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My Story Of Trauma And
Reproductive Health
Trauma-informed care is essential—and currently lacking—in
reproductive health care.
BY ANGELICA L. AL JANABI

T
he nightmares of labor be-
gan around eight weeks. I
started waking up in the
night,panickedandsweaty.
My thoughts raced: “There

is a THING inside of me, and it has to
get out!”
For as long as I can remember, preg-

nancy and childbirth both horrified and
fascinated me. Even before I became
pregnant, I periodically Googled birth
photos and anxiously pored over labor
stories. I couldn’t look away. Giving
birth seemed like the worst thing that
could happen to someone, and I had to
know how it felt because it might hap-
pen to me someday. Many people think
birth is beautiful, but I thought it

sounded like Hell: some unknown but
excruciating amount of pain, potentially
lasting several days, all naked and vul-
nerable with strangers touching your
private parts andwatching you lose con-
trol of your body. It sounded like rape—
public, sanctioned rape that I was sup-
posed to be grateful for.
I have a complicated story and a

handful of mental health diagnoses, in-
cluding posttraumatic stress disorder
(PTSD) and anxiety. The earliest years
of my childhood were marked by severe
sexual abuse, and that was only the be-
ginning of the significant challenges I
have faced. My adverse childhood expe-
riences score is a 6 of 10, and during my
life I have experienced various forms of

abuse, violence, chronic stress, hard-
ship, and trauma. I am also neuro-
divergent, with autism and attention
deficit hyperactivity disorder. Autism
is the lens through which I experience
theworld. It influences everythingabout
my existence, including my perceptions
of pain and how I communicate, which
are important factors when seeking
medical care. My brain is brilliant and
unique.
I have always experienced body issues

arising frommy traumahistory and anx-
iety. Trying to undress in front of peers
or at medical appointments always
makes me freeze, my heart pounding,
and has often led to tearful breakdowns
that baffle observers. Any exam requir-
ing undressing can cause me major
stress. Pain and feeling trapped are oth-
er triggers. Having an intravenous drip
during a hospitalization once made me
feel so physically bound to my bed that
I sobbed for hours in a whirlwind of
dizzy dissociation, and I have yelped
in panic and pulled away from providers
during invasive procedures such as
COVID-19 tests or Pap smears. I’ve also
felt violatedbecause theproviders didn’t
listen to my “no,” whether it was explic-
itly stated or implied through body lan-
guage and tears.
Unsurprisingly, pregnancy and child-

birth caused complicated fears to bubble
up. If a quick pelvic exam caused so
much distress, what would hours of la-
bor do? Or multiple cervical checks by
strangers? What about pushing some-
thing the size of a watermelon out of
my body when I couldn’t even manage
the use of a speculum? The idea of the
pain and other sensations of birth hor-
rifiedme, but an epidural also scaredme
because I knew I would feel especially
vulnerable if I couldn’t move. I would
feel trapped at the hospital, regardless,
particularly as labor progressed. Leav-
ing midway through would be impossi-
ble. I also knew that there was a point of
no return, wherever I was: If I decided
during pushing that I couldn’t tolerate
the pain or found the sensations upset-
ting, what could I do? Nothing. For me,
birth seemed like the ultimate humilia-
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tion, with an audience witnessing me
helpless and out of control. I had also
heard about altered mental states, dis-
sociation, or relivingpast traumaduring
birth, and I was worried about compli-
cations such as tearing, which could
require even more invasive exams and
procedures and contribute to long-term
dysfunction.
As a public health professional, I had

learned about obstetric violence, a
shockingly common issue that can in-
clude abuse or mistreatment in labor,
such as denial of pain relief or forced
procedures. Practically, I knew I would
be unable to defend myself, particularly
as pain increased, and I might not even
knowwhat procedures were happening.
Birth trauma was another concern; it
can occur as a result of pain, fear, loss
of control, or other factors.
Many people are nervous about child-

birth, but I was battling something de-
bilitating: tokophobia, a profound fear
of pregnancy and childbirth often asso-
ciated with early trauma. It can be so
severe that it leads to the abortion of
much-wanted pregnancies. Whether or
not tokophobia is present, people with
trauma histories often have special
needs in health care, particularly re-
productive care.

