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A systematic review on the assessment of
pregnancy-specific psychological trauma during
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OBJECTIVE: Psychological trauma negatively impacts maternal and infant health during the perinatal period. A history of traumatic experien-
ces related to previous pregnancies and births (termed pregnancy-specific psychological trauma or PSPT) increases the risk of a host of psycho-
logical disorders. It can impede women’s/the pregnant individual’s relationship with the healthcare system and their developing child. There are,
however, no guidelines or agreed-upon validated screening measures to assess PSPT during the perinatal period. To build a knowledge base to
develop future measure(s) of PSPT, we conducted a systematic review to understand how and when PSPT has been measured during pregnancy.
DATA SOURCES: Searches were run in July 2021 on the following databases: Ovid MEDLINE (In—Process & Other Non—Indexed Citations
and Ovid MEDLINE 1946 to Present), Ovid EMBASE (1974 to present), Scopus, Web of Science, Psycinfo, and Cochrane. Updated searches and
reference searching/snow-balling were conducted in September 2023.

STUDY ELIGIBILITY CRITERIA: The search strategy included all appropriate controlled vocabulary and keywords for psychological
trauma and pregnancy.

METHODS: This systematic review was conducted according to the Preferred Reporting ltems for Systematic reviews and Meta-Analyses
(PRISMA) guidelines. Two independent researchers screened abstracts and, subsequently, full-texts of abstracts for appropriateness, with con-
flicts resolved via a third independent reviewer. A secondary analysis was performed on studies measuring PSPT during pregnancy.
RESULTS: 0f the 576 studies examining psychological trauma in pregnancy, only 15.8% (n=91) had a measure of PSPT. Of these 91 studies,
53 used a measure designed by the research team to assess PSPT. Critically, none of the measurements used screened for PSPT
comprehensively.

CONCLUSION: It is time to screen for and study PSPT in all perinatal individuals. Recognition of PSPT should promote trauma-informed care

delivery by obstetrics and neonatology/pediatric teams during the perinatal period.
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Introduction

The perinatal period is a medically and
psychologically vulnerable time, with
increased rates of medical and psychiat-
ric complications.”” Despite tremen-
dous progress in the fields of obstetrics
and neonatology leading to improved
maternal and infant outcomes over the
past several decades, the rates of adverse
pregnancy and childbirth outcomes
remain high.”> Medical and psychiat-
ric complications during the perinatal
period have a two-generational impact,
not only affecting the woman’s/preg-
nant individual’s health but also setting
the stage for the health trajectory of the
infant and the broader family system.
For instance, pregnancy complications
increase the rates of childbirth compli-
cations, including eclampsia, cardiomy-
opathy, sepsis, and infant respiratory
distress.””® Aside from these medical
complications, given their associated

increased health costs, adverse maternal
and infant health outcomes add bur-
dens to the healthcare system, including
economic considerations.””'" Neverthe-
less, pregnancy and early childhood are
periods with increased contact with the
medical system, and perinatal interven-
tions have a greater reach and potential
to benefit parents and their offspring.'
Therefore, screening, early identifica-
tion, and assessment of risk and vulner-
ability factors, coupled with timely
intervention strategies, are critical to
enhancing maternal and infant perina-
tal health outcomes.

Psychologically traumatic exposures
are prevalent and associated with
increased rates of psychiatric, metabolic,
and autoimmune disorders, with cumu-
lative early adversity and trauma
exposure leading to shorter life
expectancy.”'” Similar to the general
population, psychologically traumatic
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exposures have been associated with
worse perinatal outcomes for women."”
For instance, a history of childhood
adversity and maltreatment has been
associated with increased rates of adverse
pregnancy and childbirth outcomes.'*"”
Similarly, experiences of domestic vio-
lence have been associated with worse
prenatal care and adverse birth out-
comes.'®'® Finally, a history of cumula-
tive trauma has been associated with an
increased risk of premature birth."” The
American College of Obstetrics and
Gynecologists (ACOG) recommends all
obstetricians-gynecologists should
implement universal screening to assess
for a history of psychological trauma.*

Following the detection of psycholog-
ical trauma in a pregnant patient,
ACOG advises obstetric practices to
adopt a  trauma-informed  care
approach, avoid stigmatization, and pri-
oritize resilience. Trauma-informed
care relies on the following principles:
(1) realizing the widespread impact of
trauma and potential paths to recovery;
(2) recognizing the signs and symptoms
of trauma in patients, families, and the
healthcare team; (3) responding by fully
integrating this knowledge into practice,
policies, and procedures; and d) active
resistance to retraumatizing the per-
son.”' Histories of psychological trauma
continue to be underreported and
underrecognized,”” creating barriers to
implementing trauma-informed care.
Therefore, there is an urgent need for
obstetric practices to have protocols for
universal screening of psychological
trauma to offset the detrimental health
outcomes associated with psychological
trauma during pregnancy.

