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Overview of the ECMH Network

The NYC Early Childhood Mental Health 
Network is funded by the NYC Department of 
Health and Mental Hygiene and, since 2016, 
has built the capacity of outpatient clinics to 
address the mental health needs of children 
birth to five, their siblings, and their 
parents/caregivers in all five boroughs. 
Also within the ECMH Network is a citywide 
training and technical assistance center. 



The New York City Early Childhood Mental Health Training and Technical Assistance Center (TTAC), 
is funded by the NYC Department of Health and Mental Hygiene (DOHMH)  

TTAC is a partnership between the New York Center for Child Development (NYCCD) and the 
McSilver Institute on Poverty Policy and Research

● New York Center for Child Development is a major provider of early childhood mental 
health services in New York with expertise in informing policy and supporting the field of 
Early Childhood Mental Health through training and direct practice 

● NYU McSilver Institute for Poverty Policy and Research houses the Community and 
Managed Care Technical Assistance Centers (CTAC & MCTAC), Peer TAC, and the Center for 
Workforce Excellence (CWE). These TA centers offer offer clinic, business, and system 
transformation supports statewide to all behavioral healthcare providers across NYS.

TTAC: Who We Are



Goals of TTAC

● TTAC is tasked with building capacity and competencies of mental health 
professionals and early childhood professionals in family serving systems to identify 
and address the social-emotional needs of young children and their families.

● Healthy social emotional development for infants and toddlers is dependent on 
the quality and consistency of their relationships with parents and caregivers. 

● To address the mental health needs of infants and young children we need to 
support the health and mental health of the caregivers 



● In July 2023, DOHMH received funding to expand our perinatal mental health 
services

● Partnering with home visitors, doulas, nurses, social workers, community health 
workers, and action center staff

● Main components:

○ Service Expansion in the ECMH Network

○ Workforce Development through TTAC

Integrating PMH into the ECMH Network



● Have trained over 14,341 

professionals as of March 2024.  

● Developed a website where we have 

archived all our trainings with both 

the power-points and recordings

www.ttacny.org 

Training for Early Childhood Professionals 
Across Child Serving Systems

LINK: TTACNY

http://www.ttacny.org
https://ttacny.org/


TTAC Website
A Selection of Features: 

● Seamlessly filter, toggle and search 
through upcoming and archived content, 
trainings and resources

● View videos, slides, and presenter 
information on the same training page

● Contact the TTAC team by clicking on Ask 
TTAC and filling out our Contact Us form

● And more!

Have questions or need assistance? Please 
contact us at ttac.info@nyu.edu and we'll be 
happy to assist youExplore all the provider resources at ttacny.org



To explore cutting-edge research on the critical role of perinatal and parental mental health in fostering resilience and 
social-emotional well-being in infants and young children. 

●The Science of Strong Bonds:
Learn how secure parent-child relationships lay the foundation for lifelong emotional health.
Gain insights into the impact of parental emotional resilience on child development.
Discover how perinatal mood and anxiety disorders (PMADs) can affect both parents and infants.

●For All Who Support Families:
∙ Equip yourself with the latest therapeutic approaches for supporting expectant and new parents.
∙ Explore innovative programs designed for pregnant individuals, parents, and parent-infant dyads.
       Understand how to promote equity and address the disparities in opportunities and outcomes due to 

structural   racism and discrimination 
∙
Explore how to translate research and best practices into effective policy changes 

Today’s Objectives 



● Catherine Monk, PhD - The Perinatal Period: Leveraging Neuroscience for 2-Gen Impact 

● Gloria Castro, PsyD -  Parental Mental Health during Pregnancy and Postnatal Period: The Impact on 
Attachment and Attunement  

● Obianuju “Uju” Berry, MD, MPH -  Intimate Partner Violence During the Perinatal Period: Meeting 
Our Families Where They Are 

● Cynthia Osborne, PhD -  Policy Issues to Support Infants, Toddlers and Caregivers During the 
Perinatal Period

The day will end with a panel of our four keynote speakers facilitated by TTAC’s Clinical Co-DIrectors
       Dr. Gil Foley and Dr. Susan Chinitz 

Today’s conference will highlight four national experts. 



 

The Perinatal Period:
Leveraging Neuroscience for 2-Gen Impact

Catherine Monk, Ph.D.
Diana Vagelos, Professor of Women's Mental Health
Columbia University 
Vagelos College of Physicians and Surgeons 
New York, NY  
2023 Aspen Ascend Fellow



 

Good Morning!
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Overview

•Women’s* mental health

•DOHaD and prenatal programming

•Interventions for 2 Gen Impact 
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Major Depressive 
Disorder (MDD)

15%

Men

Women

26% 40%

Women

Men

20%

Anxiety DisorderMental Health 
Conditions are 
Overall More 
Common in 
Women 

Nearly 50% of US adult 
population develop at least 
one mental health disorder 
in their lifetime, women at 
higher risk 
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Perinatal 

Mood and 

Anxiety 

Disorders 

(PMADs) 

Are Real
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https://www.mathematica.org/news/new-study-uncovers-the-heavy-financial-toll-of-untreate
d-maternal-mental-health-conditions

 

PMAD = Perinatal Mood and Anxiety Disorders

https://www.mathematica.org/news/new-study-uncovers-the-heavy-financial-toll-of-untreated-maternal-mental-health-conditions
https://www.mathematica.org/news/new-study-uncovers-the-heavy-financial-toll-of-untreated-maternal-mental-health-conditions
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Leading Causes of Pregnancy-Related Deaths

Source: NYS Maternal Mortality Review, 2018 

▪ Mental health conditions account for 15% of 
pregnancy-related deaths

▪ Deaths related to mental health conditions are 
100% avoidable 

*Other includes Cerebrovascular Accident not secondary to Hypertensive Disorders of 
pregnancy, GI Disorders, Infection, Metabolic/Endocrine Disorders, and Unknown 
Causes

2018 New York State Maternal Mortality Review, n=41
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What 
Contributes to 
Higher Rates of 
Mental Health 
Conditions in 
Women?

Stressors and trauma experiences women face: 

• Disproportionate burden of the care economy

• Greater emotional stress balancing paid and unpaid labor

• More workplace discrimination

• Higher rates of childhood abuse and neglect

• Higher rates of sexual and intimate partner violence

• And biological changes in puberty, pregnancy, menopause
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What 
Contributes to 
Higher Rates of 
Mental Health 
Conditions in 
Women?
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21
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What 
Contributes to 
Higher Rates of 
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Conditions in 
Women?
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What 
Contributes to 
Higher Rates of 
Mental Health 
Conditions in 
Women?
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What 
Contributes to 
Higher Rates of 
Mental Health 
Conditions in 
Women?

Trauma
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What 
Contributes to 
Higher Rates of 
Mental Health 
Conditions in 
Women?
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PMADs Are Real: 
Normative 
Changes in the 
Brain during the 
Transition to 
Motherhood

CT= cortical thickness; SA=surface area
(Carmona et al., 2019)  
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(Servin-Barthet et al., 2023)  

PMADs Are Real: 
Normative 
Changes in the 
Brain during the 
Transition to 
Motherhood
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(Servin-Barthet et al., 2023)  

PMADs Are Real: 
Normative 
Changes in 
Hormones during 
the Transition to 
Motherhood
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PMADs Are Real: 
Biological and 
psychological 
factors

(Grazia Di Benedetto et al., 2024)  

Some women
hormone sensitive

Genes, prior 
experiences

Food 
insecurity

Insomnia risk 
factor for PMAD  

and symptom 
of PMAD



 

z

The Perinatal Period = Time of Significant
Brain and Hormone Changes 

in the Context of Life Circumstances

A Time of Vulnerability — Also of Opportunity

31



 

“We are not going to 
forget about the baby 

while we take care of the 
mother.” 

Ramesh ‘Channi’ Kumar, Professor of Perinatal 
Psychiatry at the Institute of Psychiatry, King's 

College London 



 

"The womb is an 
influential first home."

- David Barker,

PHYSICIAN AND EPIDEMIOLOGIST, 1938-2013 



 

Developmental Origins of Health and 
Disease (DOHaD) 

AKA, Prenatal Programming 



 

Prenatal Programming Publications



 

Conceptual Model: Adaptation 

Proceedings Bio Sci (1995)
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Birthweight considered, in part, a 
consequence of fetal exposure to 
inadequate maternal nutrition



 

• Prenatal maternal experiences are exposures that ‘forecast’ the postnatal 
environment

• Fetus responds with adaptations

• Improve fitness to a later stage in development 

Conceptual Model: Adaptation and 
 an Evolutionary Perspective  

(Glover, 2011, Pike, 2005)

Health outcomes may result, in part, from the match between the 
prenatal and postnatal environments 



 Conceptual Model: Adaptation and 
 an Evolutionary Perspective  



 



 Neurodevelopment and 
Mental Health Outcomes



 

Prenatal Programming and Neuroscience



 

Prenatal Programming and Biological Psychiatry



 

Conceptual Model: Teratogenic versus Adaptation



 



 Maternal Anxiety:
 Child 2x Increase Mental Health Disorders

*comparable results with depression

Rates of ADHD, 
Anxiety
N=7,944



 

Reporter Bias: Maternal report for 
her mood and child outcomes

Rates of ADHD, 
Anxiety
N=7,944

Observer-Based Outcomes

NIH Toolbox: lower levels of 
inhibitory control, sustained attention 
in males



 

Prenatal programming reflects 
genetic inheritance

Shared Genes of Risk

Offspring of prenatally 
stressed dams versus 
controls show:

• enhanced 
neuroendocrine 
responses to challenge

• increased levels of 
anxiety 

• depressive-like behaviors

• cognitive impairments Maccari, S. et al., 2014



 

Shared Genes of Risk



 

Prior to Postnatal Influences

Sudhakar et al. 

