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Abstract 
 
Objective: Studies on the impact of childhood trauma on postpartum depression show inconsistencies 

and methodological limitations. The present study examines the effect of childhood trauma on 

depression 12 and 24 weeks after childbirth, while controlling for history of depression, depression 

symptoms during pregnancy and type D personality. 

Method: During the third trimester of pregnancy, 210 women completed self-report questionnaires 

assessing depression (current and/or past episodes), childhood trauma and type D personality, of 

whom 187 participated in the postpartum follow-up, with depression symptoms being reassessed at 12 

and 24 weeks after delivery with three depression outcome measures.  

Results: Eventually, 183 participants were retained for analysis. Results indicated no predictive value 

of childhood trauma on postpartum depression in the univariate analyses, nor after controlling for 

previous depression, depression symptoms during pregnancy and type D personality. However, past 

depression and depression symptoms during pregnancy did independently and convincingly predict 

postpartum depression, especially at 12 weeks and to a lesser extent at 24 weeks following childbirth.  

Conclusion: Overall, we found no significant association between childhood trauma and postpartum 

depression. Past depression and depression symptoms during pregnancy are more relevant factors to 

assess before childbirth.   
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1. Introduction 

Postpartum depression, a major depressive episode after childbirth, affects on average 7.1% of 

women in the first three months after delivery (Gavin et al. 2005; Robertson et al. 2004). Because of 

this high prevalence rate and the associated negative consequences for both, mother and child, many 

studies have been exploring potential risk factors for this condition. The most consistently identified 

risk factors include previous postpartum depression; a history of depression, anxiety, stress, and 

depression during pregnancy; personality style; stressful life events; lack of social support; and low 

self-esteem (Robertson et al. 2004; Bloch et al. 2006; Dennis et al. 2004; Robertson-Blackmore et al. 

2006).  

 Several studies have suggested childhood trauma to be a predisposing factor for prenatal and 

postpartum depression (Meltzer-Brody et al. 2013a; Meltzer-Brody et al. 2013b), but this relationship 

has to be nuanced. Plaza et al. (2012) showed that early (24-48h) postpartum depressive 

symptomatology was significantly related to all assessed types of childhood abuse (physical, 

emotional and sexual), although only physical abuse remained significantly associated when the other 

variables were controlled. Furthermore, several authors (Robertson-Blackmore et al. 2013; Cohen et 

al. 2002) found no association between childhood abuse and postpartum depression. Seng et al. 

(2013) reported in a prospective cohort study that pre-existing major depression disorder and/or PTSD 

mediated the independent association of childhood maltreatment history with postpartum depression.  

 The difference in findings between these studies could be due to the timing of the assessment 

(24-48h after delivery versus 6 weeks to one year postpartum). Moreover, studies generally did not 

control for variables such as depression symptoms during pregnancy and personality factors, both 

highly relevant given that exposure to childhood trauma is a well-documented vulnerability factor for 

depression and tends to interfere with personality development, such as neuroticism and introversion 

(Li et al. 2014). Denollet (2000; 2005) concluded that a so-called type D personality, a combination of 

high negative affectivity and marked social inhibition, is also a risk factor for major depression, but its 

impact on postpartum depression and its interaction with childhood trauma requires further research. 

The lack of consistent results on this topic was also confirmed in a large review article on the 

association between a history of abuse and perinatal depressive symptoms (Alvarez-Segura et al. 

2014). 
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To meet these shortcomings, in the current study we adopted a prospective research design 

to examine the effect of childhood trauma on depression 12 and 24 weeks postpartum while 

controlling for a history of depression, depression symptoms during pregnancy, and type D 

personality. We predicted an effect of childhood trauma on postpartum depression, even after 

controlling for the co-factors mentioned above. although this effect could be mediated by one of the 

co-factors. 

 

 

2. Methods 

2.1. Participants 

Pregnant women receiving prenatal care in the Belgian University Hospitals of Leuven (n = 155) and 

Antwerp (n = 55) were invited to participate. There were three moments of measurement in which 

participants were asked to fill in a questionnaire booklet: prenatal (during the third trimester of 

pregnancy; T1) and postpartum: 12 weeks (T2) and 24 weeks (T3) after delivery. The participants 

were at least 18 years old, fluent in Dutch, had never experienced a (hypo)manic episode, and were in 

their 24
th
 to 34

th
 week of uncomplicated pregnancy. Of the 210 women, 18 dropped out ahead of time. 

We excluded the data of one woman who, unfortunately, lost her baby after delivery because our main 

interest was in depression not acute grief. The data of another eight women was also removed 

because they did not fully complete the Traumatic Experiences Checklist used to assess childhood 

trauma. The final study sample consisted of 183 women. 

