
Abstract
!

Background: Childhood maltreatment (CM) can
increase the risk of psychosocial risk factors in
adulthood (e.g. intimate partner violence, finan-
cial problems, substance abuse or medical prob-
lems). The transition to parenthood presents
those affected by CM with particular challenges,
in addition to usual birth-related stressors.
Methods: In this cross-sectional study a total of
240 women were interviewed in the puerperium
with respect to CM experiences, using the Ger-
man version of the Childhood Trauma Question-
naire (CTQ). Current psychosocial risk factors
(e.g. financial concerns, maternal mental illness,
single parent) were assessed using the Constance
Index (KINDEX) for early childhood risk factors.
Associations between CM experience and psycho-
social risk factors were calculated using simple
correlation.
Results: The average age of participants was
33 years. On the CTQ 13.8% of participants re-
ported emotional abuse, 6.7% physical abuse and
12.5% sexual abuse, while 32.1% reported emo-
tional neglect and 7.5% physical neglect during
childhood. With rising severity of CM, more psy-
chosocial risk factors (KINDEX) were present.
Conclusions: This study shows a clear association
between experiences of maltreatment during
childhood and the presence of psychosocial stres-
sors among women in the puerperium. Regular
screening for a history of CM and parental psy-
chosocial stressors should be conducted early, i.e.
during pregnancy, to avoid negative conse-
quences for the child.

Zusammenfassung
!

Hintergrund: Missbrauch, Misshandlung und
Vernachlässigung (MMV) in der Kindheit können
das Risiko für psychosoziale Belastungen im Er-
wachsenenalter (bspw. partnerschaftliche Ge-
walt, finanzielle Schwierigkeiten, Substanzkon-
sum oder medizinische Probleme) erhöhen. Im
Übergang von der Schwangerschaft zur Eltern-
schaft sind Betroffene, zusätzlich zu alltäglichen
Stressoren rund um die Geburt, vor besondere
Herausforderungen gestellt.
Methode: Insgesamt 240 Frauen im Wochenbett
wurden bez. MMV-Erfahrungen in der Kindheit
mit der deutschen Version des Childhood Trauma
Questionnaire (CTQ) und psychosozialer Risiken
(bspw. finanzielle Sorgen, psychische Erkrankung
der Mutter, alleinerziehend) mit dem Konstanzer
Index (KINDEX) für frühkindliche Risiken in einer
Querschnittsstudie befragt. Zusammenhänge
zwischen MMV-Erfahrungen und psychosozialen
Risiken wurden mittels Korrelationen berechnet.
Ergebnisse: Von den durchschnittlich 33 Jahre al-
ten Frauen berichteten 13,8% emotionale und
6,7% körperliche Misshandlung, 12,5% sexuellen
Missbrauch sowie 32,1% emotionale und 7,5%
körperliche Vernachlässigung anhand des CTQs
in der Kindheit. Je mehr MMV erlebt worden war,
desto mehr psychosoziale Risikofaktoren (KIN-
DEX) lagen vor.
Schlussfolgerungen: Die Studienergebnisse zei-
gen einen deutlichen Zusammenhang zwischen
MMV-Erfahrungen in der eigenen Kindheit und
dem Auftreten psychosozialer Belastungen bei
Frauen im Wochenbett. Um negative Auswirkun-
gen dieses Zusammenhangs auf die Kinder zu
vermeiden, sollten frühzeitige und regelmäßige
Screening-Verfahren nach MMV-Erfahrungen
und elterlichen psychosozialen Belastungen be-
reits während der Schwangerschaft eingesetzt
werden.
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15th March 2012 – 15th May 2013:
2884 deliveries
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1220 declined participation for
the following reasons:

(n = 427)“Not interested”
“Too stressful” (n = 236)
“Already participating in another
study” (n = 149)
No reason given (n = 224)
Other (n = 184)*

met exclusion criteria
had outpatient births
were discharged from hospital be-
fore contact could be established
stillbirths

1460 mothers invited to participate

n = 240 participants
KINDEX interview

CTQ

Fig. 1 Study recruitment and withdrawal rates.
* Other reasons given for participation refusal
include husbands not agreeing to the participation
of their wives, that questions were too private,
or that women did not want to talk about their
childhood.

