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ABSTRACT

ARTICLE HISTORY

Traumatic birth has various effects on women, and postpartum depression is
one of them. The present study had two aims: 1) to determine the level of
traumatic childbirth perception and postpartum depression in women and
the factors affecting them and 2) to reveal the relationship between trau
matic childbirth perception and postpartum depression. Five hundred fifty
women, recruited between March 2018 and February 2019, completed the
following form and scales one month after delivery: the general and obstetric
information form, the Perception of Traumatic Childbirth Scale (PTCS), and
the Edinburgh Postnatal Depression Scale (EPDS). The mean PTCS scores of
the women included in the study were 63.45 ± 28.116 with a median value of
65, and the prevalence of traumatic childbirth was 33.8%. The risk of post
partum depression was determined in 25.3% of the women. There was
a significant relationship between the participants’ traumatic childbirth per
ception and their EPDS scores (p < .05). It was determined that the prob
ability of experiencing postpartum depression increased four to five times in
women with a high or very high level of traumatic childbirth perception
(OR = 4.31; CI 95% 1.912 to 9.701; p = .000)(OR = 5.57; CI 95% 2.090 to 14.818;
p = .001). The findings revealed that one-third of the participant women had
traumatic childbirth perception, and the risk of postpartum depression
increased as the level of traumatic birth perception increased.
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Introduction
Traumatic birth is when a woman perceives the birth as a threat of death or injury for herself or her
baby (İsbir and İnci 2014; Yalnız et al. 2016). The woman who gives birth may experience intense fear,
helplessness, loss of control, and hate and may feel that her reputation has been damaged (Anderson
2017). The scales used in PTC measurement are examined under headings, such as the Diagnostic and
Statistical Manual of Mental Disorders Fourth Edition (DSM-IV) criteria, fear of childbirth, childbirth
expectation, and satisfaction. The rates vary according to these measurement tools (19.6–34%) (Barut
and Uçar 2018; Boorman et al. 2014; Güleç et al. 2014; Körükçü et al. 2017; Şahin, Dinç, and Dişsiz
2009; Soet, Brack, and Dilorio 2003). The Perception of Traumatic Childbirth Scale (PTCS) developed
by Yalnız et al. (2016) is used to evaluate PTC in women. Studies conducted on the PTCS in Turkey in
recent years have reported the PTC rates in women as 23.6% (Aktaş 2018) and 21% (Türkmen, Dilcen,
and Özçoban 2020).
Childbirth trauma is a subjective experience. Thus, it may be difficult to identify. To understand the
traumatic childbirth experience, it is important to discuss factors that affect and create a woman’s
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perception of the childbirth experience as a whole (Simpson and Catling 2016). The main reasons may
be the previous negative traumatic process, negative childbirth experience, mode of delivery, sexual
abuse, sociodemographic–obstetric factors, negative attitudes and behaviors of midwives and doctors
assisting childbirth, medical interventions during childbirth, labor complications, technical facilities of
the place of childbirth, and the lack of social support (Aktaş 2018). Moreover, obstetric emergencies
can be defined as emergency cesarean delivery or operative delivery, labor induction-augmentation or
newborn complications, and negative or traumatic experience (Molgora, Fenaroli, and Saita 2020).
The difference between positive and negative childbirth experiences may also result from problems
caused by childbirth settings and personal characteristics. Qualitative studies explaining women’s
traumatic childbirth experiences define their interactions with midwives in childbirth settings as more
important factors than medical intervention or modes of delivery (Reed, Sharman, and Inglis 2017).
Emergency symptoms may be observed in a woman after an actual or perceived traumatic child
birth. This acute stress reaction was suggested to be the woman’s efforts to mentally process the event
to avoid feeling sorry. These reactions may disappear within hours or days. However, they can also be
observed as acute (4 weeks to 3 months), chronic (after 3 months), or delayed (6 months) (Anderson
2017).
It may have a strong effect on the lives of mothers, fathers, children, families, and friends when
childbirth is experienced as a traumatic experience (Greenfield, Jomeen, and Glover 2016). It is
indicated that it may lead to problems related to noninvolvement in infant care, the inability to
establish attachment, motherhood role, close relationship with the husband, or future pregnancy in
women perceiving childbirth as traumatic (Aydın and Yıldız 2018; Greenfield, Jomeen, and Glover
2016). Women with PTC may also exhibit the behaviors of protection from the trauma of vaginal
delivery, such as avoiding another pregnancy or preferring cesarean section (Anderson 2017).
Undergoing traumatic childbirth was considered among the risk factors for postpartum depression
(Battaloǧlu, Aydemir, and Hatipoǧlu 2012). Postpartum depression is included under the title of
“Mood Disorders” in the Diagnostic and Statistical Manual of Mental Disorders Fifth Edition (DSM-V),
one of the psychiatric diagnosis systems, and the “Postpartum-Onset Specifier” is defined as the onset
of the episode within four weeks postpartum (Koçak and Duman 2016). Postpartum depression
symptoms may be accompanied by suicidal ideation by becoming more severe, depending on
“maternity blues” (Marakoǧlu, Özdemir, and Çivi 2009). The prevalence of postpartum depression
in the world is estimated to be between 7% and 30% (Biaggi et al. 2016).
Anxiety disorders, including panic disorder, generalized anxiety disorder, obsessive-compulsive
disorder, post-traumatic stress disorder (PTSD), and tocophobia (a severe fear of childbirth), may
occur alone or in combination with depression during pregnancy and the postpartum period
(National Institute for Health and Care Excellence 2014). Furthermore, it is important to know that
most of the women who have PTSD may exhibit postpartum depression symptoms (Anderson 2017).
PTSD is especially related to midwifery care because it directly affects women’s perinatal lives or may
occur due to the childbirth experience. The importance of midwifery is that PTSD can be prevented or
reduced by proper midwifery and perinatal mental health care. Treatment-only studies cannot
contribute to reducing the prevalence of PTSD. It may be more efficient to focus on preventing or
reducing PTSD with changes in midwifery care (Çapik and Durmaz 2018).
The present study has two aims, following the above information: (1) to determine women’s
perceptions of traumatic childbirth, postpartum depression levels, and the affecting factors and (2)
to reveal the relationship between postpartum depression and PTC.

