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Abstract
Objectives This study aimed to investigate the association between child maltreatment and depressive symptomatology

during gestation in adolescents.

Methods This was a cross-sectional study with pregnant adolescents aged 12 to 19 years. Data were collected with the

Beck Depression Inventory, Childhood Trauma Questionnaire, and Mini International Neuropsychiatric Interview.

Results Compared to adolescents who did not experience each type of neglect or abuse, experiencing them was associated

with a higher proportion of depressive symptoms: emotional neglect PR = 1.4 (95% CI 1.1; 1.8); physical neglect PR = 1.7

(95% CI 1.3; 1.7); emotional abuse PR = 1.8 (95% CI 1.4; 2.2); and physical abuse PR = 1.3 (95% CI 1.1; 1.7).

Conclusions This study demonstrates the association between childhood experiences and mental health in adolescence,

especially in vulnerable samples, such as pregnant adolescents. This finding reveals the importance of studying early

trauma in life and enabling preventive help, especially in adolescents. High-quality evidence of perinatal mental health

problems should be generated to make pregnancy safer for women in low- and middle-income countries.
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Introduction

According to the United Nations Population Fund

(UNFPA) report, Brazil ranks seventh in the world among

countries with a high number of adolescents and ranks

fourth among the 10 countries with the largest number of

women who had a child before the age of 18. These data

demonstrate the need for greater attention to Brazilian

teenage girls given their high risk of becoming pregnant

(Loaiza and Liang 2013).

Pregnancy and the postpartum period are considered

periods of increased risk of mental disorders, with

depression being the most prevalent disorder (Figueiredo

et al. 2007). A study conducted in southern Brazil showed a

prevalence of depression among pregnant women of 20.5%

(Silva et al. 2012), similar to the prevalence of the disorder

in the USA (20%) (Leung and Kaplan 2009). When preg-

nancy occurs in adolescence, the prevalence of depression

increases to 28% (Hodgkinson et al. 2010). In addition,

adolescents who are both pregnant and depressed are at

increased risk for preterm deliveries, low-birth-weight

infants, and other obstetric complications that may lead to

hospitalization (Brown et al. 1991; Ferri et al. 2007; Fraser

et al. 1995; Hodgkinson et al. 2010; Pereira et al. 2010).

Depression is associated with several risk factors pre-

viously reported in the literature, such as low socioeco-

nomic status, low education, previous history of

depression, smoking, stressful events, suicide risk, vio-

lence, and childhood trauma (Abujilban et al. 2014; Lara

et al. 2015; Silva et al. 2012). Childhood trauma can be

understood as a child’s exposure to any psychological or

physical event that promotes a breakdown in the child’s

perception of safety and integrity. This breakdown results
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in high levels of anxiety, exposure to threats, and feelings

of helplessness, which can cause serious changes in the

child’s psyche. Such exposure may be in the form of

physical, psychological, or sexual trauma and/or neglect

(World Health Organization & International Society for

Prevention of Child Abuse and Neglect 2006).

A recent meta-analysis showed that psychological abuse

and neglect suffered in childhood had a greater association

with depressive symptoms in adulthood than did sexual

abuse (Infurna et al. 2016). However, another meta-anal-

ysis indicated that physical and/or sexual abuse was more

strongly associated with anxiety and depressive disorders

throughout life (Lindert et al. 2014). Both studies showed

that all types of traumas were significantly associated with

depression. Therefore, it is important to note that one type

of abuse is not worse than another, and every type of abuse

requires attention given the known consequences of

childhood abuse over a lifetime.

According to Infurna et al. (2016), although several

studies have investigated the association between trauma in

childhood and depression, most have not assessed the

influence of different types of traumas, which, according to

the author, limits their findings. In addition, little is known

about this association in populations considered at risk,

such as pregnant adolescents. Adolescent pregnancy is

considered a critical period characterized by the highest

vulnerability to the occurrence of depression (Hodgkinson

et al. 2010). However, it is important to identify factors that

may be associated with the disease, such as childhood

trauma, to minimize the risks of the disorder and particu-

larly to contribute to its prevention. In this sense, this study

intends to deepen the understanding of the association

between childhood trauma and depression in this popula-

tion because the current literature remains controversial.

