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HELLO!

I work in private practice and have been successfully using ART to treat problem 

symptoms that occur across the prenatal and perinatal period including fertility 

struggles, problems during pregnancy, loss, anxiety, depression, perinatal OCD, 

treatment resistant postpartum depression and posttraumatic stress.  

I make really wordy slides so that you can use them as reading reference material later. 
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Trauma in the perinatal period

Previous loss

Fertility struggles

Prior trauma activation

Pregnancy 

Birth 

NICU stays

Postpartum
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“

Your baby is healthy, that’s all that matters
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Real life example

6 Identifying information changed or modified



10%+
10-30% of birthing persons report experiencing trauma 

during their reproductive journey 
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Consequences if 
untreated
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Previous 

untreated 

trauma

Increases risks

of complications 

and ‘scares’ 

during pregnancy 

Trauma from threat of 

pregnancy loss

Increases risks of pre-term labour, 

low birth weight, neonatal loss

Traumatic birth experience

Traumatic NICU stay



CONSEQUENCES OF LACK
OF TREATMENT

Perinatal trauma was shown to be greater predictor of 

negative outcomes than age at pregnancy, racial/ethnic 

minority status, childhood violence exposure or warfare 

exposure. 

Negative outcomes can include risk of lower infant birth 

weight, decrease in likelihood of having a full-term birth 

and an increased risk of experiencing postpartum 

depression and anxiety.  
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CONSEQUENCES OF LACK
OF TREATMENT

Failure to process grief or trauma associated with the 

loss of past pregnancies has also been shown to be 

highly predictive of the emergence of PTSD symptoms 

during future pregnancies, especially during medical 

procedures/other reminders. 
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TYPES OF TRAUMA

PRIOR TO 

PREGNANCY

Fertility struggles 

Miscarriage

Stillbirth

Baby/child loss  

Prior sexual assault

Abuse related 

Childhood trauma

Prior birth, NICU or 

postpartum trauma

DURING 

PREGNANCY 

Pregnancy after loss 

Hyperemesis Gravidarum

Premature labour

Fear of childbirth/phobia

Negative medical news  

Baby or mother may not          

survive pregnancy 

Possible life altering  

medical condition 

Medical intervention

Bedrest 

DURING OR AFTER 

BIRTH 

Birth trauma (defined by 

birthing person)

Physical birth injury 

NICU stays (2/3 affected)

Hospitalization or medical 

scares after birth 

Postpartum psychosis, 

severe postpartum 

depression, anxiety or OCD 
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SYMPTOMS
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Loss of 

interest in 

pregnancy/ 

baby/ bond

Nightmares

Firm belief 

in future 

death/loss

Problems 

with 

memory

Loss of 

interest in 

‘fun’ 

Triggered 

by 

reminders

Re-experiencing
Avoidance

Hyper-arousal
Negative changes

Physical 

reactions

Intrusive 

thoughts

Missing 

medical 

appointments

Can’t 

think of 

future

Avoid 

places, 

sounds, 

etc.

Panic at 

physical 

sensations

Irritability/ 

Rage

Problems 

sleepingChecking 

for safety

Highly 

anxious at 

baby 

crying

Feeling the 

world is 

unsafe

Feeling 

detached 

from the 

baby

Self 

blame/guilt

I’m a 

bad 

mom

Fear, 

shame, 

anger

Inability 

to feel 

loving



STIGMA
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Why is this not treated properly?

Physicians only rate 
2% of pregnancies and 

births to be potentially 

traumatic



PRESENTATION

Birthing persons often struggle alone and don’t come for 

treatment until long after the trauma has occurred or           

not until the next pregnancy 
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DIFFERENTIAL DIAGNOSIS

PERINATAL ANXIETY

6-10% birthing persons 

Constant worry, feel 

something bad is going to 

happen, racing thoughts, 

disturbances of sleep/eating, 

inability to sit still, physical sx

PERINATAL OCD

3-5% birthing persons 

Intrusive/scary thoughts, 

horror about thoughts, 

compulsions, fear of being 

alone with baby, 

hypervigilance in protecting 

Postpartum Psychosis

0.1-0.2% birthing persons 

Decreased need for sleep, 

delusions/strange beliefs, 

hallucinations, irritable, 

hyperactive, paranoia/ 

suspiciousness, mood swings, 

difficulty communicating 

PERINATAL DEPRESSION

15% of birthing persons

Anger/irritability, lack interest in 

pregnancy/baby, disturbances 

of sleep/eating, crying/sadness, 

guilt/shame/hopelessness, loss 

of interest in enjoyable things, 

thoughts of harming self/others

ADHD

5-10% of birthing persons 

Racing thoughts, feeling 

overwhelmed, exhausted, 

inadequacy, rejection sensitivity, 

problems concentrating/ 

remembering, anxiety, indecision, 

irritable, impulsive, mood lability 

Physical Disorders

Thyroid, sugar/sodium levels, 

vitamin deficiency, iron, 

stroke/organic brain problem, 

Sheehan’s syndrome, pre-

eclampsia, cardiomyopathy, 

autoimmune responses, 

toxication from substances
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Not all symptoms can be automatically categorized as trauma



Always ask if there is a history of 
trauma with birthing persons
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CAVEAT

HOWEVER

Just because trauma is present DOESN’T MEAN that NOW is the 

right time to treat it. 

