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Abstract
Trauma exposure is strongly linked to maternal posttraumatic stress disorder
(PTSD) and depressive symptoms during the perinatal period; however, child-
hood trauma exposure is often assessed without accounting for adult exposure.
This study tested the unique impacts of childhood and adulthood trauma expo-
sure on PTSD and depressive symptoms among pregnant women (N= 107, 82.9%
Latina) enrolled in a nonrandomized intervention study. Regression analyses at
baseline showedpositive associations between trauma exposure andPTSD symp-
toms irrespective of trauma timing, childhood: B = 1.62, t(91) = 2.11, p = .038;
adulthood: B= 2.92, t(91)= 3.04, p= .003. However only adulthood trauma expo-
sure, B = 1.28, t(94) = 2.94, p = .004, was positively associated with depressive
symptoms.Mixed-effects analyses of variance revealed interaction effects of time
and adulthood trauma exposure, indicating that women with high degrees of
adulthood trauma exposure had higher baseline levels of PTSD, F(1, 76.4)= 6.45,
p= .013, and depressive symptoms, F(1, 87.2)= 4.88, p= .030, but showed amore
precipitous decrease posttreatment than women with lower levels of adulthood
trauma exposure. These findings support the clinical relevance of assessing both
childhood and adulthood trauma exposure during the perinatal period given
their impacts on baseline symptoms and psychotherapy response.

Over 75% ofwomen experience at least one traumatic event
by the time they become pregnant (e.g., Powers et al., 2020;
Seng et al., 2009). Low-income and ethnically/racially
minoritized communities are disproportionately exposed
to adverse social determinants of health (e.g., economic
instability, neighborhood safety concerns, systemic barri-
ers to resources), which are, in turn, associated with the
risk for trauma exposure (Magruder et al., 2017). Thus, low-
income pregnant women and those from racial/ethnic-
minority backgrounds are likely to have rates of trauma
exposure that exceed the already high general prevalence
rate.
Trauma exposure is increasingly assessed during the

perinatal period due to its strong associations with adverse

mental health outcomes (Hopkins &Hellberg, 2021). How-
ever,much of the research has focused on trauma exposure
in childhood. Meta-analytic work combining data from
15 studies of over 7,700 women in the perinatal period
showed that experiencingmore types of adverse childhood
events was linked with perinatal depressive and anxiety
symptoms (Racine et al., 2021). Childhood trauma expo-
sure is also associated with posttraumatic stress disorder
(PTSD) symptoms in pregnancy (Atzl et al., 2019) and the
postpartum period (Oh et al., 2016).
Conceptual models of trauma exposure in pregnancy

posit that adult adversities can take priority over traumatic
childhood experiences because they pose more immediate
accompanying safety concerns during a developmental

178 © 2023 International Society for Traumatic Stress Studies. wileyonlinelibrary.com/journal/jts J. Trauma. Stress. 2024;37:178–186.

https://orcid.org/0000-0002-5074-736X
https://orcid.org/0000-0001-9855-8130
mailto:Carolyn.ponting@ucsf.edu
https://wileyonlinelibrary.com/journal/jts
http://crossmark.crossref.org/dialog/?doi=10.1002%2Fjts.22989&domain=pdf&date_stamp=2023-10-31


TRAUMA EXPOSURE AND PERINATAL MENTAL HEALTH 179

stage particularly focused on self-preservation (Seng,
2002). Accumulating evidence supports the contribution
of adulthood trauma exposure to adverse mental health
outcomes on top of the contribution of childhood expo-
sures. In a large pregnancy cohort study (N = 3,362),
counts of both childhood and adulthood trauma were
found to be better predictors of depression and anxiety
than either predictor alone (Plamondon et al., 2021).
Presently, trauma screening practices favor assessing
childhood exposure (Lewis-O’Connor et al., 2019), but
these results suggest that comprehensive assessment
of trauma exposures that occur in both childhood and
adulthood may best identify women at the highest risk for
symptoms of perinatal depression or PTSD.
Additionally, there is conflicting evidence regarding

the impact of trauma exposure on psychotherapy out-
comes. Some studies have found that experiencing more
trauma types during childhood enhances the effects of psy-
chotherapy in pregnancy (Reuveni et al., 2021), whereas
psychotherapy trials with nonpregnant adults have shown
an association between the endorsement of more child-
hood trauma types and worse treatment outcomes (e.g.,
Giampetruzzi et al., 2023). In this secondary analysis of
a nonrandomized clinical study of low-income women
seeking psychotherapy for perinatal PTSD, we hypothe-
sized that both childhood and adulthood trauma exposure
types would be uniquely and positively associated with
PTSD and depressive symptoms at treatment baseline.
Exploratory analyses examining whether these trauma
exposure types moderated symptom outcomes following
treatment were also conducted.