OR
Is there an impact of maternal 
prenatal distress on child 
outcomes?

Is prenatal distress merely a marker 
for the postnatal environment, which 
exerts effects?



 

BLOOD 
PRESSURE

TOITU FETAL 
MONITOR

MATERNAL 
ECG

• Fetal ANS: 
• maintains body homeostasis, is a key effector of the stress response system 

⚬ HR reactivity
⚬ HRV: parasympathetic control of HR 
⚬ Higher levels associated with better 

emotion regulation
⚬ HR + movement coupling/CNS 

• Newborn/fetal MRI

Prior to Postnatal Influences



 



 



 

• Prenatal maternal distress associated with greater reactivity to environment
• Evolutionary perspective

• Prenatal maternal distress exposure ‘forecasts’ an adverse (dangerous) 
environment

• Heightened reactivity may be adaptive: be prepared for (challenging) 
postnatal environment to come 

• Consequences for the child:
⚬ Mismatch with environment? 
⚬ ADHD
⚬ Anxiety

Conceptual Model: Adaptation and 
 an Evolutionary Perspective 



 

• Adds rigor to results based on 
associations

• May lead to direct biological 
targets for intervention

Mechanisms 



 

Higher average maternal IL-6 was 
associated with very low 
socioeconomic status (INR < 200% 
poverty line) and lower neonatal 
axial diffusivity in the uncinate



 

Leveraging IVF to Identify Prenatal Effects 
Independent of Shared Maternal-Child Genes 



 

On the Horizon: Stress Assessment
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PMADs 
Have 2 
Gen Impact

SDoH: Women in the Psychologically Stressed 
Group vs Other Two Groups 

more likely 
to be 
Latina

fewer years 
of 
education

more 
public 
assistance

higher levels of 
emotional abuse and 
physical neglect

lower 
household 
income
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PMADs 
Have 2 
Gen Impact

Trauma: Women Differed by Stress Groups 

PSYG HIGHEST LEVELS

Childhood
Emotional
Neglect

PHSG MID LEVELS

HG LOWEST LEVELS



 

• Maternal mental health matters for 2      
generations

• Parenting begins before birth 

• Oxygen mask on plane metaphor is 
useful; for your baby to be healthy, you 
need to be healthy 

Practical Implications



 

z

The Perinatal Period = 
Time of Significant Brain Changes 

Across Two Generations

A Time of Vulnerability — Also of Opportunity
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z
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Biggest Impediment to Recovery from 
PMADs is Access to Treatment
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Perinatal Depression: Treatment Inadequacies Across Course of 
Care
Very few women with depression receive adequate treatment and achieve remission

Source: Cox, E. Q., et al. (2016). "The Perinatal Depression Treatment 
Cascade: Baby Steps Toward Improving Outcomes." J Clin Psychiatry 77(9): 
1189-1200.



 

WOMEN’S MENTAL 
HEALTH @OB/GYN

65
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Women’s Mental Health @Ob/Gyn: Program Overview

•Direct access to a mental health care provider

•Accept most commercial insurances and managed Medicaid plans 

•Early identification and prevention of mental health conditions in addition to treating existing ones

•Treat women across the life course 

•Multidisciplinary team

Mental health care offered across ColumbiaDoctors ObGyn Clinical Services 
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Women’s Mental Health @Ob/Gyn 
Program Design 

Treatment duration

▪ Up to 6 months postpartum 
psychotherapy 

▪ Short-term, approximately 15 
psychotherapy sessions 
outside of perinatal period

▪ Psychopharmacology 
ongoing

▪ Patients return: another 
episode, pregnancy, life 
stress

Treatment options

▪ Psychotherapy 

▪ Psychopharmacology

▪ Support groups (e.g., 
Parents to be of color; 
fertility; endometriosis)

Referrals 

•Provider Concern

•Patient Request

•Routine depression 
screening 

– According to ACOG guidelines 
using the Patient Health 
Questionnaire (PHQ-9 for 
depression) 
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Referrals to 
Women’s 
Mental Health 
during a nearly three-year 
period (February 
2020-December 2022) 2,015

2020 2021 2022

JAN  FEB  MAR  APR  MAY  JUN   JUL  AUG  SEP  OCT  NOV  DEC JAN  FEB  MAR  APR  MAY  JUN   JUL  AUG  SEP  OCT  NOV  DEC JAN  FEB  MAR  APR  MAY  JUN   JUL  AUG  SEP  OCT  NOV  DEC

patients referred who 
were using their 
health insurance for 
Ob/Gyn care 

Average age was

36 years old
M= 36 years old

SD= 9

Range= 17 to 86
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Referrals to 
Women’s 
Mental Health 
during a nearly three-year 
period (February 
2020-December 2022) 2,015

2020 2021 2022

JAN  FEB  MAR  APR  MAY  JUN   JUL  AUG  SEP  OCT  NOV  DEC JAN  FEB  MAR  APR  MAY  JUN   JUL  AUG  SEP  OCT  NOV  DEC JAN  FEB  MAR  APR  MAY  JUN   JUL  AUG  SEP  OCT  NOV  DEC

patients referred who 
were using their 
health insurance for 
Ob/Gyn care 

41% White

36% declined/Not specified

16% Black
7% Other

RACE AND ETHNICITY
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Referrals to 
Women’s 
Mental Health 
during a nearly three-year 
period (February 
2020-December 2022) 2,015

2020 2021 2022

JAN  FEB  MAR  APR  MAY  JUN   JUL  AUG  SEP  OCT  NOV  DEC JAN  FEB  MAR  APR  MAY  JUN   JUL  AUG  SEP  OCT  NOV  DEC JAN  FEB  MAR  APR  MAY  JUN   JUL  AUG  SEP  OCT  NOV  DEC

patients referred who 
were using their 
health insurance for 
Ob/Gyn care 

57% Not Latina22% Latina

22% declined/not specified 

RACE AND ETHNICITY
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Referrals to 
Women’s 
Mental Health 
during a nearly three-year 
period (February 
2020-December 2022) 2,015

2020 2021 2022

JAN  FEB  MAR  APR  MAY  JUN   JUL  AUG  SEP  OCT  NOV  DEC JAN  FEB  MAR  APR  MAY  JUN   JUL  AUG  SEP  OCT  NOV  DEC JAN  FEB  MAR  APR  MAY  JUN   JUL  AUG  SEP  OCT  NOV  DEC

patients referred who 
were using their 
health insurance for 
Ob/Gyn care 

52% Pregnant or 
postpartum

5% spontaneous abortion, 
miscarriage, or stillbirth 

38.7% not pregnant
not planning

PREGNANCY STATUS

5% Planning a 
pregnancy

0.2% 
unknown
status

0.2% voluntary 
abortion
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PMADs Are 
Treatable:

Access to 
Care

Women's Mental Health @Ob/Gyn: Utilization Outcomes
Data reflects outcomes from February 2020 to December 2023

Utilization of services
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Referrals to 
Women’s 
Mental Health 
during a nearly three-year 
period (February 
2020-December 2022) 2,015

2020 2021 2022

JAN  FEB  MAR  APR  MAY  JUN   JUL  AUG  SEP  OCT  NOV  DEC JAN  FEB  MAR  APR  MAY  JUN   JUL  AUG  SEP  OCT  NOV  DEC JAN  FEB  MAR  APR  MAY  JUN   JUL  AUG  SEP  OCT  NOV  DEC

patients referred who 
were using their 
health insurance for 
Ob/Gyn care 

80% engaged in 
treatment utilization 
completing one 
mental health 

52% PRISM

43% MCPAP for Moms

TREATMENT UTILIZATION
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Referrals to 
Women’s 
Mental Health 
during a nearly three-year 
period (February 
2020-December 2022) 2,015

2020 2021 2022

JAN  FEB  MAR  APR  MAY  JUN   JUL  AUG  SEP  OCT  NOV  DEC JAN  FEB  MAR  APR  MAY  JUN   JUL  AUG  SEP  OCT  NOV  DEC JAN  FEB  MAR  APR  MAY  JUN   JUL  AUG  SEP  OCT  NOV  DEC

patients referred who 
were using their 
health insurance for 
Ob/Gyn care 

35% engaged in 
sustained treatment 
with WMH @Ob/Gyn 

25% PRISM

20% MCPAP for moms

SUSTAINED TREATMENT
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Women’s Mental Health @Ob/Gyn: Utilization Outcomes
Early intervention and treatment leading to improved outcomes 
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Referrals to 
Women’s 
Mental Health 
during a nearly three-year 
period (February 
2020-December 2022) 2,015

2020 2021 2022

JAN  FEB  MAR  APR  MAY  JUN   JUL  AUG  SEP  OCT  NOV  DEC JAN  FEB  MAR  APR  MAY  JUN   JUL  AUG  SEP  OCT  NOV  DEC JAN  FEB  MAR  APR  MAY  JUN   JUL  AUG  SEP  OCT  NOV  DEC

patients referred who 
were using their 
health insurance for 
Ob/Gyn care 

70%
had participating 
mental health care 
(mental health care 
NOT carved out) 
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Referrals to 
Women’s 
Mental Health 
during a nearly three-year 
period (February 
2020-December 2022) 2,015