Inappropriate Care
Despite my fears, I became pregnant.
At first, I was overjoyed. I rubbedmy flat
belly and whispered love to my child be-
fore I told anyone else. Shortly after, I
developed hyperemesis, which also can
be associated with trauma, and spent
seven months shaky and pale, constant-
ly fighting nausea. This was inter-
spersedwith vomiting, temporary relief,
and then returningnausea. I spentmuch
of my pregnancy moaning on the couch
andpleading to the universe. I also faced
complications such as gestational dia-
betes, heartbeat irregularities, and a
fibroid.
When the novel excitement of my

pregnancy test subsided, the emotional
reality ofmypregnancy also set in: There
was a baby inside my body. I began ob-
sessing about the delivery. As much
wonder as tracking fetal growth weekly
broughtme, it also remindedme thatmy
child was growing and time was barrel-
ing on. A friend suggested that learning

what to expect could help me feel pre-
pared, and I spent nearly allmy free time
absorbing all the information I could. I
was not afraid of worst-case scenarios;
I largely learned about “normal” births,
but even they horrifiedme. I felt increas-
ingly isolated because online recordings
of women screaming in pain were fol-
lowed by comments such as, “What a
wonderful birth!” Had we watched the
same video?Noneof the options seemed
tolerable. Unmedicated, I thought, the
pain would be unbearable, but I could
probably progress faster. With medica-
tion, it seemed as if I would still suffer—
although probably less—but risked
experiencing other complications.
Navigating thehealth care systemdur-

ing my pregnancy was extremely chal-
lenging. Most providers I saw had a pat-
tern: carrying out exams that seemed
routine to them without realizing that
they were not routine to me, hurrying
through the procedure or appointment,
and not expecting to be questioned.
Early in my pregnancy, I made an ap-

pointment at my obstetrics-gynecology
office to discuss my concerns because I
was consumed by panic and had started
feeling detached from my pregnancy.
“You have to let go!” the nurse practi-
tioner said, brusquely. “You can’t con-
trol everything. You’re going to have so
many things. …Genetic testing is com-
ing up, and you can’t panic over every-
thing!” I tried to tell her that my anxiety
was only about birth and that I needed
her to give me back control and choice.
But her lack of ability to graspwhat Iwas
telling her, and her insistence that let-
ting go was what I needed to do, was
exactly the opposite of what I needed

from her. She didn’t understand.
The health care I received throughout

my pregnancy was neither trauma in-
formed nor appropriate for my needs.
Health care providers made insensitive
comments or assumptions, brushed off
concerns I asked to discuss, or told me
what I “had to” do. This kind of language
might not seem harmful to a provider,
but it is insensitive because it takes away
agency and informed consent from the
patient. My providers’ words and ac-
tions negatively affected my sense of
safety and bodily autonomy.
One afternoon, when I was thirty-five

weeks pregnant, a nurse tossed a gown
to me and told me to get undressed for
a group B strep swab. I had come pre-
paredwith researchandquestions about
the risk of not doing the test, particular-
ly as I had a cesarean delivery scheduled
to take place at thirty-nine weeks,mean-
ing that the results would likely not
be relevant. The nurse was shocked.
“You can’t opt out,” she said. My heart
dropped, my face flushed, and I glanced
anxiously around the room and at the
door, feeling trapped and unsure of
what to say, before I angrily told her that
I didn’t want to and that she couldn’t
force me. I wanted to respond: “Are
you going to strapme to the table?”Visi-
bly frustrated, she told me I could dis-
cuss it with the provider, and she left
the room. As it turns out, the nurse was
wrong. Regardless of clinic policies and
preferences, patients have the right to
decline care. Emotional and vulnerable,
I was no longer able to even consider the
test that day. At my next appointment,
another provider asked, and I declined
again, until she mentioned offhand that
patients always swabbed themselves pri-
vately at the office where she used to
work.When I asked her if I could do that
too, she considered it and agreed. I felt
pressured into doing the test, but at
least I was comfortable with this accom-
modation.
Mental health care also failed me. I