An understudied yet clinically signifi-
cant category of psychological trauma
that can have a profound medical and
psychiatric impact on the course of preg-
nancy is a group of traumatic events
directly related to pregnancy and child-
birth. We propose the term pregnancy-
specific psychological trauma (PSPT) to
describe these events. PSPT is highly
prevalent and includes several important
but distinct categories of traumatic expe-
riences, as described in Table 1.

PSPT is prevalent, though rates vary
regionally. A notable portion of
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TABLE 1

Type of traumatic experiences

Types of pregnancy-specific psychological trauma (PSPT) and examples
of what these types of PSPT capture

Fear of childbirth
Fear of birth

History of infertility
Obstetric complications
Pregnancy complication
Bleeding during pregnancy
Medically complicated pregnancy for infant
Premature birth
Diagnosis of fetal anomaly
Low birthweight babies

Pregnancy loss

Traumatic birth
Traumatic birth

Emergency C-sections

Obstet Gynecol 2025.

Medically complicated pregnancy for women/the pregnant person

Medically complicated pregnancy not specified
General assessment of pregnancy complications

History of reproductive loss, including miscarriage, stillbirth, fetal or neonatal deaths, abor-
tion (including elective and spontaneous abortion)

Givrad. A systematic review on the assessment of pregnancy-specific psychological trauma during pregnancy. Am ]

pregnancies end in miscarriage (10%
—20%), and many women face stillbirth
(1 in 72 births globally)**** or neonatal
death (estimated to be 2.3 million in
2022),” give birth prematurely (10.4%
of US births in 2022, and 4% to 16%
globally in 2020),”>*" experience trau-
matic birth (up to 45%),”® experience
fear of childbirth as a form of anticipa-
tory traumatic experience (6.3 to
14.8%),”" or undergo a multitude of
other pregnancy complications. PSPT
can profoundly impact the health and
well-being of parents and their develop-
ing child across the perinatal period.
For instance, a history of perinatal loss
leads to increased rates of mood and
anxiety disorders, post-traumatic stress
disorder (PTSD), difficulties with par-
enting, and replacement or vulnerable
child syndrome (replacement child syn-
drome describes when the subsequent
child replaces the feelings of loss or the

lost child in parent’s mind, and vulnera-
ble child syndrome describes exagger-
ated parental perceptions of medical,
behavioral, and developmental vulnera-
bility in the child) in subsequent preg-
nancies and children.'”'*® Premature
birth has been associated with higher
rates of psychological distress for
parents and psychological, medical, and
developmental complications for the
child.””~*" Perinatal loss or premature
birth increases the risk of mood
and anxiety disorders in future
pregnancies."** Traumatic birth can
influence future family planning deci-
sions (longer time between pregnancies,
fewer births) and lead to a significant
fear of childbirth in subsequent preg-
nancies.””*’ " *

In current clinical practice, some
aspects of PSPT are captured by the
obstetric history obtained in the first
prenatal visit. However, obstetric



