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Results

• The PTSD Gap: Survivors of childhood maltreatment 
who develop PTSD are nearly 50% less likely to sustain 
exclusive breastfeeding at 6 weeks compared to those 
who remain resilient.

• Depression-Linked Attrition: A history of major 
depression reduces the likelihood of breastfeeding by 
approximately 60% compared to those without a 
depressive history.

• Intent vs. Persistence: While survivors often express 
high prenatal intent to breastfeed, sometimes viewing 
it as a path to healing, they face significantly higher 
attrition rates due to emergent symptoms after birth.

Disparities in Breastfeeding Maintenance

• Breastfeeding is a "double-edged sword"; it can 
promote emotional recovery and maternal-infant 
bonding or trigger distressing flashbacks and 
dissociation for survivors.

• Healthcare systems must transition to Trauma-
Informed Care (TIC), prioritizing maternal agency, 
explicit consent for physical touch, and the validation 
of all feeding choices.

• Genetic markers, specifically the rs2740210 CC 
genotype, identify individuals at higher biological risk 
for stress-induced weaning and depressive symptoms.

• Future research must focus on longitudinal mapping of 
symptom trajectories during the critical 6-12 month 
postpartum period to better define long-term maternal 
resilience.

Conclusions

Introduction
• Clinical Context: Trauma history predicts disrupted 

breastfeeding and increased postpartum depression, 
anxiety, and PTSD. 

• Biological Conflict: Elevated cortisol suppresses 
oxytocin and prolactin, impairing milk production and 
let-down. 

• Intent-Outcome Gap: Trauma survivors often intend to 
breastfeed but are significantly less likely to sustain 
exclusivity. 

• Dual Role of Breastfeeding: It can support bonding 
and emotional regulation, or act as a sensory and 
psychological trigger. 

• Psychological Barriers: Flashbacks, dissociation, and 
loss of bodily autonomy may disrupt feeding and 
bonding. 

• Bidirectional Relationship: Mental health affects 
breastfeeding success, while breastfeeding 
experiences shape symptom trajectories. 

• Objective: To synthesize how breastfeeding in trauma-
exposed individuals influences postpartum mental 
health.

• Hormonal Suppression: History of trauma can 
dysregulate the HPA axis, elevating cortisol levels that 
suppress the oxytocin and prolactin required for milk 
synthesis and ejection.

• Impact on Supply: Chronic stress-induced cortisol 
serves as a biological antagonist to the milk let-down 
reflex, often resulting in perceived or objective low milk 
supply.

• The Oxytocin Paradox: In mothers with active mood 
symptoms, higher oxytocin levels during feeding are 
paradoxically associated with higher cortisol 
responses to subsequent stressors.

Neuroendocrine Disruption

• Genetic Vulnerability: Carriers of the rs2740210 CC 
genotype with a history of early life adversity exhibit the 
shortest breastfeeding durations and the highest 
depressive symptom severity.

• Early Initiation as a Buffer: For survivors of intimate 
partner violence, initiating breastfeeding within the first 
hour of birth significantly buffers the negative impact of 
trauma on maternal-infant bonding.

• The Healing Cycle: Successful establishment of 
lactation acts as a "positive cycle" where repeated 
oxytocin release helps downregulate the hyperactive 
stress response and attenuates PTSD symptoms over 
the first postpartum year.

Genetic and Protective Buffers

• Sensory Triggers: The physical act of nursing, 
including infant touch and the sensation of milk let-
down, can trigger intrusive flashbacks, panic attacks, 
or intense bodily aversion in survivors of interpersonal 
violence.

• Dissociative Barriers: Dissociation is a common 
coping strategy used to "tolerate" the sensations of 
nursing, but it can impair the emotional synchrony and 
reciprocal cues necessary for healthy bonding.

• Loss of Autonomy: The infant's biological demands on 
the mother's body can trigger a distressing sense of 
loss of bodily autonomy, frequently misinterpreted by 
providers as a lack of maternal affection.

Psychological Barriers and Triggers

• The Risk of Clinical Pressure: Perceived pressure to 
breastfeed from healthcare providers or cultural 
messaging can be counterproductive, triggering 
feelings of shame, isolation, and a distressing sense of 
loss of control over one's body.

• Practical Management of Triggers: Harm-reduction 
strategies, such as using sensory distractions, 
implementing physical barriers during skin-to-skin, or 
using a breast pump to regain a sense of bodily 
autonomy, allow survivors to meet their feeding goals 
while maintaining psychological safety.

Clinical Support & Implementation

Methods
Studies evaluating trauma, breastfeeding patterns, and 
postpartum mental health were included. Findings were 
synthesized by shared biological and psychological 
mechanisms.
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