2020 2021 2022

JAN  FEB  MAR  APR  MAY  JUN   JUL  AUG  SEP  OCT  NOV  DEC JAN  FEB  MAR  APR  MAY  JUN   JUL  AUG  SEP  OCT  NOV  DEC JAN  FEB  MAR  APR  MAY  JUN   JUL  AUG  SEP  OCT  NOV  DEC

patients referred who 
were using their 
health insurance for 
Ob/Gyn care 

TREATMENT UTILIZATION
BY RACE AND ETHNICITY

Black and Latina 
patients were: 2x 

less likely to engage in 
treatment utilization 

½x 
to have insurance 
that covered 
mental healthcare 
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Referrals to 
Women’s 
Mental Health 
during a nearly three-year 
period (February 
2020-December 2022) 2,015

2020 2021 2022

JAN  FEB  MAR  APR  MAY  JUN   JUL  AUG  SEP  OCT  NOV  DEC JAN  FEB  MAR  APR  MAY  JUN   JUL  AUG  SEP  OCT  NOV  DEC JAN  FEB  MAR  APR  MAY  JUN   JUL  AUG  SEP  OCT  NOV  DEC

patients referred who 
were using their 
health insurance for 
Ob/Gyn care 

SYSTEMIC RACISM

Black and Latina 
patients were: 2x 

less likely to engage in 
treatment utilization 

½x 
to have insurance 
that covered 
mental healthcare 
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PMADs Are 
Preventable

FOR NEW MOMS
 

REACH OUT 
STAY STRONG

ESSENTIALS 
(ROSE)  

Caron Zlotnick, PhD, Brown University

Ricardo Munoz, PhD

Darius Tandon, PhD

Northwestern University 
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PMADs Are 
Preventable

Dr. Elizabeth Werner 
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PMADs Are 
Preventable

Billing:
CPT Code 90834

ICD-10 Adjustment 
Disorder with 
anxiety and/or 
depression 



 

Dr. Elizabeth Werner 



 

PREPP Treatment Protocol 

• 28-32 gestational weeks – 6 week postpartum 

Brief  (5 sessions)

• Stress, depressive symptoms; experiencing poverty

For those at risk of  developing PPD



 Rationale for beginning 
in pregnancy with 
parenting foci 
• Identification with the parenting role, and a ‘primary 

preoccupation’ with the baby begins in pregnancy —leverage 
this relationship for PPD prevention efficacy (Monk et al., 
2022) 



 

Rationale for dyadic 
focus

• Mother and infant affect each other 
• Lack of  sleep is a risk factor for PPD (Leistikow, N et al., 2022)
• Greater infant fuss/cry/sleep behavior is associated with PPD 

(Cutrona et al., 1986, Murray et al., 1996, Miller et al., 1993)
• Behavioral techniques are effective in improving infant fuss/cry 

and sleep behavior (Hiscock et al, 2008, 2014)
• Confidence in parenting role protective factor in PPD (Gross et 

al., 1994) 



 

PREPP 
Conceptual 

Model 

Two unique features
• Begins in pregnancy
• Dyadic approach 

An intervention based on the conceptualization of  
postpartum depression as a potential disorder of  the 
dyad, and one that can be approached through 
preventative psychological and behavioral changes in 
the mother that affect her and the child — even 
before birth   



 

Sleep skills & mindfulness & 
self-reflection; Psychoeducation & 
cognitive support



 

Archives of  Women’s Mental Health, 2016

Efficacy Data 



 

Efficacy Data 

• 58% Latinx, 19% Black 
• Age: 18-45 yrs old, average=30 
• At risk for PPD based on Predictive Index of  PPD (Cooper, 1996)
• Baseline mild to moderate depression symptoms

• average of  16.11 on the HRSD, max 54, 14-17 mild to moderate 
• Adherence: 100% completed PREPP intervention 



 

PREPP Reduced Rate of  Severe PPD

90
ETAU= Enhanced Treatment as Usual



 PREPP Associated with Less Infant/Fuss Cry Behavior 
at 6 weeks Old 

91



 



 



 



 



 



 



 



 



 



 



 



 



 



 



 



 The Perinatal Care Ecosystem

107

American Journal of Obstetrics & Gynecology – Maternal Fetal Medicine; August, 2022 
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Women’s Mental Health @Ob/Gyn: Center for the Transition to 
Parenthood
•First ever research-to-practice center enhancing perinatal care ecosystem for 2 Generation impact

•Ob care as a touchpoint for public health intervention

– Promote family well-being from the start

– Whole-person approach 

– The psychological birth of parents that affect the child

•Support Obs supporting patients, support patients

– Community collaborators

– Doulas 

– CenterPregnancy (group perinatal care)

– Evidenced-based materials available in multiple formats (TikTok, X, handouts, MyCare)

– Website: clearinghouse for resources (e.g., Black Birthing Joy)

– Demonstration projects, scale up  
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PMADs Are 
Preventable: 
Social Support Role of relationships 

and  communities 
and interventions 
that build on these 
strengths to 
improve maternal 
and child health 
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PMADs Are 
Preventable: 
Social Support
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PMADs Are 
Preventable: 
Social Support 
and 
Community 
Expertise 

Kimberly Seals Allers



 

THANK YOU
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PMADs 
Have 2 
Gen Impact
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PMADs 
Have 2 
Gen Impact
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z

PMADs 
Have 2 
Gen Impact
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PMADs 
Have 2 
Gen Impact

Trauma: Groups Differed by Childhood 
Maltreatment

Total Sample
n=82

Responders
n=67

Non-responders
n=15

50%

41.8%

86.7%

41

28

13
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PMADs 
Have 2 
Gen Impact

Trauma: Groups Differed by Childhood Maltreatment

CTQ 
Physical 
Abuse

Total n=82 Responders n=67

CTQ 
Physical 
Neglect

CTQ 
Sexual 
Abuse

CTQ 
Emotional 
Abuse

0.006

Non-Responders n=67

5
0
%

7.2 (3.4)

6.8 (2.9)

9.3 (4.7)

5
0
%

7.1 (3.1)

6.6 (2.5)

8.6 (4.2)

5
0
%

7.0 (4.2)

6.3 (3)

9.5 (6.5)

5
0
%

10.7 (4.8)

10.1 (4.8)

13.3 (4)

Mean (SD) or % Difference

0.003

0.015

0.009

CTQ 
Emotional
Neglect

CTQ 
Denial

Total
CTQ
Score

0.066

5
0
%

10.8 (5.0)

10.2 (4.7)

13 (5.3)

5
0
%

0.4 (0.8)

0.4 (0.9)

0.1 (0.4)

5
0
%

43.9 (15.0)

40 (13.8)

53.7 (16.3)

Difference

0.3

<.001

Mean (SD) or %



Gloria Castro Larrazábal
New York

June 10, 2024

TTAC Annual Spring Conference
Promoting 2-Generation Health during Infancy and the Perinatal Period: 

Synthesizing Clinical, Research and Policy Perspectives

Parental Mental Health During the Perinatal Period

Impact on Attunement and Attachment



Learning Objectives

• Attendees will describe the difference between Imaginary 
Baby, Symbolic Baby, and Real Baby.

• Participants will be able to identify at least three risk factors of 
untreated maternal/paternal mental health during the perinatal 
period.

• Attendees will be able to list three values of intervening during 
the perinatal period.



The transition from Pregnancy to Parenthood

• New parents hope:
- to be good parents, to love, to provide, to teach, to protect, 

and to ensure their child’s safety and security
- for a happy, healthy, and a successful child
- a child with more opportunities than they themselves had
- for a meaningful and a deep connection that will enrich their 

lives
• They are full of courage



• The more vulnerable parents their hope and courage are challenged

• Parents who:
- suffered assaults and adversities as children (Lieberman et al., 2015)

- grew up in families struggling with addiction and mental illness
- grew with a range of chronic, and toxic stressors (Shonkoff et al., 2012) such 

as severe poverty, overt and systemic racism, cultural oppression, and health, 
social, educational, and economic disparities

- building safe and loving relationships can be difficult



Beginning Prenatally

• Preventing later difficulties and promoting a range of health 
outcomes and improve mental health

• The more time spent making room for the baby – 
emotionally, physically, and relationally – the better (Lieberman, et 
al., 2020)

• Enhancing parents’ capacities to see and hear their babies. 
These capacities are essential to positive attachment, health, 
and mental health outcomes that are often challenged by their 
structural and personal stressors in their lives



“ The story of a human being does not start at five 
years or two, or at six months, but starts at birth – and 

before birth if you like ”

Winnicott, 1964, 1987



Perinatal Mental Health Psychotherapy
Outpatient and Inpatient

First Second Third

Labor
and

Delivery NICU
Postpartum 

Period

- 1- - 0 -
Trimesters

Pregnancy                
                                                                                           © Gloria Castro, Psy.D, 2015



Perinatal Period

• Pregnancy and the first 12 months postpartum
• It is a vulnerable time to experience new traumatic 

experiences (Grekin & Ohara, 2014) such as:
-  Life-threatening pregnancies complications
- Traumatic birth experiences

• It can be extremely stressful or retraumatizing for individuals 
with a past trauma histories, especially for those with a prior 
reproductive or interpersonal trauma history (Seng et al., 
2010; Banyard et al., 2001)



The U.S. is the only wealthy 
country in the world where 
maternal deaths are on the 
rise.