history is typically taken using a medical
lens rather than a psychological lens,
which limits the translation of this his-
tory to trauma-informed prenatal care
and appropriate treatment of active
mood disorders, anxiety, and PTSD.
Furthermore, some forms of PSPT have
historically been disenfranchised and
dismissed, such as first-trimester mis-
carriages, as compared to later fetal
demise, which is more routinely recog-
nized as traumatic. This presents a dis-
connect  between  prenatal and
childbirth experiences and complica-
tions perceived as traumatic by patients
but not necessarily viewed as traumatic
by their obstetrics providers. Trauma is
in the eye of the beholder”” and the
traumatic nature of an exposure should,
therefore, be based on the subjective
perceptions of the person experiencing
it. Furthermore, cultural and regional
norms and beliefs might play a role in
how and what is considered traumatic
throughout the perinatal period. There-
fore, there is a critical need for a neutral
and more comprehensive screening that
explores all potential psychologically
traumatic experiences related to preg-
nancy and childbirth. To understand
the extent to which PSPT has been
examined in the literature, if there are
regional variations in studying PSPT,
and whether a comprehensive PSPT
screening measure exists and how it is
utilized, we conducted a secondary
analysis of a larger systematic review of
the assessment of psychological trauma
in the prenatal period” by analyzing
the studies assessing PSPT in preg-
nancy. Informed by current clinical
practice and pregnancy and birth out-
comes literature, it was hypothesized
that PSPT is not systematically screened
during pregnancy, and there are no
widely used validated screening meas-
ures that 1) explore a broad range of
PSPT, and 2) probe women’s/the preg-
nant individual’s subjective impression
of those experiences.

Objectives

Following a systematic review of the
assessment of psychological trauma dur-
ing pregnancy, a secondary analysis was
conducted to examine the number of

studies specifically measuring PSPT,
including the measurements and meth-
ods used to assess PSPT, the timing of
assessment of PSPT, and the global
representation of the evaluation of PSPT.

Methods

This systematic review was conducted
according to ‘Preferred Reporting Items
for Systematic reviews and Meta-Analy-
ses’ (PRISMA) guidelines’' and the pro-
tocol is registered in the ‘International
Prospective Register of Systematic
Reviews” (PROSPERO),” with the iden-
tification number CRD42022384173.
Figure 1 presents the flowchart of the
systematic review.

Eligibility criteria, information
sources, search strategy

A medical librarian performed compre-
hensive systematic searches to identify
studies addressing the measurement of
psychological trauma during pregnancy.
Searches were run in July 2021 on the
following databases: Ovid MEDLINE
(In—Process & Other Non—Indexed
Citations and Ovid MEDLINE 1946 to
Present), Ovid EMBASE (1974 to pres-
ent), Scopus, Web of Science, PsycInfo,
and Cochrane. Updated searches and
reference searching/snow-balling were
conducted in September 2023. The
search strategy included all appropriate
controlled vocabulary and keywords for
psychological trauma and pregnancy.
Full details regarding the search strategy
are available on Open Science Frame-
work (osf.io/356av/). There were no
language or publication date restrictions
in the search.

Study selection

Two independent researchers screened
the appropriateness of each abstract,
and conflicts were resolved via consen-
sus. Following this, the full text of the
abstracts deemed appropriate were
screened for inclusion by two indepen-
dent researchers, and again, conflicts
were resolved via consensus. The screen-
ing was conducted using Covidence.”

Data extraction
The research team reviewed the full text
of included studies to obtain the

pertinent data. At the stage of data
extraction, data obtained from each
article was checked independently by
two researchers. At the final stage and
before data analysis, the data for studies
assessing PSPT during pregnancy were
separated and rechecked independently
by two researchers for accuracy. In both
phases, conflicts were resolved via con-
sensus.

Assessment of risk of bias

This systematic review examines the
methodology used to assess PSPT and
does not pertain to study outcomes.
Since outcomes are not synthesized
here, no assessment of the risk of bias
was performed.

Data analysis

Following data extraction, data were
cleaned and categorized for uniformity.
We began by categorizing types of psy-
chological trauma. To do so, all meas-
ures used in all studies were examined.
We reviewed all probes on each mea-
sure to discern what kind of trauma
each question was measuring. Studies
were categorized as measuring preg-
nancy-specific  psychological trauma
(PSPT) if they probed the history of
infertility, miscarriage, spontaneous or
elective abortion, stillbirth, infertility,
fear of childbirth, premature birth,
emergency cesarean section, low birth
weight, fetal anomaly, or pregnancy or
obstetric complications. Other trauma
types not reported here included child-
hood abuse, childhood adversity, crime/

violence  exposure,  environmental
trauma, healthcare trauma, general
trauma history, and interpersonal
trauma.

To further explore the nature of
PSPT, different types of PSPT were cat-
egorized into six categories: fear of
childbirth, medically complicated preg-
nancy for women/the pregnant individ-
ual, medically complicated pregnancy
for the infant, medically complicated
pregnancy not specified, pregnancy loss,
and traumatic birth (Table 1).

