned yet desired pregnancy, 
Ms. A presents to the outpatient clinic after 
a violent episode toward her husband dur-
ing sexual intercourse. Since the first tri-
mester of her pregnancy, she has expressed 
increased anxiety and difficulty sleeping, 
hypervigilance, intimacy avoidance, and 
negative views of herself and the world, yet 
she denies persistent depressive, manic, or 
psychotic symptoms, other maladaptive per-
sonality traits, or substance use. She recalls 
experiencing similar symptoms during her 2 
previous peripartum periods, and attributes 
it to worsening memories of sexual abuse 
during childhood. Ms. A has a history of psy-
chiatric hospitalizations during adolescence 
and young adulthood for suicidal ideation. 

She had been treated with various medica-
tions, including chlorpromazine, lamotrigine, 
carbamazepine, and clonazepam, but self-
discontinued these medications in 2016 
because she felt they were ineffective. Since 
becoming a mother, she has consistently 
denied depressive symptoms or suicidal 
ideation, and intermittently engaged in 
interpersonal psychotherapy targeting her 
conflictual relationship with her husband 
and parenting struggles.

Ms. A underwent an induced vaginal 
delivery at 36 weeks gestation due to pre-
eclampsia and had success with breastfeed-
ing. While engaging in sexual activity for 
the first time postpartum, she dissociated 
and later learned she had forcefully grabbed 
her husband’s neck for several seconds but 
did not cause any longstanding physical 
damage. Upon learning of this episode, Ms. 
A’s psychiatrist asks her to complete the 
International Trauma Questionnaire (ITQ), 

a brief self-report measure developed for 
the assessment of the ICD-11 diagnosis of 
CPTSD (Figure,11 page 23). Ms. A also com-
pletes the PTSD Checklist for DSM-5 (PCL-5), 
the Dissociative Experiences Scale, and the 
Edinburgh Postnatal Depression Scale (EPDS) 
to assist with assessing her symptoms.12-15 
The psychiatrist uses ICD-11 criteria to diag-
nose Ms. A with CPTSD, given her functional 
impairment associated with both PTSD and 
DSO symptoms, which have acutely wors-
ened during the perinatal period.

Ms. A initially engages in extensive trauma 
psychoeducation and supportive psycho-
therapy for 3 months. She later pursues 
prolonged exposure psychotherapy target-
ing intimacy, and after 6 months of treat-
ment, improves her avoidance behaviors  
and marriage.

 CASE 2 

Ms. R, age 35, is a partnered mother expect-
ing her third child. She has no relevant medi-
cal history and is not vaccinated against 
COVID-19. Her psychiatric history includes 
self-reported panic attacks and bipolar affec-
tive disorder (BPAD). During the second tri-
mester of a desired, unplanned pregnancy, 
Ms. R presents to an outpatient psychiatry 
clinic with symptoms of worsening dyspho-
ria and insomnia. She endorses frequent 
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nightmares and flashbacks of CSA as well 
as remote intimate partner violence. These 
symptoms, along with hypervigilance, 
insomnia, anxiety, dysphoria, negative views 
of herself and her surroundings, and hallu-
cinations of a shadow that whispers “come” 
when she is alone, worsened during the first 
trimester of her pregnancy. She recalls expe-
riencing similar trauma-related symptoms 
during a previous pregnancy but denies a 
history of pervasive depressive, manic, or 
psychotic symptoms. She has no other mal-
adaptive personality traits, denies prior sub-
stance use or suicidal behavior, and has never 
been psychiatrically hospitalized or taken 
psychotropic medications.

Ms. R completes the PCL-5, ITQ, EPDS, and 
Mood Disorder Questionnaire (MDQ). The 
results are notable for significant functional 
impairment related to PTSD and DSO symp-
toms with minimal concern for BPAD symp-
toms. The psychiatrist uses ICD-11 criteria 
to diagnose Ms. R with CPTSD and discusses 
treatment options with her and her obste-
trician. Ms. R is reluctant to take medication 
until she delivers her baby. She intermittently 
attends supportive therapy while pregnant. 
Her pregnancy is complicated by gestational 
diabetes, and she often misses appointments 
with her obstetrician and nutritionist.