The most recent reports 
indicate that 60% of these 
deaths are preventable.

Preventable maternal 
mortality is both a form and 
a symptom of 
discrimination against 
*women, and it deprives 
women of their right to live 
a healthy life on a basis of 
equality with men.

 



 NYC 2008-2012

Severe Maternal Morbidity 
increased by more than 28%

Black women were most 
affected, with SMM rates 3x that 
of white women

Puerto Rican women and 
other Latinas also had higher 
rates

Rates were highest among 
women living in high poverty 
neighborhoods



Perinatal Mental Health

• To integrate reproductive social justice in mental health services

• To address psychological challenges and social disparities

• To integrate culturally attuned, family-oriented services that can 
repair and prevent the intergenerational transmission of trauma

• To collaborate between mental health services and primary care



Shift from 
Reproductive Justice 

to
Reproductive Health



Maternal Health Outcomes are Indicators of 
Broader Challenges

• Maternal mortality is both a form and a symptom of discrimination.

• Reproductive rights violations are informed by and reinforce 
discriminatory stereotypes, practices, and ideologies, perpetuating 
discrimination against already marginalized groups.

• Ensuring safe and respectful care during the perinatal period is a 
critical piece of the pathway towards racial and gender equity.



Maternal Mental Health:
 Social Justice Disparities

• Individual

• Health Care Provider

• The system of Care



Reproductive Justice Core Principles:

•  the right not to have a child; 
•  the right to have a child; and 
•  the right to parent children in safe and healthy environments.” 
• In addition: “reproductive justice demands sexual autonomy 

and gender freedom for every human being.”

                                                               Ross and Solinger (2017) 
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Reproductive Oppression

• It is the result of the intersections of multiple oppressions:
- Age
- Class
- Race
- Religion
- Sexual orientation



              Why Treatment in Pregnancy Matters: 
       A Developmental Psychopathology Perspective 

• Personal stresses
  -- Physiological processes
  -- Psychological transformations 
  -- Changes in intimate partner relationships
  -- Nature of risk and protective factors
• Sociological realities
   -- Maternal mortality in the U. S. doubled in last 30 years
   -- Disproportionate increase in Under-Represented Minorities (URM) groups
   -- Exponentially higher mortality rate in Black mothers and Black babies
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What is the value of interventions during the 
perinatal period?

Interventions begin in pregnancy and 
continue after the baby’s birth

Promote maternal and infant health and 
well-being

Address psychological challenges and 
social disparities

Enhance maternal reflective functioning 

Promote secure attachment



          Impact of Maternal Risk Factors on Babies 
• “Fetal Programming”
    Prenatal maternal stress is linked to alterations in fetal 
    development
    -- Placental-fetal stress physiology
    -- Newborn brain structure
    -- Respiratory Sinus Arrhythmia (RSA), marker of self-regulation
    -- Long-term risk for psychiatric conditions 
• Impact of unplanned/unwanted pregnancy and IPV on infant outcomes
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Perinatal Mental 
Health

- Infant Parent 
Psychotherapy

- Perinatal Mental 
Health 
Consultation

- Perinatal 
Child-Parent  
Psychotherapy



Perinatal Mental 
Health 

Perinatal Child Parent 
Psychotherapy



Perinatal Mental Health

• Underserved and poor resourced neighborhoods in San 
Francisco

• Develop more intensive, comprehensive services than those 
available at the time

• Infant-Parent Program and Child Trauma Research Program 
developed broad and deep levels of support, bringing together 
health and mental health care, relationships support, 
nondidactic developmental guidance, and concrete assistance 
in a single intervention



Perinatal Mental 
Health



Perinatal Mental Health Consultation
Continuity of Care

• Outpatient

- OB/GYN
- Pediatrics

• Inpatient

– Labor and Delivery

– Post Partum

– NICU

– Nursery

– ICU



Perinatal Mental 
Health Consultation

Continuity of Care



Perinatal Child-Parent Psychotherapy

       Perinatal Period

The time frame beginning in 
conception through the first year 
after giving birth.

It integrates culturally attuned, 
family-oriented services

It repairs trauma and prevents its 
intergenerational transmission 

Promotes emotional bonding prenatally 
and secure attachment postnatally

Ensures healthy infant development



Initial Clinical Goals:

• Establishing a parent’s sense of safety
• Helping the parents become more regulated and less 

defensive
• These will take us to the development of a strong working 

alliance with trust at its core
• This will lead us to reflection
• Support the pleasure of parenting



Enhancing Attachment and 
Reflective Parenting

Arietta Slade et al. 2023



Perinatal Period



Perinatal PTSD increases the risk for:

• Poor maternal and infant outcomes:
- Pre-eclampsia
- Gestational diabetes
- Preterm birth
- Increased likelihood of maternal and infant mortality (Shaw et al., 

2017)
• Maternal exposure to trauma during the perinatal period 

is associated with later child development delays (Moog et 
al., 2016; Ping et al., 2015)



Perinatal Period

Posttraumatic Stress 
Disorder

New or 
pre-existing  
trauma-rela
ted distress

Biological 
changes

Risk for 
difficult 
birthing

Hormonal 
changes



Traumatic Events

• Interpersonal:
- Physical Assault
- Sexual abuse

• Reproductive Trauma:
- Spontaneous Abortion
- Therapeutic Abortion
- Perinatal Loss: IUFD
- Fertility challenges



Screening for PTSD and Depression:

• Pregnancy: second and third trimester

• Postpartum:
- 1 month: coincides with typical timing of postpartum 
checkup (4-6 weeks)
- 3 month postpartum: they do not have care scheduled after 
the 4-6 period. Pediatricians can identify these women.



P-CPP after a Traumatic Birth

• Helps the mothers not only to cope with the previous loss and/or 
modify the effects of adverse life events, reduce the stress 
associated with the traumatic birth

• Promotes maternal role attainment
• Supports parents to create environments for their infants that are 

conductive to healthy maternal-infant interaction
• Enhance secure attachment



Parent-Infant (PI) Relationships

• The quality of P-I relationships during infancy and early 
childhood has lasting and significantly psychologically and 
biological impact on the developing child 

• Preterm and traumatic birth can cause a disruption in the 
development of the P-I bonding



Traumatic Birth

• Infants:
    - Neurologically and biologically more 
vulnerable to their environmental 
exposure
     - Less interactive, less engaged, and 
more easily dysregulated, as a result, of 
parental difficulties to read their cues
     - Less positive affect
     - Less responsiveness and 
engagement in a dyadic interaction

• Parents
    - Hard time to read infant’s cues

      - Hard time developing a sense of 
agency

     - Low sense of parental-efficacy

       - Difficulties bonding with their infant



Stages of Pregnancy

Perinatal Child-Parent 
Psychotherapy



Development

First
Trimester

Second
Trimester

Third
Trimester

Interventions

Explore if Pregnancy
was Planned and Wished

Explore Maternal
Attributions

Prepare to Meet
The Real Baby

Moth
er

Imag
inary
Baby

Sym
bolic
Baby

Real
Baby

© Gloria Castro, Psy.D 2015



Stages of Pregnancy

• First trimester: the woman is reacting to and assimilating the novel 
physical sensations and symptoms that are occurring. The baby is an 
abstraction and is experienced as an extension, or an additional part of 
herself (Ammaniti et al., 1992)

• Second trimester: with the aid of ultrasound (Piontelli, 1992) and the 
quickening, the woman can now feel the baby’s separate and distinct 
reality

• Third trimester: she reworks her emotional experience of the baby as an 
“insider” or “outsider” 



Creating Spaces

• A safe place to reflect
• A space to construct a narrative of their experience of 

pregnancy and making the transition to parenthood
• A space to speak about the unspeakable
• A space to become aware of the process of becoming a 

mother/father
• A space to welcome the baby



Early 
Interventions
Perinatal Child-Parent 

Psychotherapy



CLINICAL CASE
Ana, Ricardo, and Lily



Clinical Case

• Ana is a 21-year-old woman from Michoacan, Mexico, who 
was referred by her midwife. She is 20 weeks pregnant. 
Medical staff is concerned that she is not bonding with her 
baby

• She does not talk about her pregnancy
• She presents sad, tearful, unable to sleep, not enjoying 

activities that in the past she used to enjoy
• Ana reports that she is not sleeping well, and her appetite has 

decreased



Ana’s Family History

• At age three, her father left Morelia, Michoacan and moved to US 
to work in the field

• Client’s father visited his family in Michoacan twice a year
• Ana remembers feeling confused when her father would say good 

night and the following morning, her father had “disappeared”
• Her mother did not anticipate when her father was returning to 

California, and she had sleeping difficulties the following weeks
• Ana’s brother committed suicide in Michoacan when he was 

21-years-old
• Ana came to US at age 15 with her family to join his father
• She had an intrauterine fetal demise at 40 weeks of gestation



Ricardo’s Family History

• His father left him behind in Morelia, Mexico, when he was a 
5-year-old boy

• Ricardo’s father died in California in a car accident when he was 
15-years-old

• His brother had a long history of depression and committed suicide
• He became the support of his mother and sisters and came to 

California at age 15 to work
• After the loss of his first son, Roberto had severe physical 

problems on his back and shoulders that led him to disability



The Unborn Baby as a Carrier of the Past

• Ghosts in the nursery: linking the past with the present 
• Empathic insight-oriented interpretation to promote 

self-understanding
 “How difficult was for you to understand why your father 
disappeared when you were sleeping. You were only a little 
3-year-old girl.”
• Client self-reflect:

“Do you think that it is why I woke up so often while my baby 
was sleeping, to make sure my baby was not going away?”