METHOD

Participants

Participants were 132 pregnant women identified by social
workers at a university-affiliated urban hospital in Cali-
fornia during routine prenatal care appointments. Social
workers provided study information to patients who met
the following eligibility criteria: (a) Spanish- or English-
speaking, (b) 18 years of age or older, and (c) current or past
experience with intimate partner violence (IPV). Patients
with intellectual disability, current psychosis, or ongoing
substance use were excluded. Interested women provided
verbal consent to be contacted by study staff to verify eligi-
bility, discuss study details, and review the study consent
form.
A total of 132 women consented to treatment and were

scheduled for their baseline assessment. Ten women were
excluded from the study because they delivered their
babies before completing baseline assessments, and an

additional 15 women were excluded from this secondary
analysis because they did not complete a trauma history
interview. Of the 107 remaining women (Mage = 27.5,
SD = 5.7, range: 18–40), 16 (15.0%) discontinued engage-
ment during the baseline assessment, and 27 (25.2%)
discontinued engagement during active treatment, leav-
ing 64 women with both pre- and postintervention data.
These attrition rates are within the expected range for
perinatal intervention studies with low-income women
(Ponting et al., 2020) and relate to engagement challenges
in the context of unstable housing, employment, access
to a working phone, childcare availability, and pregnancy-
specific complications (e.g., physical discomfort getting to
the clinic). Most women enrolled in their second trimester
of pregnancy (Mweek s = 26.9, SD = 9.0); were immi-
grant Latinas, primarily from Mexico, El Salvador, and
Guatemala; and received therapy in Spanish. For detailed
demographic characteristics, see Table 1.

Procedure

Study design and approval

This study represents a secondary analysis of a clinical
effectiveness study testing a psychological intervention
delivered to women during the perinatal period using a
nonrandomized, one-group pre–post treatment (i.e., no
control group) design. All pregnant women engaged in a
baseline interview assessing symptoms of depression and
PTSD, trauma exposure, and demographic information
before commencing treatment. Trained clinicians deliv-
ered the intervention in English or Spanish. Fidelity was
monitored via weekly supervision with the intervention
developers and manualized protocols. Weekly interven-
tion sessions continued through 6 months postpartum, at
which point symptom assessments were readministered.
Women received a $30 (USD) gift card for completing each
assessment time point. For a more detailed description of
the study design, see Lavi et al. (2015). All study procedures
were approved by the university institutional review board
at the University of California, San Francisco.

Intervention: Perinatal child–parent
psychotherapy

Perinatal child-parent psychotherapy (P-CPP) is a man-
ualized (Lieberman et al., 2020) relationship-based
and trauma-informed psychological intervention that
begins in pregnancy and continues into the postpartum
period. P-CPP is an application to pregnancy of child-
parent psychotherapy (CPP; Lieberman et al., 2015), an
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180 PONTING et al.

TABLE 1 Sample characteristics.

Variable M SD
Age 27.4 5.6
Education years 11.1 3.7
Gestational age at intake (weeks) 26.9 9.0

n %
Parity
Primiparity 41 38.7
Multiparity 65 61.3

Nativity
U.S. born 16 15.5
Foreign born 87 84.5

Relationship status
Single 22 20.8
Married 18 17.0
Separated/divorced 19 17.9
Living with partner 47 44.3

Employment status
Employed 32 30.2
Unemployed 74 69.8

Language
English 21 20.2
Spanish 80 76.9
English and Spanish 3 2.9

Race/ethnicity
Non-Latinx White 5 4.8
Asian/Pacific Islander 4 3.8
African American/Black 4 3.8
Hispanic/Latinx 87 82.9
Native American 1 0.9
Other 4 3.8

Note: N = 107.

evidence-based, relationship-based psychotherapy for
children under 6 years of age who were exposed to at least
one traumatic event and their caregivers. P-CPP is an
integrative treatment with two primary transdiagnostic
therapeutic goals grounded in intergenerational health:
improving maternal emotional health, self-care, and
attunement to the infant, and reducing negative maternal
attributions toward the infant by addressing mother’s
current and past psychogenic experiences (for additional
detail, see Lieberman et al., 2020).

