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Abstract

Childbirth causes intense emotional arousal that may cause traumatic psychological symptoms in some women. This study inves-
tigated the prevalence of post-traumatic stress disorder (PTSD) in women with normal vaginal delivery and those with caesarian
section. This was a cross-sectional study conducted in selected health centers affiliated to Shiraz University of Medical Sciences in
2018. The samples included 714 patients (328 vaginal deliveries and 386 cesarean deliveries). Sampling was performed using the
convenience sampling method in two cluster stages after selecting the clinic. Mothers were determined to be traumatic in their
delivery according to criterion A in the Diagnostic and Statistical Manual of Mental Disorders Version DSM-IV (with four questions).
Then, a demographics checklist and a stress disorder questionnaire were filled out for all the mothers after a traumatic delivery
through interviews. The prevalence of postpartum stress disorder was higher in the cesarean section group (10.8%) than in the nor-
mal vaginal delivery group (10%), but this difference was not significant (P = 0.275). Although the prevalence of PTSD between the
two groups was not significant, the prevalence of PTSD was significantly higher in this study than in reports from other countries.
This highlights the need for targeted interventions to reduce this disorder.

Keywords: Post-Traumatic Stress, Disorder, Women, Vaginal, Caesarian, Delivery

1. Background

About one-third of women consider pregnancy and
childbirth as traumatic. Between 2 and 6% of women expe-
rience symptoms of post-traumatic stress disorder (PTSD)
and are eligible for a clinical diagnosis (1). The preva-
lence of these symptoms is usually measured in the first
six months after delivery, but there is evidence indicating
a potential persistence of PTSD responses in some women
(2). Higher levels of PTSD are associated with an increased
likelihood of not having more children or delaying subse-
quent pregnancies (3, 4). In addition, it has been suggested
that a new pregnancy has the potential to reactivate post-
traumatic stress symptoms (1). Therefore, it is important to
be aware of the possible occurrence of this disorder after
delivery and the prevalence of postpartum stress; it may
help identify mothers who may need intervention. In the
studies of risk factors for post-traumatic stress disorder af-
ter childbirth, individual personality traits, the rate of mid-
wifery interventions, severe emotional reactions around
childbirth, negative interactions with hospital staff, lack of

social support, prenatal distress, and life-threatening feel-
ings have been addressed (5). However, studies comparing
the frequency of PTSD in women with vaginal delivery and
cesarean section are very limited.

2. Objectives

This study was aimed at comparing the frequency of
PTSD in different women with normal vaginal delivery and
cesarean section who visited the selected health centers af-
filiated to Shiraz University of Medical Sciences during 2017
- 2018.

3. Methods

This was a cross-sectional study conducted during 2017
- 2018, and the research community was selected from
health centers affiliated to Shiraz University of Medical Sci-
ences. The sample size was determined according to the
objectives and type of study and citing previous studies in
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this field and considering the assumptions of the first type
of error 0.05, the prevalence of this disorder is 0.28 in the
vaginal delivery group and the prevalence of 0.40 in the ce-
sarean delivery group; thus, the total number of samples
was 714 in the vaginal delivery group, and the sample num-
ber in the cesarean delivery group was calculated to be 386
people. In the first stage of sampling, clinics were desig-
nated as clusters. From north, south, east, and west of Shi-
raz, two clinics in each division were randomly selected.
Convenience sampling was used after selecting the clinics.
Mothers were determined to be traumatic in their delivery
according to the criterion A in the textbook of Diagnostic
and Statistical Disorders of the Fourth Version (with four
questions). The first two questions examined the risk fac-
tors and the second two questions examined the mother’s
emotional response. If one of the first two questions and
one of the second two questions were answered positively,
it was considered traumatic. The scientific validity of the
four questions has been established in various studies (6,
7). For all mothers, a demographics checklist and the stress
disorder questionnaire were completed after a traumatic
delivery through interviews.

Post-traumatic stress symptom scale I includes 17 ques-
tions that cover all the criteria of the fourth diagnostic and
statistical manual of mental disorders (DSM-IV) for the di-
agnosis of PTSD and use the Likert scale to determine its
severity. The total score of the questionnaire ranges from
0 to 68. Using the Likert scale, it scores the severity of each
symptom. Symptoms of this disorder include symptoms
related to re-experience (4 questions), symptoms related
to avoidance (7 questions), and symptoms related to mo-
tivational reactions (6 questions). If having one or more
re-experience symptoms, three or more avoidance symp-
toms, two or more of the symptoms related to motiva-
tional reactions, PTSD is diagnosed. In Iran, the reliabil-
ity of the scale, as reported by Mirzamani et al., was 74%
based on test-retest and 88% by Cronbach’s alpha test (8),
which was the criterion of our study. Data were analyzed
using SPSS version 21. Descriptive statistics, such as mean
and standard deviation, and Mann-Whitney nonparamet-
ric test were used. The significance level was set at 0.05.