Addressing Obstacles in Treatment:
Mistrust of the Therapist and Medical Staff

• “It is difficult to come to the hospital and meet with you?”
• What is the most difficult part to come to the hospital and 

meet with me?
• “It reminds me when I was pregnant last year and I used to come 

to the hospital, and then, my baby died before he was born.”
• I am wondering if not coming to the hospital for your prenatal 

care or meet with me, it is a way to protect yourself from 
experiencing difficult feelings that remind you when you lost 
your first baby.”



Clinical Formulation as Invitation to Treatment

• Making the connection between feeling lonely, unloved, confused, 
and abandoned by her father, and the anticipated pain of loosing 
her baby.

• “ I am afraid that my baby will die while she is sleeping!”
• It is now that you are beginning to understand how difficult was for you when 

you woke up as a little girl and your father had disappeared while you were 
sleeping

• You had another experience during your previous pregnancy. You were 
concerned about not feeling the movements of your baby. You went to sleep 
that night and the following morning the doctor informed you that your unborn 
baby had died.



Core Treatment: Deepening the Foundational 
Work

                         

• Back and forth between present, immediate past, and childhood loneliness, fear and rage: 
Seeking the emotional meaning of specific memories and fears

• “I always had the fear that if I allowed my baby to sleep, she would disappear. I had the 
need to constantly checking on her to make sure she was alive. I was unable to sleep, 
and my baby was not getting enough sleep. At times I wanted to run away and leave her 
behind. I was exhausted. I am feeling very bad that I had those thoughts of leaving my 
baby behind”.

• “And you did not leave her because you wanted to protect Lily from that impulse.”



Core Treatment

• Prenatal Visits:

– Addressing the loss of her first child before being born
– Supporting her to mourn the loss of her baby
– Mourning the loss of the “imaginary baby” and coping with the “real baby” she had who 

died before being born
– Welcoming the new “Real Baby” during this pregnancy

• Postnatal Visits:
– Triggers while baby was sleeping
– Addressing the triggers
– Supporting her to retrieve affect of earlier memories



Speaking the Unspeakable:
 Dispelling Harmful Beliefs

• Shame and self-blame are universal responses to trauma
               “I am bad” “I made it happen” “I will cause harm”

• Identifying and dispelling pathogenic beliefs is a core strategic in  
successful treatment regardless of theoretical orientation

• “It is such a relief to know that I was afraid of hurting my baby because I 
really want to protect her. That means that I really love her. I did not know I 
could feel that way.”



Making Room for Baby: Lily Joins the Family

• Matches and mismatches: Baby as individual
_ Mother’s perception of the baby
_ Father’s perception of the baby

• From dyad to triad
_ Maternal role

                  _ Paternal role
  
• Separate agendas: 

_ Tolerating ambivalence
  _ Coping with identity development
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     Making Room for the Real Baby

• Childbirth as a life-or-death experience 
• Baby as individual: how parents describe infant and their relationship to baby
• Enlisting coping skills and external help 

_ Co-physiological regulation 
_  How the newborn and the parents are adjusting to the new family constellation

•  Integrating separate agendas: Tolerating ambivalence
      “I want to run away and leave my baby behind”
      “I feel guilty because I wanted to leave her behind, and I know she needs me”
      “Dad can feed her with a bottle so I can rest”     
     

Copyright © 2020 Lieberman, Diaz, Castro & Oliver Bucio



Closing Phase

• Recapitulating Treatment
   “I can’t belief that there was a time when I was not taking care 
of myself and my baby during pregnancy.”

• Mindful Reflection
   “I still get tired and concerned about Lily, but I understand better 
where my fear is coming from.”

•  Anticipating the future
   “When she begins to walk and separates from me, I will be 
there for her if she needs me.”



Perinatal Mental 
Health

Theoretical Concepts to 
Consider



Dyadic Psychotherapy

• Trauma threatens the core 
of the attachment 
relationship

Traumatic
Experiences

Attachment

Protective Shield 
Shattered



Maternal Reflective Functioning

• The parent’s capacity to reflect upon or mentalize the child’s 
experience

• The parent’s capacity to envision or imagine, the child’s 
thoughts, feelings, desires, and intentions (Fonagy et al., 1995)

• This maternal capacity is linked with a number of positive 
outcomes:

- the security of the child’s attachment (Slade et al., 2005)

-  the quality of the parent-child interaction (Grienenberg et al., 2005)



Internal Working Model

• Based on ongoing interactions with their caregivers, infants develop 
internal working models of attachment relationships, patterns of 
interactions include images of the self as lovable or not, and images of the 
attachment figure as available or unavailable to meet the child’s needs 
(Holmes, 2001)

• Children use them to forecast the caregiver’s availability and 
responsiveness and to develop behavioral strategies that are used to 
maximize closeness to the mother

• These working models of attachment are thought to guide expectations 
about relationships throughout life 



Maternal Sensitivity

• Mother’s ability to detect, interpret, and respond to their 
infants’ emotional and physical needs, the quality of the 
parent-infant interactions, and patterns of attachment are 
important dimensions to understand.

• Sensitive parenting and high-quality parent-infant interactions 
are associated with:

- better neurocognitive, socioemotional, and language 
development, and higher academic achievement later in 
childhood.



Attachment

• Secure Attachment: The role the parents play for their 
infants in making them feel safe, secure, and protected is very 
important. The child who constantly receives sensitive, loving, 
and responding parenting use their parents as a safe- haven 
when feeling in danger and a secure base from which to 
explore their environment.



Ghosts In The Nursery
(Selma Fraiberg, 1989)

• The baby reminds the parents of “an aspect of the 
parental self that is repudiated or negated, for example 
a childhood memory of a rejecting parent.

• This unconscious “ghost” shapes the parent’s 
interaction with the baby who then got engulf in, and in 
distressed

• Maternal attributions to the infant



Angels in the Nursery: Strengths and Hopes

• “Angels” are those benevolent emotional experiences with primary 
love objects that bestow on the baby a sense of having been 
protected and cared for (Lieberman, et al., 2005)

• “Angels” are passed on to the next generation through the parent’s 
capacity to be a “good enough parent” to their own children 
(Winnicott, 1960,1065) 



QUESTIONS AND ANSWERS

                      
    Gloriacastropsyd@gmail.com

Thank you.
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Learning Objectives
1)    Identify different types of intimate partner violence and how it impacts 
survivors and their families.

2)    Compare and contrast strategies for engaging families with a history of IPV 
in traditional and non-traditional clinical settings.

3)    Recognize the challenges and best practices of implementing initiatives for 
caregivers and young children impacted by IPV.



Outline:
1. Intimate Partner Violence and Mental Health 
2. Impact on Perinatal Mental Health
3. Context Matters: Political Determinants of Health
4. Integrated Care: “Meet them where they are at”
5. Implications for Research and Policy



1. Intimate Partner Violence and Mental Health 



The Story of Anna

Anna is a 27-year-old divorced, remarried mother of 4 children (ages: 
14, 9, 4, and 2 years) living with her husband and three youngest 
children. She is undocumented, unemployed, and financially supported 
by her second husband.  She has a history of significant childhood 
abuse and sexual assault. She was married at 13 and after having her 
first child, she was trafficked to the United States, eventually escaping 
the situation and moved to New York City, where she met her now 
husband. 



Domestic Violence

Intimate Partner Violence

Animal 
Maltreatment
 and Abuse

Child Abuse

Elder 
Abuse Sexual Assault

Human Trafficking

Gender-Based 
ViolenceDomestic Terrorism



Intimate 
Partner 

Violence

“Intimate partner violence (IPV) is a 
serious, preventable public health 
problem that affects millions of 
Americans. Intimate partner violence 
includes physical violence, sexual 
violence, stalking and psychological 
aggression (including coercive 
tactics) by a current or former 
intimate partner (i.e., spouse, 
boyfriend/girlfriend, dating partner, 
or ongoing sexual partner)” 

https://www.cdc.gov/violenceprevention/intimatepartnerviolence



Forms of IPV



Forms of IPV



IPV Epidemiology

• Almost 1 in 2 women (47.3% or 59 million) and more than 2 in 5 men (44.2%) have experienced 
some form of physical violence, sexual violence, and/or stalking by an intimate partner in their 
lifetime (Leemis et al, CDC NISVS Survey, 2022) 
• Women are also 5x more likely to be killed by a current or former partner (Stockel, Lancet, 2013)

• Women between the ages of 18-24 are most commonly abused by an intimate partner (Truman et al, 2014) with 75% 
being abused before 25 yo and 25% before age 18 (Leemis et al, CDC NISVS Survey, 2022) 

• Strangulation is common: US prevalence of 27-68% among IPV victims (Mcquown, et al. 2016) 

• 7.5x more likely of becoming a homicide victim (Glass, et al, 2008)

• Homicide is a leading cause of pregnancy-associated maternal mortality (Palladino, 2011) 

• People from marginalized communities (LGBTQ, people of color, undocumented, HIV, 
disabilities) experience IPV at rates equal to or higher than general population
• IPV in specific ways and face unique challenges and barriers to resources (Rowther, Berry, & Fitelson, Advances in Psychiatry 

and Behavioral Health, 2023)

• Comorbidity with sexual assault, human trafficking and IPV: power and control 
• Revictimization is common: those who reported sexual violence pre-college were three times more likely to 

report sexual assault on campus (Mellins et al, 2017)



2. Impact on Perinatal Mental Health



The Story of Anna

Anna exhibited symptoms of both major depressive disorder (MDD) and 
post-traumatic stress disorder (PTSD), including low self-esteem, 
insomnia, irritability, anger, anhedonia and sadness, as well as 
hyperarousal, re-experiencing symptoms, and avoidance behaviors. 
She expressed passive suicidal ideation but denied active ideation and 
had strong protective factors. 