262 GebFra Science
Introduction
!

Critical life events such as the transition to parenthood present
new challenges to expectant parents [1]. Aside from the happi-
ness about the childʼs birth, this period is sometimes character-
ised by worries about the future as a family. Parents often reflect
on their own childhood – both positive and negative experiences.
Childhood traumata such as childhood maltreatment (CM) can
be particularly burdensome for those affected, with long-term
consequences well into adulthood [2]. Mothers with a history of
childhood maltreatment are more vulnerable to stress [3], suffer
postnatal depression more often [4], and in many cases lack ade-
quate role models of sensitive parenting in their own childhood
[5]. The birth of a child and the associated workload, as well as
adjustment to the parenting role represent particular challenges
for these mothers.
According to the World Health Organization CM is a global prob-
lem [6] with far reaching (including financial) consequences for
society [7]. CM is defined as acts of commission (physical, emo-
tional and sexual abuse) or acts of omission (emotional and phys-
ical neglect) by parents/care givers that harm or threaten of harm
children or their well-being [8]. As the number of CM experi-
ences increases, so the risk of secondary psychological and phys-
ical disorders seems to rise [9].
In comparison to other countries only few studies of CM preva-
lence have been carried out in the German-speaking region [10].
The following prevalence rates for at least mild CM experiences
were obtained using the Childhood Trauma Questionnaire (CTQ;
[11]) on a representative German population sample: emotional
neglect 49.5%, physical neglect 48.4%, physical abuse 12%, emo-
tional abuse 15% and sexual abuse 12.6% [12].
Childhood maltreatment influences not only mental health in
childhood and adolescence, but also the risk of psychosocial
problems throughout life (for a review see [2] or [13]; for women
specifically: [14]). Those affected have more health problems [13,
15], increased risk of psychopathology (e.g. depression, post-
traumatic stress disorder, personality disorders [16–18]) and
tend to be less stress resistant [3] in adulthood.
The children of parents with CM have an increased risk of being
neglected and/or abused in turn [19–21]. However a transmis-
sion rate of 6.7% [22] indicates that the majority of parents with
CM experience manage to break this so-called “cycle of maltreat-
ment”, and that the presence of further risk factors is essential:
“parenthood under the age of 21 years”, “a history of mental ill-
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ness” and “intimate partner violence” are responsible for 53% of
intergenerational transmission [19]. Safe and stable relationships
are protective [23]. In addition to increased risk via direct trans-
mission of CM, indirect mechanisms can also contribute to unfav-
ourable outcomes for these children. The increased likelihood of
maternal mental illness and unsecure, disorganisedmother-child
attachment can have negative effects onmaternal parenting style
and the relationship to her child [2,24].
In the transition from pregnancy to parenthood, childhood mal-
treatment and its consequences are risk factors that impact on
both maternal health and child welfare. In Germany, partly as a
consequence of various tragic child protection cases, the avail-
ability of preventive support for young families has increased as
part of so-called “Frühe Hilfen” (early support – a governmental
initiative for coordinated support systems for parents and chil-
dren during pregnancy and early childhood).
The aim of this studywas to establish the prevalence of childhood
maltreatment in early postpartum mothers retrospectively, and
to gather information on further psychosocial risk factors using
the Constance INDEX (KINDEX; [25–27]) – a screening tool for
use around the time of birth that assesses the following risk fac-
tors: (previous) maternal mental illness, complicated prenatal at-
tachment, current stress, socioeconomic problems, young moth-
er, migration, single parent, intimate partner violence, medical
problems and substance abuse. We aimed to explore to what ex-
tent CM experiences correlate positively with the occurrence of
psychosocial risk factors in these postpartum mothers.
Materials and Methods
!

