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Introduction 

           Prenatal care (PNC) defined in a “broader” sense includes assessment to improve early, continuous care with 

address of social risk factors such as violence (Moos 2006). Often PNC visits provide the only window of 

opportunity to address content reflective of the psychosocial dimension of care, including violence and depression 

prior to birth. If PNC is inadequate, critical social assessments are limited and interventions are not implemented. 

Further, without PNC, important birthing information to prepare one for labor and birth is not provided increasing 

the potential for birth related trauma or posttraumatic stress disorder, PTSD (Leeds and Hargreaves 2008). 

Additionally, PNC has been considered to improve infant outcomes, with better outcomes achieved with more visits 

(Moos 2006; O’Teitler et al. 2012). An adverse infant outcome, such as prematurity, has been shown to lead to 

stress-related symptoms, depression, and an acute stress disorder (ASD) -- a precursor of PTSD (Jubinville et al. 

2012).  

          The potential indirect and direct effects of PNC on mental health can be especially important to the 

childbearing adolescent who frequently receives late or limited care (Khashan et al. 2010). Adolescents need much 

encouragement to receive the minimum number of PNC visits because of increased rates of depression, violence, 

unplanned pregnancies, and preterm births. Depression and both single and multiple incidents of violence may 

precede a pregnancy and have been found to associate with PTSD in non-childbearing children and adolescents 

(Kruczek and Salsman 2006). Females notably suffer more depressive symptoms and PTSD than males (Kilpatrick 

et al. 2003). Childbearing adolescents recruited from public PNC clinics have frequently been found to report 

symptoms of depression and violence (Meltzer-Brody et al. 2013). While adolescent studies are nonexistent, about 

3% to 14% of adult women have shown symptoms of PTSD during pregnancy (Seng et al. 2009). 

          While the full consequences of PTSD is unknown, violence, depression, and PTSD have been found to effect 

the seeking of PNC for all age women (Altarac and Strobino 2002; Hodgkinson et al. 2010; Seng et al. 2011). The 

consequences of violence, depression, and substandard prenatal care can result in adverse infant outcomes including 

preterm and low birth weight infants (Covington et al. 2001; Glass et al. 2003; Rosen et al. 2007). It is, therefore, 

suggested that childbearing adolescents with an increased likelihood for violence, depressive symptoms, preexisting 

PTSD, limited PNC, and potential for adverse infant outcomes are vulnerable to experience a traumatic birth. 

However, exploration of birth trauma and its contributors, including the role of PNC, among childbearing 

adolescents has been overlooked in the literature. Further, despite the knowledge that psychosocial risk factors can 
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affect both maternal and infant health, no universal psychosocial assessment has been widely implemented as part of 

routine PNC; therefore, maternal mental health issues frequently go undetected (Kingston et al. 2012).  

      While a majority (93%) of women receive PNC by the third semester, women receiving early and adequate PNC 

falls short at 70.5% (United States Department of Health and Human Services, USHHS 2013). Several barriers to 

obtaining PNC in the United States (US) exist including ethnic and racial disparities (Lathrop 2013). Black and 

Hispanic women have been noted to delay PNC and to receive less PNC than their White counterparts (Gavin et al. 

2004). Furthermore, the importance of routine prenatal care to the individual relates to normative childbearing 

beliefs and extended maternal supports which vary across cultures. Barriers preventing the adolescent in seeking 

PNC may be similar to adult seeking behaviors. Transportation issues, financial concerns, or a lack of knowledge 

related to the importance of PNC, or where to obtain PNC may exist as barriers to obtaining PNC. Additionally, an 

unplanned pregnancy, common to many pregnancies, adult and adolescent, has been found to relate to later initiation 

of PNC visits (Dibaba et al. 2013 a, b). The number of PNC visits for best maternal-infant benefit is a matter of 

debate ranging between four visits (World Health Organization) to 11 to 14 visits (American College of 

Obstetricians and Gynecologists) (Coimbra et al. 2003). Further, in the last evaluation of PNC services in 1989, the 

U.S. Public Health Service recommended a minimum of eight PNC visits. An increased emphasis on the 

psychosocial dimension of care was also recommended (Moos 2006); however, policy and practice is not up to date. 

