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Abstract

Background: Animal experiments have convincingly demonstrated that prenatal maternal
stress affects pregnancy outcome and results in early programming of brain functions with
permanent changes in neuroendocrine regulation and behaviour in offspring. Aim: To evaluate
the existing evidence of comparable effects of prenatal stress on human pregnancy and child
development. Study design: Data sources used included a computerized literature search of
PUBMED (1966–2001); Psychlit (1987–2001); and manual search of bibliographies of
pertinent articles. Results: Recent well-controlled human studies indicate that pregnant women
with high stress and anxiety levels are at increased risk for spontaneous abortion and preterm
labour and for having a malformed or growth-retarded baby (reduced head circumference in
particular). Evidence of long-term functional disorders after prenatal exposure to stress is
limited, but retrospective studies and two prospective studies support the possibility of such
effects. A comprehensive model of putative interrelationships between maternal, placental, and
fetal factors is presented. Conclusions: Apart from the well-known negative effects of
biomedical risks, maternal psychological factors may significantly contribute to pregnancy
complications and unfavourable development of the (unborn) child. These problems might be
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reduced by specific stress reduction in high anxious pregnant women, although much more
research is needed.
D 2002 Elsevier Science Ireland Ltd. All rights reserved.
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1. Introduction

‘To begin my life with the beginning of my life, I record that I was born’. This is the
first sentence in the chronicles of David Copperfield [1]. According to Ch. Dickens,
human development does not start until after birth, and most scientists until the mid-20th
century have also ignored the importance of life in the womb [2]. However, today we
know that normal growth and development of the unborn child can be negatively
influenced by a number of factors, including complications of pregnancy, infections,
and teratogens.

Intrauterine exposure to medicinal and social drugs (alcohol, cocaine, tobacco) may
cause structural and/or functional developmental deficits that often result in life-long
physical or mental handicaps. Moreover, epidemiologic and experimental animal studies
have demonstrated strong evidence that fetal exposure to an overall nutritional
deficiency or a shortage of specific nutrients during a critical period may lead to
permanent alterations in the development and function of a particular organ system
[3,4]. This early programming is related to the emergence of a number of diseases in
later life, including cardiovascular and allergic diseases, hypertension, diabetes, and
schizophrenia.

Little is known about possibly deleterious and/or programming effects on the unborn
child of maternal psychologic influences or stress during pregnancy. For a long time,
people thought that maternal psychic impressions would induce a structural fetal
abnormality (‘maternal imagination’). For instance, it was believed that sudden fright
because of a leaping hare would result in a child with a harelip. Another example of
association of ideas is a child affected with ichthyosis born to a mother who has done her
washing regularly in a river where fish were abundant [5]. Although these cases have to be
ascribed to popular superstition, recent animal experiments have yielded sound proof that
prenatal maternal stress affects the fetus resulting in life-long effects [6–8]. The aim of this
review is to evaluate whether the effects of stress on the course of pregnancy and the
offspring as found in many animal experiments also apply to the human situation.

2. Stress and pregnancy

In daily life, humans and animals are often confronted with situations that demand
adaptation. There is stress if adaptation is with great difficulty or impossible. The
physiologic and behavioural responses to stressors are generally well known, though
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mainly for male adults [9]. Stressors may vary from life events (e.g. divorce, serious
illness or death of a relative or friend) to daily hassles (e.g. domestic affairs, financial or
relational problems, and queuing). During exposure to a stressor, the whole system of
stress regulation, that is, the hypothalamus–pituitary–adrenal cortex system (HPA axis)
and the sympathetic nervous system–adrenal medulla system, is activated. Various
hormones, including corticotropin-releasing hormone (CRH), adrenocorticotropin-releas-
ing hormone (ACTH), cortisol, and (nor)adrenaline, are released in large quantities to the
blood. However, individuals may respond differently to an identical stressful stimulus.
The degree of stress response depends also on genetic factors, personality characteristics,
previous experience, support from the social environment, and the way of coping with
stress. This applies to pregnant women as well. However, they are also confronted with
other possible stress factors, such as physical alterations, hormonal changes (often
associated with rapid changes in mood), and pregnancy-specific anxiety, for example,
fear of child integrity and fear of pain during delivery [8,10]. Moreover, young age, poor
education, low socioeconomic status, sexual abuse, unwanted pregnancy, having no
partner, poor preparation for pregnancy or delivery, and depressive symptoms and a
psychiatric history are known to negatively influence psychic well-being of the pregnant
woman, while other factors (adequate social support, older age, and having a paid job)
contribute positively to this [11]. The interaction between all these factors renders stress
research in pregnant women to be complicated and requires a multidimensional concept
of stress involving psychologic, social, and physiologic components. However, research-
ers of prenatal stress have generally confined themselves to only one aspect of stress or
anxiety, such as the effects of life events, work load, or general stress that were evaluated
by using self-administered inventories. Physiologic and hormonal responses to stress in
pregnancy or the effects of pregnancy-specific anxieties have only sporadically been
investigated to date [2,8,12].