Anna was fearful of allowing her children out of her sight. At home, she 
kept the window shades down at all times, and her children did not 
engage in any extracurricular activities or play dates without her 
presence. The older child at home was starting to ”act out” in school, 
with frequent fights and falling grades, and was recommended by the 
school counselor for mental health evaluation. 



Impact on Psychological Health of Mother

• Post Traumatic Stress Disorder (PTSD)
• Major Depression (inclusive of postpartum depression)
• Anxiety Disorders
• Substance Use Disorders
• Suicide/Self Harm
• Sleep Disorders
• Comorbidity
• Dose dependent and severity of abuse
• Lifetime prevalence among psychiatric inpatients ranged from 30% to 60% (Howard 2010)

Sardinha et al, Lancet 2022; Oram et al, Lancet 2022



Impact on Health of Fetus and Baby

• Delays in prenatal care
• Low birth weight
• Premature birth
• Rupture of uterus
• Loss of baby
• Kinsella & Monk, 2009: altered stress response system in fetus. “Fetuses are 

conditioned by the stimuli in their prenatal environment to be better prepared for 
what they will encounter postnatally” 

Okuda M, Olfson M, et al. Mental health of victims of intimate partner violence: results from a National Epidemiologic Survey. Psych Serv. 2011;  Stockl et al, The global prevalence of intimate partner 
homicide: a systematic review. Lancet. 2013;  Petrosky, E., et al., Racial and Ethnic Differences in Homicides of Adult Women and the Role of Intimate Partner Violence - United States, 2003-2014. MMWR 
Morb Mortal Wkly Rep, 2017. ; Casey EA, Querma K, Masters NT, et al. Patterns of intimate partner violence and sexual risk behavior among young heterosexually active men. J Sex Res. 2016; 
Bloomberg.coml 2020



‹#›

Maternal IPV and Child Outcomes 
Developmental Age Child Outcomes

Prenatal to Toddlerhood (0-2yo) 64% initially witness IPV at this age
Insecure and disorganized attachment style
Difficult temperament (fussy, irritable behavior and difficulty soothing, poor sleep) 
Behavioral functioning (odd sounds, repetitive movements) 
1 yo children at least one symptom of  PTSD (rated by mother using The DC 0-5 Criterion) 
Physical Health (asthma, cortisol dysregulation, frequent illness)

Preschool Age (3-6yo) Delay in meeting language, fine-motor adaptive milestones by age 3 
Difficulty forming secure attachments to their mothers 
Language delay
Sadness, withdrawal, isolation
Poor executive functioning skills in preschool 

School Age (6-12yo) Bullying, Poor emotional competence; developing and maintaining friendships 
Internalizing/Externalizing symptoms, Depression, Anxiety, PTSD 
Learning, testing, cognitive difficulties

Adolescence (13-18yo) Externalizing, internalizing symptoms, PTSD, cognitive difficulties, decreased social competence 
Being bullied and bully perpetration 
Engaging in risky health behaviors and other physical health consequences (Substance abuse, gang 
involvement, running away) 
Teen dating violence



Mental Health Effects of IPV in Children/Adolescents

• Intergenerational transmission of trauma
– Risk of becoming a perpetrator or victim

• Harm to children: both indirect and direct effects
– 1/3 of children who witness IPV are abused themselves
– Influence on caretaker’s parenting style

• Relational PTSD
• Maternal symptoms can act as a moderating effect, 

mediating effect, or compounding effect 

Kitzmann, Gaylord, Holt, & Kenny, 2003; Holt, Buckley, & Whelan, 2008; Wolfe, Crooks, Lee, 
McIntyre-Smith, & Jaffe, 2003; 
Graham-Bermann & Levendosky, 1998; Levendosky, Bogat, & Martinez-Torteya, 2013; Kernic, 
Wolf, Holt, McKnight, Huebner, & Rivara, 2003; Hamby et al, 2010; Howell et al, J Inj Violence, 
2016)



Traumatic Event 
(Child Exposure)

Maternal Response

Child Symptoms
(intensifies or reduces in 

magnitude)

Relational PTSD
Moderating Effect

Adapted from Erica Willheim, 2024



Traumatic Event 
(caregiver only)

Maternal Symptoms

Child Symptoms
(exist only because of 

maternal trauma

Relational PTSD
Mediating Effect

Maternal Response

Adapted from Erica Willheim, 2024



Traumatic Event 
(child and caregiver 
exposure)

Maternal Symptoms

Child Symptoms
(child symptoms in turn 

exacerbate maternal 
symptoms)

Relational PTSD
Compound Effect

Maternal Response

Adapted from Erica Willheim, 2024



3. Context Matters: Political Determinants of Health



The Story of Anna

Because Anna was undocumented, she had limited access to care 
and support from governmental agencies and hospitals. She was 
dependent on her husband financially and whatever money she made 
with odd jobs, she had to give to her husband. She did not have 
adequate healthcare and was found to have a history of an 
autoimmune disorder that was poorly treated. She also had limited 
access to birth control or other reproductive rights. She also faced 
discrimination due to speaking her primary language and even 
reported that her children translated often for her at events. 



• Indirect and direct 
exposure to racism affects 
social-emotional 
development

• Maternal exposure to 
racism impacts infant and 
early childhood mental 
health

• Mediated by maternal 
depression 

• At higher levels of 
maternal exposure to 
trauma, indirect effect of 
maternal experiences of 
racism on childhood 
depression 



Racism and Perinatal and Early Childhood Mental Health
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Political Determinants of Health 

The Social Determinants of Health? Time to Focus on the Political 
Determinants of Health!

May 2019



Barriers Faced at every level of socioecological influence
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4. Integrated Care: “Meet them where they are at”



The Story of Anna

Although with limited resources, Anna came to the Family Justice 
Center—a free, walk-in center that offers social and legal services to 
help survivors of domestic violence, elder abuse, and sex 
trafficking—seeking legal services as she was trying to locate her 
14-year-old child, who to her knowledge was living in another state 
with her ex-husband. She was referred by her attorney to mental 
health services as she expressed significant distress in the process 
of providing information to apply for a nonimmigrant status “U-visa” 

The psychiatrist started Anna on a low-dose selective serotonin 
reuptake inhibitor (SSRI), which helped with her low mood, sleep, 
and reduced some of her hypervigilance symptoms and panic. She 
also began working with the psychotherapist and over the next 10 
months, initially in skills-based working using Seeking Safety model, 
and later using exposure techniques, 



Op-Ed https://www.overtureglobal.io/st
ory/a-call-to-action-mental-healt
h-and-domestic-violence

https://www.overtureglobal.io/story/a-call-to-action-mental-health-and-domestic-violence
https://www.overtureglobal.io/story/a-call-to-action-mental-health-and-domestic-violence
https://www.overtureglobal.io/story/a-call-to-action-mental-health-and-domestic-violence


Addressing client barriers to accessing mental healthcare by the 
H+H Family Justice Center Mental Health Collaboration. 

Berry et al, Medicine, Science, and the Law, 2023



H+H Domestic and Gender-Based Violence Programs

Family Justice Center 
Mental Health Program (FJCMHP)

Domestic Violence Shelter 
Mental Health Initiative (DVSMHI)

▪ A collaboration between NYC Health + Hospitals 
(H+H) and the NYC Mayor’s Office to End 
Domestic and Gender-Based Violence to provide 
mental health services to adults within the 5 
Family Justice Centers in NYC

▪ The 5 FJCs are resource centers with legal and 
advocacy services for survivors of domestic 
violence, sex trafficking, and elder abuse. 

▪ The FJCMHP offers free, culturally, and 
trauma-informed services by a team of 
psychiatrists, psychologists, and social workers 
integrated within the FJC setting to primarily adult 
survivors.

▪ A collaboration between NYC Health + Hospitals 
(H+H), the NYC Department of Human 
Services/Human Resource Association 
(DHS/HRA), and the Office of Community Mental 
Health to increase access to mental health 
services for  the10,000 children, teens, and 
adults in the 55 domestic violence shelters across 
all 5 boroughs in NYC

▪ The DVSMHI provides universal screening of 
adults and children, and offers free, culturally and 
trauma-informed services by a multidisciplinary 
team of adult and child psychiatrists, social 
workers, and peer counsellors, on-site at 
shelters, at H+H sites, and/or via telehealth.