       Psychological birth trauma (PBT) can be considered the stress experienced by a woman as a result of the 

emotional trauma of giving birth. While minor stress reactions following birth are most common, PTSD, as the 

recognized most severe form of stress, has prominent attention in both research and published literature because of 

potential consequences. Available studies indicate that single estimates of PTSD are difficult to discern due to 

sample selection, methodology, and timing of assessments, so, prevalence ranges are seen to vary between 1.7% to 

9% (Simpson and Catling 2015) and 1% and 30% (Grekin and O’Hara 2014). Targeted or at risk samples reporting 

depression or infant complications have been shown to experience PTSD at rates higher than community samples 

(Grekin and O’Hara 2014). Triggered by the birth of an infant with complications or admission to a neonatal 

intensive care unit, 24% to 44% of at risk US and Canadian women screened positively for symptoms of an ASD 

(Jubinville et al. 2012; Shaw et al. 2006; Vanderbuilt et al. 2009).  

         Controlling for common comorbidities or confounders also influences PTSD prevalence rates. A large, 

Australian study reported that with control of identified confounders such as past traumas, anxiety, and depression, 
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rates of postpartum PTSD lessened from 3.6% to 1.2% at 4 to 6 weeks and from 5.8% to 3.1% at 24 weeks (Alcorn 

et al. 2010). A Canadian study reported 7.6% and 16.6% rates for full and partial PTSD respectively. Noted 

independent predictors of either full or partial PTSD at one month included higher anxiety, history of sexual trauma, 

less available support, and a negative childbirth experience (Verreault et al. 2012).  

          In comparison, nearly 20% to 30% of women may experience posttraumatic stress, PTS, or subclinical 

symptoms of PTSD, following birth (Boorman et al. 2014; Czarnocka and Slade, 2000) and 10% of women may 

experience a traumatic stress reaction (Ayers 2004). A traumatic stress reaction is a more common reaction to 

childbirth and typically does not lead to PTSD but may develop into an ASD. (See reference for American 

Psychological Association (2013) for additional information on ASD, traumatic stress reaction, and PTSD.)  

         Risk factors, noted for birth related PTSD include previous reproductive traumas; mental health difficulties 

(e.g. history of depression, anxiety); traumatic life events (e.g. sexual abuse, partner violence); unplanned 

pregnancy; being unmarried; limited supports; parity; fear of childbirth; perceived loss of control in labor; 

unexpected labor interventions; negative caregiving; (lack of) pain management; and instrumental vaginal birth or 

cesarean birth (Alcorn et al. 2010; Ayers 2004; Beck et al. 2011; Collins et al. 1993; Denis et al. 2011; Elmir et al. 

2010; Hoedjes et al. 2011; Leeds and Hargreaves 2008; Lev-Wiesel et al. 2009; Onoye et al. 2009; Soderquist et al. 

2006). Additionally, a lack of preparation for birth and disparity between the expected and actual birth experience 

have been found to cause a woman to experience feelings of anger, confusion, and traumatization (Martin et al. 

2013).  

          The trauma a woman feels related to her birth reflects her perception of the event or “…in the eye of the 

beholder” (Beck 2004 p. 28). Several studies conducted in the US, United Kingdom, and Australia have examined 

birth appraisal and report over 1/3 of both adult and adolescent women verbally appraise their childbirth as traumatic 

(Anderson and Logan 2010; Ayers 2004; Creedy et al, 2000; Soet et al. 2003). A Norwegian group of researchers 

determined the subjective appraisal of birth to be the most important factor and predictor of the development of PTS 

symptoms following birth (Garthus-Niegel et al. 2012). 

          Therefore, for the present study we operationally defined PBT as a traumatic stress reaction, measured via the 

Impact of Event Scale (IES), and one’s birth appraisal. We used a cross-sectional, descriptive study to explore socio-

demographic factors (marital status, parity, age, ethnicity) associated with the number of PNC visits sought by 

adolescents and examine the role of socio-demographic factors (violence and depression) and number of PNC visits 
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on infant complications, PBT, and birth appraisal among ethnically diverse adolescents. Because PNC was a focal 

point of our study, we examined PNC visits as both an independent variable for its effect on infant complications, 

PBT, and birth appraisal and as an outcome variable influenced by reports of violence and depressive symptoms.  

Method 

Participants 

        Our convenience sample consisted of 260 adolescents, 13-19 years of age. We surveyed adolescents on two 

postpartum units of a large, public, county hospital located in a large metroplex area. All adolescents were potential 

candidates for the study; however, due to the ethnic-racial distribution of the setting, we enrolled a higher number of 

older, Hispanic adolescents. A 95% acceptance rate was obtained. We obtained IRB approval from both academic 

and hospital settings for the study.  

