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Abstract
Background: Adverse childhood experiences are a factor that may cause physical illness and deterioration of  lifelong 
well-being in addition to many mental and psychiatric problems in the future. It is important to question and treat them.
Objective: This study examined the effects of  adverse childhood experiences on pregnancy-related anxiety and acceptance 
of  motherhood role.
Methods: This cross-sectional study was conducted on 536 pregnant women. The data were collected using the “Personal 
Information Form”, the “Adverse Childhood Experience Questionnaire (ACEQ)”, the “Acceptance of  Motherhood Role 
(AoMR)” subscale of  the “Prenatal Self  Evaluation Questionnaire (PSEQ)” and the “Pregnancy-Related Anxiety Question-
naire–Revised 2 (PRAQ-R2)”.
Results: It was found that those with high levels of  negative childhood experience had higher levels of  anxiety in pregnancy 
and lower acceptance of  maternal role than the other groups (p<0.05). Additionally, a one-unit change in the AoMR score 
led to a 0.23-unit decrease in the ACEQ score, whereas a one-unit change in the PRAQ-R2 score led to a 0.57-unit increase 
in the ACEQ score (p<0.001).
Conclusion: Adverse childhood events increase pregnancy-related anxiety and negatively affect acceptance of  motherhood 
role.
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Introduction
Adverse life events are considered to be associated 
with emotional disorders. These include adverse child-
hood events (ACEs), which are traumatic, distressing, 
disturbing or overwhelming experiences in childhood. 
Although studies emphasize physical-sexual abuse, ne-
glect and witnessing domestic violence,1 other types 
of  ACEs such as loss of  parents, parents with men-
tal disorders, divorced parents and family economic 
distress may be associated with long-term sequelae.2,3 
Adverse childhood experiences are more common in 

underdeveloped and developing countries.4,5 In many 
countries, adverse childhood experiences such as child 
abuse (sexual, verbal and physical), domestic violence, 
substance addiction by parents, divorce or mental dis-
orders of  parents, imprisonment of  a member of  the 
household and poverty are encountered.6,7,8 ACEs are a 
critical public health issue that leads to persistent health 
issues and needs immediate resolution.9 ACEs may 
cause morbidity and life-threatening diseases such as 
liver, heart and lung diseases. The more ACEs are expe-
rienced, the greater the chance of  poor outcomes later 
in life, including anxiety, mood disorders, cigarette-al-
cohol use, substance abuse,1,2,10,11 attention deficit, so-
cial isolation,12 depression, suicide attempts13 and risky 
sexual behaviors.5 Given the persistent effects of  ACEs 
on human health, reproductive health and pregnancy 
are inevitably affected in a negative way by these expe-
riences.11,14,15

ACEs increase the risk of  preterm labor by causing 
behavioral risk factors such as smoking, alcohol and 
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substance abuse, sexually transmitted infections, mal-
nutrition and obesity.3 Given that the risk of  sponta-
neous preterm labor is between 9% and 10%, having 
two or more ACEs in one’s childhood increases the 
risk of  preterm delivery to 20% regardless of  the preg-
nant woman’s age, smoking habits, educational status 
or abortion history.15 Additionally, prospective and ret-
rospective studies show that adults who have been the 
victims of  continuous abuse or neglect in childhood 
have poorer mental and physical health than adults who 
have not been ill-treated in childhood.16-18 These mental 
health issues include severe mood disorders, behavioral 
health issues, personality disorders and post-traumatic 
stress disorders.19 Anxiety is associated with depression 
and stress, as well as adverse pregnancy outcomes in-
cluding preterm labor, asymmetric fetal growth and low 
birth weight.15,20 Moreover, the weaker defense systems 
of  women who have adverse childhood experiences21 
are seen as a strong risk factor in development of  de-
pressive symptoms during pregnancy.22 Therefore, the 
effects of  ACEs on psychosocial health in pregnancy 
should be evaluated and emphasized.4  