Ms. R has an uncomplicated vaginal deliv-
ery at 38 weeks gestation and success with 
breastfeeding, but continues to have CPTSD 
symptoms. She is prescribed quetiapine  

25 mg/d for anxiety, insomnia, mood, and 
psychotic symptoms, but stops taking the 
medication after 3 days due to excessive 
sedation. Ms. R is then prescribed sertraline 
50 mg/d, which she finds helpful, but has 
intermittent adherence. She misses multiple 
virtual appointments with the psychiatrist 
and does not want to attend in-person ses-
sions due to fear of contracting COVID-19. 
The psychiatrist encourages Ms. R to get 
vaccinated, focuses on organizational skills 
during sessions to promote attendance, and 
recommends in-person appointments to 
increase her motivation for treatment and 
alliance building. Despite numerous out-
reach attempts, Ms. R is lost to follow-up at 
10 months postpartum.

 CASE 3 

Ms. S, age 29, is a partnered mother expecting 
her fourth child. Her medical history includes 
chronic back pain. She is not vaccinated 
against COVID-19, and her psychiatric history 
includes BPAD. During the first trimester of 
an undesired, unplanned pregnancy, Ms. S 
presents to an outpatient psychiatric clinic 
following an episode where she held a knife 
over her gravid abdomen during a fight with 
her partner. She recounts that she became 
dysregulated and held a knife to her body 
to communicate her distress, but she did not 
cut herself, and adamantly denies wanting 
to hurt herself or the fetus. Ms. S struggles 
with affective instability, poor frustration 
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Table

Differentiating CPTSD from borderline personality disorder and PTSD
Factor CPTSD BPD PTSD

Traumatic event Prolonged, repeated 
trauma

Emotional invalidation Isolated traumatic 
event

Interpersonal style Fluctuates with 
predominant avoidance

Pervasive unstable 
relationships

Relative stability

Defenses Oscillates depending on 
threat

Immature Mature

Psychotic symptom 
trigger

Threat of trauma or 
betrayal

Threat of abandonment Threat of trauma

Sense of self Negative self-perception Alternating Negative to intact

Response to emotional 
dysregulation

Trigger for anger, 
interpersonal conflict, or 
substance use

Trigger for self-harm Relative stability

BPD: borderline personality disorder; CPTSD: complex posttraumatic stress disorder; PTSD: posttraumatic stress disorder

Source: References 1,2
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tolerance, and irritability. After 1 month of 
treatment, she discloses surviving prolonged 
CSA that led to her current nightmares and 
flashbacks. She also endorses impaired sleep, 
intimacy avoidance, hypervigilance, impul-
sive reckless behaviors (including excessive 
gambling), and negative views about her-
self and the world that worsened since she 
learned she was pregnant. Ms. S reports that 
these same symptoms were aggravated dur-
ing prior perinatal periods and recalls 2 epi-
sodes of severe dysregulation that led to an 
interrupted suicide attempt and a violent 
episode toward a loved one. She denies 
other self-harm behaviors, substance use, 
or psychotic symptoms, and denies having 
a history of psychiatric hospitalizations. Ms. 
S recalls receiving a brief trial of topiramate 
for BPAD and migraine when she was last in 
outpatient psychiatric care 8 years ago.

Her psychiatrist administers the PCL-5, 
ITQ, MDQ, EPDS, and Borderline Symptoms 
List 23 (BLS-23). The results are notable for 
significant PTSD and DSO symptoms.16 The 
psychiatrist diagnoses Ms. S with CPTSD and 
bipolar II disorder, exacerbated during the 
peripartum period. Throughout the remain-

der of her pregnancy, she endorses mood 
instability with significant irritability but 
declines pharmacotherapy. Ms. S intermit-
tently engages in psychotherapy using dia-
lectical behavioral therapy (DBT) focusing on 
distress tolerance because she is unable to 
tolerate trauma-focused psychotherapy.

Ms. S maintains the pregnancy without any 
additional complications and has a vaginal 
delivery at 39 weeks gestation. She initiates 
breastfeeding but chooses not to continue 
after 1 month due to fatigue, insomnia, and 
worsening mood. Her psychiatrist wants to 
contact Ms. S’s partner to discuss childcare 
support at night to promote better sleep 
conditions for Ms. S, but Ms. S declines. Ms. S 
intermittently attends virtual appointments, 
adamantly refuses the COVID-19 vaccine, and 
is fearful of starting a mood stabilizer despite 
extensive psychoeducation. At 5 months 
postpartum, Ms. S reports that she is in a 
worse mood and does not want to continue 
the appointment or further treatment, and 
abruptly ends the telepsychiatry session. Her 
psychiatrist reaches out the following week to 
schedule an in-person session if Ms. S agrees 
to wear personal protective equipment, which 
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Core symptoms of CPTSD assessed by the International  
Trauma Questionnaire

CPTSD: complex posttraumatic stress disorder; DSO: disturbances in self organization; PTSD: posttraumatic stress disorder

Source: Reference 11
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she is amenable to. During that appointment, 
the psychiatrist discusses the risks of bipolar 
depression and CPTSD on both her and her 
childrens’ development, against the risk of 
lamotrigine. Ms. S begins taking lamotrigine, 
which she tolerates without adverse effects, 
and quickly notices improvement in her mood 
as the medication is titrated up slowly to  
200 mg/d. Ms. S then engages more consis-
tently in psychotherapy and her CPTSD and 
bipolar II disorder symptoms much improve at 
9 months postpartum.