Procedure 

         Following an explanation of the study, willing adolescents 18 years of age and over consented; adolescents 

under 18 verbally assented and consented with parent or guardian. We informed all adolescents that survey 

information would be kept confidential and choosing not to answer would not affect their hospital care. Either the 

Principal Investigator (PI) or research assistants (RA) conducted the survey interviews in the adolescent’s hospital 

room taking approximately 45 minutes to complete. A bilingual Spanish-English RA helped our Spanish speaking 

only adolescents complete the needed surveys (n=12). We provided adolescents resources as needed on depression, 

violence, birth trauma, and infant care. We typically read aloud all questions with the adolescent viewing the 

question concurrently. Adequate time was provided for each response and we informed the adolescents they could 

ask questions for clarity of meaning or omit answering questions if uncomfortable. We completed survey questions 

related to violence in private, so if family or friends appeared hesitant to leave the room, these questions were 

omitted. 

Measures 

          Because of the age of the participants, the number of measurement tools needed to collect data was kept to a 

minimum and one item questions and scales were used when appropriate. We measured PNC via one question 

asking adolescents how many PNC visits were received during pregnancy. Violence was assessed via three yes-no 

questions asking about child abuse, partner violence, and past traumatic experiences. Researchers determined “infant 

complications” by the comments volunteered by adolescents (“he was breech,” “my baby was admitted to neonatal 
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intensive care”) and in response to questions assessing birth weight and gestational age. We developed a rating scale 

of the birth experience between 1 (“great,” without trauma) to 10 (“awful,” traumatic) as a measure of birth 

appraisal. We measured PBT via a screen of symptoms per the Impact of Event Scale, IES (Horowitz et al. 1979), 

which denotes a traumatic stress reaction. Further, because PTSD and depression are recognized comorbidities and 

both may influence PNC visits; we assessed depressive symptoms as well using the Edinburgh Postnatal Depression 

Scale, EPDS (Cox et al. 1987). 

         The 15-item IES is a self-report screening tool that measures a traumatic stress reaction for any specific life 

event.  The IES has shown reliability and validity with use in the childbirth population (Ayers and Pickering 2002) 

and has been cited as the most suitable tool to assess for a traumatic stress reaction at childbirth (Olde et al. 2006). 

Horowitz and colleagues reported an established reliability of the IES at 0.86. Our study reliability was established 

at 0.86. Four classifications of trauma are designated by the following scores: subclinical trauma- score of 0-8, mild 

trauma- score of 9-25, moderate trauma- score of 26-43, and severe trauma- score of greater than 44. Additionally, a 

score of over 34 on the IES has been equated with a higher likelihood to develop symptoms of PTSD (Neal et al. 

1994) and has been used to characterize high risk childbearing women (Garthus-Niegel et al. 2012). 

        We used the 10-item EPDS to screen for depressive symptoms. Adequate reliability has been noted among 

mixed adolescent populations (Anderson 2010; Birkeland et al. 2005).  Reliability established for the current study 

was 0.82. Four possible responses for each question were scored from 0-3, creating a range between 0 and 30.  Cut-

off scores of 9/10 and 12/13 and above indicates symptoms of minor and major postpartum depression respectively 

(Cox et al. 1987). Additional information related to the use of the EPDS among ethnically diverse adolescents can 

be found in Anderson (2010).  

Data Analysis 

         Descriptive statistics including frequencies, percentages, central tendencies, standard deviations, ranges and 

skewed values defined the sample by study variables and demographics. ANOVAs and Chi squares were used to 

determine differences by major study variables and socio-demographic variables. Because number of PNC visits and 

scores of IES and birth appraisal lacked normal distributions, we recoded the variables into categorical dependent 

variables for logistic regression. According to the ACOG standard minimum we defined PNC visits as 10 or less as 

low and above 10 as high (recommended). We recoded IES scores to reflect Neal and colleagues’ distinction of low 

and high (above 34 equaled high, or at risk). A birth appraisal score of 7/8 and above has been used in previous 
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research to define a traumatic birth appraisal (Anderson and Gil 2014; Anderson and McCarley 2013); therefore, we 

used the score of 7 or above to indicate a traumatic birth appraisal. We used logistic regression to determine the 

influence of independent variables on number of PNC visits, infant complications, IES scores and birth appraisal 

and to determine influence of PNC visits on infant complications, IES scores, and birth appraisal. The level of 

significance was set at 0.05. 