Thus, the objective of this study was to investigate the

association between child maltreatment and depressive

symptomatology during gestation in adolescents living in

urban areas of a city in southern Brazil.

Methods

We conducted a cross-sectional study with a sample of

pregnant adolescents aged 12 to 19 years who were

receiving prenatal care in the national public health system

in the urban area of Pelotas. The city is medium-sized, with

approximately 330,000 inhabitants. Between October 2009

and March 2011, adolescents were invited to participate in

the study during visits to 47 primary healthcare units and

three public obstetric clinics across the city. Home inter-

views were conducted through printed questionnaires

administered by trained interviewers. Pregnant adolescents

who were unable to respond to and/or understand the

research tools due to physical and/or cognitive problems

were excluded from the study. The refusal rate was 4%.

To evaluate depressive symptoms during gestation, we

used the Beck Depression Inventory (BDI). This inventory

is a self-administered instrument composed of 21 items that

investigate depressive symptoms, each with four alterna-

tive responses ranging from 0 to 3 points. The sum of the

scores ranges from 0 to 63 points. The results were

dichotomized (indication of depression/no indication of

depression), and pregnant women who scored 13 points or

more had an indication of depression (Beck et al. 1996;

Cunha 2001).

Childhood trauma was evaluated using the Childhood

Trauma Questionnaire (CTQ), which is a self-report scale

that investigates the history of childhood neglect and/or

abuse in five trauma domains: physical abuse (e.g.,

‘‘Somebody in my family hit me so much that it left me

with marks or bruises’’), emotional abuse (e.g., ‘‘I thought

that my parents wished I had never been born’’), sexual

abuse (e.g., ‘‘Someone tried to make me do or watch sexual

things’’), emotional neglect (e.g., ‘‘My family was a source

of strength and support’’), and physical neglect (e.g., ‘‘I had

to wear dirty clothes’’). The Brazilian translated and

adjusted version is appropriate for evaluating people older

than 12 years of age. The CTQ is a self-report question-

naire consisting of 28 items, and the result of the instru-

ment is given through the sum of the items, with an

inverted score for the domain ‘‘Emotional Neglect.’’ In this

study, the following cutoff points were used: physical

abuse (15), emotional abuse (15), sexual abuse (8), emo-

tional neglect (15), and physical neglect (10), indicating the

presence or absence of trauma in each domain (Grassi-

Oliveira et al. 2006).

To investigate the past depressive episodes, we used the

Mini International Neuropsychiatric Interview (MINI

PLUS), which is a semistructured diagnostic interview

based on the Diagnostic and Statistical Manual of Mental

Disorders-IV (DSM-IV) and International Classification of

Diseases-10 (ICD-10) criteria. The MINI comprises 19

modules that explore 17 DSM-IV axis I disorders, the risk

of suicide, and antisocial personality disorder. In this study,

we used only the ‘‘A’’ module, which investigates the

presence or absence of a depressive episode. For the sta-

tistical analyses, we considered the presence of a past

depressive episode, which was evaluated by the identifi-

cation of depressive symptoms in the past based on the

filter questions, ‘‘Have you ever felt sad, discouraged,

depressed: most of the day, almost every day, for at least

2 weeks?’’ and/or ‘‘Have you ever had the feeling of not

liking anything or have you lost interest and pleasure in the

things you usually enjoy most of the time for at least

2 weeks?’’ (Amorim 2000). The results of the MINI and

BDI were not compared. The diagnoses were made by
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interviewers trained and supervised by an experienced

psychologist.