 

2.2. Dependent variables 

2.2.1.  Edinburgh Postpartum Depression Scale (EPDS) (Cox et al. 1987) 

The EPDS is the most widely used 10-item self-report questionnaire specifically developed to assess 

emotional and cognitive postpartum depression symptoms. It minimizes confounding of somatic 

symptoms of major depressive disorder with the demands inherent to parenting an infant (e.g. 

insomnia). (Cox et al. 1987; Boyd et al. 2005) We used the Dutch adaptation (Pop et al. 1992) and 

participants were asked to fill in the EPDS at T2 and T3. Cronbach’s alpha in this sample was 0.85 for 

the first (EPDS 12w) and 0.86 for the second postpartum measurement (EPDS 24w). We adopted a 
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cut-off score of 13 points or more (Matthey et al. 2006), which is based upon the reported receiver 

operating characteristics found in various studies, and is recommended as it is optimum for the 

properties of sensitivity (correctly classifying women who meet diagnostic criteria for depression) and 

specificity (correctly classifying women who do not meet the diagnostic criteria for depression). 

 

2.2.2. Major Depression Questionnaire (MDQ) (Van der Does et al. 2003) 

The MDQ is a self-report scale that gauges the presence of past and current major depressive 

episodes using questions covering DSM-IV criteria (APA 2000). The MDQ has a good convergent 

validity with diagnoses based on the Structured Clinical Interview for DSM-IV. We used the original 

Dutch version (Van der Does et al. 2003). The data of the MDQ was collected at baseline (T1), 12 (T2) 

and 24 (T3) weeks postpartum. 

 

2.2.3.  Depression Anxiety and Stress Scales (DASS) (Lovibond and Lovibond 1995) 

With the DASS-21 respondents can self-assess three negative emotional states over the past week: 

depression, anxiety, and stress. We only administered the Dutch version of its depression scale (De 

Beurs et al. 2001), collected at baseline (T1), 12 (T2) and 24 (T3) weeks postpartum. Cronbach’s 

alpha in this sample was 0.94 for the Depression subscale (DASS-D). 

 

2.3. Independent variable 

2.3.1.  Traumatic Experiences Checklist (TEC) (Nijenhuis et al. 2002) 

The TEC is a Dutch self-report inventory inquiring about 29 potentially traumatic experiences and was 

measured at baseline (T1). Its format allows the presence and severity of childhood trauma to be 

assessed using four variables: 1. Presence of the event(s); 2. Duration of the event(s); 3. Relationship 

to the perpetrator; 4. Subjective response. The variables are given a score of 0 or 1 and scores 

classified for three age bands in which the event(s) occurred (0-6, 7-12, and 13-18 years). The main 

outcome variable is the total composite score (continuous), which is the sum of the item scores of five 

subscales (emotional neglect, emotional abuse, sexual harassment, sexual abuse, and bodily threat). 

The internal consistency and test-retest reliability of the TEC were shown to be good. (Nijenhuis et al. 

2002; Näring and Nijenhuis 2005) 
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2.4. Covariates 

2.4.1.  Major Depression Questionnaire (MDQ) (Van der Does et al. 2003) 

The MDQ will also serve as a covariate in this study to indicate previous depression. 

 

2.4.2.  Type D Personality (DS-14) (Denollet 2005) 

The DS-14 is a brief self-report questionnaire to help determine the presence of a type D (distressed) 

personality. It comprises two 7-item scales, i.e. negative affectivity (NA) and social inhibition (SI), with 

respondents rating their personality on a 5-point Likert scale. In this sample these scales were 

internally consistent (α=0.88 and 0.86), stable over time (3-month test-retest reliability=0.72 and 0.82, 

respectively), and validated against standard personality scales. Participants were classified as type D 

based on a cut-off of 10 (NA ≥10 and SI ≥10). The original Dutch version was used. 

 

2.4.3.  Depression Anxiety and Stress Scales (DASS) (Lovibond and Lovibond 1995) 

The 3rd-trimester depression scores (DASS-D1; T1) will be used as a covariate reflecting depressive 

symptoms during pregnancy. 

 

2.5. Power and statistical analyses 

A sample size of 200 achieves 81% power to detect a correlation of at least .20 at a significance level 

of .05. Statistical analyses were conducted using SPSS version 22.0. The normality distribution of the 

variables was checked with Shapiro-Wilk tests and QQ-plots. The continuous variables EPDS at T2 

(12 weeks postpartum), EPDS at T3 (24 weeks postpartum), DASS-D-12w and DASS-D-24w were 

log-transformed to obtain normality. Univariate general linear models and binary logistic regression 

were used to examine the effect of childhood trauma (TEC) on depression at 12 (T2) and 24 weeks 

(T3) postpartum. In multivariate analyses, we controlled for the following covariates: history of a major 

depressive episode (MDQ formerly depressed T1), type D personality (DS-14) and depression 

symptoms during pregnancy (DASS-D1). Collinearity diagnostics (variance inflation factor) and 

normality of the residuals was checked for each model. A p-value of <.05 was considered significant.  
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3. Results 

The participants’ mean age was 30 years (N=183; range 19-45). Sample description and clinical 

characteristics can be found in Table 1. Nineteen per cent had suffered a major depressive disorder at 

least once in their lifetime (MDQ) and 24.6% had lived through at least one traumatic childhood 

experience. About 28% showed a type D personality. 

