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Increased psychological trauma and decreased
desire to have children after a complicated pregnancy

Komplire gebelik sonrast artan psikolojik travrma ve azalan ¢ocur istegi arzusu
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Yasin Bez?, Talip Giil’
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Objective: Information about fertility desire and psychological se-
quelae after high-risk pregnancies are scarce in the literature. The
aim of the present study is to investigate the psychological effects of
high-risk pregnancies.

Material and Methods: The patients who had a history of severe
preeclampsia, eclampsia or major hemorrhage during the peripar-
tum period were enrolled as the study group and compared with the
control subjects with respect to fear about new pregnancy, anxiety/
depression and post-traumatic stress disorder (PTSD) scores. The
study was carried out by submitting a questionnaire form to the par-
ticipants. Numbers of planned children before and after the last deliv-
ery were evaluated in both groups.

Results: Fear about a new pregnancy was found to be significantly
higher in the study group compared with the controls. There were no
statistically significant difference between the two groups in terms of
anxiety and depression. In terms of re-experience and avoidance in
PTSD was significantly higher in the study group, however no signifi-
cant difference was found for hyper-arousal.

Conclusion: Fear regarding new pregnancy is high and planning
more children is decreased after high-risk pregnancies and PTSD
symptom scores were higher after high-risk pregnancies.

(J Turkish-German Gynecol Assoc 2013; 14: 11-4)
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Introduction

Every mother has significant memories about the course of the
pregnancy/delivery (P/D) period. The mother and fetus could
be exposed to complications and risks related to pregnancy
and/or delivery, which can be described as high-risk pregnan-
cies or complicated P/D. Maternal/fetal morbidity and mortality
is high in complicated P/D (1). It has been reported that the
most common pregnancy complications that require intensive
care unit and the leading causes of maternal complications
and mortality are preeclampsia/eclampsia and major peripar-
tum hemorrhage (PPH) during the peripartum period (2-5).

Amac: Yiiksek riskli gebelik sonrasinda tekrar ¢ocuk sahibi olma iste-
§i ve psikolojik sekel riski literatiirde yeteri kadar mevcut degildir. Bu
calismanin amaci yiiksek riskli gebelik sonrasinda psikolojik etkileri
incelemektir.

Gere¢ ve Yéntemler: Peripartum donemde siddetli preeklampsi,
eklampsi veya doguma bagh major kanama 6ykiisii olan hastalar;
gebelik korkusu, travma sonrasi stres bozuklugu (TSSB) ve anksiyete
/depresyon skorlan bakimindan kontrol grubu ile karsilastinldi. Ca-
hismaya katilan hastalara birebir yiiz yiize anket yontemi ile formlar
dolduruldu. Son dogum 6ncesi ve sonrasi planlanan ¢cocuk sayisi her
iki grupta degerlendirildi.

Bulgular: Hasta grubunda tekrar gebe kalma korkusu kontrol gru-
buna gore 6nemli bir sekilde yiiksek izlendi. Anksiyete ve depresyon
skorlar acisindan iki grup arasinda istatistiksel anlamli fark izlenmedi.
Hasta grubunda kontrol grubuna goére TSSB ag¢isindan; yeniden yasam
ve kacinma belirtileri istatistiksel anlaml yiiksek iken, uyarilmishk aci-
sindan fark gézlenmedi.

Sonuglar: Komplike gebelik yasarmis hastalarda yeni bir gebelige kar-
s1 korku yiiksek olmakta ve sonug olarak planlanan ¢ocuk sayisinda
azalmaya neden olmaktadir. Komplike gebelik sonrasi hastalar TSSB
semptomlar gelismesi yoniinden risk altindadirlar.

