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PART 1

Foundations of Emotional Regulation

01 The Predictive Brain & Active Inference in Perinatal
Matrescence

Before applying any clinical protocol, clinicians must understand how emotional experiences are
constructed in the human organism. For decades, traditional models depicted emotions as
hardwired autonomic circuits triggered by environmental stimuli. Modern neuroscience — notably
Lisa Feldman Barrett's Theory of Constructed Emotion and Karl Friston’s Active Inference framework

— reframes the brain as an active prediction engine.

1.1 How the Brain Constructs Emotion

The brain does not passively await sensory input to react. Rather, it operates inside the dark enclosure of the
skull, continuously issuing top-down predictions about what sensory signals (both interoceptive and

exteroceptive) mean, based on past experience:

* Continuous Construction: Emotional states are actively synthesized in realtime through the integration of
three elements: internal bodily sensations (interoception), external environmental context, and the

individual's conceptual lexicon.

* Active Inference & Interoceptive Energy Budget: The brain manages an allostatic budget (metabolic
energy allocation). In pregnancy and the postpartum period, profound hormonal shifts, neuroplastic
remodeling, and extreme sleep deprivation strain this allostatic budget, making the predictive system

significantly more sensitive to prediction errors.

* Semantic Flexibility: A physiologic sensation — such as tachycardia or chest tightness — is not
intrinsically panic. Depending on contextual framing, the brain may predict it as physical exhaustion,
excitement, panic, or autonomic activation from nursing. In clinical practice, this allows therapeutic

reframing to alter biological feedback loops.



CLINICAL PEARL

Psychoeducation as an Active Biological Intervention

Psychoeducation is not merely intellectual; it updates the patient's conceptual repertoire. When a
clinician helps a postpartum mother accurately label physiological sensations without catastrophe
("Your racing heart is an energy surge from fatigue, not an impending heart attack”), the brain

recalibrates its predictions, reducing autonomic threat escalation.

1.2 Matrescence and Neuroplastic Reconfiguration

Matrescence — the developmental transition info motherhood — involves the largest structural neuroplastic
remodeling in the adult human brain since adolescence. Gray matter volume dynamically reorganizes across
the social cognition network (theory of mind network), heightening vigilance and infant responsiveness.
When accompanied by isolation or birth trauma, this heightened vigilance can easily be mispredicted by the

nervous system as imminent catastrophe.



PART 2

Somatosensory Regulation Protocols

02 Respiratory Modulation: Updating Predictions Through
the Diaphragm

The respiratory cycle is the only branch of the autonomic nervous system under direct voluntary control. By
modulating breathing frequency and ratio, the patient sends immediate ascending signals via the vagus

nerve to the solitary nucleus and locus coeruleus, suppressing noradrenergic sympathetic discharge.

2.1 Coherent Breathing (5/5 Rhythm)

Coherent breathing (inhaling for 5 seconds, exhaling for 5 seconds, approximately 6 breaths per minute)
maximizes Heart Rate Variability (HRV) and respiratory sinus arrhythmia (RSA), establishing cardiac-vagal

resonance.
* Clinical Indication: Generalized perinatal anxiety, anticipatory stress before procedures, resting maternal
tachycardia.

¢ Delivery Method: Clinician models the rhythm visually or rhythmically: "Breathe in through the nose
smoothly... 2, 3, 4, 5... and breathe out gently... 2, 3, 4, 5.”

2.2 The 4/6 Extended Exhalation Protocol

In acute agitation or panic, prolonged exhalation stimulates acetylcholine release at the sinoatrial node,

decelerating heart rate.

BEDSIDE CLINICAL SCRIPT - 4/6 BREATHING
Verbal Cueing for Acute Hyperarousal
"Keep your eyes soft or gently closed. We are going to breathe in for 4 seconds, and blow the air

out softly through pursed lips for 6 seconds, like blowing out a candle slowly across the room. In...

2,3,4.0ut... 2, 3, 4, 5, 6. Let your shoulders drop on the exhale.”



03 Sensory Grounding: 5-4-3-2-1 Adapted to Perinatal
Environments

During acute emotional flooding or dissociation, cortical attention becomes locked in terrifying internal
predictions. The 5-4-3-2-1 sensory protocol forcibly redirects sensory processing toward immediate

exteroceptive stimuli, interrupting predictive error loops.
* 5 Visual Elements: Name 5 concrete, non-threatening objects in the room (e.g., the pattern on the
blanket, the wooden chair leg, the color of the wall).