Results 

        The majority of adolescents was 17 years of age or older, Hispanic, and unmarried with one child. Over 95% of 

the adolescents were either English speaking or bilingual. We found the median number of PNC visits to be 10; yet, 

less than one-third (31.8%) of the adolescents received the minimum of eleven visits as set by the American College 

of Obstetricians and Gynecologists. Six adolescents (2.8%) received no PNC. The only demographic found to 

significantly impact the number of PNC visits was age, F(6) = 2.58, p=.02 with a mean number of PNC visits for 

younger adolescents (below 17) of 7.33 versus 9.96 PNC visits for older adolescents. Neither marital status nor 

parity significantly influenced PNC visits. Ethnicity was not a significant factor in obtaining PNC; however, more 

Caucasian (26%) than Hispanic (10%) or Black (22%) adolescents received less than five visits. Nearly one-third 

(30.5%) of Hispanics, 37.5% of Caucasians, and 39.2% of Blacks received the recommended minimum of 11 visits. 

Several adolescents offered comments when responding about their PNC visits. One 19 year old Hispanic adolescent 

who received one PNC visit stated, “I was scared I was going to be judged…chose not to go…didn’t want to.” Two 

additional adolescents stated their PNC started in the third trimester and both reported infant complications. Another 

adolescent stated she received 15 visits within a Centering Pregnancy PNC group. Table 1 provides frequencies, 

percentages, central tendencies, standard deviations, ranges and skewed values for study variables and selected 

demographics.  

          As an outcome variable, the number of PNC visits was shown to differ by two variables: gestational age  

F(13) = 1.79, p=.04 and partner violence F(1) = 4.60, p=.03. However, no significant differences for partner 

violence across gestational age, maternal age, or ethnic group were found. Neither violence nor depression was 

found to influence PNC visits (Table 2). PNC visits as an independent variable showed no significant influence on 

any of the explored outcome variables: birth appraisal, IES scores, or infant complications. 

          We found the majority of infants (77.7%) to be either early term or full term by dates. Yet, nearly 11% of 

births were under 37 weeks gestation, or defined as premature. Gestational ages for infants ranged between 26 to 
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41weeks with a mean gestational age of 38.68 (SD=2.23). The average infant weighed above 2500 grams (95.5%) 

with a mean weight of 3245 (SD=453) grams (slightly over seven pounds). Yet, over one-quarter of the adolescents 

who were asked specifically about their infant (n=107) reported an infant complication. No demographic 

significantly influenced infant outcome. However, Black adolescents reported the most infant complications 

(34.7%), followed by Caucasians (30.7%), and Hispanics (22.8%). Additional information volunteered by the 

adolescents noted neonatal intensive care unit admissions for some infants and complications such as breech birth, 

infection, hypoglycemia, cord around the neck, prematurity, congenital anomalies, meconium aspiration, heart 

murmur, and fetal distress (“trouble breathing,” “low APGARs”). Two adolescents receiving late PNC reported 

infants to have low APGARs, one requiring transfer from another hospital for low birth weight. Infant complication 

was found to be impacted by depressive symptoms (Table 3). Further, adolescents reporting a past traumatic 

experience reported more infant complications than adolescents without report of a traumatic experience,  

X2 (1) = 5.88, p=.015.      

        Nearly 20% of adolescents disclosed violence and/or trauma and as expected, all forms of violence/trauma 

significantly correlated. Of the 52 adolescents that reported violence, 22 reported child abuse. Adolescents reporting 

child abuse frequently reported partner violence, X2(1) = 12.418, p=.000 and a past traumatic experience,  

X2 (1) = 30.624, p.000. Ten adolescents reported partner violence. Partner violence also correlated significantly with 

past traumatic experience, X2(1) = 17.072, p.000. Forty-two adolescents disclosed past traumatic experiences which 

included witnessing of violence or other traumas, such as natural disasters.  

        More Caucasian adolescents reported past traumatic experiences (NS) and child abuse X2(2) =9.61, p=.008 than 

other ethnic groups and more frequently reported depressive symptoms, X2(19) = 32.66, p=.02. However, mean 

depressive scores were higher for Black adolescents, M= 7.89/SD=4.70. Mean EPDS scores for Hispanic and 

Caucasian adolescents were 5.93 and 5.04 (SDs= 4.75, and 4.19) respectively. EPDS scores did not differ by marital 

status, parity, or age. Forty (16.7%) adolescents reported EPDS scores reflective of minor depression; 15.4% (n= 37) 

of adolescents were symptomatic of major depression. We noted depressive symptoms to significantly impact all 

three outcome variables: infant complications, birth appraisal, and IES scores (Tables 4, 5, 6). 