was eventually referred to two providers
whowere supposedly skilled with repro-
ductive health. Neither was helpful to
me.Thepsychiatrist brushedmeoffwith
a comment that labor couldn’t be that
bad or nobody would have more than
one child. She told me she would not
necessarily agree with my having a C-
section as a solution because surgery
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is also hard.When I started crying, she
told me that it was a fifteen-minute ap-
pointment and that we were out of time,
ushering me out the door while I strug-
gled to gather my things and wipe my
tears.
Fortunately, I met a doula who was

also an experienced nurse. Before I met
her, I knew that I wanted a C-section,
and she seemed to be the only one who
understood why and reassured me that
she would advocate for this if I re-
ceived pushback from my obstetrician-
gynecologist. She talkedme throughmy
fears and agreed to support me; that
was a turningpoint inmy care. Although
I was prepared to have to fight for a C-
section, based on others’ experiences I
had heard, the physician who ultimately
performed my surgery told me that he
supported my decision if it was well in-
formed. My doula also helped me come
upwith plans for terrifying possibilities,
such as going into labor early, and we
discussed in detail how she would advo-
cate forme in each situation and explain
my special needs to providers I might
not know.
I believe I made the right decision for

myself. My C-section was not “elective.”
It was necessary for my overall health
and well-being. Mental health is health,
and the level of stress I was experiencing
was not healthy for me or my baby. Suf-
fering through an entire pregnancy of

all-consuming phobia was not in any-
one’s best interest. My blood pressure
had been rising solely at obstetrics ap-
pointments because of the panic I was
feeling.
I also knew that fear and feeling un-

safe could stall labor, increasing the risk
for complications, includinganeventual
C-section. I imagined myself bracing for
every contraction and likely panicking.
I trustedmy intuition that surgerywould
be a better experience for me, and I was
correct—the surgery and recovery both
went very well. Furthermore, caring for
a newborn while experiencing birth
trauma or retraumatization seemed far
more debilitating than not being able to
walk well for a week after delivery. My
entrance into motherhood would not be
another casualty of my abuse.

Postpartum
My daughter was born on Monday
morning; I returned home from the hos-
pital on Thursday afternoon, physically
exhausted and already sleep deprived,
but proud of my tiny daughter, who was
dressed in a lovingly selected black and
white “coming home” outfit. Returning
to my apartment building was a familiar
comfort, but I was still struggling to
walk comfortably. I held my daughter
tight against my chest on the elevator,
anxious about germs that could hurt

her sensitive immune system. When I
reached my own apartment, on the
tenth floor, I turned on the air condi-
tioning to refresh the stuffy air and then
collapsed on the couch in relief, glad to
be home after days of hospital dis-
comforts and hours waiting to be dis-
charged. Suddenly feeling grown up, I
realized that thiswas the start ofmynew
life. I was excited to settle in and use the
baby supplies waiting for us, but I won-
deredwhat I was supposed to do now, at
least for the months of leave time that I
planned to stay home.
I had little support and was over-

whelmed with the never-ending de-
mands of an infant who cried incessant-
ly and always wanted to be held. I
struggled to function without adequate
sleep or nutrition. Sitting in a dark
room each day, blinds closed, half-na-
ked, I alternated between trying to
breast-feed a child who couldn’t latch
and endless pumping sessions. I felt
chained to the pump and paid money
that I couldn’t afford towell-intentioned
lactation consultants, who only made
me anxious that I was already failing
my child. I experienced severe depres-
sion that led me to cry for hours every
week and talk about running away. This
affectedmy ability to bondwithmy child
and enjoy those preciousmonths. It also
strained my family tremendously and
led to further isolation from my friends
and community.
My child was two and a half years old