We assessed socioeconomic class using the Brazilian

Economic Classification Criteria of the Brazilian Associa-

tion of Research Companies (2013). This classification is

based on the accumulated material assets of the family and

the education of the head of the family. Subjects are cat-

egorized into five classes from A (highest socioeconomic

status) to E (lowest socioeconomic status). For this study,

the classes were grouped as follows: high classes (A ? B),

middle class (C), and lower classes (D ? E).

We used a self-report questionnaire to obtain sociode-

mographic and health data. Age (up to 15 years/16 to

19 years), education in years of study (up to 3 years/4 to

7 years/8 to 10 years/11 years or more), socioeconomic

and marital status (lives with partner: no/yes), information

on tobacco use (no/yes), and history of family psychiatric

illness (no/yes) were also collected. All the instruments

were applied during the gestational period.

Statistical analyses

The descriptive analysis was obtained by absolute and

relative frequency, and the bivariate analysis was per-

formed through the chi-square test to compare the pro-

portions. In the multiple regressions, the raw and adjusted

analyses were performed using the Poisson regression with

robust variance adjustment. This model is indicated in

cross-sectional studies with binary outcomes because it

produces estimates of the prevalence ratio (PR) with its

respective 95% confidence intervals, which avoids over-

estimation of the results (Barros and Hirakata 2003). The

variables that presented p B 0.20 in the crude analysis

were included in the adjusted analysis (Victora et al. 1997).

The adjusted analysis was performed with the objective

of controlling possible confounding factors and followed a

conceptual hierarchical model. This model is divided into

levels and assumes that variables located at the hierarchi-

cally higher level are determinants of the lower levels

(Victora et al. 1997). The model proposed for this analysis

had three levels: socioeconomic class, age, education, liv-

ing with partner (1� level); smoking, family psychiatric

history, past depressive episode (2� level); and emotional

neglect, physical neglect, emotional abuse, physical abuse,

sexual abuse (3� level). In this regression model, the

variables were controlled using the same or previous levels,

and it was decided a priori that the variables that presented

statistically significant associations (p B 0.05) would be

maintained in the model. However, the variables of the last

level (types of traumas) were included separately in the

model due to their collinearity.

Thus, the selection of the variables occurred as follows:

The model began with only the variables of the 1st level

(socioeconomic class, age, education, living with partner),

and all the variables that presented statistically significant

associations (p B 0.05) were maintained in the model.

Then, the variables of the second level (smoking, family

psychiatric history, and past depressive episode) were

included, and all the variables that presented statistically

significant associations (p B 0.05) were maintained in the

model along with those that remained at the first level

(education, family psychiatric history, and past depressive

episode). Finally, each third-level variable (emotional

neglect, physical neglect, emotional abuse, physical abuse,

and sexual abuse) was included separately with the

remaining variables from the first and second levels (edu-

cation, family psychiatric history, and past depressive

episode). Table 3 shows the comparison between depres-

sion and the number of traumas in childhood using

ANOVA. All statistical analyses were conducted in the

STATA program version 12.0 (2011).

The present study was approved by the Ethics Com-

mittee of the Catholic University of Pelotas (protocol

2007/95). Informed consent was obtained from all partic-

ipants included in the study or their parents. All partici-

pants whose screening indicated the presence of depression

at the time of evaluation (during gestation) were referred to

the psychiatric clinic of the Catholic University of Pelotas.

Results

The sample consisted of 869 pregnant adolescents. The

prevalence of depressive symptoms was 29.2%. In terms of

the characteristics of the sample, 62.4% of the participants

were classified as belonging to the middle socioeconomic

class (C), 88.1% were 16 to 19 years old, 43.1% had

between 4 and 7 years of education, and 62.7% lived with a

partner. Regarding smoking and mental health character-

istics, 18.7% were smokers, 43.8% had a family psychiatric

history, and 9.9% had a depressive episode in the past.

Regarding childhood trauma, 14.3% had suffered emo-

tional neglect, 12.6% had suffered physical neglect, 13.9%

had suffered emotional abuse, 10.4% had suffered physical

abuse, and 7.1% had suffered sexual abuse (Table 1).