Study design and sample
Of the 2884 women who gave birth in the obstetric department
of the University Hospital Ulm between 03/2012 and 05/2013,
240 gave written informed consent to participation in the study.
Exclusion criteria were age under 18 years, insufficient knowl-
edge of the German language and maternal psychotic disorder
or drug abuse. In addition, for ethical reasons no women whose
newborns were admitted to the neonatal intensive care unit
were approached, since they were regarded as being under addi-
tional stress. For similar reasons nowomenwere included whose
own health problems were regarded by medical staff as too se-
vere to allow interviewing. See l" Fig. 1 for a summary of the re-
cruitment process, withdrawal rates and reasons for exclusion.
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Table 1 Psychosocial risk factors (KINDEX) in the 240 participating mothers.

n %

1) Young age
" < 21 years old at delivery 0 0

2) Migration
" mother 38 15.8
" father 50 20.8

3) Single parent/parents living apart
" mother doesnʼt live with childʼs father 14 5.8

4) Financial problems
" worried about financial situation 15 6.3
" precarious housing situation1 7 2.9

5) Medical problems
" physical complaints2 142 59.2
" pregnancy complications3 96 40
" medical risk factors4 90 37.5

6) Complicated prenatal attachment
" unplanned pregnancy 45 18.8
" motherʼs joy level low5 0 0
" fatherʼs joy level low5,6 2 0.8
" motherʼs concerns level high7 39 16.3
" fatherʼs concerns level high7,8 42 17.6

7) Perceived stress levels in previous 4 weeks very high9 5 2.1

8) Intimate partner violence
" escalating conflict8 38 15.9
" loud arguments (in previous 8 weeks)8 44 18.4
" bodily conflict/coming to blows (in previous 8 weeks)8 1 0.4
" ever been in a relationship involving violent assault8 31 13.0

9) Substance abuse
" mother smokes 16 6.7
" mother consumes alcohol 9 3.8
" mother uses drugs 0 0
" father smokes8 62 25.9
" father consumes alcohol8 147 61.5
" father uses drugs8 4 1.7

10) Mental illness (current or previous) in mother
" diagnosis (lifetime)10 54 22.5
" psychotropic drugs (lifetime) 39 16.3
" out-patient treatment (lifetime) 89 37.1
" in-patient treatment (lifetime) 18 7.5

1 Housing index (rooms/no. of people) ≤ 0.5
2 E.g. birth-related symptoms (e.g. afterpains, lower abdominal/pelvic pain etc.).
3 E.g. breech presentation, pregnancy-related diabetes, antepartum haemorrhage.
4 E.g. advanced maternal age, hypertension and obesity.
5 Low= 0 to 3 on a scale of 0 to 10.
6 n = 238
7 High = 7 to 10 on a scale of 0 to 10.
8 n = 239
9 Assessed using the Perceived Stress Scale 4 (PSS-4); PSS-4 sum score ≥ 12.
1038 women reported depression (70.4%), 13 (24.1%) an anxiety disorder, 7 (13%)

an eating disorder, 4 (7.4%) borderline personality disorder and ADHD symptoms,

posttraumatic stress disorder, somatisation disorder, addiction were each reported

by 1 woman (each 1.9%).
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Participants were interviewed on the postnatal ward by trained
interviewers within six days after parturition. In addition to
sociodemographics, data were collected on psychosocial risk fac-
tors, using the KINDEX, and CM experiences using the Childhood
Trauma Questionnaire [11]. Acknowledging the special emotion-
al condition of women in the immediate postpartum period, all
datawere collected in a single interview by trained study person-
nel, ensuring that possible emotional reactions to questions per-
taining to CM experiences be picked up and managed if neces-
sary. The UlmUniversityʼs ethics commission approved the study.
Koenig
Instruments
Maternal experiences of CM were assessed using the German
version of the Childhood Trauma Questionnaire (CTQ; [11]). Ex-
periences of emotional abuse (e.g. “people inmy family said hurt-
ful or insulting things to me”), physical abuse (e.g. “people in my
family hit me so hard that it left mewith bruises or marks”), emo-
tional neglect (items with inverted formulation e.g. “I felt loved”),
physical neglect (e.g. “I had to wear dirty clothes”) and sexual
abuse (e.g. “someone tried to make me do sexual things or watch
sexual things”) are assessed on a 5-point Likert scale with five
items per scale. Study workers read the questions to participants
in a standardisedway, and thewomen answered according to the
CTQ Likert scale, which they were given in paper form. Clinical
cut-offs allow subclassification on each subscale into “none/
mild”, “mild/moderate”, “moderate/severe” and “severe/ex-
treme” experiences [11]. The total score from the entire scale
gives a value between 25 and 125 that is a measure of cumulative
CM experience.
Psychosocial risk factors for healthy child development were as-
sessed using the KINDEX [25]. This instrument was developed for
use by medical personnel without special psychotherapeutic
training, such as midwives and gynaecologists, to facilitate the
referral of high-risk women for appropriate support. We modi-
fied the KINDEX for retrospective acquisition of psychosocial data
in the postnatal period. In its paper version the KINDEX inter-
view takes 20 to 40 minutes to complete. It covers 11 risk areas
that can negatively influence healthy child development, with
31 items from which a cumulative score is arrived at (l" Table 1,
cf. [26–28]; Cronbachʼs alpha: 0.62). This multidimensional in-
strument has no built-in thresholds. To avoid repetition of ques-
tions, the subscales “physical abuse” and “sexual abuse” from the
CTQ replaced the two similar titled items from the KINDEX for
the risk area “traumatic experiences during childhood”. The risk
area was regarded as fulfilled if at least mild/moderate experi-
ences of physical abuse or sexual abuse were reported on the
CTQ.