before I was diagnosed with postpartum
depression, despite seeingmultiple pro-
viders postpartum and having tried to
explainmy struggles and answer screen-
ing questions honestly. One provider
surmised that I was fine because I was
wearing makeup and did not “look” de-
pressed. But I was also terrified to talk
about my mental health concerns in
depth. I was afraid that my child would
be taken away if I expressed that I was
struggling to engage enough or if I
wasn’t “happy enough” with mother-
hood. Another year passed before I be-
gan to talk openly about my true experi-
ence, after reassurances from a new
provider, a psychologist I met with indi-
vidually each week through a local
parent-training program. My opening
up to her was primarily because of my
own progress, as well as my frustration
keeping this inside for years. She was
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very kind. She spent an hour with me
during each session, and we had several
appointments to discuss less sensitive
topics first, which helped build trust. I
began sharing more, little by little, and
continued to open up over time, based
on her reactions and reassurances.

Trauma-Informed Perinatal
Care
We are only beginning to understand
how deeply trauma affects health. Be-
yond PTSD, relatively recent research
is exploring how trauma can affect not
only mental and behavioral health but
also physical health, sensitivity to pain,
and the development of disease. I have
spentmy career in public health helping
populations with significant trauma,
and I see myself reflected in my work.
There is a dire need for trauma-

informed care throughout medicine,
and particularly in reproductive and
perinatal care. A key facet of this care
includes patients having control and a
voice in their care. Each person should
have autonomyover theirbody andmed-
ical decisions. Professionals may be ex-
perts in their fields, but patients are the
experts in their own lives and bodies.
All birth involves risk, and patients
have the right to decide what they ac-
cept. Perhaps because of my autism, I
am honest and outspoken. I challenge
social norms, and I amdeeply concerned
with justice and equity. Through my
work, I have also learned to be an advo-
cate. This is not the case for every preg-
nant patient. Some patients do not real-
ize that they can question the provider.
Some have limited English proficiency
or areunfamiliarwith their rights. Some
patients will not or cannot speak up for
many reasons, including socialization,
fears of racialization, cognitive dis-
ability, and even fears of repercussions
such as having their children taken
away.
Perinatal screening for special needs,

including trauma and mental health
challenges, should be routine, begin-
ning before pregnancy or early in preg-
nancy and continuing for at least one
year after childbirth. Tokophobia, in
particular, is not widely understood or
discussed, so additional provider educa-
tion on the condition is needed. I also
recommend reevaluating the standard

postpartum depression screening ques-
tionnaire to ensure validity among pa-
tients today, including neurodivergent
people whomay interpret questions dif-
ferently. For example, my autistic brain,
especially after weeks of sleep depriva-
tion, interpreted some of the questions
literally and overfocused on the word-
ing; I struggled with questions such as,
“I have looked forward with enjoyment
to things” because there was nothing
happening in my life to look forward
to except the monotony of infant care.
In addition, questions like, “I have felt
scared or panicky for no good reason”
can be hard to interpret because an anx-
ious or new parent is unlikely to say this
is happening “for no good reason.” For
me, neurodivergence also means that I
have trouble with quantitative survey
questions in general: I often cannot
pin down which response to select, or
I see myself in different, perhaps even
contradictory, responses, depending
on particular situations or incidents.
For these reasons, alternative screening
mechanisms and formats, such as ques-
tionnaires and discussions, should be
considered.
Other typesof screeningarealsoneed-

ed. Patients should be screened for
perinatal conditions beyond depres-
sion, such as anxiety and obsessive-
compulsive disorder. Providers should
also try to identify other issues needing
further attention, such as trauma histo-
ry, birth trauma, or other struggles. To
do this and more, providers need more
time for patient visits. In addition, hav-
ing a professional check in more regu-
larly during the often-challenging post-
partum time would allow further
support and screening for any type of
issue (physical, mental, or logistical)
andwould show the birthing parent that
their needs should also beprioritized, as
society often shifts focus to the newborn