         Over one-third (35.6%) of the adolescents appraised their birth experience between 7 and 10 (awful/traumatic); 

yet, nearly half (43%) felt their experience to be closer to scores indicative of “great/non traumatic. Mean appraisal 

scores for Black, Caucasian, and Hispanic adolescents were 6.05, 3.60, and 5.00 (SDs= 2.95, 2.84, and 2.81) 
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respectively. Besides the influence of depressive symptoms, birth appraisal was found to differ by two demographic 

variables: adolescent parity, X 2 (1) = 7.65, p=.006, and ethnicity, X 2 (4) = 16.42, p=.002. We found the most 

vulnerable adolescent for a negative birth appraisal to be the Black adolescent with more children. Three percent of 

Hispanic and six percent of Black adolescents reported having three or four children. No Caucasian adolescent 

reported more than two children. Logistic regression revealed that neither violence nor number of PNC visits 

significantly influenced birth appraisal (Table 4). The correlation found between the two indicators of PBT (birth 

appraisal and IES scores) was weak but significant, r=.178, p=.006).  

         The IES scores for adolescents suggested a subclinical level of stress for about 1/3 of the sample while the 

remaining adolescents reported mild to severe stress. Using Neal and colleagues’ (1994) recommendation, 14.5% of 

adolescents scoring above 34 on the IES may be at greatest risk for later development of PTSD. The level of 

traumatic stress (IES scores) by adolescents differed by ethnicity, F(2) = 7.61, p=.001; report of partner violence, 

F(1) = 10.53, p=.001; and depressive symptoms, F(19) = 5.86, p=.000. Scores from the IES and EPDS were 

strongly correlated, r= .55, p=.000. Highest IES scores characterized Black adolescents (24.95) followed by 

Caucasian (21.27) and Hispanic (16.60). Logistic regression showed that IES scores were significantly impacted by 

adolescent depressive symptoms (Table 5); but not by the number of PNC visits or violence. No other demographic 

differences were seen.  

Discussion 
 

           Our study findings revealed that over 2/3 of adolescents did not receive the minimum eleven PNC visits as 

recommended by the American College of Obstetricians and Gynecologists, especially adolescents under 17 years of 

age. Younger adolescents, under the age of 16, have been found to be at risk for limited PNC and adverse maternal 

and fetal outcomes (Chedraui et al. 2004; Hidalgo et al. 2005). Yet, in our study youngest adolescents did not report 

more infant complications than older age adolescents. While the number of younger adolescents was small, we 

venture several explanations for why received fewer PNC visits and why fewer visits may not have negatively 

influenced the birth outcome. Younger age adolescents may hide the pregnancy longer but once disclosed, receive 

additional attention and support due to their young age by family and healthcare providers. Specific to the present 

study, the majority of adolescents was Hispanic (60%), with the youngest adolescents notably Hispanic. This 

coupled with the recognized high levels of support provided to the Hispanic childbearing adolescent, across 

pregnancy and postpartum (Sumner et al. 2012), may have led to the lower number of PNC visits. Hispanic 
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adolescents also reported fewer infant complications. These findings may reflect, in part, the Hispanic paradox 

which describes positive birth outcomes despite social disadvantage (Hummer et al. 2007).  

        In an attempt to shed light on this paradox, studies have shown that despite lower socioeconomic status and 

access to health care, Hispanics are more likely to report beneficial health behaviors, such as less violence and less 

smoking, that aid in protection from adverse health outcomes (Yang et al. 2009). Further, “social and cultural factors 

contributing to the paradox are maintained by community networks {or} informal systems of prenatal care that are 

composed of family, friends, community members and health care workers.” This informal system is considered to 

act as a protective factor providing a behavioral context for healthy births. This protective factor appears to cross 

“most age groups” (McGlade et al. 2004 p. 2062). 

        Perhaps due to the sampling bias, we did not find the number of PNC visits to contribute to report of infant 

complications. Infant outcomes, however, were generally positive for all adolescents, including an overall preterm 

birth percentage (10.8%) under the national average of 11.54% (Hamilton et al. 2013). Yet, the preterm birth rate 

(12.5%) for Black adolescents exceeded the national rate. Additionally Blacks reported higher depressive scores on 

the EPDS. We found that a report of depressive symptoms and past traumatic experience(s) contributed to adverse 

outcomes. Despite receiving more PNC visits than Caucasian or Hispanic adolescents, Black adolescents appeared 

to be most vulnerable with more infant complications (not significant) and more reports of depressive symptoms 

(significant). Additionally we may note that timing of the depression screen (within 72 hours) suggests the presence 

of symptoms prior to birth.  