Bivariate analysis showed that the pregnant adolescents of

the lower socioeconomic classes (p = 0.038), those who

had less education (p\ 0.001), those who smoked

(p = 0.018), those who had psychiatric history in the

family (p\ 0.001), and those who had a past depressive

episode (p\ 0.001) had significantly more depressive

symptoms. For childhood trauma, all types of traumas were

positively associated with depressive symptomatology

(p\ 0.05) (Table 1).

In the adjusted analysis, we verified that adolescents

with up to 3 years of education presented 3.3 (CI 95% 1.7;
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6.5) times more depressive symptomatology than those

with 11 or more years of education. Similarly, the women

who had 4 to 7 years of education presented 2.4 (CI 95%

1.3; 4.6) times more depressive symptoms than those with

11 or more years of education.

The pregnant adolescents who had a family psychiatric

history had 1.6 (CI 95% 1.3; 1.9) times more depressive

Table 1 Demographic,

socioeconomic, behavioral, and

childhood trauma characteristics

of pregnant adolescents,

Pelotas, state of Rio Grande do

Sul, Brazil (2009–2011)

Variables Depressive symptoms (BDI) p value

No

N (%)

Yes

N (%)

Socioeconomic class

(N = 850)

0.038

High classes (A ? B) 106 (12.5) 72 (75.0) 24 (25.0)

Middle class (C) 530 (62.4) 366 (72.2) 141 (27.8)

Lower classes (D ? E) 214 (25.2) 131 (64.9) 71 (35.1)

Age (years) 0.062

Until 15 years 103 (11.9) 61 (62.2) 37 (37.8)

16 to 19 years 766 (88.1) 521 (72.0) 203 (28.0)

Education (years de estudo)

(N = 868)

\ 0.001

Until 3 years 142 (16.4) 77 (55.8) 61 (44.2)

4 to 7 yeans 374 (43.1) 234 (67.8) 111 (32.2)

8 to 10 years 276 (31.8) 209 (78.0) 59 (22.0)

11 years or more 76 (8.8) 61 (87.1) 09 (12.9)

Lives with partner (N = 868) 0.180

No 324 (37.3) 209 (67.9) 99 (32.1)

Yes 544 (62.7) 372 (72.5) 141 (27.5)

Smoking (N = 867) 0.018

No 705 (81.3) 485 (72.6) 183 (27.4)

Yes 162 (18.7) 95 (62.5) 57 (37.5)

Family psychiatric history (N = 860) \ 0.001

No 483 (56.2) 353 (78.1) 99 (21.9)

Yes 377 (43.8) 226 (62.4) 136 (37.6)

Past depressive episode (N = 865) \ 0.001

No 779 (90.1) 555 (74.9) 186 (25.1)

Yes 86 (9.9) 25 (31.6) 54 (68.4)

Emotional neglect (N = 854) \ 0.001

No 732 (85.7) 510 (73.2) 187 (26.8)

Yes 122 (14.3) 61 (54.0) 52 (46.0)

Physical neglect (N = 857) \ 0.001

No 749 (87.4) 524 (73.2) 191 (26.8)

Yes 108 (12.6) 53 (54.1) 45 (45.9)

Emotional abuse (N = 858) \ 0.001

No 739 (86.1) 526 (74.7) 178 (25.3)

Yes 119 (13.9) 48 (44.0) 61 (56.0)

Physical abuse (N = 853) \ 0.001

No 764 (89.6) 532 (73.0) 197 (27.0)

Yes 89 (10.4) 39 (48.1) 42 (51.9)

Sexual abuse (N = 833) 0.036

No 774 (92.9) 532 (71.7) 210 (28.3)

Yes 59 (7.1) 29 (56.9) 22 (43.1)

Total 869 (100.0) 583 (70.8) 240 (29.2) –

BDI Beck Depression Inventory
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symptomatology than those who did not have a family

psychiatric history. Pregnant adolescents who had a past

depressive episode had 2.4 (CI % 2.0; 3.0) times more

depressive symptoms than those who had not had a past

depressive episode.