® 4 Tactile Points: Name 4 physical textures (e.g., the fabric of the hospital gown, feet flat on the firm

floor, cool water on fingertips, the firmness of the armrest).

¢ 3 Auditory Cues: Identify 3 subtle environmental sounds (e.g., the hum of the air conditioner, distant

hallway footsteps, the sound of your own exhalation).
¢ 2 Olfactory Cues: Identify 2 scents (e.g., lavander balm, fresh linen, clean skin).

* 1 Gustatory / Somatic Cue: Notice 1 taste or a sip of cold water across the tongue.

04 Relational Co-Regulation: Safe Place Anchor &
Compassionate Touch

The human nervous system is an open limbic loop designed to co-regulate with safe others. Clinicians utilize
calm prosody, soft eye gaze, bilateral tactile grounding, and safe place imagery (anchored during prenatal

visits) to down-regulate sympathetic mobilization.



PART 3

Acute Perinatal Crisis Management

05 Principles of Perinatal Psychological First Aid (PFA)

Adapted from the World Health Organization (WHO) and National Child Traumatic Stress Network (NCTSN)
frameworks, Perinatal PFA emphasizes three fundamental operational actions: LOOK, LISTEN, and LINK.

* LOOK: Scan for physical safety, signs of autonomic flooding, acute medical red flags (preeclampsia,

hemorrhage, postpartum sepsis), and severe distress.

* LISTEN: Approach with nonjudgmental stance, validate the immediate terror without amplifying it, and

respect silence. Never force a disclosure.

¢ LINK: Connect to practical resources, supportive family, and specialized medical/psychiatric care when
indicated.

06 Perinatal Panic Attacks & Non-Respiratory Grounding

STRICT CONTRAINDICATION

Never Use Paper Bags for Perinatal Hyperventilation

Rebreathing into a paper bag is medically dangerous. In pregnant or postpartum patients,
respiratory distress can stem from pulmonary embolism, peripartum cardiomyopathy, or acute
asthma — conditions where rebreathing carbon dioxide can cause fatal hypoxemia. Attempting
forced breath control during acute panic also frequently escalates sensations of air hunger. Use non-

respiratory somatosensory grounding instead.

When a mother experiences intense panic ("l cannot breathe, | am having a stroke”), shift attention away
from the lungs. Apply cold water to the wrists, invite tactile pressure against a firm wall or floor, and anchor

through peripheral vision expansion.



07 Postpartum Psychosis & Verbal De-escalation Scripts

Postpartum psychosis occurs in approximately 1—-2 per 1,000 births and represents a psychiatric emergency.
Characterized by rapid mood fluctuations, sleep disruption, confusion, delirium-like disorientation,
hallucinations, and delusional beliefs (often centered on infant purity or harm), it requires immediate

psychiatric evaluation.

CLINICAL SCRIPT - DE-ESCALATION

Non-Confrontational Dialogue in Psychotic States

Do not argue or validate delusions:
"l can hear how terrified you are right now, and | believe that you are feeling this intensely. You and
your baby are in a safe place. | am here to help you rest and make sure your body gets the care it

needs. Let us sit together in this quiet room.”

08 Neurodivergence & Autism in the Perinatal Setting

Autistic and ADHD individuals navigate pregnancy and birth with distinct sensory profiles. Sensory
hypersensitivity (fluorescent hospital lighting, auditory alarms, tactile pelvic exams) can trigger autistic
meltdowns or catatonic shutdowns. Clinicians must provide sensory accommodations (dim lights, noise-
canceling headphones, written consent before every touch) and understand that flat affect during labor does

not equal absence of pain.

09 Perinatal Bereavement, Stillbirth & Neonatal Death

In the presence of stillbirth or acute maternal-infant loss, the clinician’s role is to hold space for profound
grief without pathologizing or rushing closure. Avoid clichés ("You can have another baby”, "At least you
didn't know them”). Facilitate memory making (photographs, hand/footprints, holding the infant for as long

as desired) with utmost respect and cultural humility.