Next, the format of trauma measures
was examined. Trauma measures were
considered previously published meas-
urements if they had been used in more
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FIGURE 1

PRISMA Flowchart of literature review
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than one study and the measure was
published. These measurements, though
not always validated or standardized,
are often more scrutinized and tested.
Measures were considered “in-house” if
the research team developed them or
were single item questions on trauma
history. Variations among the in-house
measures and the type of trauma they
measured, in addition to incomplete
descriptions of the in-house measures
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in most papers, precluded any analysis
to compare similarities and differences
between these measures.

The time of measurement during
pregnancy was also assessed. For ease of
interpretation, measurement time was
categorized as first trimester for studies
measuring trauma in women/pregnant
people less than 13 weeks gestation
(range or mean), second trimester for
studies measuring trauma in women/

pregnant people between 13 and 28
weeks gestation (range or mean), third
trimester for studies measuring trauma
in women/pregnant people later than
28 weeks gestation (range or mean),
first or second trimester for studies
measuring trauma in women/pregnant
people at any point in the first or second
trimester (range from 0 to 28 weeks),
second or third trimester for studies
measuring trauma in women/pregnant
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people at any point in the second or
third trimester (range from 29 to 41
weeks), any point in pregnancy or non-
specific for studies measuring trauma in
women/pregnant people at any point in
pregnancy or the authors did not spec-
ify a time, or multiple points in preg-
nancy for longitudinal assessments of
trauma in pregnancy.

Lastly, the geographical representa-
tion of studies measuring PSPT was
examined across geopolitical regions:
Asia, Central America, Europe, the
Middle East or Northern Africa, North
America, Oceania, South America, and
Sub-Saharan Africa. Studies were cate-
gorized into each region based on the
country where the study was conducted.

The frequency of each outcome mea-
sure was assessed using SPSS.

Results

Of the identified 576 studies examining
trauma in pregnancy, only 15.8%
(n=91) had a measure of pregnancy-

specific psychological trauma (PSPT),
with the vast majority of studies, 84.2%
(n=485), incorporating no measure of
PSPT. Full details regarding these 91
studies are available on Open Science
Framework (https://osf.io/29b4m). Of
those studies examining PSPT, 4.0%
(n=23) assessed PSPT only, and 11.8%
(n=68) examined both PSPT and non-
pregnancy-related trauma (eg, interper-
sonal trauma, childhood trauma)
(Figure 2). Of the 91 studies, only 12%
(n=11) assessed PTSD symptoms or
diagnosis (n=5 PTSD Checklist, n=3
PTSD Symptom Scale, n=2 Structured
Clinical Interview for DSM Disorders,
n=2 Traumatic Events Scale, n=1
Trauma Symptoms Checklist).

The types of PSPT assessed varied
across studies (Table 2). The majority
(86%) of studies measured pregnancy loss.

Most of the 91 studies assessing PSPT
utilized in-house measures (58.2%,
n=53). Other measures assessing PSPT
are listed in Tables 3A and B.

The administration timing of PSPT
measures in pregnancy also varied. The
majority of the 91 studies administered
the measure at any point in pregnancy
(44.0%); 1.1% measured pregnancy
trauma in the first trimester, 9.9% in the
second trimester, 24.2% in the third tri-
mester, 9.9% in the first or second tri-
mester (ie, participants in either
trimester), 8.8% in the second or third
trimester, and 2.2% measured at multi-
ple points in pregnancy (Figure 3).

More than half of the 91 studies mea-
suring PSPT took place in North Amer-
ica (51.9%, n=42). Figure 4 shows the
regional distribution of studies assessing
PSPT during pregnancy.

In considering the broader systematic
review of psychological trauma in preg-
nancy (N=576), we were next interested in
understanding what portion of studies
assessing psychological trauma in each
region were focused on or had included an
assessment of PSPT to ascertain whether
the assessment of PSPT was more

FIGURE 2

Percentages of studies assessing only pregnancy-specific psychological trauma (PSPT), only nonpregnancy-
specific psychological trauma, and both PSPT and nonpregnancy-specific psychological trauma

Both pregnancy-specific and non-
pregnancy-specific psychological
trauma, 11.8%

Pregnancy-specific psychological
trauma only, 4.0%

Non-pregnancy-specific

psychological trauma only,

84.2%
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TABLE 2
Type of traumatic experiences

Type of traumatic experiences

Frequency of assessment
(number of studies)

Fear of childbirth

Medically complicated pregnancy for infant
Medically complicated pregnancy not specified
Pregnancy loss

Traumatic birth

Obstet Gynecol 2025.