Ensuring an accurate  
CPTSD diagnosis
These 3 cases illustrate the diversity and com-
plexity of presentations for perinatal CPTSD 
following CSA. A CPTSD diagnosis is com-
plicated because the differential is broad for 
those reporting PTSD and DSO symptoms, 
and CPTSD is commonly comorbid with 
other disorders such as anxiety and depres-
sion.17 While various scales can facilitate 
PTSD screening, the ITQ is helpful because 
it catalogs the symptoms of disturbances in 
self organization and functional impairment 
inherent in CPTSD. The ITQ can help clini-
cians and patients conceptualize symptoms 
and track progress (Figure,11 page 23).

Once a patient screens positive, a CPTSD 
diagnosis is best made by the clinician after 
a full psychiatric interview, similar to other 
diagnoses. Psychiatrists must use ICD-11 
criteria,1 as currently there are no formal 
DSM-5 criteria for CPTSD.2 Additional 
scales facilitate CPTSD symptom inven-
tory, such as the PCL-5 to screen and moni-
tor for PTSD symptoms and the BLS-23 
to delineate between BPD or DSO symp-
toms.18 Furthermore, clinicians should 
screen for other comorbid conditions 
using additional scales such as the MDQ 
for BPAD and the EPDS for perinatal mood 
and anxiety disorders. Sharing a CPTSD 
diagnosis with a patient is an essential 
step when initiating treatment. Sensitive 
psychoeducation on the condition and its 
application to the perinatal period is key 
to establishing safety and trust, while also 
empowering survivors to make their own 
choices regarding treatment, all essential 
elements to trauma-informed care.19

A range of treatment options
Once CPTSD is appropriately diagnosed, 
clinicians must determine whether to use 
pharmacotherapy, psychotherapy, or both. 
A meta-analysis by Coventry et al20 sought 
to determine the best treatment strategies 
for complex traumatic events such as CSA, 
Multicomponent interventions were most 
promising, and psychological interven-
tions were associated with larger effect 
sizes than pharmacologic interventions 
for managing PTSD, mood, and sleep. 
Therapeutic targets include trauma mem-
ory processing, self-perception, and disso-
ciation, along with emotion, interpersonal, 
and somatic regulation.21

Psychotherapy. While there are no stan-
dardized guidelines for treating CPTSD, 
PTSD guidelines suggest using trauma-
focused cognitive-behavioral therapy 
(TF-CBT) as a first-line therapy, though 
a longer course may be needed to resolve 
CPTSD symptoms compared to PTSD 
symptoms.3 DBT for PTSD can be particu-
larly helpful in targeting DSO symptoms.22 
Narrative therapy focused on identity, 
embodiment, and parenting has also shown 
to be effective for survivors of CSA in the 
perinatal period, specifically with the goal 
of meaning-making.5 Therapy can also be 
effective in a group setting (ie, a “Victim to 
Survivor” TF-CBT group).23 Sex and cou-
ples therapy may be indicated to reestablish 
trust, especially when it is evident there is 
sexual inhibition from trauma that influ-
ences the relationship, as seen in Case 1.24

Pharmacotherapy. Case 2 and Case 3 
both demonstrate that while the peripar-
tum period presents an increased risk for 
exacerbation of psychiatric symptoms, 
patients and clinicians may be reluctant to 
start medications due to concerns for safety 
during pregnancy or lactation.25 Clinicians 
must weigh the risks of medication expo-
sure against the risks of exposing the fetus 
or newborn to untreated psychiatric disease 
and consult an expert in reproductive psy-
chiatry if questions or concerns arise.26

Adverse effects of psychotropic medica-
tions must be considered, especially seda-
tion. Medications that lead to sedation may 
not be safe or feasible for a mother following 
delivery, especially if she is breastfeeding. 
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This was exemplified in Case 2, when Ms. 
R was having troubling hallucinations for 
which the clinician prescribed quetiapine. 
The medication resulted in excessive seda-
tion and Ms. R did not feel comfortable 
performing childcare duties while taking 
the medication, which greatly influenced 
future therapy decisions.