In the literature, it is emphasized that parenthood may 
be a difficult task for individuals with ACEs.23 For exam-
ple, one study reported that parents with ACEs would 
like to receive guidance and assistance from healthcare 
professionals for their parenting roles.13 Studies empha-
sized that parenting may be a difficult task for individu-
als with ACEs.23 Several studies reported a relationship 
between allostatic load (long-term stress exposure) and 
poor parenting. This may be because adverse early child-
hood events have a critical role in cognitive and social 
development.12,24 Additionally, another study showed 
that sensitive maternity care had a strong protective 
effect in alleviating the effects of  ACEs on health.24 
However, not all parents with ACEs may reflect their 
negative experiences to their children. Nevertheless, by 
evaluating all possible risks, expectant mothers should 
have screening for ACEs and establish a balanced com-
munication with relevant healthcare professionals as 
early as possible.4,12 In prenatal observations that are 
made, psychological factors such as concerns about the 
health of  the pregnant woman herself  or her baby, fear 
of  childbirth and anxieties about the acceptance of  the 
role of  motherhood should be associated with adverse 
childhood experiences.25-27 The number of  studies that 
have discussed adverse childhood experiences in preg-
nancy is limited.26-28 In this respect, this study aimed to 
examine the effects of  adverse childhood experiences 

on pregnancy-related anxiety and acceptance of  the 
role of  motherhood.

Methods
This is a cross-sectional study conducted to determine 
the effects of  adverse childhood experiences on preg-
nancy-related anxiety and acceptance of  the role of  
motherhood.

Setting and samples
The study was conducted between June and Septem-
ber 2019 at the gynecology and obstetrics outpatient 
polyclinics of  a public hospital in the eastern part of  
Turkey. The population of  the study consisted of  preg-
nant women who visited the gynecology and obstetrics 
outpatient polyclinics of  the institution for the purpoe 
of  monitoring their pregnancy. The sample consisted 
of  536 pregnant women who agreed to participate in 
the study and met the criteria for inclusion. They were 
selected using the random sampling method. The data 
were collected by the researcher using the face-to-face 
interview method on weekdays. The interviews lasted 
10 minutes on average.

Criteria of  inclusion for pregnant women:
-Having no communication problem,
-Being in the age range of  18-35,
-No diagnosis of  risky pregnancy (preeclampsia, dia-
betes, placenta previa, twin pregnancy, etc.) and mental 
health disorders (prior mood disorder, etc.). The pres-
ence of  problems in pregnant women was determined 
based on the woman’s declaration and medical history.
-Voluntary participation in the study.

Data Collection Tools
The data were collected using the Personal Information 
Form, the Adverse Childhood Experience Question-
naire (ACEQ), the Acceptance of  Motherhood Role 
(AoMR) subscale of  the Prenatal Self  Evaluation Ques-
tionnaire (PSEQ) and the Pregnancy-Related Anxiety 
Questionnaire–Revised 2 (PRAQ-R2).
 
Personal Information Form
The personal information form, developed by the re-
searcher, consisted of  a total of  11 items, including ten 
questions about pregnant women’s sociodemographic 
characteristics (age, marital status, living place, educa-
tion level, employment status, social security, economic 
status and family type) and one question about their ob-
stetric characteristics (number of  pregnancies).
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Adverse Childhood Experience Questionnaire (ACEQ)
ACEQ was developed by Felitti et al. (1998), and its 
Turkish validity and reliability study was conducted 
by Gündüz et al. (2018). It consists of  10 items about 
childhood traumas. The Turkish form of  the scale con-
sist of  a single factor. There is only the ‘yes’ option for 
the questions, and otherwise, they are left blank. The 
ACEQ total score ranges between 0 and 10. There is no 
cutoff  value. In this study, the researcher determined 
a cutoff  value. The Cronbach’s alpha reliability coeffi-
cient was found to be 0.74 for the original scale.29,30 The 
coefficient was found to be 0.70 for this study.

Prenatal Self  Evaluation Questionnaire (PSEQ) - 
Acceptance of  Motherhood Role (AoMR)
This scale was developed by Lederman (1979)31 to eval-
uate a pregnant woman’s adaptation to pregnancy and 
motherhood role, and its Turkish validity and reliability 
study was conducted by Beydağ and Mete 31. PSEQ is a 
4-point Likert-type scale with 79 items and 7 subscales 
that evaluate adaptation to pregnancy. This study used 
the subscale of  acceptance of  motherhood role with 
15 items, in which the total score ranges from 15 to 60. 
The Cronbach’s alpha reliability coefficient was found 
to be 0.76 for the original scale.31 The coefficient was 
found to be 0.81 for this study.