 The prevalence rates for postpartum depressive disorder were 8.7% at 12 weeks and 7.1% at 

24 weeks postpartum (EPDS), which is in line with the existing literature (Gavin et al. 2005). 

Correlations among the three measurements of depression (EPDS; MDQ; DASS-D) at 12 and 24 

weeks postpartum were significant. Also, childhood trauma was found to be significantly correlated 

with depression in the past (r=.22; p<.01), depressive symptoms during pregnancy (r=.20; p<.01) and 

type D personality (r=.18; p<.05). The presence of interaction effects between the predictive variables 

was also checked, but was non-significant. 

 Table 2 summarizes the results of the statistical analyses, with each dependent variable 

shown separately. No significant association between childhood trauma and 12- and 24-week 

postpartum depression as measured with EPDS, MDQ and DASS-D was found. When analysing the 

EPDS as a continuous variable in a multivariate model, there was no significant effect of childhood 

trauma either. 

 In the multivariate model a past episode of major depression was significantly correlated with 

depression 12 weeks (EPDS; MDQ) and 24 weeks (MDQ) postpartum. The same is found when 

considering depression symptoms during pregnancy (T2: EPDS, DASS-D; T3: DASS-D). Type D 

personality characteristics did predict postpartum depression in the univariate models at T2 and T3 

(EPDS and DASS-D), but there was no significant effect in the multivariate models. It seems to be 

mediated by depression in the past and depression symptoms during pregnancy. 
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4. Discussion 

We investigated the impact of childhood trauma on 12- and 24-weeks postpartum depression in a 

prospective design while controlling for a history of major depression, depressive symptoms during 

pregnancy, and type D personality. Results showed no effect of childhood trauma on postpartum 

depression. Though, our findings are mainly in line with a previous exploratory study showing that 

childhood trauma is an important risk factor for depression and that depression history can predict 

postpartum depression (Cohen et al. 2002; Seng et al. 2013). In addition, Robertson-Blackmore et al. 

(2013) reported that childhood sexual abuse predicted antenatal, but not postpartum depression in a 

prospective, longitudinal cohort study. A review article on the association between abuse and perinatal 

depression confirmed that childhood abuse is associated with depressive symptoms during 

pregnancy, but not during postpartum period (Alvarez-Segura et al. 2014). 

Some studies did show a significant association between childhood trauma and postpartum 

depression. Meltzer-Brody et al. (2013), for instance, recently concluded childhood trauma to be a 

significant independent risk factor for perinatal depression (EPDS-Lifetime) in a large study population, 

comparing women with a history of a live birth and histories of major depression with women with a 

history of a live birth and both histories of major depression and perinatal depression. However, the 

retrospective nature of their assessment of lifetime perinatal depression affects the solidity of their 

results. 

 We found a history of one or more major depressive episodes and depressive symptoms 

during pregnancy to independently predict postpartum depression, especially at 12 weeks and less 

consistently at 24 weeks following childbirth. This is in line with other findings in the postpartum 

depression literature: without fail studies show that having suffered depressive symptoms at any time 

during their lives, i.e. not solely in relation to childbirth, significantly increases the risk of postpartum 

and perinatal depression (Robertson et al. 2004; Robertson-Blackmore et al. 2006; Meltzer-Brody et 

al. 2013).  

 The effect of type D personality characteristics on postpartum depression (EPDS and DASS-D 

at both times) was mediated by past depression and depression symptoms during pregnancy. 

Previously, Verkerk et al. (2005) found that personality traits such as neuroticism and introversion are 

stable determinants of both clinical depression and depression symptoms in the first year postpartum, 
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but the authors did not control for depression during pregnancy, which may have influenced their 

results.  

  

 Thus, the findings of this analysis challenge some prior evidence that childhood trauma is 

significantly associated with postpartum depression. Our findings underscore the need for attention for 

depression in the past and during pregnancy. 

 The main limitation of the present study is that we exclusively relied on retrospective self-

reports of childhood trauma and history of depressive episode(s). Yet, although several studies using 

retrospective reports of major adverse childhood experiences indeed showed a memory bias, this bias 

was never sufficiently great to invalidate the reports (Hardt and Rutter 2004). We furthermore did not 

control for potentially relevant covariates, such as maternal age, socio-economic status, current 

stressful life events, re-traumatization in adulthood and partner support (Verkerk et al. 2005; Milgrom 

et al. 2008). 

 In conclusion, our present findings suggest that there is no predictive value of childhood 

trauma on postpartum depression. A lifetime history of depression and depression symptoms during 

pregnancy, especially at 12 weeks following childbirth, are more relevant predictors.   

 Some authors argue that existing guidelines that recommend depression screening during 

pregnancy or postpartum should be re-considered, but to date there is no consensus on this 

controversial topic (Thombs et al. 2014; Chaudron and Wisner 2014). For now, our results underscore 

the importance of actively screening in the period during pregnancy and postpartum for lifetime major 

depressive disorder and depression symptoms during pregnancy, if we are to identify women at 

(increased) risk of depression in the postpartum periods. 
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