Statistics
The statistics program SPSS version 21 [29] was used for all anal-
yses. Descriptive data were described as mean values (M) and
standard deviations (SD) or absolute (n) and relative incidence
(in %). Because of the ordinal scale level of the KINDEX, compari-
son of groups was performed using the Mann-Whitney U test,
and relationships between variables was analysed using Pearson
correlation for continuous data and Spearman correlation for or-
dinally scaled data. P-value correction by the Holm method [30]
was performed for multiple comparisons. Because of the theoret-
ical overlap between the KINDEX and the CTQ, the KINDEX risk
area “traumatic experiences during childhood” was removed
from the analysis of the association between CM (CTQ sum score)
and psychosocial risk factors (KINDEX sum score) in order to
avoid multicollinearity.
Results
!

Sample description
The average age of the 240 participants at the time of parturition
was 33 years (range = 21–46), the average number of children (in-
cluding the newborn) was 1.78 (range = 1–6) and the current
pregnancy was planned in 81.3% (n = 195). 77.5% (n = 186) was
married and 95% (n = 228) cohabited with their partner/spouse.
AM et al. Psychosocial Risk Factors… Geburtsh Frauenheilk 2016; 76: 261–267
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Fig. 2 Estimated linear association between CTQ
and KINDEX sum scores. The green area represents
the 95% confidence interval. Possible range of CTQ
sum score: [25;125]. Possible range of KINDEX sum
score: [0;29].
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The majority were of German origin (84.2%; n = 202) and 57.1%
(n = 137) had achieved a general higher education exemption.
99.17% of women stated their biological mother had been their
main female parental figure in the period from birth to 17 years
of age; the biological father was the main male parental figure for
this time period for 96.25% of women. All women gave female
parental figures while three (1.25%) could not name a male par-
ental figure. Six women (2.5%) spent time in foster homes or
similar institutions (from 1 week to 18 years; M = 3.45 years,
SD = 7.14 years). Two of these women reported at least moderate
CM experiences in at least one type of CM on the CTQ. 45 wom-
enʼs parents separated during their childhood or youth (data
missing for 35 women) and 28.9% (n = 13) of these women re-
ported at least moderate CM experiences compared to 12.5%
(n = 20) of women whose parents remained together (n = 160).
With a mean value of 5.7 (SD = 3.7), women whose parents had
separated showed higher levels of psychosocial stress on the KIN-
DEX than those whose parents had not separated (M = 4.4,
SD = 2.4), however the difference missed statistical significance
(Mann-Whitney U = 2911, p = 0.09).

Prevalence of childhood maltreatment
Overall 97 women (40.4%) reported at least mild to severe CM
experiences in at least one type of CM. 37 women (15.4%) had at
least moderate to severe CM experiences in childhood. The wom-
en reported:
" emotional abuse: at least mild: 33 women (13.8%), at least

moderate: 13 women (5.4%)
" physical abuse: at least mild: 16 women (6.7%), at least moder-

ate: 10 women (4.2%)
" sexual abuse: at least mild: 30 women (12.5%), at least moder-

ate: 17 women (7.1%)
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" emotional neglect: at least mild: 77 women (32.1%), at least
moderate: 23 women (9.6%)

" physical neglect: at least mild: 18 women (7.5%), at least mod-
erate: 8 women (3.3%)

There was highly significant correlation between all forms of
abuse and neglect (all r = 0.24 to 0.70, all p < 0.001). In addition
42 women (17.5%) reported at least mild, and 18 women (7.5%)
at least moderate CM experiences in more than two subscales.
Values for CTQ sum score, as a measure of cumulative CM experi-
ence, lay between 25 and 107 (M= 32.53, SD = 11.21).