Materials and methods
Participants and procedure
Of quantitative methods, cross-sectional screening focusing on identifying relationships was used
(Creswell 2013). The study was conducted between March 1, 2018, and February 1, 2019, in 68 family
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health centers located in the central districts of Konya in Turkey. The study period was determined
considering the time of the second postpartum hepatitis vaccination. The episode, which is a symptom
of postpartum depression, is said to start within four weeks postpartum in the DSM-V (Koçak and
Duman 2016). Women in the first postpartum month were included in the study to limit the time
factor in terms of postpartum depression symptoms. The dates when women presented to the Family
Health Centers for postpartum follow-up and the second dose of the newborn hepatitis B vaccine were
selected. Although the districts are located in the center, they have a mixed socio-economic structure.
The study population consisted of 23,185 live births that occurred in Selçuklu, Karatay, and Meram
districts of Konya in 2016, according to the data obtained from the Turkish Statistical Institute
(TUIK). To reach women in the first postpartum month, 385 family doctors from 68 Family Health
Centers in three central districts of Konya province were consulted. Firstly, the number of family
doctors to be included in the study (Selçuklu: 52, Meram: 29, Karatay: 30) was determined considering
the average number of childbirths in the districts (Selçuklu: 10,783, Meram: 6,120, Karatay: 6.282). In
the list of Family Doctors stated according to the sequence number of the Family Health Center for
each district, the family doctors coinciding with the numbers in the random numbers table (as many as
the family doctors to be included in the study) were included in the study.
Although there are different rates of PTC in the literature, according to the DSM-IV criteria, the
highest rate was reported as 34% by Soet, Brack, and Dilorio (2003), and the rates of depression in
pregnancy vary between 7 and 30% (Biaggi et al. 2016). Concerning traumatic childbirth and depres
sion, it was determined that a minimum of 494 people should be recruited to reach the largest sample
with 30% prevalence, 4% sensitivity, 95% confidence interval, and 80% power. However, due to the
possibility of missing and non-parametric data, the sample size was increased by 10% to 550 people.
The criteria for inclusion in the sample included being in the first postpartum month, giving birth
within the period of 37–42 gestational weeks and having liveborn infants, the absence of anomalies in
the infant, no postpartum complications experienced by the mother and the infant, no significant/
chronic health problems or psychological disorders experienced during pregnancy, being at the age of
18 and above, having no visual and hearing disorders, agreeing to participate in the study, and
speaking Turkish.
Women who presented to a family health center for vaccination and were included in the study and
met the study criteria were informed about the subject and purpose of the study. Verbal and written
informed consent was obtained from women who agreed to participate in the study. The question
naires were either administered by one of the researchers (F.B.) or completed by the participants
themselves depending on their choice. Ten minutes were given to complete the questionnaires.
Measures
In this study, the data were collected using an information form, PTCS, and the Edinburgh Postnatal
Depression Scale (EPDS).
Introductory information form
This questionnaire was prepared by the researchers in light of the literature (Barut and Uçar 2018;
Başkaya and Sayıner 2018; Yalnız et al. 2016) and consisted of 25 questions to obtain sociodemo
graphic and obstetric information, which was considered to affect the PTC of the participants.
Perception of Traumatic Childbirth Scale (PTCS)
This scale was developed in 2016 by Yalnız et al. to determine women’s level of traumatic perception of
the childbirth action. In the internal consistency analysis to determine the scale’s reliability, Cronbach’s
alpha reliability coefficient was calculated as 0.895 by the developer of the scale. The scale consists of 13
items, each rated from 1 to 10, providing a minimum total score of 0 and a maximum of 130. According
to the mean scores in the scale, the level of PTC is interpreted as very low for the 0–26 score range, low
for 27–52, moderate for 53–78, high for 79–104, and very high for 105–130 (Yalnız et al. 2016). In the
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analysis conducted in our study, Cronbach’s alpha reliability coefficient was found to be 0.900. The
necessary permission was obtained from the authors for using the scale.
Edinburgh Postnatal Depression Scale (EPDS)
Cox et al. (1987) developed this scale to determine the risk of postpartum depression, and the Turkish
version of this scale was prepared by Engindeniz, Küey, and Kültür (1996). This scale was prepared for
screening purposes and is not used for the diagnosis of depression. It is a four-point Likert-type selfreport scale consisting of 10 items. The responses are scored from 0 to 3, with the lowest score being 0
and the highest being 30. Items 1, 2, and 4 are scored as 0, 1, 2, and 3, while items 3, 5, 6, 7, 8, 9, and 10
have reverse scoring as 3, 2, 1, and 0. The validity and reliability study conducted by Engindeniz et al.
showed that the internal consistency coefficient of this scale was 0.79, the split-half reliability
coefficient was 0.80, and the sensitivity, specificity, positive predictive value, and negative predictive
value were 0.84, 0.88, 0.69, and 0.94 at the cutoff point of 12/13 (Engindeniz, Küey, and Kültür 1996).
In the current study, women with an EPDS score of 13 or more were accepted as the risk group, and
the Cronbach’s alpha reliability coefficient was calculated as 0.88.
Data analysis
The analysis of the data obtained from the research was performed using IBM SPSS Statistics software
package v. 24. The sociodemographic data, obstetric data, and scale distributions were expressed as
percentage, mean and standard deviation values. The skewness and kurtosis test was used to examine
the suitability of the data for normal distribution. The independent samples t-test, one-way analysis of
variance, Kruskal-Wallis H test, Pearson correlation analysis, and logistic regression analysis were
used. A p-value of <0.05 was accepted as a criterion for statistical significance.
Ethical considerations
The Ethics Committee of KTO Karatay University Faculty of Medicine on Non-Drug and NonMedical Device Research approved the study with the decision number 7, dated November 22, 2017.
Furthermore, the necessary permission was acquired from the Scientific Research Permit Commission
of Konya Provincial Health Directorate with the letter dated February 28, 2018, and numbered
63827352 to conduct the study. Verbal and written consent was obtained from women who volun
teered to participate in the study.