Measures

Trauma exposure

The Life Stressors Checklist–Revised (LSC-R; Wolfe &
Kimerling, 1997) assesses lifetime exposure to 30 stressful

life events using a dichotomous (i.e., “yes” or “no”)
response format. Items inquire about common traumatic
experiences, including exposure to natural disasters,
extreme poverty, and abuse (i.e., sexual, physical, and
emotional). Participants were asked to indicate how old
they were when each endorsed stressful event started and
how old they were when it ended. The LSC-R has been val-
idated for use with Spanish-speaking women (Humphreys
et al., 2011) and perinatal populations (Bosquet Enlow
et al., 2017). In this study, a childhood trauma exposure
score was calculated by summing the number of trauma
types that occurred when the participant was less than
18 years of age, and an adulthood trauma exposure score
was calculated by summing the number of trauma types
that occurred when the participant was 18 or older. If
an event started before the respondent was 18 years old
but ended after age 18, the event was counted as both a
childhood and adulthood trauma type. Thus, both adult-
hood and childhood trauma exposure had a possible range
of 0–30.

Depressive symptoms

Depressive symptoms were assessed using the Center
for Epidemiological Studies Depression Scale (CES-D;
Radloff, 1977), a 20-item questionnaire that asks individ-
uals to rate the frequency of their depressive symptoms in
the past week. Responses are scored on a scale of 0 (rarely
or none of the time) to 3 (most or all of the time) and summed
to yield a total score ranging from 0 to 60. Scores of 16 or
higher indicate a risk of clinical depression. The CES-D is
considered a valid assessment of depression in pregnant
(Heller et al., 2022) and Spanish-speaking samples (Ruiz-
Grosso et al., 2012). In this present sample, Cronbach’s
alpha was .92.

PTSD symptoms

PTSD symptoms were measured using the 17-item
Davidson Trauma Scale (DTS; (Davidson et al., 1997).
Participants were asked to rate each symptom’s fre-
quency on a scale of 0 (not at all) to 4 (every day) and
past-week symptom severity on a scale of 0 (not at all
distressing) to 4 (extremely distressing). There are sepa-
rate summed scores for frequency and severity; a total
score combines the two scores for overall clinical sig-
nificance. The total score ranges from 0–136, and scores
of 40 or more indicate a risk of clinically significant
PTSD. The DTS has been validated among Spanish-
speaking individuals (Leiva-Bianchi & Araneda, 2013)
and used in treatment studies with pregnant women (e.g.,
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Zlotnick et al., 2011). In this sample, Cronbach’s alpha was
.95.

Covariates

Given their potential associations with psychotherapy out-
comes, all analytic models included age, gestational age
at intake (measured continuously), whether the partici-
pant was currently cohabiting with a perpetrator of IPV,
the language in which treatment was delivered, and parity
(measured categorically) as covariates.

Data analysis

Trauma exposure and baseline outcomes

The unique impacts of childhood and adulthood trauma
exposure on baseline CES-D and DTS item-level scores
were examined via linear regressions. In each regres-
sion model, childhood and adulthood trauma exposure
counts were entered as predictors along with covariates
(i.e., age, gestational age at intake, cohabitation with IPV
perpetrator, language, and parity).

Trauma exposure and treatment outcomes

To investigate the contributions of childhood and adult-
hood trauma exposure to mean PTSD and depressive
symptoms at baseline and posttreatment, two mixed
effects analyses of variance (ANOVAs) were conducted—
one for each symptom outcome. Each model was fit
with childhood trauma exposure and adulthood trauma
exposure as between-subjects factors, time (baseline,
postintervention) as a within-subjects factor, and both
Time x Childhood Trauma Exposure and Time x Adult-
hood Trauma Exposure interaction terms along with the
covariates (i.e., age, gestational age at intake, cohabitation
with IPV perpetrator, language, and parity). Mixed-effects
models have the benefit of retaining participants with
missing outcome data in analyses by utilizing a full-
information maximum likelihood approach, which yields
unbiased parameter estimates for data missing at random
(Enders, 2010; Little & Rubin, 2002). Trauma exposure
counts were modeled continuously; however, to better
visualize the results, predicted symptom scores were
calculated for counts that were 1 standard deviation above
and below the mean using simple-slopes analyses (Aiken
& West, 1991), allowing for the discussion of “high” and
“low” childhood and adulthood exposure.