3. Prenatal stress and complications of pregnancy

The HPA axis and the reproductive system show a complex relationship in both
pregnant and non-pregnant women. The hormones of the HPA axis have strong, mainly
inhibiting, effects on the HPG(onads) axis [9]. Moreover, CRH and cortisol receptors are
abundant in the endometrium, myometrium, and the ovaries. It is therefore not surprising
that psychologic (and physical) stress may disturb the sexual and reproductive capacities.
Anovulation, oligomenorrhea, and reduced libido are often seen under these circum-
stances.

In vitro-fertilisation (IVF) patients with functional disorders of the HPG axis often
have higher stress-scores than women who are infertile on the basis of anatomic
problems (tuba obstruction, malformations of the cervix or uterus) [13]. Some IVF
studies, but not all, have also demonstrated that the chance to conceive and to bring the
pregnancy to a good end is smaller if the patient reports more stress or anxiety at the
onset of therapy [14,15].

Animal experiments have shown that exposure of the pregnant dam to stressful
conditions (capture, noise, immobilisation, introduction of a strange male, crowding,
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etc.) often results in a smaller litter size (embryo resorption), structural malformations,
growth retardation, lower birth weight of the puppies, and even a shift in the sex ratio [16].
Recent well-controlled studies in humans also suggest a direct relationship between
prenatal maternal stress and a number of pregnancy complications.

3.1. Spontaneous abortion

An increased risk of spontaneous abortion has been found for a recent life event
(death of a relative or being victim of criminality) [17], and for stress in the work
place [18].

3.2. Structural malformations

A strong relationship has been found between the (unexpected) death of an older child
during early pregnancy and the occurrence of craniofacial malformations and heart defects
[19]. A number of studies have shown that structural malformations can also emerge in the
context of increased psychosocial problems, especially for quarrels with the partner or
members of the family [20].

3.3. Preeclampsia

Depression and anxiety [21] and also some forms of work stress [22] that are
experienced during the first trimester seem to be associated with an increased risk for
developing preeclampsia in a later phase of pregnancy. Patients who eventually develop
preeclampsia often have increased serum concentrations of placental CRH (pCRH) from
18 to 20 weeks of gestation onwards (see below) [23,24].

3.4. Preterm delivery

The relationship between stressful experiences during pregnancy and an increased risk
of preterm delivery has been a consistent finding of independent studies for several
decades [25,26]. It has been suggested that preterm uterine activity and shortened length of
pregnancy result from stress during the third trimester. Remarkably, serum concentrations
of placental CRH are already raised at 15–20 weeks of pregnancy in women who deliver
preterm [23,27].

3.5. Birth weight

Recent well-controlled research has documented that high levels of anxiety and
depression result in reduced birth weight and smaller head size (a measure of brain
development). This effect of prenatal stress is of the same magnitude as the effect of
smoking [25]. The chance of delivering a low birth weight baby is higher if exposure to
stress, daily hassles in particular, occurs during the first 3 months of pregnancy [28]. This
may explain why others found a normal birth weight in infants of women whose husband
died after the fourth month of pregnancy [29].
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4. Prenatal stress and development of the central nervous system: animal
experiments

Animal experiments in which the mother (rat, monkey) was exposed to various
stressors during pregnancy (electric foot shock, immobilisation, unexpected loud noises,
etc.) have demonstrated that this treatment results in various permanent changes in the
offspring. Prenatally stressed animals show delayed motor development and exhibit, at
adult age, reduced exploration and adaptive behaviour, more emotional and anxious
reactions in an unfamiliar environment, impaired cognitive functions (attention, learning),
and alterations in social and sexual behaviour (e.g. feminisation of masculine behaviour)
[6–8,30]. Studies in the rhesus monkey have demonstrated that these postnatal effects are
largest in animals of which the mothers were exposed to stress during early pregnancy [7].