Vision
Our vision is for NYC Health + Hospitals to become leaders 

in delivering high-quality, culturally and trauma-responsive, 

accessible, safe, innovative, and sustainable behavioral 

health services for families that are at risk for violence who 

reside in the community and in DV shelters 
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Workforce 
Development 

Health Equity

Changing 
Culture



Family Justice Center 
Mental Health Program
30% with children under 5 years of age
27% AA, 64% Latinx, 9% White
92% Below Federal Poverty Line
73% Housing Insecurity
83% Immigrant Status
30% Primary Language other than English
Mean Childhood ACE score 9.2

5 FJC sites across NYC
300 survivors served annually

Domestic Violence Shelter 
Mental Health Initiative
70% with children under 5 years of age

55 shelter sites across NYC
10,000 survivors served annually

Population Served:
Demographics &
Locations



Announcements (May 2023)



Services

• Adult and child psychiatrists, psychologists, social workers
• All services are free (no billing)
• Free, culturally and trauma-informed services 
• Universal screening of adults and children 
• Triage to short-term mental health evidence-based 

interventions (~3-9mos time frame)
• Psychopharmacologic treatment 
• Psychotherapy

– Individual Treatment 
– Group: skills based

• Extensive support and training to FJC and DVS staff
• Mental Health 101
• Suicide evaluation/crisis protocol development 
• Grounding/de-escalation techniques
• Vicarious Trauma
• Childhood Trauma

216Division/Department



“Expanding Access to Trauma-Informed 
Parent-Child Mental Health Care 
in NYC Family Justice Centers” 
NCTSN Category III - Direct Service Grant (2021-2026)

An innovative direct-service model for urban cross-system 
collaboration that increases access to mental health screening, 
referral, and provision of evidence-based, trauma-informed, 
multi-generational, mental health care for IPV exposed children 
ages birth to five and their IPV-survivor caregivers with an identified 
mental health disorder. 



“I am now 7 months into being a single mother, 
and I’m starting to get comfortable in the role. My 
self worth is often tied to my son and how I 
interact with him. But therapy has definitely 
helped. I see myself being more patient, not 
having short outbursts, instead dealing with 
things productively, a step at a time. I think it has 
definitely changed things. I am different with him. 
I am working on my feelings about being a 
mother. “[MH clinician] said something that 
changed my life”. [MH clinician] said to me, “as a 
mother I have all the power”. Maybe I can’t 
control what other people do, but I can be that 
rock. I can use my pain to strengthen myself and 
strengthen my son. I can be there for him 
always. This helped me so much. But yes, he’s 
doing so well. It feels so good that he’s doing so 
well, he’s “thriving.” I feel really good about that.” 

92% reported 
improvement in 
relationships with 
family/children and 
parental efficacy 

~80% report 
improvement in 
depressive symptoms 
(PHQ-9)
~82% report 
improvement in anxiety 
symptoms (GAD-7)
~75% report 
improvement in PTSD 
symptoms (PCL-5)



5. Implications for Research and Policy



Background and Significance

Developmental Origins of Health and Disease (DOHaD)

A theory that calls attention to the importance of the prenatal period in shaping 
risk for emergence of later disease



• how environments alter networks
• how alterations in networks (even before birth) may signal that a child is at 

enhanced risk for developmental disorder or delay



▫ A national initiative funded by NIH: HEALthy 
Brain and Child Development (HBCD)

▫ The largest study of child development of its 
kind (N~8000) followed prenatally to 
approximately ~age 10

▫ Will map multiple aspects of child 
development, from behavior to biome to brain

▫ Emphasis on adversity: families from social or 
economically disadvantaged contexts and those 
that face the challenges of mental health 
and/or substance use disorder(s)

▫ Adverse and protective measures to guide 
policies and promote well-being and resilience 

WHAT IS HBCD?



Domains of Assessment

Substance and other risk 
and protective factor 

exposures

Behavioral, 
observational, and 

neurocognitive 
assessments

Wearable biosensors 
for heart rate (HR), 

HR variability, 
sleep/wake cycles, 

and physical activity

Biospecimens for 
substance use, 

genomic, 
epigenomics, 

nutrition, toxins, and 
COVID-19

MRI for structural, 
diffusion, resting 
state connectivity, 

and 
MR spectroscopy

EEG for baseline, 
auditory evoked 
potential, visual 

evoked potentials, 
and face-object ERP 

task





▫ Housing insecurity and homelessness
▫ Food insecurity
▫ Intimate partner violence
▫ Trauma history
▫ Lack of reliable access to technology
▫ Legal risks
▫ Involvement of Child Protective Services
▫ Substance use
▫ Lack of reliable access to medical care

CHALLENGES WE MAY ENCOUNTER



Engaging communities in research
• Research Design

• Involve community partners
• Strength-based framework to highlight 

resilience vs deficits
• Tailor research design and materials to target 

population
• Research staff who are from similar 

backgrounds of target population 
• Data Collection 

• Reduce barriers to participation
• Invest time explaining research process 
• Increase competency of cultural 

competence/humility
• Consult with community experts

• Post Data Collection 
• Give back to the participant community 
• Disseminate information  



THE FUTURE

Political 
determinants

Precision 
Medicine

Multi-disciplin
ary research 
and clinical  
approaches



5. Summary and Conclusion  



The Story of Anna

Over the next 10 months, Anna was able to complete the application 
for her “U-Visa.” She reported significant improvement in all 
depressive and PTSD symptoms as well as in her ability to function as 
a a parent. She began attending financial empowerment groups, and 
subsequently dropped out of treatment after she found part-time 
employment.



Hope is a 
whisper of yes 
when the 
world says 
no…



Questions/Comments
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Who We Are
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We are a nonpartisan 
research center at 
Vanderbilt University. 

We aim to accelerate states’ 
equitable implementation of 

evidence-based policies that 
help all children thrive from 

the start.

What We Do
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Importance of Optimal Brain Development and Health

235

Safe, stable, 
stimulating, nurturing 
interactions between 

an infant and a parent 
or caregiver promote 

optimal brain and 
body development

Our health and 
wellbeing prenatally 

and in the first 3 
years of life affect all 

future learning, 
behavior, and 

health 

The absence of a 
comprehensive 

system of support 
can compromise a 

child’s ability to learn 
and grow throughout 

life
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State Policy Choices Shape Opportunities
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State policy choices can 
empower parents and support 

children’s healthy 
development.

We must care for the 
caregivers so that they can 

care for the children.

Variation in state policy 
choices leads to a patchwork 

of supports for families, 
depending on where they 

live.

Systems of support require a 
combination of broad based 

economic and family supports 
and targeted interventions.
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Prenatal-to-3 Policy Goals
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Access to Needed 
Services

Parents’ Ability to Work
and Provide Care

Sufficient Household 
Resources

Healthy and Equitable 
Births

Parental Health and 
Emotional Wellbeing

Nurturing and Responsive 
Child-Parent Relationships

Nurturing and Responsive 
Child Care in Safe Settings

Optimal Child Health and 
Development
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State 
Prenatal-to-3 
Outcome 
Measures

NEW YORK
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State 
Prenatal-to-3 
Outcome 
Measures

NEW YORK
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Expanded Income Eligibility for 
Health Insurance

Refundable State Earned Income 
Tax Credit of at Least 10%

Paid Family and Medical Leave 
for Families With a New Child

State Minimum Wage of $10.00 
or Greater

Prenatal-to-3 State Policy Roadmap

24
0

Reduced Administrative Burden 
for SNAP

Group Prenatal Care

Comprehensive Screening and 
Connection Programs

Child Care Subsidies

Community-Based Doulas

Early Intervention Services

Evidence-Based Home Visiting 
Programs

Early Head Start

STRATEGIESPOLICIES

Solution impacts maternal mental health or perinatal health outcomes
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Prenatal-to-3 
State Policy 

Roadmap

The alignment of policy goals, 
evidence-based policies and 

strategies, and outcomes that 
illustrate the wellbeing of 

children and families
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The 
Prenatal-to-3 

System of Care 
in New York

2023
Roadmap 
Summary

(as of 
October 1, 2023)

New York
2023 New York Roadmap Summary of Policies



@pn3policy   #pn3policy

243

The 
Prenatal-to-3 

System of Care 
in New York

2023
Roadmap 
Summary

(as of 
October 1, 2023)

New York
2023 New York Roadmap Summary of Strategies
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Effective Policies to Improve Maternal Mental Health
Implementing paid family 

leave led to:
Expanding Medicaid 

access led to:

✔ A 10.9 percentage point 
decrease in the likelihood 
of severe psychological 
distress for parents with a 
higher Medicaid income 
threshold.

✔ A decrease in the likelihood 
of experiencing postpartum 
depressive symptoms.

244

✔ A 5.3 percentage point 
increase in the number of 
parents who reported 
coping well with the 
day-to-day demands of 
parenting. 

✔ A 12 percentage point 
decrease in parental 
consumption of any 
alcohol. 

Setting tipped wages at 
the same level as full 
minimum wage led to:

✔ A 19.7% reduction in 
prenatal poverty-related 
stress scores among 
unmarried women of color 
with no college degree.
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Effective Policies to Improve Maternal Mental Health
Participation in 

comprehensive screening 
and connection programs 

led to:

Increasing the generosity 
of the earned income 

tax credit (EITC) led to:

✔ A 4% reduction in the 
likelihood that married 
mothers reported poor 
mental health days in the 
past month, and a 4.7% 
reduction for unmarried 
mothers, for a $1,000 
increase.