RESULTS

Sample characteristics

At intake, women reported an average of 6.68 (SD = 3.88)
trauma types that occurred during childhood and 7.23
(SD = 3.55) trauma types that occurred during adulthood.
Althoughmost women reported both childhood and adult-
hood trauma exposure (n = 101, 94.4%), the number of
reported trauma types ranged widely (childhood range:
0–21; adulthood range: 0–15) and were only modestly cor-
related, r = .21, suggesting that participants encountered
diverse patterns of trauma exposure across development.
At baseline, the average participant DTS score was 51.34
(SD = 30.51) and the average CES-D score was 26.19 (SD
= 13.54), both of which were well above the clinical cutoffs
of 40 and 16, respectively. At the posttreatment assessment,
the average DTS score was 26.23 (SD= 24.74), and the aver-
age CES-D score was 12.66 (SD = 10.00). Of the 82 women
who reported interpersonal violence during the current
pregnancy, 82 (100.0%) reported experiencing verbal abuse,
32 (39.0%) reported physical abuse, and 5 (6.1%) reported
sexual abuse. A total of 42 women (39.3%) women reported
living with their IPV perpetrator at intake. On average,
women engaged in 19.75 (SD = 11.80) treatment sessions
before the posttreatment assessment.

Trauma exposure and baseline outcomes

The linear regressionmodeling PTSD at baseline indicated
that childhood trauma exposure, B = 1.62, t(91) = 2.11,
p= . 038, and adulthood trauma exposure, B= 2.92, t(91)=
3.04, p = .003, were both positively associated with PTSD
scores. The only statistically significant covariate was ges-
tational age at intake,B= –0.69, t(91)= –2.14, p= .035, such
that womenwho enrolled later in their pregnancy reported
lower levels of PTSD.
The linear regression modeling depressive symptom

scores at baseline indicated that adulthood trauma expo-
sure, B = 1.28, t(94) = 2.94, p =.004, was positively
associated with depressive symptom scores. Childhood
trauma exposure was not significantly associated with
depressive symptom scores. See Table 2 for estimates of all
predictors and covariates.

Trauma exposure and treatment outcomes

The mixed-effects ANOVAmodeling mean PTSD scores at
baseline and posttreatment revealed main effects of time,
F(1, 77.7) = 53.46, p < .001; childhood trauma exposure,
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TABLE 2 Linear regressions testing the effects of child and adult trauma exposure on baseline symptoms of posttraumatic stress disorder
and depression.

DTS CES-D
Variable B t(91) p B t(94) p
Child trauma exposure 1.618 2.11 .038 0.491 1.42 .160
Adult trauma exposure 2.921 3.04 .003 1.282 2.94 .004
Living with perpetrator 4.605 0.81 .422 2.652 1.02 .312
Age 0.526 0.88 .381 −0.112 −0.41 .684
Gestational Age at Intake (weeks) −0.685 −2.14 .035 −0.262 −1.84 .069
Language −2.861 −0.39 .694 −2.565 −0.80 .425

Note: DTS = Davidson Trauma Scale; CES-D = Center for Epidemiological Studies Depression Scale.

(a) (b)

F IGURE 1 Scores on measures of posttraumatic stress disorder symptoms (A) and depressive symptoms (B), by trauma exposure in
childhood and adulthood.
Note: The clinical cutoff score for the Davidson Trauma Scale (DTS) is 40. The clinical cutoff score for the Center for Epidemiological Studies
Depression Scale (CES-D) is 16.