Medically complicated pregnancy for women/the pregnant person
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11.0% (n=10)
16.5% (n=15)
11.0% (n=10)
4.4% (n=4)
84.6% (n=77)
5.5% (n=5)

prominent in some regions than others.
Across 91 studies assessing PSPT, 21.4%
were in Asia, 0% were in Central America,
21.7% were in Europe, 15.8% were in the
Middle East or Northern Europe, 16.8%
were in North America, 3.7% were in Oce-
ania, 8.7% were in South America, and
8.7% were in Sub-Saharan Africa.

Discussion

Principal findings

The purpose of this systematic review
was to examine the extent to which psy-
chological trauma measured in preg-
nancy captured pregnancy-specific
psychological trauma (PSPT). The find-
ings confirmed the two main

hypotheses our research team had
developed based on our clinical experi-
ence. First, less than 20% of the studies
reviewed  examining  psychological
trauma in pregnancy included any mea-
sure of PSPT. This confirmed our
hypothesis that even though PSPT is a
prominent contributor to how women
and their partners experience and
understand their current and subse-
quent pregnancies and their relation-
ships with their healthcare team and
their child, PSPT is inadequately stud-
ied and assessed, with no existing PSPT
screening measure in existence. Fur-
thermore, close to 60% of the studies
assessing PSPT wused an in-house

TABLE 3A
Name of PSPT measures

Name of measure

Frequency of use
(Number of studies)

In-house measure

Life Stressor Checklist™

Wijma Delivery Expectancy Questionnaire®®
Traumatic Life Events Questionnaire®®

Experiences Questionnaire®’

Life Event Scale for Pregnant Women®®
Life Events and Difficulties Schedule®
Life Events Questionnaire®’
Ontario Perinatal Record®

Obstet Gynecol 2025.

WHO Multicountry Study on Women’s Health and Life

Birmingham Interview for Maternal Mental Health®®
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58.2% (n=53)
24.2% (n=22)
6.6% (n=6)
4.4% (n=4)
4.4% (n=4)

1.1% (n=1)
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measure, with the remaining studies
using broader questionnaires that
include some individual items pertain-
ing to PSPT. For example, the Trau-
matic Life Events Questionnaire probes
for miscarriage and abortion,”® the Life
Events Scale for Pregnant Women asks
about stillbirth, abortion, or miscar-
riage,”” and the Wijma Delivery Expec-
tancy Questionnaire assesses fear of
childbirth.” Although using previously
validated questionnaires to examine
psychological trauma has merit, such
measures were not designed to more
comprehensively assess PSPT and will
inevitably miss some important types of
PSPT. From a research perspective, not
having commonly used and validated
screeners for PSPT leads to methodo-
logical differences between studies that
weaken the reliability and generalizabil-
ity of the findings. From a clinical per-
spective, the absence of reliable and
valid PSPT measures limits the transla-
tion of these methods to screening
patients, and any PSPT assessment
becomes clinician-dependent.

Clinically, women who have experi-
enced prior PSPT are at higher risk of
experiencing significant anxiety, depres-
sion, or symptoms of PTSD in subse-
quent pregnancies.’>’**"*** In many
cases, they struggle with establishing a
trusting relationship with their obstet-
rics team and worry about losing their
autonomy and control, not being heard,
and being re-traumatized during their
current or subsequent pregnancy.(’s’(’6
For many pregnant women who have
experienced PSPT, interacting with the
healthcare system, going to the clinics
or hospital setting, or hearing alarms or
sirens leads to fear of childbirth and can
trigger PTSD symptomatology.”” For
those who decide to undergo subse-
quent pregnancies, it is difficult to avoid
trauma reminders or triggers entirely,
resulting in some degree of reliving or
re-experiencing  the  trauma.'>**®
Research on perinatal mood and anxiety
disorders (PMADs) has taught us that
relying solely on patient reports or clini-
cian’s ability to identify concerns with
mood or anxiety is inadequate, and
there is a need for systematic screening
of PMADs during the perinatal period,