(J Turkish-German Gynecol Assoc 2013; 14: 11-4)
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Past experiences of an individual have substantial effects on
his or her future decisions. It could be anticipated that a com-
plicated pregnancy that leads to life-threatening conditions,
prolonged hospital stays and additional interventions may
cause fear related to repeated pregnancy or delivery. The nega-
tive effects and the risk of a repetition of the experience may
lead to reluctance to have a child. The desire to have a child
may change based on various factors such as the number of
children one has, the society, economic status, education and
past experiences. To our knowledge, studies about the future
desire of the patients with history of complicated P/D to have a
child are lacking in the literature.
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In the present study, we aimed to investigate the desire for a
new pregnancy and more children, also the anxiety/depression
and post-traumatic stress disorder (PTSD) symptoms in patients
with a history of complicated P/D, and to compare them with
those of control subjects.

Material and Methods

This prospective study was conducted in the Obstetrics and
Gynecology clinics of Dicle University Hospital, which is a ter-
tiary referral center in the southeast Anatolian region, where
complicated P/D cases are frequently referred. The patients
who had severe preeclampsia or eclampsia or major hemor-
rhage during the peripartum period between January 2008 and
December 2010 were enrolled as the study group. We used the
term “complicated P/D” to simplify the analysis. The study and
control groups included patients who were aged from 18 to
35 years, have no more than 3 children, have not reached her
previously desired family size, had their last delivery within 6
months to 2 years and have completed at least primary school
education and had no history of psychiatric disorder and psy-
chotropic drug use. From patient records, 114 patients who
were followed-up/treated in our clinic for complicated P/D
were identified (Figure 1). These patients were interviewed via
telephone calls and were informed about the study on January
and February 2011. Forty patients who met the inclusion criteria
and agreed to be enrolled in the study were invited to the clinic
and participated in the study between January and April 2011.
In the study group, 14 patients had severe preeclampsia, 14
patients had eclampsia and 12 patients had major hemorrhage
histories during their peripartum period. Forty-one women,
who were delivered at our clinic and did not have a history of
complicated P/D, were enrolled as the control group.

Patients identified from the records
(N=114)

—| Died (8) |

—| Could not be reached by telephone (36) |

—| Refused to participate (17) |

——{ Tubal ligation (5) |

—| Hysterectomy performed (3) |
| >3 children (3) |
_| >35 years of age (2) |

—| Participated in study (40) |

Figure 1. Distribution of the status of the patients identified from
medical records at the time of recruitment to the study and selection
of the study population
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For each participant, hospital stay during the course of the last P/D,
age, gravida, parity, number of living children, number of planned
children before and after birth were identified. Their fear of a
new pregnancy, depression/anxiety levels and PTSD symptoms
were measured by questionnaires. All participants gave written
informed consent. The study was approved by the Medical Ethics
Committee of Dicle University.

Analog scale for evaluating the fear of a new pregnancy

The scale was developed by the investigators to measure the
fear of getting pregnant again by rating. The scale was designed
as a fear scale (FS) which is a 10 cm long horizontal straight
line with 1 cm gaps between each rating, starting from 0 (not
worried at all) and continuing up to 10 (very worried). It was
adapted from a visual analogue scale (VAS) used to measure
severity of pain subjectively (6). The patients could mark the
level of fear they have regarding a repeat pregnancy by marking
between 0 and 10 on the scale. It was a self-reported scale, that
measured fear of a new pregnancy subjectively.

Hospital anxiety and depression scale (HADS)

The HADS was first developed by Zigmond at al. (7) 1983. It con-
sists of 14 questions with multiple choices. It provides two sub-
scores (anxiety and depression) and a total score. It is accepted
as a reliable and valid scale for assessing clinically significant
anxiety and depression (8). Higher scores reflect worse anxiety
and depression. The HADS total score is also a valid measure
of “emotional distress” or “psychological distress”, so that the
HADS can be used as a measure of overall psychiatric morbid-
ity (9). The validity and reliability of the Turkish version of HADS
was demonstrated by Aydemir et al. (10).