Pregnancy-Related Anxiety Questionnaire–Re-
vised 2 (PRAQ-R2)
The scale was developed by Van den Bergh (1990) 
and revised by Huizink et al. (2016). The Turkish va-
lidity and reliability study of  the scale was conducted 
by Aksoy Derya et al. (2018) to assess the anxiety lev-
els of  women in pregnancy. The Turkish form of  the 
scale consists of  10 items for multiparous women and 
11 items for primiparous women. It has 3 subscales: 
“fear of  giving birth” (items 1, 2, 6 and 8), “worries 
of  bearing a physically or mentally handicapped child” 
(items 4, 9, 10 and 11) and “concerns about own ap-
pearance” (items 3, 5 and 7). The 8th item in the scale 
(I am anxious about the delivery, because I have never 
experienced one before) is used for women who have 

not experienced  labor before. This is a 5-point Likert 
type scale. The items are scored between 1 and 5 (1-Ab-
solutely not relevant and 5-Very relevant), and the high-
est and lowest possible scores are respectively 11 and 
55 for primiparous women and 10 and 50 for multipa-
rous women. A higher score indicates a higher level of  
pregnancy-related anxiety. All expressions on the scale 
are positive. There is no cutoff  value. The Cronbach’s 
alpha reliability coefficient was found to be between 
0.81 and 0.94 for the original scale and subscales.32 The 
coefficients were found to be between 0.71 and 0.92 for 
this study.

Ethical considerations
For conducting the study, an approval was obtained 
from the Health Non-Interventional Clinical Research 
Publication Ethics Committee of  Inonu University 
(Decision No: 2019/282). Before starting the research, 
the pregnant women were informed about the research, 
stating that their personal information would be pro-
tected, and participation in the study was based on vol-
unteerism.

Data analysis
The data were coded and analyzed using the SPSS 16.0 
package program (SPSS Inc, Chicago, IL). The data 
were evaluated using percentage distribution, arithmetic 
mean, standard deviation, one-way ANOVA, Pearson 
correlation, multiple linear regression analysis and ROC 
analysis. Statistical significance was accepted as p <0.05.

Results
Table 1 shows the distribution of  the pregnant wom-
en’s sociodemographic and obstetric characteristics. 
The mean age of  pregnant women was 27.95±4.44, and 
35.8% of  them were high school graduates, 82.8% were 
unemployed, 70.9% had medium-level income, and 
60.4% lived in the city. Additionally, 70.5% were mul-
tiparous, and 90.7% were in their third trimester. It may 
be stated that the representative power of  the results of  
this study is higher in terms of  multiparous women and 
women in their 3rd trimester of  pregnancy.
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Table 1. Distribution of pregnant women’s sociodemographic and obstetric characteristics 

(n=536) 

 

Variable ±SD 

Age (Mean±SD) 27.95±4.44 

  n % 

Education     

Literate/Primary school 72 14.3 

Secondary school 120 22 

High school 194 35.8 

University 150 27.6 

Perceived income level     

Low 112 20.9 

Middle                                                                                                     380 70.9 

High                                                                                     44 8.2 

Living place     

City 324 60.4 

County 128 23.9 

Village 84 15.7 

Employment status     

Employed 446 82.8 

Unemployed 90 16.8 

Gravida     

Primigravida 158 29.5 

Multigravida 378 70.5 

Trimester     

I. Trimester and II. Trimester 48 9,3 

III. Trimester 488 90.7 

Total 536 100 

 

 
Table 2 shows the frequency and percentage distribu-
tion of  the pregnant women who said yes to ACEQ’s 

items. It was determined that 27.14% of  the pregnant 
women had not lived any Adverse Childhood Experi-
ence, while72% of  them had lived at least one.
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Table 2. Number and Percentage Distribution of Participants Saying Yes 

to ACEQ’s Items 

 

İtems      n      % 

1. Did a parent or other adult in the household often. Swear at you, insult you, put 

you down, or humiliate you? or Act in a way that made you afraid that you might 

be physically hurt? 

  

113 

  

42.2 

2. Did a parent or other adult in the household often. Push, grab, slap, or throw 

something at you? or Ever hit you so hard that you had marks or were 

injured?              

  

     96 

  

  35.8 

3. Did an adult or person at least 5 years older than you ever. Touch or fondle you 

or have you touch their body in a sexual way? or Try to or actually have oral, 

anal, or vaginal sex with you? 

  

17 

  

6.3 

4. Did you often feel that. No one in your family loved you or thought you were 

important or special? or Your family didn’t look out for each other, feel close to 

each other, or support each other? 

