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VERSION 1 - REVIEW 
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REVIEW RETURNED 10-Aug-2016 

 

GENERAL COMMENTS The outcomes of this review on the efficacy of psychological 
treatments/interventions for childbearing women suffering trauma 
symptoms will be useful to clinicians and researchers. The protocol 
is well argued. The inclusion of a narrative analysis of intervention 
efficacy is commendable. This review may, however, be challenging 
due to the heterogeneity of studies in the field. For example, a wide 
variety of outcome measures have been used. This variety of 
measures is further complicated by changes over time to DSM 
diagnostic criteria by the American Psychiatric Association. The 
authors cited the IES (Horowitz et al., 1979) as a possible outcome 
measure. The IES has been used in several intervention studies, but 
only considers re-experiencing and avoidance symptoms, and not 
arousal (Criterion D hyperarousal symptoms). The IES also does not 
ask about some Criterion C symptoms related to emotional numbing 
responses (such as detachment, diminished interest) (see Koch, 
2006). The IES may lead to an overestimation of PTSD compared 
other measures. In comparison to the IES, the PSS-SR (Foa et al 
1993) adheres to DSM IV criteria, has good specificity (Fein et al., 
2010) and has been used in various studies in this field.  
Some researchers are adapting/developing measures according to 
DSM 5 (APA 2013) criteria. The DSM-5 categorised PTSD into a 
new class of trauma and stress-related disorders and modified the 
diagnostic criterion of A1 (exposure to „actual or threatened death, 
serious injury or sexual violation‟), eliminated A2, and introduced 
four symptom clusters (Criteria B-E) as opposed to three symptom 
clusters (B-D) in previous DSM versions. As such, the authors may 
need to be mindful of the measure used when comparing outcomes. 
There has also been some debate on the contribution of mode of 
birth (normal vaginal birth; emergency caesarean) to the 
development of trauma symptoms and this could be explored in sub-
group analysis. Some earlier studies recruited on the basis of having 
an operative birth, excluding women experiencing a normal birth or 
assisted instrument birth. This aspect may limit generalisability of 
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intervention results. Another limitation that the authors could 
consider relates to only including studies published in English.  
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REVIEWER Maggie Redshaw 
Policy Research Unit in Maternal Health and Care, NPEU, University 
of Oxford, UK. 

REVIEW RETURNED 24-Aug-2016 

 

GENERAL COMMENTS This is an interesting and useful topic for a systematic review of 
relevance to maternity and postnatal care and the women who 
experience post-traumatic stress symptoms or PTSD after childbirth.  
 
Registration of the protocol describing what is proposed with 
PROSPERO and the types of interventions to be included is 
appropriate in general, however, the standard structure of an 
academic paper does not work very well here and the value of 
publication prior to the review is not convincing.  
 
The following points can be made in relation to the submission:  
 
- The authors refer only to RCTs. These are likely to be few in 
number and there is an argument for inclusion of studies with a 
range of other possible designs.  
 
- More detail is needed on the possible outcome measure and how 
the data from these will be handled, including cut -offs, for both the 
primary and secondary outcomes.  
 
-The issue of timing of the interventions and of outcome 
measurement is critical. It is not referred to at all and should be 
discussed in relation to the review and particularly any meta-
analyses that are planned.  
 
-re. sub-group analysis, it is unlikely that there will be much in the 
way of studies in low-income settings, however, the mode of delivery 
of the intervention effects will be of interest in the actual systematic 
review. 
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VERSION 1 – AUTHOR RESPONSE 

- Reviewer 1_heterogeneity of studies  

A wide variety of outcome measures have been used. This variety of measures is further complicated 

by changes over time to DSM diagnostic criteria by the American Psychiatric Association. The authors 

cited the IES (Horowitz et al., 1979) as a possible outcome measure. The IES has been used in 

several intervention studies, but only considers re-experiencing and avoidance symptoms, and not 

arousal (Criterion D hyperarousal symptoms). The IES may lead to an overestimation of PTSD 

compared other measures.  