3.1. Ethical Considerations

The Ethics Committee of Shiraz University of Medical
Sciences approved the study protocol (code of ethics:
IR.SUMS.REC.1397.359, proposal No.: 1396-01-08-16557).
Written informed consent was obtained from all the par-
ticipants. The confidentiality of all participants’ personal
information was assured.

4. Results

In the present study, 331 women had a normal deliv-
ery, and 389 had a cesarean section. The mean age of the
group with normal delivery was 29.12 ± 5.13 years, which
was significantly lower than that of the cesarean section
group, which was 30.94 ± 4.6 years (P < 0.05). Indepen-
dent t-test was used to compare the age of the two groups.
In terms of education, 34.02% had a diploma, and 56.52%
had a university degree. In addition, 81.12% were house-
wives, and the rest were employed (Table 1). According to
Mann-Whitney non-parametric test, the frequency of PTSD
was higher in the cesarean section group than in the nor-
mal delivery group, but this difference was not significant
(P = 0.275; Table 2).

5. Discussion

The results of the study carried out by Modaress et al.
showed that the risk of PTSD after delivery in people who
had an emergency cesarean delivery was 3.5 times higher
than in those with a normal delivery. Also, if the duration
of normal delivery was less than three hours, the risk of
developing PTSD after delivery was reduced (9). The rea-
sons for the difference in the results can be the difference
in the sample size in the two communities and the type
of delivery. In our study, the cesarean section group was
examined regardless of whether the cesarean section was
elective or emergency, while in the study mentioned above,
only emergency cesarean section was compared with nor-
mal delivery. In emergency cesarean section, because the
person does not have the necessary and sufficient prepa-
ration in advance, we expect higher scores of the disorder
than the selected cesarean section, so the heterogeneity
of cesarean sections in the two studies can be an primary
reason for differences in results. However, Söderquist et
al. (2002) surveyed 1,550 women and found that women
with normal delivery had more stress than cesarean deliv-
ery (10). In another study, Mahmoodi et al. (2016) exam-
ined postpartum stress in 240 women in Tehran. The re-
sults of their study showed that although the stress level in
the cesarean delivery group was 2.2% higher than the nor-
mal delivery group, there was no significant difference be-
tween the two groups in this regard. In addition, postpar-
tum stress was more common among women who under-
went emergency cesarean section than women who under-
went elective cesarean section. These results are consistent
with our study findings, which states that no significant
difference was observed between normal delivery and ce-
sarean section (11). It can be concluded that the occurrence
of PTSD after childbirth is likely to be influenced by the cul-
ture of each community (12). Also, in the developed coun-
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Table 1. Demographic Characteristics of the Research Community a

Variables Cesarean Vaginal P-Value b

Education 0.752

Primary school 6 (1.5) 9 (2.7)

High school 35 (9) 18 (5.4)

Diploma 129 (33) 116 (35)

University 219 (56.4) 188 (56.8)

Occupation 0.088

Housewife 318 (81.7) 286 (86.4)

Employed 71 (18.3) 45 (13.6)

a Values are indicated as No. (%).
b Independent t-test.

Table 2. Evaluation and Comparison of Stress Status in the Two Groups a

Variables Cesarean Vaginal P-Value b

With stress 42 (10.8) 33 (10) 0.275

Without stress 347 (89.2) 298 (90)

Total 398 (100) 331 (100)

a Values are indicated as No. (%).
b Chi-square

tries where childbirth is performed in a healthy manner,
the prevalence of trauma during pregnancy and childbirth
is lower, and as a result, the subsequent stress disorder is
seen less frequently. It is important to identify the factors
that affect women’s emotional responses after childbirth
(13).

5.1 Conclusion

There was no significant association between PTSD and
type of delivery. Of course, in terms of etiology and risk fac-
tors for PTSD, it should be noted that factors such as dura-
tion of labor, the experience of severe labor pain during de-
livery, inappropriate treatment by the staff, medical inter-
ventions, and the type of statistical community are among
the factors associated with this complication. The combi-
nation of the above factors can ultimately affect the preva-
lence.
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