10 Maternal Suicidal Ideation & Safety Planning

Suicide remains a leading cause of maternal mortality in the first postpartum year. Clinical assessment must

distinguish between intrusive ego-dystonic OCD thoughts of harm (which cause severe distress and zero



intent) versus genuine depressive despair with suicidal intent. Inmediate safety planning, lethal means

restriction, and direct, non-punitive psychiatric emergency pathways must be established without delay.



PART 4

Clinical Setting, Telepsychology & Crisis Kits

11 Ergonomics, Sensory Bags & Virtual Care Safety

Whether consulting in an office, visiting a postpartum home, or delivering telepsychology care, the physical

environment communicates safety to the autonomic nervous system:

¢ Clinic & Home Bag Kit: Weighted lap blankets, ice packs, textured stress stones, non-scented wet wipes,

visual pacer cards, and bottled water.

¢ Telehealth Crisis Protocol: Always confirm the patient's physical location and local emergency contact at
the beginning of each virtual session. If acute decompensation occurs, maintain the video link while

secondary clinician contacts local emergency services.



PART 5

Cross-Cultural Emergency Directory

12 oOfficial Maternal Mental Health Crisis Helplines

Immediate, 24/7 crisis support lines for English-speaking countries. Ensure every perinatal patient has these

resources documented on their birth plan and care summary:

£ United States

988

Suicide & Crisis Lifeline: Free, confidential 24/7 call
and text support nationwide.
1-833-TLC-MAMA

National Maternal Mental Health Hotline (1-833-
852-6262): 24/7 free, confidential English/Spanish
support for pregnant and postpartum mothers.

Postpartum Support International (PSI): Call/Text 1-
800-944-4773.

1 Canada

988

Suicide Crisis Helpline: Bilingual (English/French)
24/7 call and text suicide prevention across Canada.
1-855-242-3310

Hope for Wellness Helpline: 24/7 indigenous
maternal mental health support.

PSI Canada Perinatal Support: Regional maternal
peer support networks.

B United Kingdom

111

NHS 111 (Mental Health Option): 24/7 urgent
medical and perinatal psychiatric triage across England,
Wales, and Scotland.

116 123

Samaritans UK: Free 24-hour emotional support
helpline.

PANDAS Foundation: 0808 1961 776 (Free perinatal
support 1lam—10pm).

88 Australia

131114

Lifeline Australia: 24/7 crisis support and suicide

prevention services.

1300 726 306

PANDA National Helpline: Perinatal Anxiety &
Depression Australia (Mon—Sat specialist care).

Beyond Blue: 1300 22 4636 (24/7 mental health
counseling).



PART 6

Comparative Matrix of Perinatal Crises

13 Differential Assessment & Clinical Interventions

Crisis Type

Primary Clinical Signs

Immediate Action (DO)

Strict Contraindication
(DON'T)

Perinatal Panic
Attack

Severe
Maternal
Agitation

Postpartum
Psychosis

Autistic
Meltdown /
Shutdown

Perinatal

Bereavement

Sudden tachycardia,
hyperventilation, tremor,
terror of dying,

depersonalization.

Pacing, pressured speech,
clenching fists, emotional

volatility, high sympathetic
tone.

Delirium-like confusion,
severe insomnia, religious or
infant-centered delusions,

hallucinations.

Sensory overload, verbal
mutism, ear-covering,

rocking, non-responsiveness.

Acute grief shock, numb
collapse, visceral sobbing,

despair following infant loss.

Sensory tactile grounding,
cold water on wrists, low
prosody, peripheral vision

widening.

Provide physical space,
lower environmental
stimuli, slow verbal
pacing, validate distress.

Urgent psychiatric hospital
triage, ensure infant
physical separation with

calm escort.

Dim lights, silence alarms,
eliminate touch, write
questions on paper, grant

recovery time.

Compassionate silence,
offer memory creation
(photos, footprints),
validate identity as

mother.

Do NOT use paper bags.
Do NOT force deep rapid
inhalations. Do NOT say "it's

just anxiety”.

Do NOT crowd physical
space. Do NOT touch
without explicit consent. Do
NOT argue logic.

Do NOT confront or debate
delusions. Do NOT leave
mother and infant

unmonitored.

Do NOT demand eye
contact. Do NOT demand
immediate verbal answers.
Do NOT overwhelm.

Do NOT offer platitudes ("it
wasn't meant to be"). Do
NOT rush the mother to

leave the room.
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Scientific References & Evidence Base
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