F(1, 84.1)= 13.68, p< .001; and adulthood trauma exposure,
F(1, 76.4) = 4.04, p =.048 (see Figure 1). The main effect
of time indicates that, on average, women’s PTSD scores
improved from baseline to posttreatment. Themain effects
of childhood and adulthood trauma exposure indicate that
women with more trauma exposure in either childhood
or adulthood reported higher average PTSD scores across
both time points than women with less trauma exposure.
An interaction between adulthood trauma exposure and
time emerged, F(1, 76.4) = 6.45, p =.013. A simple-slopes
analysis (see Figure 1) revealed that women with more
adulthood trauma exposure began treatment with higher
levels of PTSD and exhibited a more dramatic decrease
in symptoms from baseline to posttreatment, B = –33.66,
t(74.1)= –7.45, p< .001, than those who experienced fewer
adulthood trauma exposures, B = –15.66, t(78.9) = –2.99,
p = .004. Regarding covariates, there was a main effect
of the number of gestational age at intake, F(80) = 5.75,

p=.019, suggesting that women who were further along in
their pregnancy at intake reported lower PTSD symptom
levels overall.
The mixed-effects ANOVA modeling mean depressive

symptom scores from baseline to posttreatment showed
main effects of time, F(1, 88.5) = 65.50, p < .001, and
childhood trauma exposure, F(1, 88.2) = 12.08, p < .001
(see Figure 1). On average, women experienced a reduc-
tion in depressive symptoms from baseline to posttreat-
ment. Women who reported experiencing more types of
traumatic events in childhood exhibited higher levels of
depressive symptoms across both time points than women
with less childhood trauma exposure. There was no main
effect of adulthood trauma exposure. There was a sig-
nificant interaction between adulthood trauma and time,
F(1, 87) = 4.88, p =.030. A simple-slopes analysis (see
Figure 1) indicated that women who reported exposure
to more adulthood trauma types had higher depressive
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TABLE 3 Mixed-effects analyses of variance testing the effects of child and adult trauma exposure on symptoms of posttraumatic stress
disorder and depression from baseline to posttreatment.

DTS CES-D
Variable F df p F df p
Time 53.46 1,77.7 < .001 65.50 1,88.5 < .001
Child trauma exposure 13.68 1,84.1 < .001 12.08 1,88.2 .001
Adult trauma exposure 4.04 1,76.4 .048 2.67 1,80.1 .106
Child Trauma Exposure
x Time

1.60 1,80.8 .210 1.49 1,92.8 .226

Adult Trauma Exposure
x Time

6.45 1,76.4 .013 4.88 1,87 .030

Living with perpetrator 1.07 1,82.4 .303 0.13 1,82 .718
Age 1.00 1,78.6 .320 0.00 1,77.9 .995
Weeks pregnant 5.75 1,80 .019 4.36 1,82.8 .040
First child 0.63 1,84.6 .430 3.28 1,85.7 .074
Language 1.07 1,85.1 .303 2.42 1,84.7 .124

Note: DTS = Davidson Trauma Scale; CES-D = Center for Epidemiological Studies Depression Scale.

symptom scores at baseline and showed a more pro-
nounced reduction in symptoms from intake to posttreat-
ment, B = –17.24, t(84.4) = –7.76, p < .001, than those who
endorsed fewer adulthood trauma types, B = –9.51, t(90)
= –3.69, p < .001. Regarding covariates, there was a main
effect of the gestational age at intake, F(1, 82.8) = 4.36, p
=.040, such that women assessed later in their pregnancy
reported lower levels of depressive symptoms overall. See
Table 3 for estimates of all predictors and covariates.

DISCUSSION

The current findings suggest that trauma exposure in
childhood and adulthood are important correlates of
depressive and PTSD symptoms during the perinatal
period. Childhood trauma exposure and adulthood trauma
exposure were each associated with higher levels of PTSD
symptoms at baseline. Larger correlational studies (e.g., N
> 2,800) in community samples of minoritized adults have
also found positive associations between trauma exposure
and PTSD symptoms irrespective of whether the expo-
sure occurred in childhood or adulthood (Dunn et al.,
2017). However, the current findings also demonstrate an
association between adulthood trauma exposure, but not
childhood trauma exposure, and depressive symptoms at
baseline. This finding was unexpected and counters meta-
analytic data that revealed a robust positive relationship
between associations between childhood trauma expo-
sure and depression or PTSD during pregnancy and the
postpartum period (Choi & Sikkema, 2016; Sexton et al.,
2015).
Regarding the impact of trauma exposure types in