Pregnant adolescents who had suffered emotional

neglect presented 1.4 (CI 95% 1.1; 1.8) times more

depressive symptoms than those who had not. Adolescents

who had suffered physical neglect had 1.3 (CI 95% 1.0;

1.7) times more depressive symptoms than those who had

not. Moreover, the proportion of depressive symptoms was

1.8 (CI 95 1.4; 2.2) times higher in women who had suf-

fered emotional abuse in childhood and 1.3 (CI 95% 1.1;

1.7) times higher in those who suffered physical abuse than

in those who had not (Table 2).

Table 3 compares the means of depression with the

number of traumas accumulated in childhood. As the

number of accumulated traumas increases, the mean of

depressive symptoms increases (p B 0.000) (Table 3).

Discussion

The present study verified the association between child

maltreatment and depressive symptomatology in pregnant

adolescents. The high prevalence of depressive symptoms

found is in agreement with other studies with similar

samples. This high prevalence can be explained by the fact

that adolescence is usually marked by conflicts character-

istic of the phase itself, in which the adolescent is more

vulnerable to stressful events and experiences them with

greater intensity (Gilbert and Irons 2008). In addition,

pregnancy is considered a period of great vulnerability to

the occurrence of mental disorders, with depression being

the most prevalent disorder. Geronimus (2004) also notes

that there are other factors, especially unfavorable socioe-

conomic and cultural factors that typically characterize

girls who become pregnant during adolescence and that

may also contribute to the occurrence of depression. The

traumas assessed in this study included physical neglect,

emotional neglect, physical abuse, emotional abuse, and

sexual abuse. We found that childhood trauma was asso-

ciated with depressive symptoms in all domains except

sexual abuse. Emotional abuse was the type of trauma that

showed the greatest association with depressive symp-

tomatology. This type of trauma generally includes expe-

riences of rejection, provocation, fear, and isolation (Hart

et al. 1987), which, according to Kaplan et al. (1999), can

lead to internalization symptoms, leading to depression.

Our results were in agreement with Shapero et al. (2014),

who indicated that the greater the severity of emotional

abuse in childhood, the greater the depressive symptoms,

especially in adverse situations, such as adolescent

pregnancy.

Physical abuse was also associated with depressive

symptomatology. A meta-analysis conducted by Lindert

et al. (2014) found that all studies demonstrated an increase

in depression in those individuals who reported physical

abuse in childhood. The National Epidemiologic Survey on

Alcohol and Related Conditions (NESARC) study, per-

formed in the USA, found that individuals who had expe-

rienced physical abuse in childhood had a significantly

increased risk of various psychiatric disorders and suicide

attempts. According to the study, the presence of physical

abuse is related to a hostile environment and is often

concomitant with other forms of abuse, thereby increasing

the risk of the development of depression (Bolger and

Patterson 2001; Sugaya et al. 2012).

We also verified that both emotional and physical

neglects were associated with depressive symptoms.

Neglect can be defined as the degree to which the caregiver

does not provide the emotional conditions and/or materials

necessary for the healthy development of the child.

According to Infurna et al. (2016), psychological abuse and

neglect represent two extreme polarities of child mal-

treatment. Whereas psychological abuse is a relevant form

of maltreatment in which the caregiver voluntarily

degrades, humiliates, and terrorizes the child, neglect is an

important form of maltreatment by omission in which the

child is deprived of basic needs such as food, care, pro-

tection, and affection. This deprivation can cause feelings

of impotence in the child as well as reduced self-esteem,

which can subsequently lead to depressive symptoms.

The sexual abuse domain was not associated with

depressive symptoms. Our findings were contrary to the

literature, which demonstrates significant associations

between past experiences of sexual abuse with depression.