PTSD checklist-civilian version (PCL-C)

The PCL-C is an easily administered scale designed to assess
the symptoms of posttraumatic stress disorder according to
Diagnostic and Statistical Manual of Mental Disorders, 4" Edition
DSM-IV criteria. It consists of 17 items with Liekert type answers
ranging from 1 to 5. It is a self-report scale and provides three
subscale scores (re-experience, avoidance, and hyper-arousal)
and a total score. Higher scores reflect more severe symptoms
of PTSD (11). The validity and reliability of the Turkish version of
PCL-C was demonstrated by Kocabasoglu et al. (12).

Statistical analyses

Statistical analyses of the obtained data were conducted by
using Statistical Package for Social Sciences (SPSS) version 15.0
(Chicago, IL, USA). Descriptive statistics were used to define
the demographic data of the participants. Frequency and per-
centage were calculated if the data was categorical, whereas
mean and standard deviation were calculated if they were con-
tinuous. For the comparison of continuous variables between
groups, independent samples t test was used. The dependent
samples t test was used to assess possible differences between
any two repeated measures in a single group. Normality of vari-
ance was tested with the Kolmogorov-Smirnov test. Variables
showing non-parametric distribution were compared between
groups by using the Mann-Whitney U test. For the comparison
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of categorical variables between groups, the Chi-square test
was used. A P value less than 0.05 was accepted as statistically
significant.

Results

The mean ages of the study and control groups were 26.98+4.45
and 28.07+4.44 years respectively (p=0.26). Demographical
characteristics of patients showed no statistically significant dif-
ference between the groups (Table 1). In the study group, mean
hospital stay due to complicated P/D was 11.73+11.42 days.

In the study group, 34 cases (85%) reported fear of having a new
pregnancy, whereas 21 (51.2%) cases reported the same fear
in the control group (p=0.001). Fear scale scores about a new
pregnancy was 7.22+3.86 in the study group, whereas it was
4.12+3.80 in the control group (p<0.001). The mean number
of planned children in the study group were 3.75+1.15 before
the complicated P/D whereas it had declined to 1.60+1.41
afterwards. In the control group the planned number of chil-
dren had also decreased after normal P/D (Table 2). Moreover,
the decline in the study group was statistically greater than that
of control subjects (p<0.001). No statistically significant differ-
ence was observed when the groups were compared in terms
of anxiety and depression. PTSD scorings of re-experience
and avoidance symptoms, and total scores were significantly
higher in the patient group; however, no statistical difference
was observed between the groups in terms of hyper-arousal
symptoms (Table 3).

Discussion

The present study showed a statistically significant decline in
desired family size after complicated P/D. In cases with major
PPH, who had hypogastric artery ligation (13), uterine artery

Table 1. Demographical characteristics of the groups
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embolisation (14), or uterine devascularization (15) and whose
fertility was preserved, when future pregnancy results were
evaluated, it has been observed that the patients’ future desire
to have more children had declined. Investigators claimed that
the women who have undergone serious risks tend to have
reluctance to childbirth due to their anxiety of having the same
risks again and that this decline is anticipated to have psycho-
logical reasons (13-15).

There were 85% patients in the study group and 51.2% patients
in the control group who had a fear of having a new pregnancy,
and the difference was statistically significant. We were unable
to find a scale designed or recommended to measure fear
caused by previous experiences. Therefore, we used a FS,
which was modified from the VAS scale. While this method
is open to discussion, understanding and application of this
method is easy. The desire to become pregnant again might
have decreased in complicated P/D cases due to prolonged
hospital stay, exposure to additional trauma, life threatening
nature of prior pregnancy, and the likelihood and fear of being
exposed to the same risks again. The significantly higher degree
in FS in the complicated P/D group, compared to the control
group gives rise to the thought that this might be related to the
experienced risk. The decrease in the desired family size after
P/D in both groups makes it plausible that any pregnancy affects
the patient’s desire, and its impact increases with additional
complications. The present study showed that desire to have
more children after normal or complicated P/D has declined.
However, the decline in the study group was higher when com-
pared to the control group.