In later life, prenatally stressed animals also have higher basal blood glucocorticoid
levels and a reduced number of glucocorticoid receptors (GR) (down-regulation) in the
hippocampus. When exposed to a stressful stimulus, their hormonal response not only is
more rapid and stronger, but prolonged as well. These findings of hyperactivation and
dysregulation indicate that the normal negative feed-back mechanism of the HPA axis is
heavily impaired [6–8]. Besides, alterations have been found in almost all known
regulatory and neurotransmitter systems in the brain, including the opioid, cholinergic,
serotonergic, dopaminergic, GABA-ergic, and noradrenergic systems [6,8].

Many of the changes induced by prenatal maternal stress can also be brought about by
maternal administration of natural or synthetic corticosteroids [31–33]. This treatment can
result in growth retardation [31], structural malformations (especially in the craniofacial
region) [31], neurotoxic effects (the hippocampus in particular) [34], delayed motor
development [33], and aberrations in neuroendocrine responses to stressful events in
offspring [6,8]. These findings illustrate that the maternal HPA axis is involved in early
neuroendocrine programming of her offspring [32].

5. Prenatal stress and development of the central nervous system: observations in the
human

It is presently unclear if prenatal programming of brain functions also occurs in the
human. We do know that exposure to an increased maternal stress level influences fetal
brain growth (reduced head circumference) and that prenatally stressed infants have lower
scores at neonatal neurologic examination [25].

During ultrasound observation, fetuses of high anxious women have been found to be
more active than those of low anxious women [35]. This is in line with the observation of
dramatically increased fetal movements during acute maternal panic caused by an earth-
quake [36]. This finding illustrates that a maternal stress signal reaches the fetus and that
he or she responds to it.

Some studies performed within 2–3 days after birth have demonstrated that newborn
infants cry more and are difficult to sooth if their mothers were more anxious, had more
depressive symptoms, or were classified as a type-A mother (flurried, impatient, and
competitive) [37]. These studies suggest that the differences in neonatal behaviour
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emerged before birth (either due to prenatal stress or genetically determined), as they were
unlikely caused by environmental influences in the short period thereafter. However, the
mode of delivery may have played a role. Recently, it was found that infants born after
assisted delivery (forceps or ventouse) showed a greater stress response to inoculation at 8
weeks (they cried more and for longer periods, and had higher cortisol secretion) than
infants born vaginally or by caesarean section [38].

Retrospective studies have related problems at child age to maternal psychologic stress
during pregnancy resulting from, for instance, aircraft noise, family or relational problems,
or death of the partner [6,39]. Remarkably, many of the problems at child age resemble
those seen in well-controlled animal experiments, such as delayed motor development, and
cognitive and behavioural disorders. In psychiatric literature, exposure to prenatal maternal
stress is often regarded an important factor underlying several forms of psychopathology,
including attention deficit hyperactivity disorder (ADHD), schizophrenia, and depression
[40–42]. Increased concentrations of cortisol (blood) and CRH (cerebrospinal fluid), and a
hyperresponsive HPA axis which is difficult to influence with the dexamethasone-
suppression test, are characteristic for adult depressive patients. Attention deficits as seen
with ADHD are also known to occur in prenatally stressed animals. So, also in the human,
early neuroendocrine disturbances may predispose for psychic and/or other disorders in
later life [43], but only prospective longitudinal studies with multiple measurements of
prenatal stress and thorough follow-up of the children may answer this question. At present,
only two such studies have made a start and are still in progress.

Huizink [8] performed a study in 170 healthy nulliparous women. Levels of maternal
stress and anxiety were determined three times during pregnancy. High amounts of stress
and anxiety during the first trimester of pregnancy appeared to be associated with low
psychomotor scores on the Bayley developmental test and poor adaptation to a new
environment, and with more problematic behaviour when the infants were 8 months of
age. The strongest effects on infant development and behaviour were found for pregnancy-
specific anxieties, such as fear of health and integrity of the unborn baby and fear of (pain
during) delivery.