 

- Our response  

We appreciate the comment. We recognise the issues of heterogeneity of outcome measures in 

which original investigators of trials might use different instruments to measure post-traumatic stress 

symptoms (our primary outcome of interest). This could occur either because of changes in DSM 

diagnostic criteria for post-traumatic stress disorder (PTSD) over time or because original 

investigators have chosen a different instrument such as the IES and the PSS-SR to measure post-

traumatic stress symptoms. We are aware of the likelihood that different validated outcome measures 

may be used by studies across clinical settings and cultures to measure the same construct, we 

intend to address this issue in four ways:  

 

(1) We will clearly describe the range of outcome measures used, indicating whether these are 

language-specific (e.g. only published in English or Chinese)  

 

(2) In analysis, we will use standardized mean difference (SDM) as a summary statistic in meta-

analysis which the Cochrane Handbook for Systematic Review recommends to deal with the issue of 

the heterogeneity of outcome measures in which the studies assess the same outcome but measure 

it in a variety of ways. in the revised manuscript, we described:  

“For continuous data, and where different scales have been used, the standardised mean difference 

(SMD) and 95% CI will be calculated to indicate the direction and consistency of effect.”(p.14)  

 

(3) If sufficient data are available, we will conduct sensitivity-analyses described below‟  

“if there is methodological heterogeneity (e.g. variation in study designs, outcome measures or risk of 

bias), we will perform sensitivity-analyses, where data are available. (p.16)  

 

(4) If sufficient data are available, we will highlight in the discussion if a particular measure has been 

used most often.  

 

*********************************  

- Reviewer 1  

In comparison to the IES, the PSS-SR (Foa et al 1993) adheres to DSM IV criteria, has good 

specificity (Fein et al., 2010) and has been used in various studies in this field.  

 

- Our response  

We have added the PSS-SR (Foa et al. 1993) in outcome measures (p.9)  

 

*********************************  

- Reviewer 1  

The contribution of mode of birth (normal vaginal birth; emergency caesarean) to the development of 

trauma symptoms and this could be explored in sub-group analysis.  

 

- Our response  

We have considered this issue carefully and we are mindful that particular modes of birth may be 

construed as traumatic by some women. However, in our clinical experience and given the theoretical 
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basis of the main psychological interventions for trauma and PTSD, we consider that while the context 

in which the birth occur is important for the later development of trauma symptoms, it is the 

interpretation and meaning of events which serve as the single determining factor in the development 

and maintenance of trauma symptoms. Therefore it is our preference to not list mode of birth as a 

category for subgroup analysis, given that the same mode of birth can be interpreted in multiple ways 

(e.g. positive, negative or neutral appraisal).  

 

*********************************  

- Reviewer 1  

Another limitation that the authors could consider relates to only including studies published in 

English.  

 

- Our response  

As we described on page 11, we will include studies published in any languages.  

 

*********************************  

- Reviewer 2  

The authors refer only to RCTs. These are likely to be few in number and there is an argument for 

inclusion of studies with a range of other possible designs.  

 

- Our response  

Thank you for the comment. We appreciate that there are advantages and limitations to only including 

data from randomised controlled trials. We have discussed this point and will broaden the review 

remit to include quasi-randomised trial, cluster RCTs and RCTs with a cross-over design (p.10). 

However, we have decided not to include observational studies (eg. cohort studies, case-control 

studies, and cross-sectional studies) because these study designs are methodologically not robust 

and it would be difficult to examine the effect of the intervention.  

 

*********************************  

- Reviewer 2  

More detail is needed on the possible outcome measure and how the data from these will be handled, 

including cut-offs, for both the primary and secondary outcomes.  

 

- Our response  

We have now specified a range of validated PTSD assessment scales in the revised manuscript 

(pp.9-10). We have also elaborated further on the ways in which we will manage continuous and 

dichotomous data. We intend to refer to normative cut-off scores for these scales.  

 

*********************************  

- Reviewer 2  

The issue of timing of the interventions and of outcome measurement is critical. It is not referred to at 

all and should be discussed in relation to the review and particularly any meta-analyses that are 

planned.  

 

- Our response  

We have considered how best to describe and summarise data about the timing of interventions. As 

such, it is quite possible that PTSD symptoms and full-blown PTSD may occur some months or years 

after a traumatic birth. Timing of the interventions is vague and often difficult to define: you can have 

timely intervention in both early onset and delayed onset, as far as someone is given treatment as 

soon as they are diagnosed with PTSD. Alternately we can have timely provision of intervention for 

chronic PTSD which is often an inaccurate retrospective guess of how chronic is chronic.  
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We do however agree that timing of outcome measurement should be made more explicit in our 

protocol (p.10). We have provided further detail on how we will analyse outcome measurement data 

according to three time periods: up to six months, six to 12 months, and over 12 months. We will also 

provide a narrative account of the periods in which outcomes have been measured.  

 

*********************************  

- Reviewer 2  

re. sub-group analysis, it is unlikely that there will be much in the way of studies in low-income 

settings, however, the mode of delivery of the intervention effects will be of interest in the actual 

systematic review.  

 

- Our response  

We agree that intervention modality maybe a significant intervention factors in outcomes. If data are 

available, we will consider undertaking subgroup analysis according to different modalities of 

interventions. 
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