✔ A 3% to 4% reduction in 
state suicide rates (for a 
10% or greater credit).
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✔ A reduction in disparities 
between Black and White 
mothers in Family Connects 
in maternal anxiety by 
48.3% and maternal 
depression by 43.5%.

✔ An 8.3 percentage point 
decrease in reported clinical 
anxiety among mothers in 
Family Connects.

Participation in 
Group Prenatal Care led to:

✔ A 31% reduction in the 
number of cases of probable 
depression for women in 
group prenatal care.

✔ An increased likelihood that 
high-stress women 
experience fewer depressive 
symptoms in the postpartum 
period.
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Effective Policies to Improve Maternal Mental Health

Participation 
in Early Intervention led to:

Participation in 
Early Head Start led to:

✔ Less parenting stress, 
less family conflict, and 
more positive and 
emotionally responsive 
home environments at age 2.
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✔ Mothers of low birthweight, 
premature infants who received 
EI services scored significantly 
higher on scales of maternal 
self-confidence and maternal role 
satisfaction than control groups.
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41
states have 
implemented 
the Medicaid 
expansion 
under the 
Affordable Care 
Act.

Medicaid 
Expansion

State has newly implemented the 
policy since October 1, 2022

State implemented the policy after 
October 1, 2023
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How Does 
Medicaid 
Expansion 
Impact PN-3 
Outcomes?

Medicaid 
Expansion
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Parents’ 
Medicaid 
Income 
Eligibility 
Limits as a 
Percentage 
of the 
Federal 
Poverty 
Level

Source: Expansion status: As of 
October 1, 2023. Medicaid state 
plan amendments (SPAs) and 
Section 1115 waivers; Income 
eligibility limits: As of October 1, 
2023, KFF, Georgetown University 
Center for Children and Families, 
Medicaid SPAs (South Dakota).

Medicaid 
Expansion

138%
138%
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% 
Low-Income 
Women of 
Childbearing 
Age Without 
Health 
Insurance

Low income
<= 138% Federal 
Poverty Level

Source: 2021 American Community 
Survey (ACS) 1-Year Public Use 
Microdata Sample (PUMS).

Medicaid 
Expansion

10.7%
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Additional Medicaid Efforts in New York

Statewide Perinatal Health 
Initiatives:

Access to Health Care Coverage:

✔ Pregnant people and individuals up to 
12 months postpartum are eligible for 
pregnancy Medicaid (223% of FPL).

✔ Seeking CMS approval for continuous 
eligibility for children ages 0-6. 

✔ S.2237B would expand eligibility for 
Basic Health Plan to people 19 and 
older who do not qualify due to 
immigration status - passed the Senate.
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✔ NY Medicaid covers doula care as of 
March 1, 2024.

✔ NY Medicaid covers one postpartum 
home visit.

✔ NY Office of Mental Health announced 
additional funding opportunities to 
support HealthySteps.

✔ Adding comprehensive screenings for 
social care needs under NYHER 
Section 1115 Waiver in late 2024.
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10
states have 
implemented 
a statewide 
paid family 
leave
program.

Paid Family 
Leave

State has newly implemented the 
policy since October 1, 2022

State will implement the policy 
after October 1, 2023; CO 
implemented the policy 1/1/24
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How Does 
Paid Family 
Leave Impact 
PN-3 
Outcomes?

Paid Family 
Leave
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How Does 
Paid Family 
Leave Impact 
PN-3 
Outcomes?

Paid Family 
Leave
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Projected Paid 
Family Leave 
(PFL) Benefits 

Based on 
National Median 
Earnings for 
Full-Time 
Workers

Paid Family 
Leave

Notes: Estimates calculated using state 
parameters as of January 1, 2024. An 
"*" indicates estimated benefits based 
on policy guidelines; paid family leave 
programs in these states are not yet 
fully implemented and workers 
cannot not yet receive these benefits. 
Benefit estimates are pre-tax estimates 
based on median earnings for full-time 
female workers in the state, estimated at 
2022 levels. Weekly totals may not 
precisely add to total benefits because 
of rounding.
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30
states have 
implemented 
a minimum 
wage of 
$10.00 or 
greater.

State Minimum 
Wage

State has newly implemented the 
policy since October 1, 2022

State implemented the policy after 
October 1, 2023

$15.00 per hour
The current state minimum 
wage in New York is $15.00.

The current minimum wage 
in NYC and surrounding 
areas is $16.00. 
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How Does 
State Minimum 
Wage Impact 
PN-3 
Outcomes?

State Minimum 
Wage
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State Hourly 
Minimum 
Wages as of 
October 2023 
(Nominal)

State Minimum 
Wage

$14.20*

*As of January 1, 
2024, New York’s 
state minimum 
wage increased to 
$15.00 per hour
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23
states have 
implemented 
a refundable 
EITC of at 
least 10% of 
the federal 
EITC.

State Earned 
Income Tax 

Credit

State has newly implemented the 
policy since October 1, 2022

State has implemented the policy 
after October 1, 2023
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How Does 
State Earned 
Income Tax 
Credit Impact 
PN-3 
Outcomes?

State Earned 
Income Tax 

Credit
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Variation 
Across States 
in EITC 
Generosity and 
Refundability

State Earned 
Income Tax 

Credit

% = value of the state EITC as a percentage of federal EITC

30%

Tax year 2023, 
as of October 1, 2023
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COMPREHENSIVE SCREENING AND CONNECTION PROGRAMSSTRATEGY
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How Do 
Comprehensive 
Screening and 
Connection 
Programs 
Impact PN-3 
Outcomes?

Comprehensive 
Screening
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GROUP PRENATAL CARESTRATEGY
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How Does 
Group 
Prenatal Care 
Impact PN-3 
Outcomes?

Group Prenatal 
Care
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Number of 
Centering
Pregnancy 
Sites Across 
States

Group Prenatal 
Care

Source: As of 2023. 
Centering Healthcare 
Institute Inc.

14
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COMMUNITY-BASED DOULASSTRATEGY

New York and Massachusetts now also cover and reimburse community-based doula services under 
Medicaid. Among other states, New York now funds a grant program to support recruitment, training, 
support, and mentorship of community-based doulas.

As of October 2023: 



@pn3policy   #pn3policy

268

How Does 
Community-B
ased Doulas 
Impact PN-3 
Outcomes?

Community-Base
d Doulas
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Community-Base
d Doulas

Maximum 
Medicaid 
Reimbursement 
Rates for Doula 
Services

As of June 2024
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Community-Base
d Doulas

Covered 
Services Under 
Medicaid 
Beyond Labor 
and Delivery
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EARLY HEAD STARTSTRATEGY
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How Does 
Early Head 
Start Impact 
PN-3 
Outcomes?

Early Head Start
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Estimated % 
of 
Income-Eligi
ble Children 
With Access 
to Early 
Head Start

Early Head Start

Sources: 2021 Office of 
Head Start, Early Head Start 
Notice of Award data and 
2019-2021 American 
Community Survey (ACS) 
Public-Use Microdata 
Sample (PUMS). 5.1%

9.7%
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EARLY INTERVENTION SERVICESSTRATEGY
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How Do Early 
Intervention 
Services 
Impact PN-3 
Outcomes?

EI Services
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Cumulative 
% Children 
Under Age 3 
Receiving EI 
Services

EI Services

Sources: Cumulative % served 
in EI & Point-in-Time % served: 
As of 2021-2022. US 
Department of Education, 
EDFacts Metadata and Process 
System (EMAPS) and US 
Census Population Estimates; 
% babies born low birthweight: 
Vital Statistics from CDC 
WONDER 2021 Natality.

*Maryland does not have a 
value for the cumulative 
percent served under age 3 
because data were flagged 
due to questionable quality. 
0.0% is displayed for the 
purpose of graphics.

8.7%
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How do the effective policies interact to determine 
the level of household resources families have 
available to provide for their children?
• Assumptions for the simulation

• Single mother family, with an infant and toddler
• She works full time, full year at the state’s minimum wage
• She leaves her children in center-based child care, that 

charges the 75th percentile of the market rate

277

Single mother with an infant and toddler

She works full time all year, and earns the state’s 
minimum wage

She receives the benefits she is eligible for and 
files her taxes

She takes 12 weeks of leave following her 
infant’s birth

She sends her children to center-based care that 
charges the 75th percentile of the market rate

Lina

Policy Impact Calculator: Assumptions
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The Impact of State Policy Choices on Family Resources Across States
Total Annual Resources = Annual Minimum Wage Earnings + PFL + Net Federal and State Benefits - Out-of-Pocket Child Care Expenses

*State has not expanded eligibility for Medicaid under the ACA
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The Impact of State Policy Choices on Family Resources in New York
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The Impact of State Policy Choices on Family Resources in New York
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The Impact of State Policy Choices on Family Resources in New York
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The Impact of State Policy Choices on Family Resources in New York
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The Impact of State Policy Choices on Family Resources in New York
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The Impact of State Policy Choices on Family Resources in New York
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The Impact of State Policy Choices on Family Resources in New York
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The Impact of State Policy Choices on Family Resources in New York
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Summary
•The prenatal-to-3 period of development sets the stage for 
lifelong health and wellbeing.

•Many children lack the opportunities and rights they 
deserve for a healthy start, and these children are 
disproportionately children of color.

•State policy choices can reduce family stressors and 
increase capacities, which have substantial impacts on 
health and wellbeing over the life course.
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