Van den Bergh [10] and Van den Bergh et al. [12] followed-up 70 mother–infant pairs
from the first trimester of pregnancy to the age of 9 years. Observations of fetal behaviour
at 36 weeks’ gestational age (using ultrasound) and of neonatal behaviour showed that
infants of high anxious women had more bodily activity than infants of low anxious
women. During the first 7 months after birth, the former infants exhibited the following
behavioural characteristics more frequently: crying, irritability, irregularity of biological
functions, gripes, and difficult temperament. At 9 years of age, these children (boys in
particular) were still more active. Moreover, they showed more attention deficits, had more
problems with inhibition of difficult behaviour, and were more aggressive. These relation-
ships were established on the basis of independent behavioural assessments by the
investigator, the mother, and teachers [12].

The design of such human studies does not allow to estimate the relative contributions
of genetic versus environmental factors or their interaction effects. Genetic vulnerability
factors in the mother, passed on to her child, as well as chronic environmental stressors
may have influenced both maternal stress and the long-term outcome variables. Genetic-
sensitive designs involving twins are necessary to address this issue.
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Future research also has to reveal whether or not the effects of prenatal exposure to
stress will be persistent into adulthood. Like in prenatally stressed animals, further
development of these children may change for the better under the positive influence of
particular environmental factors, but may also deteriorate further. Longitudinal studies
from the Czech Republic, Finland, and Sweden have provided evidence that children of
women who had faced unwanted pregnancies which they had to bring to an end as they
were refused to undergo an abortion, had more developmental disorders at the age of 20
years [44]. The adolescents, men in particular, showed more often than a control group
behavioural disorders, learning problems, and emotional problems in engaging lasting
friendships or relations. These problems generally worsened over time, but ameliorated in
some cases when there had been social support.

6. Regulation of the maternal HPA axis

CRH is produced and secreted by the hypothalamus. It plays a central role within the
HPA axis and is involved in the physiologic response to stress. CRH stimulates ACTH

Fig. 1. Effects of maternal stress on uteroplacental blood flow and hormonal regulation in the mother, placenta,

and fetus, and on fetal development and the duration of pregnancy. Activating influences are indicated by solid

lines; inhibitory effects, including negative feed-back, by dotted lines. The presence of feed-forward mechanisms

at either side of the placenta is represented by thick lines.
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production and secretion by the pituitary. In turn, ACTH stimulates the production and
secretion of cortisol by the adrenal cortex. Regulation of these hormones is achieved by a
negative feed-back mechanism [9]. This occurs in pregnant and non-pregnant women
alike, although important changes take place in the course of pregnancy [45,46]. From
about 8–10 weeks’ gestation, CRH is also produced by the placenta. This placental CRH
has the same biological activity as hypothalamic CRH and is secreted to both the maternal
and fetal compartments (Fig. 1). Moreover, it is known that cortisol stimulates synthesis
and release of pCRH, which is opposite to the inhibitory effect of cortisol on the CRH-
producing cells of the hypothalamus. In the mother, pCRH is inactivated to a large extent
by a CRH binding protein (CRH-BP) under normal conditions, except for the last 2–4
weeks of pregnancy. In this period, there is a rapid increase in free pCRH. The mentioned
alterations result in a shift from normal negative feed-back regulation of the maternal HPA
axis to a positive feed-back, or better feed-forward, mechanism through the effect of
peripherally produced pCRH. In the course of pregnancy, blood concentrations of CRH,
ACTH, and cortisol increase gradually, but during the few weeks before parturition, they
rise rapidly [46]. Under abnormal circumstances (preeclampsia, threatened preterm
delivery, maternal stress), these alterations may be initiated prematurely (see above).

7. Transmission of maternal stress to the unborn baby

The question of how signals of maternal stress may reach the fetus has not been dealt
with so far. It seems most logic that this occurs through (stress) hormones. Three
mechanisms may be distinguished, which may operate simultaneously and may amplify
each other’s effects. The possible mechanisms involve: (a) reduction in blood flow to the
uterus and fetus at increased levels of maternal stress; (b) transplacental transport of
maternal hormones; (c) stress-induced release of placental CRH to the intrauterine
environment (Fig. 1).