           Within a mostly minority sample (87%) of Blacks and Latinas, Meltzer-Brody and colleagues (2013) found 

one in five adolescents to be prenatally depressed. Furthermore, the likelihood of prenatal depression increased five-

fold for adolescents experiencing a traumatic event. The significant association noted in our study between 

depression and child abuse among Caucasian adolescents further identifies the need for further research. 

Unfortunately a breakdown by ethnic group and violence in our study resulted in very small cells preventing 

additional analysis.  

           Unexpectedly this study did not find an association between child abuse and PNC visits. Women exposed to 

childhood maltreatment have been found to report more unhappiness with PNC, fear related to PNC appointments, 

and lack of confidence in their care providers (Leeners et al. 2012). Childbearing women with abuse related PTSD, 

especially, have been found to skip PNC visits or delay in receiving care to avoid potential traumatic triggers (Seng 
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et al. 2011). Yet, in support of our findings, one large post hoc analysis of a prospective cohort study (N= 467) 

among nulliparous adult women (over 50% European American) also failed to show an association between 

childhood maltreatment and inadequate PNC, defined as less than nine visits (Bell and Seng 2013).   

           Partner violence, however, was found to contribute to the seeking of PNC. This finding can be particularly 

relevant for adolescents in general with 80% reporting an unplanned pregnancy (Unintended pregnancy 2011). An 

unplanned pregnancy has been found to be a risk factor for partner violence (LoGiudice 2014) and a major 

determinant in the inadequate use of PNC (Delgado-Rodriquez et al. 1997).  

         While we did not reveal that the number of PNC visits contributed to birth appraisal or higher IES scores, both 

birth appraisal rating and IES scores varied by ethnicity. Higher birth appraisal ratings (more traumatic) most 

commonly characterized the single, Black adolescent, with more than two children. A cluster of socio-demographic 

factors including depression as well as several others not explored in our study (racism, stress, anxiety) have 

supported the vulnerability of the Black women for adverse infant outcomes (Gennaro et al. 2008). As noted, 

adverse infant outcomes can subsequently lead to a traumatic birth experience (Shaw et al. 2013). 

         Black adolescents also showed higher IES scores. We found that both violence and depressive symptoms 

associated with higher IES scores. While Black adolescents did not report more violence, their higher EPDS scores 

and infant complications may have increased their IES scores and generated negative birth appraisals.  Furthermore, 

a recognized comorbidity between depression and PTSD exists (Chemtob et al. 2013). IES scores obtained within 72 

hours of birth may have reflected symptoms of prenatal or pre-pregnancy PTSD for some adolescents, which was 

unknown to the researchers. However, this recognized co-morbidity encourages the need for assessments of both 

depression and PTSD at PNC visits for all women. 

        Hispanics showed the lowest IES scores, relatively low birth appraisal ratings, lowest reports of violence, lower 

EPDS scores, fewer infant complications, and fewer PNC visits. As mentioned previously, childbearing has been 

considered a normative event in the Hispanic culture (Dehlendorf et al. 2009) and approach to birth from this 

cultural perspective may have prepared these adolescents for labor and birth through support during both pregnancy 

and labor.  Yet, a side analysis revealed that 11.3% of Hispanics reported no one in labor with them. Fewer (7%) 

Black adolescents reported having no one in labor with them. However, nearly 50% of the Black adolescents 

reported father of the baby absence compared to 3% of Hispanics. Low partner support specifically has been cited as 

an influence on birth trauma among childbearing adults (Beck et al. 2011).   
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        Our study failed to support the role of PNC in the reduction of infant complications or birth trauma.  

Skepticism related to the effectiveness of PNC in the US has increased over the past decades especially related to 

preterm birth prevention (Moos 2006). In our study Black adolescents who received the most PNC still reported 

current depressive symptoms, more infant complications, and more birth trauma. Research through the Pregnancy 

Risk Assessment Monitoring System (PRAMS) revealed that both high and low risk women for preterm birth and 

partner violence were provided the same rates of counseling (Petersen, Connelly, Martin, & Kupper 2001). PNC has 

been assumed to be a “one-size fits all” medical based remedy addressing all social, economic, and behavioral needs 

of women; however, this is not so (Moos 2006). Our study would support   Moos’ thinking.  To improve upon PNC 

today, additional variables must be considered such as availability, accessibility, affordability, acceptability, 

types/mix of health care providers, continuity, comprehensiveness, satisfaction, and cultural competence (Alexander 

and Kotelchuck 2001). Furthermore, the current schedule of PNC visits and current content lacks support; new 

models of PNC are needed for improved perinatal outcomes (Lathrop and Pritham 2015). Research has shown that a 

reduction in PNC visits can be implemented without changes in perinatal outcomes or patient satisfaction (Partridge 

and Holman 2005). Recommendation from the US Public Health Service to decrease the PNC visits to eight might 

work if previously advised attention to the psychosocial domain of care is routinely implemented.  