TABLE 3B
Categories of PSPT included in each measure

Measure

Type of PSPT

Life Stressor Checklist
Wijma Delivery Expectancy Questionnaire
Traumatic Life Event Questionnaire

WHO Multicountry Study on Women’s Health and Life
Experiences Questionnaire

Birmingham Interview for Maternal Mental Health'

Life Event Scale for Pregnant Women?
Life Events and Difficulties Schedule®
Life Events Questionnaire

Ontario Perinatal Record

and miscarriage.®”

" Birmingham Interview for Maternal Mental Health is currently replaced by the Stafford Interview (the 6th edition of the Birmingham Interview). The PSPT categories in this table are reported based on
the Stafford Interview.®*; 2 Despite reaching out to the authors, we coujd not review the contents of the Life Event Scale for Pregnant Women. The category of pregnancy loss is included based on
what is reported in the paper.””; ° Life Events and Difficulties Schedule® was translated and adapted to be used with the childbearing population and, based on the study report, probed for stillbirth

Givrad. A systematic review on the assessment of pregnancy-specific psychological trauma during pregnancy. Am ] Obstet Gynecol 2025.

Pregnancy loss, Medically complicated pregnancy for infant
Fear of childbirth

Pregnancy loss

Pregnancy loss

Fear of childbirth, Medically complicated pregnancy for women/pregnant person,
Medically complicated pregnancy for infant, Medically complicated pregnancy not
specified, Pregnancy loss, Traumatic birth

Pregnancy loss
Pregnancy loss
Pregnancy loss

Medically complicated pregnancy for women/pregnant person, Medically complicated
pregnancy for infant

supported by appropriate referral and
treatment  pathways.”””"  Similarly,
without systematic and comprehensive
screening, the healthcare team will not
reliably become aware of patient history
regarding PSPT. In turn, critically,
individualized trauma-informed care

cannot be delivered during the perinatal
period if there is no awareness of the
history of PSPT.

Trauma is in the eye of the
beholder,” and the same event can
have different repercussions for differ-
ent individuals based on their unique

psychology, support system, history of
trauma, and life experiences.”””” For
instance, first-trimester miscarriage or
vaginal bleeding that does not end in a
loss may not be perceived as traumatic
by some, including the healthcare team,
but might be experienced as traumatic

FIGURE 3

When measures of PSPT were administered during pregnancy
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FIGURE 4

Regional distribution in the assessment of PSPT during pregnancy

Sub-Saharan Africa Multiple 2.2% (n=2)

8.8% (n=8)
South America 2.2%
(n=2)

Oceania 1.1% (n=1)

North America 46.2%
(n=42)

Asia 12.3% (n=12)

Central America 0%
(n=0)

Europe 19.8% (n=18)

Middle East and
Northern Africa 6.6%
(n=6)
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by the pregnant woman/person. Fur-
thermore, some individuals can develop
PTSD symptomatology following PSPT,
whereas others may demonstrate sub-
threshold symptoms. Our findings from
this systematic review show only 12% of
studies assessing PSPT also screened for
PTSD. The presence of current PTSD
associated with PSPT has significant
treatment implications and can help
inform maternal and infant outcome
research findings in more nuanced
ways.

It is important to note that most
studies reviewed here assessing PSPT
did not use a specific time point in preg-
nancy for their assessment, and very few
studies examined PSPT during the first
trimester of pregnancy. From a clinical
standpoint, PSPT needs to be evaluated
at least at two stages in the perinatal
period: at the beginning of the preg-
nancy and after childbirth. Screening
for PSPT at the beginning of the preg-
nancy, ideally at the first prenatal visit,
allows for collaborative, trauma-
informed care throughout the perinatal
period. Trauma-informed care ensures
the patient has the experience of being
seen and heard, is an active participant
in their care, and enhances their sense
of control and autonomy. Assessment
of PSPT after childbirth ensures

8 AJOG Global Reports February 2025

capturing experiences related to the cur-
rent pregnancy and providing support
and intervention as needed to put the
parent-infant dyad and family system
on the right path. Additionally, timely
implementation of trauma-responsive
care leaves more time for preventative
or therapeutic approaches to minimize
medical and psychiatric complications
during pregnancy, birth, and the post-
partum period.