after birth.
For me, appropriate screening would

begin with providers opening the con-
versation through education. I would
like to see health care providers routine-
ly provide all patients with brief reading
material regarding how past trauma can
affect reproductive health care, health,
and perinatal experiences, with patients
told that the provider will discuss this
topic at their next visit. This could help
provide important patient education, al-
low time for patient reflection, and open
the conversation. Patients should also
receive reassurances that they can ex-
pect trauma-informed care at this facili-
ty and that their providers are trained
adequately to understand and discuss
these topics (only if this is true and
backedbypractice, of course). Examples
of what trauma-informed care might
look like, and what additional accom-
modations patients can request, would
also be helpful. I recommend offering
screening questions regarding trauma
and giving patients the option to submit
their responses in advance, bring them
to the appointment, or simply have a
discussion. (Of course, the patient can
also decline.) Patients should always be
told how the information disclosed will
be used and given as much choice as
possible over how their responses will
be shared or documented.
Showing such sensitivity accommo-

dates individual preferences and invites
disclosure; for example, I feel un-
comfortable watching a provider read
my responses. Too often, when these
topics are asked about at all, I have seen
questions on intake paperwork such as,
“Have you experienced abuse?” with
“yes” and “no” responses. I remember
worriedly wondering what types of
follow-up questions I might receive,
what I would feel pushed to disclose,
and whether it would catchme off guard
or upset me. Alternatively, when pa-
tients are orally asked sensitive ques-
tions, we may feel pressured to either
lie or disclose something we prefer not
to. If a patient declines to answer or says
that they have not experienced trauma,
trauma-informed care should still be
implemented for everyone. For many
reasons, not all patients will disclose
or even recognize their own trauma his-
tories, but basic trauma-informed care
practices help everyone.

For many reasons, not all
patients will disclose or
even recognize their own
trauma histories, but
basic trauma-informed
care practices help
everyone.
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Perhaps most important, adequate
follow-up should always occur.Years be-
foremypregnancy, I rememberworking
up the courage to answer questions
about past abuseon an intake form, only
to never have a follow-up discussion
about it. I had taken a risk, and I was
disappointed to imagine this paperwork
filed away somewhere, perhaps un-
read. When I have received responses
to my disclosures, I have also encoun-
tered inappropriate responses (includ-
ing shock, discomfort, lack of under-
standing, or inappropriate comments),
as well as empathetic responses but no
follow-up.
Follow-up may include a referral to

appropriate, vetted, or specialized men-
tal health treatment, educational pro-
grams focused on birthing people with
trauma,peer support, doula care, or oth-
er external resources. But that is not
enough. Providers also need to discuss
potential impacts of trauma with the pa-
tient andwork together to accommodate
them throughout the duration of care
(and beyond). For example, a patient
with a history of sexual assaultmay have
difficulty breast-feeding. Better educa-
tion could inform patients about possi-
ble concerns and provide the resources
and support needed to prepare or quick-
ly adapt if this occurs. Depending on the
situation, follow-up could include mak-
ing special effort to build trust with a

patient, making simple changes to en-
sure that they feel safer during child-
birth and other care, anticipating possi-
ble triggers, or discussing the patient’s
preferences and expectations around
what they would like to happen if some-
thing unexpected or time-sensitive oc-
curs during labor and there is not a lot
of time for discussion.
A year after my child’s birth, I trained

as a full-spectrum doula, hoping to use
the training to increase my knowledge,
exploremy interests,make connections,
and integrate aspects of birth work into
my public health career to help others
like me. Doulas can support, educate,
and advocate for patients.We need addi-
tional funding for doula programs, pol-
icies supporting universal doula care
as a standard part of childbirth, and in-
creased accessibility to doula care (such
as via insurance coverage or state-
funded programs).

Finally, we need increased funding
and support designated for research,
prevention, early detection, and treat-
ment related to trauma’s effects on re-
productive physical and mental health.
These are critical and common issues
that require greater attentionat all levels
of the public health and health care
systems.
When I look at the bright, beautiful,

and affectionate child I am raising, I see
even more reason that we need to work
for something better. Although I hope
mydaughter never faces the adversities I
have, I believe that we have the obliga-
tion to shift policies and systems and
provide education and training that will
create better care, healthier people, and
stronger families and communities—for
our generation, for the next generation,
and for those to follow. ▪
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When I look at the
bright, beautiful, and
affectionate child I am
raising, I see even more
reason that we need to
work for something
better.
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