CM and psychosocial risk factors
The frequencies of psychosocial risk factors reported on the KIN-
DEX are shown in l" Table 1. The average sum score of all partic-
ipants was 4.68 (SD = 2.71, range = [0;15]). The CTQ sum score
correlated significantly with psychosocial risk factors on the KIN-
DEX at the end of pregnancy (r = 0.32, p < 0.001; l" Fig. 2). The as-
sociations with individual KINDEX risk areas are shown in l" Ta-
ble 2. CM correlated most strongly with self-reported mental
health problems (r = 0.36, p < 0.001) and intimate partner vio-
lence (r = 0.33, p < 0.001).
Discussion
!

The prevalence rates for CM found in this sample of women in the
puerperium are consistent with previously described preva-
lences of Germany (l" Table 3) with the exception of physical
abuse (6.7 vs. 22.9% in Europe as a whole; [31]) and physical ne-
glect (7.5 vs. 48.4% in a German population sample; [12]). These
discrepancies may partially be due to the relatively younger aver-
age age of women in the current study (l" Table 3): Häuser et
67



Table 2 Spearman Rho correlations of KINDEX risk areas with CM experiences (represented by the CTQ sum score).

Correlations with CTQ sum score

n r p padj2

Migration 240 0.04 0.51 1

Single parent 240 0.19 0.004** 0.024*

Financial problems 240 0.23 < 0.001*** 0.002**

Medical problems 240 0.10 0.14 0.56

Complicated prenatal attachment 238 0.04 0.50 1

Very high perceived stress level1 240 0.12 0.07 0.35

Intimate partner violence 239 0.33 < 0.001*** < 0.001***

Substance abuse 239 0.04 0.53 1

(Previous) mental illness 240 0.36 < 0.001*** < 0.001***

* p < 0.05, ** p < 0.01, *** p < 0.001
1 assessed using the Perceived Stress Scale 4 (PSS-4) sum score.
2 p-values after Holm correction for multiple comparisons [30].

Table 3 CM prevalence rates of current study compared to Häuser et al. [12] and Stoltenborgh et al. [31].

n Age range in years Emotional

abuse

Physical

abuse

Sexual

abuse

Emotional

neglect

Physical

neglect

Koenig et al. 240 21–46
(M = 33.1, SD = 5.2)

13.8%2 6.7%2 12.5%2 32.1%2 7.5%2

Häuser et al. 2504 14–90
(M = 50.6, SD = 18.6)

15% 12% 12.6% 49.5% 48.4%

Stoltenborgh et al.1 – – 29.2% 22.9% 13.5%2 18.4%3 6.5%

1 Review of four metaanalyses; the reported frequencies are taken from the summary of prevalence rates of 90 European studies; no total sample size or average proband age is