Perceptions of pregnancy and psy-
chological trauma vary across the world
and are shaped by cultural, clinical, and
policy priorities. We found here that
nearly half of the studies measuring
PSPT were from North America.
Although it seems that studies examin-
ing PSPT were more prominent in
North America, we note that studies of
PSPT consist of only 14% of studies
evaluating any kind of psychological
trauma during pregnancy in this region
included in the broader systematic
review.”” These regional findings in
North America mirror the proportion
of studies elsewhere in the world that
assess PSPT in comparison to any other
type of psychological trauma during
pregnancy. Taken together, we do not
detect a regional difference in prioritiz-
ing PSPT research among investigations
of psychological trauma in pregnancy.

PSPT is, therefore, understudied and
underappreciated globally.

Our study shows that there is a criti-
cal need to systematically and compre-
hensively study the impact PSPT has on
the individual and family’s health and
wellbeing, the health of subsequent
pregnancies and next offspring, and the
ways in which PSPT can shape and neg-
atively impact the parent-child relation-
ships with current and future children.
Such a call to action necessitates the
development of a comprehensive PSPT
screening tool that can be researched,
validated, and used in the clinical set-
ting.

Strengths and limitations

This systematic review was a secondary
analysis of studies assessing PSPT from
a broader systematic review we con-
ducted to examine how psychological
trauma during pregnancy has been
assessed in the literature to date.” The
strengths included an interdisciplinary
team of perinatal psychiatrists, clinical
psychologists, and researchers in
designing and implementing the sys-
tematic review. This interdisciplinary
team was also involved in the screening
and data extraction steps leading to
greater accuracy in the two-step verifi-
cation and discussions for conflict reso-
lution. However, this work has some
limitations. First, a number of studies
were not included in the broader sys-
tematic review as we could not access
their full text (n=56), they were not
written in English (n=19), or were con-
ference abstracts or not peer-reviewed
articles (n=196). Second, we categorized
PSPT measures as being previously
published (vs being in-house measures)
if they were published or had been used
in more than one study; however, being
used in more than one study does not
necessarily mean those measures are
reliable and valid. Third, this systematic
review provides descriptive data about
how and when PSPT has been assessed
during pregnancy. Inferential statistics
related to different variables, treatment
interventions, and outcome measures,
such as prevalence estimates or effect
sizes, were not included. Even so, the
public availability of the studies



identified and data extracted through
this review would provide an important
basis for future directions in research
and clinical work on screening PSPT
and understanding the multitude of
effects of PSPT on the individual and
family’s health and delivery of care.

Conclusions and implications
Pregnancy-specific psychological
trauma (PSPT) consists of a group of
underrecognized and understudied psy-
chologically  traumatic  experiences
rooted in the individual’s current and
previous preconception and perinatal
experiences (Table 1). PSPT can have
long-lasting effects on the individual’s
physical and emotional well-being, in
many cases, even if followed by subse-
quent successful and nontraumatic
pregnancies and childbirths. PSPT can
impact individuals' attitudes and experi-
ences in subsequent perinatal periods
and with their current and future chil-
dren. Some forms of PSPT, such as
traumatic birth, premature birth, and
late fetal and early neonatal loss, have
received more attention. Yet, there con-
tinues to be a scarcity of research-
informed support services and interven-
tions for individuals in the aftermath of
such traumatic events and throughout
their subsequent pregnancies and par-
enting. Other forms of PSPT, such as
miscarriage, early fetal loss, medically
complex pregnancies, and history of
infertility or challenges encountered
when undergoing fertility treatments,
despite their high prevalence, are less
recognized and need to be better studied
and understood.

The findings of this systematic review
necessitate a call to action to 1) create
and validate a comprehensive screening
measure to assess PSPT, taking into
account the subjective nature of trauma;
2) better study all forms of PSPT and
their impact on women/the pregnant
person’s physical and emotional well-
being, challenges they face in subse-
quent pregnancies, and their parenting
of current and future children; 3) fol-
lowing ACOG’s recommendations, edu-
cate the obstetric, neonatology, and
pediatric teams on trauma-informed
approaches for patients who have

experienced PSPT; and 4) instigate
screening for current PTSD following a
positive screening for PSPT.
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