  

57 

  

21.3 

5. Did you often feel that. You didn’t have enough to eat, had to wear dirty 

clothes, and had no one to protect you? or Your parents were too drunk or high to 

take care of you or take you to the doctor if you needed it? 

  

14 

  

5.2 

1. 6. Were your parents ever separated or divorced? 27 10.1 

7. Was your mother or stepmother: Often pushed, grabbed, slapped, or had 

something thrown at her? or Sometimes or often kicked, bitten, hit with a fist, or 

hit with something hard? or Ever repeatedly hit over at least a few minutes or 

threatened with a gun or knife? 

  

39 

  

14.1 

2. 8. Did you live with anyone who was a problem drinker or alcoholic or who 

used street drugs? 

9 3.4 

3. 9. Was a household member depressed or mentally ill or did a household 

member attempt suicide? 

20 7.5 

4. 10. Did a household member go to prison? 16 6 

Number of pregnant women not living any Adverse Childhood Experience 128 27.14 

Total 536 100 

  

Table 3 shows the calculation of  the cutoff  point of  
ACEQ. As a result of  the ROC analysis, the highest 
sensitivity and lowest specificity values were determined 

at the cutoff  point of  3.5 points. At this point, the sen-
sitivity and specificity of  the scale were found to be 
1.000 and 0.004, respectively (Table 3; Figure 1).
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Table 3. Calculating ACEQ’s Cutting Score 

 

  

Total 

Score 

Scale 

Cutting 

Score 
Sensitivity Specificity P 

Area Under 

The Curve 

Confidence Interval 

Lower 

Limit 

Upper 

Limit 
3.5 1.000 0.004 0.001* 0.986 0.849 0.918 

*p<0.05 

Table 3. Calculating ACEQ’s Cutting Score 

 

  

Total 

Score 

Scale 

Cutting 

Score 
Sensitivity Specificity P 

Area Under 

The Curve 

Confidence Interval 

Lower 

Limit 

Upper 

Limit 
3.5 1.000 0.004 0.001* 0.986 0.849 0.918 

*p<0.05 

Figure 1: Determination of ACE cut-off point according to ROC Analysis 

  
 had low scores, and 9.4% had high scores (Table 4). 

Additionally, the mean score of  the pregnant women 
was 1.8±1.55 on ACEQ.

Table 4 shows the ACEQ classification according to the 
cutoff  score. It was determined that 39.9% of  the par-
ticipants had no negative childhood experience, 50.7% 

Table 4. ACEQ Classification by Cut off Score 

 

Groups Number (n) Percent (%) ±sd 

No 214 39.9 - 

Low 272 50.7 2.16±0.80 

High 50 9.4 4.52±1.04 

  

  

Table 4. ACEQ Classification by Cut off Score 

 

Groups Number (n) Percent (%) ±sd 

No 214 39.9 - 

Low 272 50.7 2.16±0.80 

High 50 9.4 4.52±1.04 
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Table 5 presents the comparison of  the mean scores 
of  acceptance of  motherhood role and pregnancy-re-
lated anxiety according to the ACEQ classification. It 
was determined that there was a statistically significant 
relationship between ACEQ and acceptance of  mater-

nal role and the mean scores of  pregnancy-related anx-
iety (p <0.05). It was found that those with high levels 
of  negative childhood experiences had higher levels of  
anxiety in pregnancy and lower acceptance of  maternal 
role than the other groups (Table 5).

    Table 5. Comparison of AoMR and PRAQ-R2 Mean Scores According to ACEQ    

    Classification 

 

ACEQ 
Classification 

AoMR PRAQ-R2 

±sd Test value p ±sd Test value p 

No 48.39±6.23 

F=15.584 0.001* 

29.177±5.99 

F=40.326 0.002* Low 46.89±7.44 31.77±6.30 

High 42.32±7.18 33.02±5.82 

         *p<0.05, F= ANOVA analysis 

Table 6 shows the relationship between the preg-
nant women’s mean scores on the ACEQ, AoMR 
and PRAQ-R2 total scale and subscales. There was a 
statistically significant weak positive relationship be-
tween the pregnant women’s mean scores on ACEQ, 
PRAQ-R2 and PRAQ-R2 subscales including “fear of  
giving birth”, “worries of  bearing a physically or men-

tally handicapped child” and “concerns about own ap-
pearance” (p<0.05). Additionally, there was a statisti-
cally significant weak negative relationship between the 
pregnant women’s mean scores on ACEQ and PSEQ-
AoMR (p<0.05). Adverse childhood experiences in-
creased pregnancy-related anxiety and adversely affect-
ed acceptance of  motherhood role (Table 6).