stated for the European studies.
2 Only women surveyed.
3 Insufficient European studies, therefore worldwide prevalence stated.
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al. [12] describe an association between more advanced age and
more reported physical neglect. In addition, the catchment area
of the obstetric department of the University Hospital Ulm is
characterised by very good socioeconomic status (e.g. low unem-
ployment rate). Other contributing factors may include study
method, sample characteristics and differing definitions of CM.
A national strategy to record CM prevalence rates would consti-
tute an important step towards sustained improvement of child
protection in Germany [32]. The 2013 change to the coding ordi-
nance, which up until then has forbidden the use of ICD-10 codes
(ICD-10 GM) for CM in German hospitals (T.74x; covers among
others the diagnoses “neglect or abandonment”, “physical
abuse”, “sexual abuse”, “psychological abuse”), could constitute
an empiric basis for recording exact prevalence rates if usedmore
systematically in clinical practice. Such data have proven to be re-
liable and resilient in other cultural contexts [33]. A more de-
tailed classification of traumatising (relationship) experiences,
currently made difficult by unclear criteria, is being discussed
for the ICD-11 to facilitate easier identification of CM during
health examinations (for a review see [34]).
The number of risk factors also had an effect on healthy or nega-
tive child development. The more CM had been experienced, the
more psychosocial risk factors were present at transition to par-
enthood. Especially strong positive correlations were shown be-
tween CM and the KINDEX risk factors “(previous) mental illness”
and “intimate partner violence” – a combination that can lead to
negative parenting behaviour [4] and less appropriate, sensitive
maternal reactions towards her child [35]. In general, literature
indicates an elevated risk for CM of childrenwhose parents exihi-
Koenig
bit increased psychosocial risk factors [23,36] – a cycle of mal-
treatment. Preventive programs can help to break this cycle of
maltreatment such as linking upwith community midwives, par-
ental counselling by so-called “Babylotsen” (baby guards) while
still on the postnatal ward as in the Berlin project “Babylotse plus
Charité”, promotion of early parent-child attachment through
e.g. developmental psychological advice [37] and others. In the
context of the so-called “Frühe Hilfen” (early support) numerous
political and communal initiatives as well as project models have
been promoted, both regionally and nationally in Germany, and a
national centre for early support (“Nationales Zentrum für Frühe
Hilfen”) has been established. A preliminary endpoint was
achieved with the passing of the Child Protection Act
(01.01.2012) and the incorporated national early support initia-
tive (financial support for community midwives, network struc-
tures). In addition to the creation and development of a broad, lo-
cally available, interdisciplinary pallet of offers for parents, a cen-
tral aim of the Act is to establish and strengthen local networks,
particularly between the health system and Child and YouthWel-
fare. Reliable, evaluated risk screening tools designed for use
around the time of childbirth are an empiric requirement for the
development of a “common language” between systems. Some
examples of the few tools available in German-speaking coun-
tries include the “Anhaltsbogen für ein vertiefendes Gespräch”
or the “LuPE-Bogen” [38,39], the “Pädiatrischer Anhaltsbogen
zur Einschätzung von psychosozialem Unterstützungsbedarf
(U3–U6)” [40] and the KINDEX [25–27]. These screening meth-
ods can help to systematically identify potential risks to child de-
AM et al. Psychosocial Risk Factors… Geburtsh Frauenheilk 2016; 76: 261–267
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velopment, thus allowing referral of parents for specific, appro-
priate support.
A limitation of the study is that only 16.4% of women approached
in the obstetric department agreed to participate. For data pro-
tection reasons the extent to which non-participants differed
from participants with regards to sociodemographics and medi-
cal factors is not determinable. Refusal to participate may have
been due to the difficult/awkward nature of the study subject
matter, CM in particular, although patients did not specifically
state this as a reason. Systematic screening incorporated into
medical examinations – where possible during pregnancy – is
therefore a desirable aim. In addition we cannot be sure that the
reporting of CM experiences was not influenced by the fact that
the CTQ was administered as an interview. The study sample
comprised adult women over the age of 21 years, meaning the
KINDEX risk area “young age” cannot be interpreted. Associations
between CM and psychosocial risk factors were demonstrated
even in the group of women with relatively mild psychosocial
stress, above average education and CM prevalence slightly lower
than that of the general population, which again underlines the
need for preventive screening – even for mild CM experiences.
Conclusion
!

Experiencing maltreatment and neglect in oneʼs own childhood
is associatedwith psychosocial risk factors later in life at the tran-
sition to parenthood. The more childhood maltreatment experi-
ences occur, the higher the risk of mental illness and the more
likely those affected will be single parents, have financial prob-
lems or experience intimate partner violence. Early and system-
atic screening for potential psychosocial risk factors in parents
using an appropriate tool such as the KINDEX (downloadable as
an interview and mobile app at http://www.mykind.info; [41])
is indispensible in preventing the negative consequences of a
“cycle of maltreatment”. Screening can markedly improve early,
individually tailored, interdisciplinary support provided by di-
verse social systems. Practical experience to date (e.g. the nation-
al project model “Guter Start ins Kinderleben” in Ludwigshafen
[39,42], the practice and research project “Babylotse plus Chari-
té” in Berlin, “Babyforum” in the Constance/Ortenaukreis and
others) has shown that systematic screening as part of clinical
routine in obstetric departments works – provided the local pro-
tocols and referral pathways to early support services are well es-
tablished.
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