Making the decision to prescribe a 
certain medication for CPTSD is highly 
influenced by the patient’s most troubling 
symptoms and their comorbid diagno-
ses. Selective serotonin reuptake inhibi-
tors (SSRIs) generally are considered safe 
during pregnancy and breastfeeding, and 
should be considered as a first-line inter-
vention for PTSD, mood disorders, and 
anxiety disorders during the perinatal 
period.27 While prazosin is effective for 
PTSD symptoms outside of pregnancy, 
there is limited data regarding its safety 
during pregnancy and lactation, and it 
may lead to maternal hypotension and 
subsequent fetal adverse effects.28

Many patients with a history of CSA 
experience hallucinations and dissociative 
symptoms, as demonstrated by Case 1 and 
Case 2.29 In Case 3, Ms. S displayed features 
of BPAD with significant hypomanic symp-
toms and worsening suicidality during prior 
postpartum periods. The clinician felt com-
fortable prescribing lamotrigine, a relatively 
safe medication during the perinatal period 
compared to other mood stabilizers. Ms. S 
was amenable to taking lamotrigine, and 
her clinician avoided the use of an SSRI due 
to a concern of worsening a bipolar diathe-
sis in this high-risk case.30 Case 2 and Case 
3 both highlight the need to closely screen 
for comorbid conditions such as BPAD and 
using caution when considering an SSRI in 
light of the risk of precipitating mania, espe-
cially as the patient population is younger 
and at higher risk for antidepressant- 
associated mania.31,32

Help patients tap into their 
sources for strength
Other therapeutic strategies when treat-
ing patients with perinatal CPTSD include 
encouraging survivors to mobilize their 
support network and sources for strength. 

Chamberlain et al8 suggest incorporat-
ing socioecological and cultural contexts 
when considering outlets for social sup-
port systems and encourage collaborat-
ing with families, especially partners, 
along with community and spiritual net-
works. As seen in Case 3, clinicians should 
attempt to speak to family members on 
behalf of their patients to promote better 
sleeping conditions, which can greatly 
alleviate CPTSD and comorbid mood 
symptoms, and thus reduce suicide risk.33 
Sources for strength should be accentu-
ated and clinicians may need to advocate 
with child protective services to support 
parenting rights. As demonstrated in Case 
1, motherhood can greatly reduce suicide 
risk, and should be promoted if a child’s 
safety is not in danger.34

Clinicians must recognize that patients 
in the perinatal period face barriers to 
obtaining health care, especially those with 
CPTSD, as these patients can be difficult  
to engage and retain. Each case described 
in this article challenged the psychiatrist 
with engagement and alliance-building, 
stemming from the patient’s CPTSD 
symptoms of interpersonal difficulties and 
negative views of surroundings. Case 2 
demonstrates how the diagnosis can pre-
vent patients from receiving appropriate 
prenatal care, while Case 3 shows how cli-
nicians may need more flexible attendance 
policies and assertive outreach attempts 
to deliver the mental health care these 
patients deserve.

These vignettes highlight the psychoso-
cial barriers women face during the perinatal 
period, such as caring for their child, financial 
stressors, and COVID-19 pandemic–related 
factors that can hinder treatment, which can 
be compounded by trauma. The uncertainty, 
unpredictability, loss of control, and loss of 
support structures collectively experienced 
during the pandemic can be triggering and 
precipitate worsening CPTSD symptoms.35 
Women who experience trauma are less 
likely to obtain the COVID-19 vaccine for 
themselves or their children, and this hesi-
tancy is often driven by institutional dis-
trust.36 Policy leaders and clinicians should 
consider these factors to promote trauma-
informed COVID-19 vaccine initiatives 
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and expand mental health access using 
less orthodox treatment settings, such as 
telepsychiatry. Telepsychiatry can serve 
as a bridge to in-person care as patients 
may feel a higher sense of control when 
in a familiar home environment. Case 2 
and Case 3 exemplify the difficulties of 
delivering mental health care to perinatal 
women with CPTSD during the pandemic, 
especially those who are vaccine-hesitant, 
and illustrate the importance of adapting a 
patient’s treatment plan in a personalized 
and trauma-informed way.

Psychiatrists can help obstetricians and 
pediatricians by explaining that avoid-
ance patterns and distrust in the clinical 
setting may be related to trauma and are 
not grounds for conscious or subconscious 
punishment or abandonment. Educating 
other clinicians about trauma-informed 
care, precautions to use for perinatal 
patients, and ways to effectively support 
survivors of CSA can greatly improve 
health outcomes for perinatal women and 
their offspring.37
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