Table 6. The relationship between pregnant women’s mean scores on ACEQ,  

     AoMR and PRAQ-R2 total scale and subscales (n=536) 

 

     Variable ACEQ 

  r P 

     AoMR -.227 .027* 

     PRAQ-R2     

     Fear of giving birth .194 .049* 

     Worries of bearing a physically or    

     mentally 

     handicapped child 

.242 .013* 

     Concerns about own appearance .206 .036* 

     PRAQ-R2 Total .297 .002* 

     *p<0.05 
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A “multiple linear regression analysis” was conducted to 
explain the effects of  AoMR and PRAQ-R2 on ACEQ 
(Table 7). As a result of  the analysis, it was determined 

that a 1-unit change in AoMR led to a 0.23-unit change 
in the ACEQ score in the negative direction. Moreover, 
a 1-unit change in PRAQ-R2 led to a 0.57-unit change 
in the ACEQ score in the positive direction (p<0.001).

Table 7. Multiple Linear Regression Analysis Results for Scales 
 

Variables R2 F p Coefficients 
t test 

p 
β 

Linearity Statistics 

Tolerance VIF 

AoMR 

0.207 18.170 0.001* 

-0.050 0.001* -0.231 0.998 1.002 

PRAQ-R2 Total 0.142 0.001* 0.578 0.248 4.039 

Fear of giving 

birth 
0.059 0,395 -0.371 

0.007 17.668 

Worries of bearing 

a physically or 

mentally 

handicapped child 

-0.083 0.068 -0.157 

  

0.404 

  

2.473 

   Concerns about 

own appearance 
-0.069 0.221 -0.098 

0.470 2.125 

Constant (β0) 0.795 0.262 - - - 

 *p<0.05 
  

 

Discussion
The results of  this study, which was conducted to ex-
amine the effect of  adverse childhood experiences on 
pregnancy-related anxiety and acceptance of  mother-
hood role, are discussed in the light of  the relevant lit-
erature. Although there are several studies on the re-
lationship between adverse childhood experiences and 
pregnancy outcomes,11,14,20 there is a limited number of  
studies on the relationship between adverse childhood 
events, pregnancy-related anxiety and acceptance of  
motherhood role. In this respect, our study is consid-
ered to be significant.
It was found that 60.1% of  the pregnant women who 
participated in the study had at least one adverse child-
hood experience in the first 18 years of  their life, and 
the mean score that they obtained from ACEQ was 1.8 
± 1.55. Additionally, it was determined that 39.9% of  
the participants had no negative childhood experiences. 
In the study conducted by Anda et al., 63.6% of  the 
participants had at least one ACE, and 36% had no ad-
verse childhood experiences. In this study, it was deter-
mined that 39.9% of  the participants had no negative 
childhood experiences, 50.7% had low scores, and 9.4% 

had high scores (Table 4). The findings were consistent 
with the literature.21,33

Studies have reported that adverse childhood experi-
ences affect a person’s whole life, including pregnancy 
and childbirth.11,14,21 Additionally, it is emphasized that 
ACEs may affect life-long psychosocial health.23,26,34  In 
this study, it was seen that the participants who had high 
levels of  negative childhood experience had higher anx-
iety levels than the other participants (Table 5; Table 6; 
Table 7). Another study also similarly determined that 
pregnant women with ACEs showed high levels of  de-
pressive symptoms.22 One of  the most common neg-
ative emotions during pregnancy is anxiety.35 Adverse 
childhood experiences increase pregnancy-related anxi-
ety, causing negative behaviors in pregnant women such 
as smoking and alcohol use and threatening maternal 
and fetal health.21 Studies have determined that women 
with ACEs have a higher tendency towards behaviors 
such as cigarette and alcohol usage in their pregnan-
cy.21,28,35 Inadequate social support systems (mother, 
friend, etc.), domestic violence, alcohol abuse of  a fam-
ily member are considered adverse childhood experi-
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ences, affecting prenatal anxiety.36,37 In this respect, the 
results of  this study were consistent with those in the 
literature, suggesting that adverse childhood experienc-
es increase pregnancy-related anxiety.