         Our study provides new information that leads us to continue to question the role of PNC and what is provided 

to high risk minority adolescents especially. We recommend consideration for PNC groups of just adolescents with 

content reflective of the needs of adolescents, including routine, ongoing assessments of violence and depression 

and information about pregnancy, birth, and PBT. Additional assessments, education and support may be needed for 

the Black adolescent to ensure a healthy baby and positive birth experience. 

Strengths and Limitations   

         The strength of this study was the novel two-way examination of PNC connections among an overlooked 

ethnically diverse population of childbearing adolescents. However, our findings should be cautiously considered 

due to small cells by age group, ethnicity, and disclosure of violence. Inquiry about infant complications was an 

addition midway through the study with only 107 respondents. While the IES has been reported to be a suitable 

screen it may not have been suitable for this sample or less accurate at this time of measurement. With the mandated 

use of the DSM-5 in practice, screening and diagnostic tools relevant to assessment of birth trauma (PTSD) are 

currently undergoing refinements and update. When measuring violence and birth appraisal, single items or limited 
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item scales have been used. While this may be of concern to some, single item rating scales have been found to be 

useful for assessing individual perceptions (Youngblut and Casper 1993). The measure for PNC was based on only 

the number of visits. Knowing the content and depth of PNC for adolescents would have been useful. It was also 

unknown when the adolescents first initiated PNC visits; therefore, adolescents giving birth prematurely had 

potentially less visits. The public hospital used as the study setting did offer group based Centering Pregnancy PNC 

but it was unknown if all the adolescents received this or traditional PNC or what pregnancy and birth information 

was attained by the adolescents. A qualitative research design may best address these questions. While the 

assessment of violence/trauma did inquire about child abuse, partner violence, and past traumatic experiences, some 

adolescents may not have considered past traumatic experiences as a separate category in question. The type of child 

abuse was also unknown. Adolescents may have felt uncomfortable in disclosing violence, depressive symptoms, 

PNC visits, or specific demographics. Further, an assumption of truth is made. 

Clinical Implications 

Providers involved in primary or acute care specifically are in an ideal position to conduct psychosocial 

assessments both prenatally and in postpartum (Kingston et al. 2012). We recommend increased assessments of 

violence and depression throughout pregnancy, especially for the Black adolescent with targeted education to aid in 

recognition of symptoms, consequences to maternal and infant health, and connections to PBT. However, providers 

must be confident in their knowledge and assessment skills to properly address the psychosocial symptoms of the 

childbearing adolescent, and adult. Further, recommendations have been offered by others suggesting the feasibility 

of assessing women for mental health issues (depression and PTSD) at routine well baby visits (Chemtob et al. 

2013). This would allow for the needed follow-up and monitoring for delayed or increased mental health symptoms 

following discharge. Additional research support to guide needed changes in policy and practice related to 

assessments and follow-up is needed. Last, adolescents may benefit most with PNC designed and tailored for their 

age group and specific needs, following a group format. Centering Pregnancy PNC groups that include only 

adolescents with sharing and socialization have been shown for over two decades to be beneficial in adolescent 

groups revealing a decrease in preterm and low birth weight births, higher breastfeeding rates, continued educational 

pursuits, and lower repeat pregnancies rates (Ford et al. 2002; Grady and Bloom 2004; Hoyer et al. 1994). 

Healthcare practice and policy needs to catch-up! 
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Table 1. Sampling Characteristics of Adolescents 
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Variable n % M/Md SD Range Skew 

PNC visits 211  9.26/10 4.70 25 .515 

  No PNC visits 6 2.8     

  1-10 visits 138 65.4     

 11-25 visits  67 31.8     

       

Report of violence  52* 20.0 

of total 

N  

--- --- --- --- 

 Child abuse 22     

 Partner violence 10     

Past traumatic experience 42     

       

Depressive scores 240  6.40/5.00 4.85 19 .602 

  0-8 163 67.9     

  9-12  40 16.7     

  13+ (major depression) 37 15.4     

       

IES scores 242  19.4/18.00 15.06 71 .654 

  0-8 subclinical 70 28.9     

  9-25 mild 86 35.5     

  26-43 moderate 70 29.0     

  44+ severe 16 6.6     

At risk: >34 38 14.5     

       