7.1. Reduced uteroplacental blood flow

Corticosteroids and catecholamines are known to exert strong effects on the tone of
peripheral blood vessels. Besides, the placenta is abundant of receptors for these
hormones. Activation of the sympathetic nervous system by stress may lead to reduced
blood flow to the uterus and fetus, and may contribute to fetal growth restriction. Indeed,
Doppler blood flow studies have shown increased resistance of the uterine artery in
women with high anxiety scores at about 32 weeks of gestation [47].

7.2. Transplacental transport of maternal stress hormones

Corticosteroids pass the placenta readily in many animal species. In contrast, the human
fetus is relatively (so not completely) protected against direct exposure to high cortisol
concentrations. In the placenta, 50–90% of maternal cortisol is converted to cortisone by
the enzyme 11h-hydroxysteroid-dehydrogenase (11h-HSD-2). Cortisone is biologically
inactive [4]. The activity of 11h-HSD-2 increases near the end of pregnancy just at the
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time that hypercortisolaemia develops in the mother, and thus seems to be of adaptive
significance [46].

On the other hand, maternal cortisol levels have been found to be linearly related with
the (much lower) fetal cortisol levels at antenatal umbilical cord blood sampling
(cordocentesis), a very stressful event to the mother [48]. This means that a small increase
in maternal cortisol may cause a substantial increase in fetal cortisol. It is, therefore,
conceivable that cortisol reaches the human fetus under certain circumstances. This may
happen normally, since maternal cortisol is not completely inactivated in the placenta, or
under specific conditions, for example, if the maternal cortisol concentration is very high,
if the activity of 11h-HSD-2 is reduced (interindividual differences; polymorphisms ?) or
impaired, when the placenta is immature (early pregnancy), or when placental function is
poor as with some pregnancy complications.

7.3. Secretion of placental CRH to the fetus

Fetal cortisol is important for the maturation of virtually all fetal organ systems. The fetal
HPA axis is regulated through negative feed-back from early in gestation onward. In a later
stage of pregnancy, placental CRH enters the fetal circulation via the umbilical vein [46].
Since CRH-BP is absent in the fetus, pCRH stimulates the fetal HPA axis to produce and
secrete ACTH, cortisol, and androgens (dehydro-epiandrosterone-sulphate; DHEA-S).
Subsequently, fetal cortisol enters the placental circulation via the umbilical arteries and
further stimulates the production of pCRH. This way, the fetal HPA axis is also regulated by
a feed-forward mechanism at the end of pregnancy. On the one hand, this results in a large
increase in cortisol by which maturation of the fetal organs is enhanced. On the other hand,
pCRH initiates, through an increase in DHEA-S (the precursor of oestrogens), a cascade of
events which may lead to increased uterine activity and eventually delivery [45,46].

At the end of normal pregnancy, the simultaneous stimulation of organ maturation and
initiation of parturition constitute a positive effect of a feed-forward mechanism. However,
premature activation of either or both in the placenta coupled feed-forward systems may
result in preterm labour and delivery (Fig. 1). This is evidenced by the earlier mentioned
association between prematurely raised blood pCRH (and decreased CRH-BP) levels in
pregnant women who were confronted with preterm delivery [23,27] and preeclampsia
[24] only in a later stage of pregnancy.

Diminished supply of nutrients and oxygen (hypoxaemia) may cause a stress response
in the fetus. This involves increased secretion of pCRH that, in turn, contributes to the
feed-forward mechanisms at either side of the placenta [45].

Fig. 1 also shows how maternal stress might affect development of the fetal brain and
HPA-axis activity. Maternal cortisol that has escaped from inactivation by 11h-HSD in the
placenta may participate in the feed-forward loop between the placenta and the fetal
pituitary–adrenal axis. Overproduction and hypersecretion of fetal cortisol thus may arise
from maternal cortisol in the fetal compartment and/or from pCRH secretion. Increased
fetal cortisol (of maternal or fetal origin) may inhibit growth and differentiation of the
developing nervous system, may damage the brain, and may have a programming or
organizing effect on the fetal neuroendocrine system resulting in the permanent disorders
mentioned earlier.
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8. Outlook