Especially with lifetime trauma, they may be suffering too acutely in 

the moment to even contemplate treating historical traumas. 

You may need to use ART to lessen the severity of current symptoms 

(ie. TD, only down to a 4-5) to get to the point where they can have 

faith in ART’s ability to help and have space to mentally process. 
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Why ART?
Out of all the treatment options, why would you use ART?
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OTHER TYPES OF TREATMENT

Prolonged exposure

Pro’s 

- Shown through research to 

be effective 

- Combines well with CBT

Con’s

- May require a high number 

of sessions (12+) 

- Can be difficult to make the 

time needed to do the 

protocol 

- Can use resources the 

person needs to function 

during the day 

Cognitive Processing/CBT 

Pro’s

- Well tolerated treatment (in 

limited studies) 

- Best researched of 

interventions

Con’s

- May require 8-10+ sessions

- Post-treatment, no significant 

difference after 6-8 weeks, but 

difference at 12 week mark 

*note – NO interventions have 

high quality studies definitively 

demonstrating effectiveness in the 

specific perinatal population*  

EMDR

Pro’s

- More effective than treatment-

as-usual

- Improvements in trauma 

symptoms consistent at 6 weeks

- Can reduce flashbacks

Con’s

- May feel worse between initial 

sessions 

- Can feel emotionally vulnerable 

for a day to a week after the 

session 

- In some studies with trauma 

protocol, no differences found with 

depressive symptoms or bonding 
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All of these are evidence based for general trauma treatment. 
– they are not ‘bad’, they may or may not be the best solution for your client -



ART for perinatal trauma

Pro’s of ART

- Shorter term to symptoms relief 

- Generally clients leave feeling positive at the 

end of the session 

- This positive feeling usually lasts 24-72 hours 

- Average 3-5 sessions per trauma 

- Can be expanded to also treat other things 

once the trauma has been treated 
Con’s of ART

- Limited research 

- Client apprehension at treating through exposure 

therapy 

- Client is often mentally tired after sessions 

- Medical hesitancy to treat birthing persons / wait-

and-see approach  

- Not possible if client on bedrest and cannot come in 

to office 

- Not advised if client is experiencing severe cardiac 

symptoms or pre-eclampsia 
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Beyond Informed Consent

Informed consent must be obtained 

- Same consent as standard ART 

- PLUS explain that the risks of ART in the perinatal period 

have not been researched enough to guarantee that there 
are no negative outcomes in the perinatal period 

- Limited research has not shown a causal link of 
maternal stress/cortisol from general PTSD treatment 
or eye movement therapies during pregnancy and 
negative obstetrical outcomes including preterm birth 
earlier than 32 week gestational age, foetal growth 
restriction or maternal/foetal/neonatal deaths

- They must also be informed of the risk of non-treatment 

during the period they are in 

- Limited research in untreated PTSD in pregnancy 
shows increased risk of pre-term birth, low birth weight 

and foetal growth restriction 

(similar research has shown a change in perspective on 
mental health medication use in pregnancy) 
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Perinatal Trauma can 
often include feeling 
traumatized by 
medical professionals 
that ‘do not listen’ and 
do not help the 
birthing person feel 
empowered in their 
choices. 

Rather than just basic 
Informed Consent -
We want to give 
birthing persons all 
the information they 
need so they feel they 
can make an 

Empowered Choice 



All treatments REQUIRE

Parenting/support norms can 
be VASTLY different in 
different cultures

Follow their lead
What they’re willing to 
acknowledge, address 
and act on 

Don’t 
‘lead into lions den’
The plan may sound great in 
session, but in the real world 
it’s implementation may lead 
to failure and a blame/shame 
spiral  

No suggestions, no 
opinions, no personal 

solutions (‘with my kids’), 
change medical terms (not 

‘incompetent cervix’)

Reflective listening
Parents need to feel 
heard and validated

Do not judge their 
Parenting style (”Are you 
breastfeeding?” vs “How 

are you feeding your 
baby? How is is going?”

Non-judgmental

Inclusive Language
Cultural Awareness
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Failure to do these things can cause ACTIVE HARM to a perinatal person

The consequences of this harm can be as severe as death by suicide 

Suicide is the leading cause of death in women 

in the first year after they give birth 

If you’re not sure you can give the treatments needed or have the 

proper training, there is no shame in referring to someone who can 



ART notes for the 
perinatal population

(That I use)
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ART for PERINATAL
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Similarities

1

2

3 4

5

6

Mirror gestures of 
Physical sensations

Visibly breathe with them 
when you say “Deep breath” 

Trauma 
protocol first 

TD after to 

address 

consequence 

of traumatic 
event (such 

as bonding) 

Match erase and replace
Images/sounds/smells as 

Closely as possible 

(NICU monitors become 

Toddler dancing to ‘Baby 

Shark’) 

Future Trigger 
Times important 

(similar medical 

procedures, 

seeing pregnant 

people, etc.) 