A meta-analysis indicated a significant increase in

depression in individuals who had suffered sexual abuse in

childhood; however, the authors did not investigate emo-

tional abuse or neglect, which may have influenced the

outcomes (Lindert et al. 2014). A more recent meta-anal-

ysis indicated a lower (though still significant) impact of

sexual abuse on individuals’ mental health when compared

to neglect and emotional abuse (Infurna et al. 2016). One

possible explanation for our findings is that people who

have suffered some types of traumas, such as sexual abuse,

may not report or even remember them due to the threat of

psychological imbalance resulting from the trauma, thus

making it difficult to investigate the topic (Barbosa et al.

2014; Moreno and Coelho Junior 2012). In addition, our

finding should be interpreted with caution because our

sample (i.e., pregnant adolescents) was not comparable to

the large and diverse samples in the studies included in the

Lindert et al. (2014) and Infurna et al. (2016) meta-
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Table 2 Raw and adjusted prevalence ratio (PR) and 95% confidence intervals (CIs) from Poisson regressions examining the relationship

between childhood trauma and depressive symptoms in pregnant adolescents, Pelotas, state of Rio Grande do Sul, Brazil (2009–2011)

Variables Depressive symptoms (BDI)

Raw analysis PR (CI 95%) p value Adjusted analysis PR (CI 95%) p value

1� level
Socioeconomic class 0.087

A and B 1.0 – 1.0 –

C 1.1 (0.8; 1.6) 0.577 0.9 (0.6; 1.4) 0.759

D and E 1.4 (0.9; 2.1) 0.090 1.1 (0.7; 1.6) 0.723

Age (years) 0.037 0.591

Until 15 years 1.3 (1.0; 1.8) 1.1 (0.8; 1.4)

16 to 19 years 1.0 1.0

Education (years) \ 0.001

Until 3 years 3.4 (1.8; 6.5) \ 0.001 3.3 (1.7; 6.5) \ 0.001

4 to 7 years 2.5 (1.3; 4.7) 0.004 2.4 (1.3; 4.6) 0.008

8 to 10 years 1.7 (0.9; 3.3) 0.105 1.7 (0.9; 3.2) 0.124

11 years or more 1.0 – 1,0 –

Lives with partner 0.153 0.135

No 1.2 (0.9; 1.4) 1.2 (0.9; 1.5)

Yes 1.0 1.0

2� level
Smoking 0.010 0.472

No 1.0 1.0

Yes 1.4 (1.2; 1.7) 1.1 (0.9; 1.4)

Family psychiatric history \ 0.001 \ 0.001

No 1.0 1.00

Yes 1.7 (1.4; 2.1) 1.6 (1.3; 1.9)

Past depressive episode \ 0.001 \ 0.001

No 1.0 1.0

Yes 2.7 (2.2; 3.3) 2.4 (2.0; 3.0)

3� level
Emotional neglect \ 0.001 0.004

No 1.0 1.0

Yes 1.7 (1.3; 2.2) 1.4 (1.1; 1.8)

Physical neglect \ 0.001 0.037

No 1.0 1.0

Yes 1.7 (1.3; 2.2) 1.3 (1.0; 1.7)

Emotional abuse \ 0.001 \ 0.001

No 1.0 1.0

Yes 2.2 (1.8; 2.7) 1.8 (1.4; 2.2)

Physical abuse \ 0.001 0.017

No 1.0 1.0

Yes 1.9 (1.5; 2.4) 1.3 (1.1; 1.7)

Sexual abuse 0.014 0.104

No 1.0 1.0

Yes 1.5 (1.1; 2.1) 1.3 (0.9; 1.8)

BDI Beck Depression Inventor
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analyses. It should also be noted that the confidence

interval was close to unity.