Known biomedical risk factors, such as maternal diseases, teratogenic agents, compli-
cations of pregnancy, and nutritional deficiencies and infections, explain about half of the
number of cases of low birth weight and prematurity and their associated problems after
birth [49]. Prenatal maternal stress and anxiety may be responsible for an important
proportion of the other (unexplained) cases. This appears from recent well-performed
studies that took into account medical and obstetric histories, life style (smoking and
drinking behaviour), socioeconomic status, and the course of pregnancy and delivery.
These studies have demonstrated that exposure to prenatal stress not only affects physical
development of the infants (birth weight, head size, and structural malformations), but also
their functional development, evidenced by poor psychomotor performance and more
difficult behaviour during the first 10 years of life. Whether these problems will be long-
lasting and permanent and will eventually lead to psychopathology has to be revealed by
continuation of the existing follow-up studies and by other independent studies.

In the past, several attempts have been made to reduce the amount of stress in pregnant
women, to diminish its negative effects on the outcome of pregnancy [49,50]. By repeated
telephone calls or home visits by a social worker, extensive information was given about a
healthy life style during pregnancy. One has also attempted to provide direct psychologic
support and to optimize support from the social environment. The results of such
intervention programs have appeared to be disappointing. However, the possibility exists
that the offered help in these studies has not been intensive or specific enough.

Huizink [8] has demonstrated that maternal stress in the first half of pregnancy is an
important predictor of problematic infant behaviour. This was found especially for
pregnancy-specific anxieties, such as fear of the baby’s health and fear of (pain during)
delivery. This finding may be the clue to come to early detection of high stressed or
anxious pregnant women. By filling out a short inventory in early pregnancy, information
can easily be obtained about the intensity of pregnancy-specific anxieties. Pregnant
women at increased risk may then be invited to participate in a program aiming at stress
reduction by providing specific information, education, or relaxation methods.

Many animal experiments and a number of retrospective and prospective human studies
(the latter with a limited follow-up period) indicate that it is very important to further
investigate possible ways of preventing and reducing prenatal maternal stress. This the
more so given the still increasing experience of stress by (pregnant) women in modern
society. In addition, more information has to be acquired about stress regulation in
pregnant women and about mechanisms by which maternal stress influences the course of
pregnancy and development of the unborn baby. Changes in the levels of specific maternal
hormones (ACTH, pCRH, CRH-BP, prolactin, or oxytocin) may be early indicators of a
raised stress level in the intrauterine environment.

Acknowledgements

The authors gratefully acknowledge Mrs. A. Versluis for the preparation of the
illustration.

E.J.H. Mulder et al. / Early Human Development 70 (2002) 3–1412



References

[1] Dickens Ch. The personal history of David Copperfield (1850). Works of Charles Dickens. New York:

Avenel Books; 1978.

[2] Van den Bergh BRH. The influence of maternal emotions during pregnancy on fetal and neonatal behavior.

Pre- Peri-nat Psychol J 1990;5:119–30.

[3] Barker DJP. In utero programming of chronic disease. Clin Sci 1998;95:115–28.

[4] Seckl JR. Glucocorticoids, feto-placental 11h-hydroxysteroid dehydrogenase type 2, and early life origins of
adult disease. Steroids 1997;62:89–94.

[5] Stokvis B. Het verzien in de zwangerschap, medisch en psychologisch beschouwd. Lochem: NV Uitge-

versmaatschappij De Tijdstroom; 1940.

[6] Weinstock M. Does prenatal stress impair coping and regulation of hypothalamic–pituitary–adrenal axis?

Neurosci Biobehav Rev 1997;21:1–10.
[7] Schneider ML, Roughton EC, Koehler AJ, Lubach GR. Growth development following prenatal stress

exposure in primates: an examination of ontogenetic vulnerability. Child Dev 1999;70:263–74.

[8] Huizink AC. Prenatal stress and its effects on infant development. Academic Thesis, University Utrecht, The

Netherlands; 2000. p. 1–217.

[9] Chrousos GP. Stressors, stress, and neuroendocrine integration of the adaptive response. In: Csermely

P, editor. Stress of life: from molecules to man. Ann NY Acad Sci, vol. 851. New York: NYAS; 1998.

p. 311–35.