Ask what ‘goal 
feeling’ is 

before starting 

ART work 

Majority of things once the ART script begins are the same



ART for PERINATAL
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Similarities

Make sure they know the average number of sessions to get resolution is 3-5 

Often they do so well with the processing sessions and feel so good that they skip doing 

Typical Day (how to behave differently now that it’s not causing problems) and don’t do 

enough Future Trigger Times (seemingly unrelated things – like baby having a cold) 

It’s not that they HAVE to do 3-5 sessions minimum – just let them know that if they 

have anything pop up after initial symptom resolution that it’s not a problem and just 

come back in and ART that out too. 

(I put all the information in an ‘ART aftercare’ handout for them to take home after their 
first session) 



ART for PERINATAL
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Special 
focus for 

perinatal

1

2 3

4

Use soft tone of voice
Be kind and gentle

DO NOT FORCE THINGS
Sometimes it catches on 

The second time, the 

second session, etc. 

Follow their lead. 

Offer the option for them 
to nod when Director 

scene done 

(instead of asking if 

done after 40 – which 

can make them feel 
pressured)

CAREFUL
Non-judgmental 

suggestions – make 

non-judgmental 

offers ‘or whatever 

works best for you’ 



ART for PERINATAL
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Special 
focus for 

perinatal

A

B

C

Watch their body language during scene EM’s. If they are 
becoming highly activated, STOP before you 

get to 40 (1st is usually < 20)

Failure to do so usually results in needing to do 3-4 

processing EM’s to get to the point where they can move on 

During Director instructions, tell 
them “If you hit anything really 

negative (show reaction in your 

body) in your director scene, 

pop out and we can erase and 

replace that before finishing the 
Director” (happens in 5-10% of 

cases) 

TAKE TINY PIECES OF EVENT 
TO MAKE THE SCENE

Nope, shorter than that. 

Nope, even shorter. 

Otherwise you will run waaaaaay

over session time 



ART for PERINATAL
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Special 
focus for 

perinatal

A

B

C

Sometimes they need to talk a 
bit to feel validated and heard 

in between EM’s. You’ll know 

because you’ll ask for 

sensations and they will tell 

you about what happened in 
that chunk. If so, do reflective 

listening and validation. It may 

help to speed future 

processing and part of the 

trauma is often ‘not feeling 
heard’ and this can be part of 

the corrective experience. 

However, make sure they 

know that it makes treatment 

take longer.  

Usually need to have positive 
visualizations during processing 

EM’s at least as strong as the 

negative sensations (otherwise 

often drift back to the scene)

Ask prior to starting ART what 

their ‘happy place’ is where their 

body just goes [demonstrate 

deep sigh] - then prior to EM’s 

give example of how that can be 
applied to their sensation 

(mountain hiking and taking off a 

heavy pack, washing it off in a 

fancy spa shower and seeing it 

go down the drain)

If you hit a scene match, you 
need consent to go work on 

older stuff. Let them choose to 

work on that or to put it in a 

box for later. 

(informing them that they may 
feel incremental changes until 

we get everything cleared out)



ART for PERINATAL
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Special 
focus for 

perinatal

Give options for the Director 
All the way to fantasy 

Ø Ie. Gandalf the white can show up (insert their favorite here), events are trail markers on a hike up 

a mountain and you get to the top and can enjoy the view of happy future 

If/Then 
Ø If I knew then what I knew now, or if I had someone there to let me know at the time (can be 

current self, ancestor grandma, baby as an adult)  

Leave it the same, but feel differently about it 

Ø Feel (target emotion – strong, empowered, accepting, connected), can make negative parts 
smaller, speed up ‘bad’/slow down ‘good’



ART for PERINATAL
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Special 
focus for 

perinatal

Sometimes after the trauma is processed, some additional work to undo the 
damage of negative stereotypes about motherhood is needed. 

Because ART keeps the facts, but loses the pain – if they have incorrect 

facts, they can fail to reach full potential 

This can be done with ART, but often they need Psych Ed to be able to even 

have an idea of what 

‘not being a bad mom by not being perfect’ 

would even look like

(But NOT in the ART session – that’s a different session)



ADDITIONAL TRAINING

Postpartum Support International 

basic components of care 

& Basic ART training

Advanced training in disorder 

area (ex. P-OCD), mentorship, 

ART advanced/enhanced+

PSI PMH-C 

program

32

Minimum training required Gold standardHighly recommended



Real life example ending
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Thank you

Questions?
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