The groups were not different in terms of depression and
anxiety levels. This condition can be explained in several ways.
First, even if depression and anxiety symptoms had developed
in patients, these might have healed in time due to various
reasons. Second, even if the P/D experience was normal or
complicated, it might lead to similar impact in terms of depres-

(MeanStandard Deviation) sion and anxiety symptoms. In addition, both conditions can
Study group Control group p lead to development of PTSD symptoms instead of depression
(n=40) (n=41) and anxiety.
Age (years) 26.98+4.45 28.07+4.44 097 PTSD is deﬁnefi as “on.e experiepcing a direct exposure to a
severe traumatic, stressing situation that may lead to a death
Gravidity 2.80+1.42 224120 | 0.06 . . : .

- Table 3. Anxiety/Depression and Posttraumatic stress disorder
Parity 2.15£1.12 1.90+0.83 0.26 symptom scores in both groups (Mean* Standard Deviation)
Number of 1.78+0.95 1.88+0.81 0.60
living children Study group | Control group p

(n=40) (n=41)
Table 2. Planned number of children in both groups before and | HADS Anxiety 8.55+4.31 8.15+4.15 0.66
after their last pregnancy (Mean+ Standard Deviation) HADS Depression 6.18+3.79 6.68+4.45 | 0.59
Planned number | Planned number P HADS Total 14.75+7.3 14.61+7.92 0.93
of children before | of children after PTSD re-experience | 15.00+4,12 | 12.24+555 | 0.013

last pregnancy last pregnancy ces = 5
PTSD id 18.35%5.11 15.30%+5.50 0.011

Study group 3.75+1.15 1.60+1.41  |<0.001 avolcance

(n=40) PTSD hyper-arousal | 14.13+4.50 12.80+4.31 0.17
Control group 2.78+0.96 1.98+1.37 0.001 PTSD total 47.48+11.78 40.56+13.21 | 0.015
(n=41) HADS: Hospital anxiety depression scale, PTSD: Posttraumatic stress disorder
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risk or serious dysfunction, and he/she is responding to this
experience with intense fear, helplessness and concern”.
Diagnosis of PTSD might be difficult in the postpartum period
due to hormonal changes and adaptation mechanisms (16).
Patients who have a history of general anxiety, incapacity to
manage stress, fear inspired by delivery experience and psychi-
atric disorder may have a higher risk of developing PTSD (17).
Olde et al. (18) have reported individuals who have poor social
support, more obstetric intervention, perceived or true nega-
tive attitude of health-care personnel, and negative emotional
state during pregnancy or postpartum period as a high-risk
group in terms of PTSD. Although traditionally, childbirth is not
considered as an event that initiates PTSD symptoms, Beck et
al. (19) reported that it can lead to severe traumatic stress and
can contribute to developing PTSD. Maggioni et al. (20) have
reported that patients who perceive their normal delivery as
being traumatic had developed PTSD and described that delu-
sional fears can surpass reality at times. Compared to the con-
trol group, we found significantly higher levels of re-experience
and avoidance symptoms and total scores in the patient group.
Post-traumatic stress disorder hyper-arousal symptoms were
similar in both groups.

This study has some limitations. The mall sample size of the
study prohibits generalizability of the results. Additionally, it
would be better if the evaluations of the patients were per-
formed immediately after the obstetrical event and also in a
second interview after a predetermined time period, which
would give two scores and a better evaluation of the scales.
Further studies are welcomed to clarify this issue.

As a result, fear of undergoing a new pregnancy was higher
among those who had history of complicated P/D when com-
pared to those with a history of normal P/D, and this condition
appears to be associated with decreased desire to have more
children. Although a decline is also observed in the number of
children wanted in the normal P/D experiences, this decline
appears to be lower compared with complicated P/D expe-
riences. In addition to the P/D experiences, the number of
children planned can be affected by other factors such as the
number of children present, parental desire, socio-economic
status, and religious and societal views. On the other hand,
while normal and complicated P/D patients display similar traits
in terms of depression and anxiety, those who have a history of
complicated P/D report having more severe symptoms of post-
traumatic stress disorder. Further work is needed to explain
in detail how this condition impacts the number of planned
children.
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