The sociodemographic characteristics associated with

depressive symptoms in pregnant adolescents were less

education, family psychiatric history, and the presence of a

past depressive episode. Regarding the relationship

between low education and depressive episodes, one study

suggested that adolescents and depressed mothers are

mostly of nonprivileged socioeconomic origin, which

includes low education (Coelho et al. 2013). Our results

also showed that adolescents with a history of psychiatric

disorders in the family had greater depressive symptoma-

tology during pregnancy. This finding is consistent with the

findings of a study conducted in the same city; however,

that study found such an association only in the postpartum

period (Silva et al. 2012). Regarding the presence of a past

depressive episode, studies have shown that having previ-

ous depressive symptoms significantly increases the risk of

perinatal depression, which corroborates our findings

(Coelho et al. 2013; Meltzer-Brody et al. 2013). In addi-

tion, it is well reported in the literature that the rate of

recurrence of depressive symptoms is high at any time

during life (Hammen and Brennan 2003; Joormann and

Gotlib 2007; Kendler et al. 1999). However, our findings

highlight the importance of attention to pregnant women

who have already presented depressive symptoms because

the risk is even greater during pregnancy, which is con-

sidered a phase of greater vulnerability.

We also found that the accumulation of traumas was

related to depressive symptoms. Some studies have

demonstrated a relationship between trauma accumulation

and posttraumatic stress disorder and negative emotions

(Kronenberg et al. 2010). The findings of these studies

suggest that the extent of exposure prior to trauma,

including variations in type and time, may be related to a

particular form of coping that has been associated with an

increased risk of mental health problems (Vaughn-Coaxum

et al. 2018). In the present study, it was not possible to

verify the moment of trauma, which would be an important

factor to evaluate in human development.

The limitation of this study is the fact that data related to

childhood trauma were obtained through a self-report

instrument. Some people may not respond accurately to the

instrument or even remember the experiences about which

the instrument inquires. In addition, depressed individuals

tend to remember and report trauma more easily than

nondepressed individuals because of the rumination char-

acteristic of depressive disorders (Lara et al. 2015). How-

ever, the instrument used in this study to investigate

childhood trauma is widely used in research worldwide

(Barbosa et al. 2014; Negele et al. 2015; Tekin et al. 2016)

and has the advantage of evaluating the contribution of

each type of trauma separately, which reduces the likeli-

hood of overestimating the effect of some trauma (Infurna

et al. 2016).

This study was able to demonstrate the association

between childhood traumatic experiences and mental

health in adolescence, especially in vulnerable samples,

such as pregnant adolescents. It should be noted that this

study was conducted in a developing country, where until a

short time ago, studies on maternal health prioritized the

prevention of pregnancy-related deaths. Thus, high-quality

evidence on perinatal mental health problems should be

generated, especially at the local level, to make pregnancy

safer for women in low- and middle-income countries

(Fisher et al. 2012). In addition, it is important to note that

the meta-analysis in 2018 found that parental trauma can

influence how parents interact with their children,

decreasing the quality of interaction with their children.

This finding demonstrates the importance of studying

trauma early in an individual’s life, which can have a

preventive effect, especially in adolescents (Montgomery

et al. 2019).

To our knowledge, this study is the first to be performed

in Brazil with a sample of these characteristics. There is a

need for more studies with population samples, especially

in Brazil, considering the importance of devising new

strategies to prevent and intervene in childhood trauma as

well as to promote the health of this population.

The present study was approved by the research ethics

committee of the Catholic University of Pelotas (protocol

2007/95). All participants provided informed consent. The

authors report no conflicts of interest.

Table 3 Comparison between

Beck Inventory Depression

means with accumulation of

number of traumas in childhood,

Pelotas, state of Rio Grande do

Sul, Brazil (2009–2011)

Accumulation number of childhood trauma N BDI Mean (SD)* CI (95%) p value

0 528 8.4 (7.5) 7.7; 9.0 B 0.000

1 125 13.1 (10.0) 11.2; 14.8

2 59 14.8 (12.4) 11.8; 18.3

3 or more 53 15.8 (12.2) 12.5; 19.4

Total 765 10.1 (9.2) 9.5; 10.8

Beck Inventory Depression

*ANOVA
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