[10] Van den Bergh BRH. Maternal emotions during pregnancy and fetal and neonatal behaviour. In: Nijhuis JG,

editor. Fetal behaviour. Developmental and perinatal aspects, vol. 851. Oxford: Oxford Univ. Press; 1992.

p. 157–74.

[11] Paarlberg KM, Vingerhoets AJ, Passchier J, Dekker GA, van Geijn HP. Psychosocial factors as predictors of

maternal well-being and pregnancy-related complaints. J Psychosom Obstet Gynaecol 1996;17:93–102.

[12] Van den Bergh BRH, Vanhauwaert I, Marcoen A. Pre- en postnatale emotionele invloeden op het gedrag van

het kind. Eerste resultaten van een follow-up studie bij acht- en negenjarigen. CBGS-document 1. Bruxelles,

Belgium: Population and Family Study Centre; 1999. p. 1–37.

[13] Wasser SK. Stress and reproductive failure: an evolutionary approach with applications to premature labor.

Am J Obstet Gynecol 1999;180:S272–4.

[14] Milad MP, Klock SC, Moses S, Chatterton R. Stress and anxiety do not result in pregnancy wastage. Hum

Reprod 1998;13:2296–300.

[15] Demyttenaere K, Nijs P, Evers-Keibooms G, Koninckx P. Personality characteristics, psychoneuroendocri-

nological stress and outcome of IVF depend upon the etiology of infertility. Gynecol Endocrinol 1994;8:

233–40.

[16] deCatanzaro D, Macniven E. Psychogenic pregnancy disruptions in mammals. Neurosci Biobehav Rev

1992;16:43–53.

[17] Neugebauer R, Kline J, Stein Z, Shrout P, Warburton D, Susser M. Association of stressful life events with

chromosomally normal spontaneous abortion. Am J Epidemiol 1996;143:588–96.

[18] Fenster L, Schaefer C, Mathur A, Hiatt RA, Pieper C, Hubbard AE. Psychologic stress in the workplace and

spontaneous abortion. Am J Epidemiol 1995;142:1176–83.

[19] Hansen D, Lou HC, Olsen J. Serious life events and congenital malformations: a national study with

complete follow-up. Lancet 2000;356:875–80.

[20] Nimby GT, Lundberg L, Sveger T, McNeil F. Maternal distress and congenital malformations: do mothers of

malformed fetuses have more problems? J Psychiatr Res 1999;33:291–301.
[21] Kurki T, Hiilesmaa V, Raitasalo R, Mattila H, Ylikorkala O. Depression and anxiety in early pregnancy and

risk for preeclampsia. Obstet Gynecol 2000;95:487–90.

[22] Landbergis PA, Hatch MC. Psychosocial work stress and pregnancy-induced hypertension. Epidemiology

1996;7:346–51.

[23] Hobel CJ, Dunkel-Schetter C, Roesch SC, Castro LC, Arora CP. Maternal plasma corticotropin-releasing

hormone associated with stress at 20 weeks’ gestation in pregnancies ending in preterm delivery. Am J

Obstet Gynecol 1999;180:S257–63.

[24] Perkins AV, Linton EA, Eben F, Simpson J, Wolff CDA, Redman CWG. Corticotrophin-releasing hormone

E.J.H. Mulder et al. / Early Human Development 70 (2002) 3–14 13



and corticotrophin-releasing hormone binding protein in normal and pre-eclamptic human pregnancies. Br J

Obstet Gynaecol 1995;102:118–22.

[25] Lou HC, Hansen D, Nordentoft M, Pryds O, Jensen F, Nim J, et al. Prenatal stressors of human life affect

fetal brain development. Dev Med Child Neurol 1994;36:826–32.

[26] Paarlberg KM, Vingerhoets AJ, Passchier J, Dekker GA, Heinen AG, van Geijn HP. Psychosocial factors and

pregnancy outcome: a review with emphasis on methodological issues. J Psychosom Res 1995;39:563–95.

[27] Leung TN, Chung TKH, Madsen G, McLean M, Chang AMZ, Smith R. Elevated mid-trimester maternal

corticotrophin-releasing hormone levels in pregnancies that delivered before 34 weeks. Br J Obstet Gynaecol

1999;106:1041–6.