Results
Presence of PTCS and postpartum depression according to sociodemographic and obstetric
data
The PTCS scores significantly differed according to income, delivery method, whether pregnancy was
intended, the person monitoring pregnancy, where the delivery occurred, and whether the participants
were provided with any information about the process (p < .05 for each parameter). There were
statistically significant differences in the EPDS scores according to whether pregnancy was intended,
the presence of problems during pregnancy, the person monitoring pregnancy, and whether the parti
cipants were provided with any information about the process (p < .05 for each parameter) (Table 1).
Prevalence of and the relationship between PTCS and postpartum depression
The mean PTCS score of the women included in the study was 63.45 ± 28.116, and 33.80% had high or
very high PTC. Postpartum depression risk was found in 25.3% of the women who scored 13 or above
in the EPDS (Table 2).
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Table 1. Distribution of the participant women’s sociodemographic and obstetric data, their PTCS and EPDS scores, and differences
between the groups.
PTCS
Sociodemographic and obstetric data
Income level
Income<Expenses
Income = Expenses
Income>Expenses
Delivery method
Vaginal delivery
Cesarean section
Intended pregnancy
Yes
No
Problems during pregnancya Yes
No
Person monitoring
Doctor
pregnancy
OFHP
Doctor/Midwife
Delivery place
Faculty of Medicine
Maternity hospital
Private hospital
Home
Informed about childbirth
Yes
No
Sufficiency of information if Yes
provided
No
Partially
Total
550

n
101
362
87
321
229
441
109
111
439
333
123
94
94
190
254
12
378
172
291
15
72
100