Birth appraisal 249  5.09/5.00 2.95 9 .172 

  1-4 107 43     

  5-6 53 21.4     

  7-10 awful/traumatic 89 35.6     

       

 Birth weight 67  3245/3175 453.82 3203 -.009 

   =/> 2500 grams 65 95.5     

  <2500 grams  (LBW) 2 4.5     

       

Gestational age** 240  38.68/39.00 2.23 16 -2.593 

< 37 Preterm (PT) 27 10.8     

34 0/7-36 6/7 late PT 18 7.5     

37 0/7-38 6/7 early term 54 22.5     

39 0/7-40 6/7 full term 135 55.2     

41 0/7- 41 6/7 late term 25 10.4     

       

Newborn complications 107 26.1     

       

Marital status 258      

  Single 215 83.3     

  Married 43 16.7     

       

Age 260  17.92/18.00 1.35 6 -1.54 

       

Parity 251  1.29/1.00 .57 3 2.21 

  One 190 75.7     

  Two or more 61 24.3     

Variable n % M/Md SD Range Skew 

Ethnicity 257  --- --- --- --- 

  Caucasian 30 11.7     
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  Black 64 24.9     

  Hispanic 159 61.9     

  Other 4 1.6  

* Some adolescents reported personal violence as past traumatic experiences  

** Not equal to 100--overlapping categories for display of data by gestational age 

Some missing data across all variables except age 
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Table 2.  Influence of Violence and Depression on Number of Prenatal Care Visits 

 

 B S.E. Wald df Sig. Exp(B) 

95% C.I.for EXP(B) 

Lower Upper 

Step 1a CA -.752 .524 2.060 1 .151 .471 .169 1.316 

PV -.786 .869 .818 1 .366 .456 .083 2.502 

Other 

trauma 
.078 .468 .028 1 .867 1.081 .433 2.703 

EPDS .005 .032 .028 1 .867 1.005 .944 1.070 

Constant .556 .868 .410 1 .522 1.743 
  

 

   CA- Child Abuse 

   PV- Partner Violence 
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Table 3. Influence of Violence, Depression and PNC on Newborn Complications 

 

 

 

 B S.E. Wald df Sig. Exp(B) 

95% C.I.for EXP(B) 

Lower Upper 

Step 1a CA -.234 .790 .088 1 .767 .792 .168 3.723 

PV -19.741 40192.949 .000 1 1.000 .000 .000 . 

Other 

trauma 
-1.431 .771 3.444 1 .063 .239 .053 1.084 

EPDS .149 .060 6.077 1 .014 1.160 1.031 1.306 

PNC3 .258 .571 .204 1 .651 1.295 .422 3.967 

Constant 19.160 40192.949 .000 1 1.000 209447400.81 
  

 

     CA- Child Abuse 

     PV- Partner Violence 
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Table 4.  Influence of Violence, Depression and PNC on Birth Trauma: Birth Appraisal 

 

 

  

 

B 

 

 

S.E. 

 

 

Wald 

 

 

df 

 

 

Sig. 

 

 

Exp(B) 

95% C.I. for 

EXP(B) 

Lower Upper 

Step 1a     CA                                        

                PV 

               Other trauma 

               EPDS 

               PNC3 

               Constant 

.145 

-1.146 

.316 

.064 

-.482 

-.149 

.571 

.889 

.474 

.031 

.334 

.899 

.064 

1.662 

.443 

4.196 

2.084 

.027 

1 

1 

1 

1 

1 

1 

.800 

.197 

.506 

.041 

.149 

.869 

1.156 

.318 

1.371 

1.066 

.617 

.862 

.377 

.056 

.541 

1.003 

.321 

3.542 

1.816 

3.472 

1.133 

1.188 

         

          CA- Child Abuse 

         PV- Partner Violence 
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Table 5.  Influence of Violence, Depression and PNC on Birth Trauma: IES Scores 

 

 

 B S.E. Wald df Sig. Exp(B) 

95% C.I.for EXP(B) 

Lower Upper 

Step 1a CA .435 .777 .313 1 .576 1.545 .337 7.091 

PV -.849 .983 .747 1 .388 .428 .062 2.936 

Other 

trauma 
-1.055 .558 3.582 1 .058 .348 .117 1.038 

EPDS .141 .045 10.099 1 .001 1.152 1.056 1.257 

PNC3 -.227 .476 .228 1 .633 .797 .313 2.025 

Constant -1.630 1.037 2.473 1 .116 .196 
  

 

             CA- Child Abuse 

             PV- Partner Violence 

 

 

 

 