Approximately 6-10% of  pregnant women experience 
severe fear of  childbirth.33,38 Pregnant women may have 
fear of  childbirth for many reasons such as concern of  
having an unhealthy baby, worries of  being unable to 
bear labor pain,33 lack of  knowledge and previous expe-
riences.39 Mudra et al. (2019) found that pregnant wom-
en with inadequate perceived social support, low level 
of  education and poor self-efficacy experienced higher 
levels of  fear of  childbirth.40 Considering that people 
with adverse childhood experiences have behavioral 
problems such as low self-esteem, social isolation and 
discontinuation of  education,4,12 these problems may 
also challenge pregnant women in coping with fear of  
childbirth. The finding in this study that fear of  child-
birth was higher in those with adverse childhood expe-
riences supported this opinion of  ours.

Having a child is a unique experience for family mem-
bers.41 However, the possibility of  having a handicapped 
child is one of  the most feared thoughts pregnant wom-
en have.33 This study found that adverse childhood ex-
periences increased the fear of  having a handicapped 
child. Some studies stated that negative emotions raise 
concerns about the child’s health.42,43 In this respect, 
negative feelings experienced in the past may increase 
concerns about fetal health and development. Addi-
tionally, this study also found that adverse childhood 
experiences increased concerns about own appearance 
in pregnant women (Table 6). Physical changes in preg-
nancy may cause body image perception problems in 
women. Pregnancy-related physical changes are uncom-
fortable for some women, whereas they may be neu-
tral for other women.44 This study found that adverse 
childhood experiences were uncomfortable factors that 
may deface physical appearance in pregnancy. Similar 
to those in a limited number of  studies suggesting that 
adverse childhood events raise concerns about own 
appearance in pregnant women,45,46 the results of  this 
study were consistent with those in the literature.

Women’s ability to fulfill parenting behaviors depends 
on their perceived maternal role competence.46 The role 
of  motherhood begins in pregnancy, continues in the 
postpartum period and develops over time.47 This study 
found that the pregnant women had a moderate level 

of  acceptance of  the role of  motherhood, and there 
was a negative relationship between adverse childhood 
experiences and acceptance of  motherhood role (Table 
6; Table 7). Additionally, it was determined that the ac-
ceptance of  the role of  motherhood was higher in those 
without adverse childhood experiences (Table 5). One 
study where the relationship between ACEs and com-
mitment was examined was encountered. In the study, it 
was determined that women with ACEs avoided com-
mitment, and commitment anxiety was high among 
these women.38 The number of  studies on this topic is 
limited. However, as acceptance of  the role of  mother-
hood is associated with age at marriage and first-time 
motherhood, social support systems, perceived income 
level and self-esteem,46 adverse childhood experiences 
may also affect the acceptance of  motherhood role.
Limitations
As in any study, there were some limitations in this 
study. These limitations included having conducted a 
cross-sectional study, only in a certain province at a 
public hospital’s obstetrics and gynecology outpatient 
clinic, and with the use of  pregnant women and meas-
urement tools that were limited. Additionally, the higher 
ratios of  multiparous women and women in their 3rd 
trimester may be considered as a limitation in terms of  
representative power.
 
Conclusion
In the study conducted to determine the effects of  
adverse childhood experiences on pregnancy-related 
anxiety and acceptance of  motherhood role, adverse 
childhood experiences were found to increase preg-
nancy-related anxiety and negatively affect acceptance 
of  the role of  motherhood. It was found that, as the 
mean score of  adverse childhood experiences increased 
in the pregnant women, anxiety related to pregnancy 
increased, whereas acceptance of  motherhood role de-
creased.
The results of  the study may be quite useful to the prac-
tices of  midwifery-nursing. According to the results 
obtained, it was revealed that healthcare professionals 
should question adverse childhood experiences during 
antenatal evaluations by establishing a reassuring rela-
tionship with pregnant women. For this purpose, it is 
needed to use interpersonal communication skills, keep 
situations that may be hidden such as sexual abuse in 
mind and show a professional approach without be-
ing judgmental. Thus, it may be possible to assess the 
impact of  adverse childhood experiences on pregnan-
cy-related anxiety and acceptance of  the role of  moth-
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erhood. Questioning adverse childhood experiences 
during the pre-conceptional period may help women 
experience healthier pregnancy outcomes.
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