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Extraction and coding of variables for the meta-analysis

Sample characteristics extracted were country of origin, clinical status of the sample, age, ethnicity, marital status, education and socio-economic status. Clinical status was classed as low risk, normal risk, or high risk. High risk samples were those where women were selected on the basis of increased obstetric risk or self-perceived traumatic birth. These were samples where all women had emergency caesarean sections (Tham, Christensson, & Ryding, 2007; Wijma, Ryding, & Wijma, 2002), pre-eclampsia (Engelhard et al., 2002; Hoedjes et al., 2011; Stramrood et al., 2011), were hospitalized for pregnancy complications (Hauer, Wessel, Engelhard, Peeters, & Dalgleish, 2009), perceived they had a difficult or traumatic birth (Harris & Ayers, 2012), or were in countries with an objectively higher risk of morbidity (Adewuya, Ologun, & Ibigbami, 2006). Low risk samples were those where women were selected on the basis of having a ‘normal birth’ (Czarnocka & Slade, 2000) or healthy baby (Briddon, Slade, Isaac, & Wrench, 2011; Goutaudier, Sejourne, Rousset, Lami, & Chabrol, 2012).  Studies that did not select women on a clinical basis were coded as normal risk.

Ethnicity was coded as the percentage of the sample that was white. Marital/civil status was coded as the percentage of the sample that was married or cohabiting. Education systems vary between countries so the only comparable indicator was the percentage of the sample that attained university level education. Measures of socio-economic status varied greatly between studies e.g. SES, household income, employment, health insurance status. The only comparable indicators across countries that could be used were standard classification systems, such as the standard occupational classification used in the UK (Statistics, 2010).

Methodological variables extracted were methodological quality, design (cross-sectional or longitudinal), recruitment (antenatal or postnatal), sampling (via the internet or community), sample size, and time frame of the effect size (i.e. months elapsed between the measure of risk and PTSD) 

PTSD measures were coded for quality (0 to 3). Measures that did not measure all symptoms of PTSD and included items that are not part of diagnostic criteria were scored 0; measures of PTSD symptoms but not full diagnostic criteria scored 1; questionnaire measures of all diagnostic criteria scored 2; and clinical interviews scored 3.

Birth variables extracted included objective birth experience, subjective birth experience, type of birth (nonoperative or operative), length of labor (hours), pain, complications with the baby, presence of partner, dissociation during birth, and support from staff during birth. Objective birth experience focused on obstetric events, intervention and complications e.g. postpartum hemorrhage, admittance of the mother to the intensive care unit, or combined measures of complications. It did not include type of birth or complications with baby, which were examined separately. Subjective birth experience was made up of measures in three domains: (i) overall ratings of birth experience; (ii) negative emotions and distress; and (iii) control and agency.

Type of birth was coded into operative (caesarean section or instrumental vaginal delivery) or non-operative (non-assisted vaginal delivery). This is a relatively simplistic categorization but was necessary because of wide variation in how delivery type was reported in different studies.
Complications with the baby included gestational age, birth weight, APGAR scores, preterm delivery, fetal asphyxia, and combined measures. Dissociation during birth included overall dissociation, psychoform and somatoform dissociation. Support from staff during birth included overall ratings of support, perceptions of care, being listened to, being informed etc. Effects for negative measures, such as blaming staff, having interpersonal conflict with staff, and negative contact with staff were reversed if necessary so that all positive effects reflected the presence of support and negative effects reflected negative or lack of support.

Vulnerability factors extracted were in four domains. The first domain was prior history and included history of traumatic events, PTSD, sexual abuse, or psychological problems. Studies measured these as presence or absence, or number of previous episodes.

The second domain was vulnerability due to poor mental health in pregnancy. These variables were depression in pregnancy, anxiety in pregnancy, fear of childbirth, and counseling for problems associated with a previous pregnancy/birth. Anxiety in pregnancy included state and trait measures, as well as anxiety sensitivity. Fear of childbirth was measured in pregnancy and after birth.

The third domain was other pregnancy-related vulnerability. These variables were: parity (percentage of the sample who were primiparous), whether the pregnancy was planned, and poor health or complications in pregnancy. Poor health/complications in pregnancy included high risk pregnancy, complications in pregnancy, and poor health behaviours (e.g. hospital admission, preeclempsia/HELLP syndrome, hypertension, high risk pregnancy, binge drinking).
The final domain was psychosocial vulnerability which included coping and stress, and social support. Coping and stress included measures of coping strategies used, the effectiveness of coping, and combined measures of stress and coping before and after birth. Social support included overall ratings of support, support from partner, family, friends, other pregnant women; as well as practical and emotional support in pregnancy and after birth. 

Comorbid symptoms extracted were all postpartum measures. These included depression, anxiety, general psychological health, and physical health. Poor postpartum physical health included length of hospital stay and physical problems. Poor postpartum psychological health included whether women required a mental health consultation, emotional frailty, negative emotions or distress after birth, and post-traumatic growth (reverse scored).

Extraction and analysis when multiple effects were reported for the same category
In instances where studies provided multiple effects for one category these were dealt with in the following way to ensure that only one effect per category was entered into the analysis for each study.
· If associations were reported between a variable and different symptoms of PTSD an average effect size was computed and used in the analysis. 
· If associations between a variable and different questionnaire measures of PTSD were used, the effect from the more rigorous scale was used (e.g. diagnostic rather than symptom measures).

· If a study reported the associations between PTSD and multiple variables that fell into the same category then one of these was chosen to enter into the analysis. This decision was usually done on the basis of either (i) the variable most frequently reported in other studies; (ii) conceptual reasoning (e.g. trait anxiety being preferable to state anxiety because it is more likely to be an enduring predisposition); or (iii) methodological reasoning (e.g. a more proximal or robust measure).
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