childhood and adulthood on PTSD and depressive symp-

toms following treatment, the results revealed a patterned
response. Women who endorsed more types of child-
hood trauma exposure reported higher levels of PTSD
and depressive symptoms across both time points than
women who endorsed less childhood trauma exposure.
These findings align with treatment findings for women
with prenatal depression (Grote et al., 2012) and PTSD
(Bosch et al., 2020), which demonstrated that women with
high degrees of childhood trauma exposure maintained
higher levels of depressive and PTSD symptoms across
study time points. It is plausible that the strong effect of
adulthood trauma exposure was driven by women’s recent
experiences of IPV and overtook the effects of childhood
exposure on depression. As most studies still only mea-
sure trauma exposure that occurred during childhood, a
next step is to test the influence of adulthood exposure over
and above childhood exposure in samples without recent
IPV.
When examining the moderating effects of trauma

exposure types on treatment response, childhood trauma
exposure was not associated with differential mean symp-
toms of depression or PTSD from pre- to posttreatment.
In line with our findings, a recent systematic review of 13
studies of PTSD treatment response among nonpregnant
adults with a history of childhood adversity found no effect
of the number of childhood trauma exposures on treat-
ment response (Molina & Whittaker, 2022). On the other
hand, in the present sample, adulthood trauma exposure
was associated with differential symptom trajectories from
pre- to posttreatment. Whereas women with high degrees
of adulthood trauma started with significantly higher
levels of PTSD and depressive symptoms, they exhibited a
more precipitous decrease in symptoms from baseline to
posttreatment and ended with symptom scores that were
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clinically indistinguishable from the scores of womenwith
low levels of adulthood trauma exposure. This suggests
that P-CPP was particularly effective at ameliorating
PTSD and depressive symptoms among women with high
levels of adulthood trauma exposure. It is plausible that
women in this study—originally recruited for feeling
unsafe in their relationship—would have prioritized these
current safety concerns within treatment, thereby yielding
more pronounced treatment effects for higher levels of
adulthood exposures.
Regarding covariates, the gestational age at intake was

the only variable linked to depressive and PTSD symp-
toms, showing that women who joined the study earlier
in their pregnancy reported higher symptom levels overall.
Symptoms of depression, PTSD, and other mental health
concerns tend to increase in the third trimester of preg-
nancy (Onoye et al., 2013). Thus, women who did not
follow this expected trajectory and instead reported sig-
nificant mental health concerns early in pregnancy may
have been more rapidly identified by providers as good
candidates for treatment and enrolled earlier in their preg-
nancies. Notably, language was not related to symptom
outcomes, indicating that P-CPP may be equally effective
for English- and Spanish-speaking women irrespective of
the timing of trauma exposure.
Important limitations warrant discussion. First, our

measures of childhood and adulthood trauma exposure
captured the presence of various trauma types but did not
provide information about the frequency of each event. A
more sensitive analysis of the effect of life-course trauma
exposure on perinatal symptoms and treatment outcomes
would better account for the effects of repeated or chronic
trauma exposures. Second, ourmeasure of PTSDwas based
on diagnostic criteria outlined in the fourth edition of
the Diagnostic and Statistical Manual of Mental Disor-
ders (DSM-IV; American Psychiatric Association [APA],
1994). Future studies using current DSM-5 criteria (APA,
2013)may bemore sensitive for identifying PTSD symptom
profiles marked by trauma-related cognitive distortions.
Third, we cannot draw causal conclusions about depres-
sive or PTSD symptom improvements posttreatment due
to our lack of participant randomization and the absence
of a control condition.
P-CPP is a dyadic intervention delivered beginning

in pregnancy and continuing through 6 months post-
partum. The present findings demonstrate that women
who endorsed more types of adulthood trauma exposure
responded especially well to the treatment. These women
started treatment with significantly higher levels of PTSD
and depressive symptoms but ended treatment with symp-
tom levels that were indistinguishable from those reported
by women who experienced fewer types of adulthood
trauma. In contrast, women who endorsed more types of

childhood trauma exposure reported higher levels of PTSD
and depressive symptoms on average but improved at the
same rate as women who experienced fewer childhood
trauma types. Examining the moderating role of trauma
exposure types that are both distal and more proximal to
treatment may help perinatal intervention scientists adapt
the length or clinical content of their treatment proto-
cols to preemptively enhance the likelihood of meaningful
clinical change. This effort is especially warranted among
minoritized women who experience high rates of trauma
exposure and barriers to engagement with psychotherapy
(Byatt et al., 2016).
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