[28] Paarlberg KM, Vingerhoets AJ, Passchier J, Dekker GA, van Geijn HP. Psychosocial predictors of low birth

weight: a prospective study. Br J Obstet Gynaecol 1999;106:834–41.

[29] Cepicky P, Mandys F. Reproductive outcome in women who lost their husbands in the course of pregnancy.

Eur J Obstet Gynecol Reprod Biol 1989;30:137–40.

[30] Clarke AS, Wittwer DJ, Abbott DH, Schneider ML. Long-term effects of prenatal stress on HPA axis

activity in juvenile rhesus monkeys. Dev Psychobiol 1994;27:257–69.

[31] Benesova O, Pavlik A. Perinatal treatment with glucocorticoids and the risk of maldevelopment of the brain.

Neuropharmacology 1989;28:89–97.

[32] Matthews SG. Antenatal glucocorticoids and programming of the developing CNS. Pediatr Res 2000;47:

291–300.

[33] Gramsbergen A, Mulder EJH. The influence of betamethasone and dexamethasone on motor development in

young rats. Pediatr Res 1998;44:105–10.

[34] Uno H, Eisele S, Sakai A, Shelton S, Baker E, DeJesus O, et al. Neurotoxicity of glucocorticoids in the

primate brain. Horm Behav 1994;28:336–48.

[35] Van den Bergh BRH, Mulder EJH, Visser GHA, Poelmann-Weesjes G, Bekedam DJ, Prechtl HFR. The

effect of (induced) maternal emotions on fetal behaviour: a controlled study. Early Hum Dev 1989;19:9–19.

[36] Ianniruberto A, Tajani E. Ultrasonographic study of fetal movements. Semin Perinatol 1981;5:175–81.

[37] Groome LJ, Swiber MJ, Bentz LS, Holland SB, Atterbury JL. Maternal anxiety during pregnancy: effect on

fetal behavior at 38 to 40 weeks of gestation. J Dev Behav Pediatr 1995;16:391–6.

[38] Taylor A, Fisk NM, Glover V. Mode of delivery and subsequent stress response. Lancet 2000;355:120.

[39] Stott DH, Latchford SA. Prenatal antecedents of child health, development and behavior. J Am Acad Child

Psych 1976;15:161–91.

[40] Hultman CM, Ohman A, Cnattingius S, Wieselgren IM, Lindstrom LH. Prenatal and neonatal risk factors

for schizophrenia. Br J Psychiatry 1997;170:128–33.

[41] Ward AJ. Prenatal stress and childhood psychopathology. Child Psychiatry Hum Dev 1991;22:97–110.

[42] Os J van, Selten J-P. Prenatal exposure to maternal stress and subsequent schizophrenia. Br J Psychiatry

1998;172:324–6.

[43] Vázquez DM. Stress and the developing limbic-hypothalamic-pituitary-adrenal axis. Psychoneuroendocri-

nology 1998;23:663–700.

[44] David HP, Dytrych Z, Matejcek Z, Schuller V. Born unwanted: developmental effects of denied abortion.

New York: Springer and Czechoslovakia Medical Press; 1988.

[45] Challis JRG, Matthews SG, van Meir C, Ramirez MM. The placental corticotrophin-releasing hormone–

adrenocorticotrophin axis. Placenta 1995;16:481–502.

[46] Majzoub JA, Karalis KP. Placental corticotropin-releasing hormone: function and regulation. Am J Obstet

Gynecol 1999;180:S242–6.

[47] Teixeira JMA, Fisk NM, Glover V. Association between maternal anxiety in pregnancy and increased

uterine artery resistance index: cohort based study. BMJ 1999;318:153–7.

[48] Gitau R, Cameron A, Fisk NM, Glover V. Fetal exposure to maternal cortisol. Lancet 1998;353:707–8.

[49] Elbourne D, Oakley A, Chalmers I. Social and psychological support during pregnancy. In: Chalmers I,

Enkin M, Keirse MJNC, editors. Effective care in pregnancy and childbirth. Oxford: Oxford Univ. Press;

1989. p. 221–36.

[50] Villar J, Farnot U, Barros F, Victora C, Langer A, Belizan JM. A randomized trial of psychosocial support

during high-risk pregnancies. N Engl J Med 1992;327:1266–71.

E.J.H. Mulder et al. / Early Human Development 70 (2002) 3–1414