%
18.40
65.80
15.80
58.40
41.60
80.20
19.80
20.20
79.80
60.50
22.40
17.10
17.10
34.50
46.20
2.20
68.70
31.30
52.90
2.70
13.10

Mean±SD
69.80 ± 28.598
62.23 ± 27.185
61.20 ± 30.570
61.21 ± 29.489
66.60 ± 25.807
62.03 ± 28.259
69.21 ± 26.894
66.63 ± 27.406
62.65 ± 28.267
64.62 ± 28.130
65.85 ± 27.062
56.21 ± 28.561
68.13 ± 27.385
66.83 ± 29.276
60.54 ± 26.488
35.08 ± 28.186
61.46 ± 27.867
67.85 ± 28.243
58.04 ± 28.879
76.53 ± 25.207
72.11 ± 19.509

EPDS
Test
p
F = 3.226
p = .040

Mean±SD
9.16 ± 6.246
8.85 ± 6.117
8.16 ± 5.841
t = −2.273
8.56 ± 5.986
p = .023
9.13 ± 6.241
t = −2.397
8.40 ± 5.952
p = .017 10.40 ± 6.422
t = 1.333
10.61 ± 6.725
p = .183
8.34 ± 5.844
F = 3.887
9.73 ± 6.236
p = .021
8.22 ± 5.527
6.26 ± 5.503
Z = 18.962 9.24 ± 6.48
p = .000
8.49 ± 5.631
9.06 ± 6.303
4.50 ± 3.873
t = −2.484
8.37 ± 6.161
p = .013
9.74 ± 5.851
Z = 19.939 7.48 ± 5.624
p = .000 12.80 ± 8.317
11.01 ± 6.655

Test
p
F = 0.665
p = .515
t = −1.082
p = .280
t = −3.095
p = .002
t = 3.548
p = .00
F = 13.188
p = .00
Z = 7.193
p = .066
t = −2.467
p = .014
Z = 22.637
p = .00

F: ANOVA, t: Independent samples t-test, Z: Kruskal-Wallis test, PTCS: Perception of Traumatic Childbirth Scale, EPDS: Edinburgh
Postnatal Depression Scale, p < .05 = statistically significant, OFHP: Other family health personnel, a Nausea, vomiting, weakness,
preterm labor threat, abortion risk.

There was a weak, statistically significant, linear correlation between the PTCS and EPDS (p < .05)

Table 2. Depression risk and traumatic birth perception level according to the “PTCS” and
“EPDS” scores.
Scales
PTCS

EPDS

Levels
Very low
Low
Moderate
High
Very high
Total
No risk
Risk present
Total

n
63
130
171
148
38
550
411
139
550

%
11.50
23.60
31.10
26.90
6.90
100.0
74.7
25.3
100

Mean±SD
14.65 ± 8.194
40.77 ± 7.584
65.78 ± 7.607
88.99 ± 7.261
112.05 ± 4.255
63.45 ± 28.116
5.96 ± 3.66
17.19 ± 3.621
8.8 ± 6.094

PTCS: Perception of Traumatic Childbirth Scale, EPDS: Edinburgh Postnatal Depression Scale.

(Table 3). When the PTCS level of ‘very low’ was taken as a reference, the probability of postpartum
depression increased 4.306 fold (95% confidence interval; 1.912–9.701) for the participants with a high
level of PTC and 5.565 fold (95% confidence interval; 2.090–14.818) for those with a very high level of
PTC (95% confidence interval; p < .05) (Table 4).

Discussion
This study was carried out to determine women’s perception of traumatic childbirth, postpartum
depression levels and the affecting factors and to reveal the relationship between postpartum
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Table 3. Correlation between the PTCS and EPDS scores.
Scales
PTCS
EPDS

n/%
550/100
550/100

Mean±SD
63.45 ± 28.116
8.8 ± 6.094

r/p
r = 0.361
p = .000

PTCS: Perception of Traumatic Childbirth Scale, EPDS: Edinburgh Postnatal
Depression Scale, r: Pearson’s correlation, p < 0.05 = statistically significant.

Table 4. Logistic regression analysis of the participants’ depression status (EPDS) according
to their PTCS level.
EPDS
Logistic Regression Analysis
PTCS
Very lowa
Low
Moderate
High
Very high

OR (95% CI)
1.177(0.485–2.857)
1.964(0.861–4.481)
4.306(1.912–9.701)
5.565(2.090–14.818)

p
0.000
0.719
0.109
0.000
0.001

PTCS: Perception of Traumatic Childbirth Scale, EPDS: Edinburgh Postnatal Depression
Scale, aReference, OR: Odds Ratio, CI: Confidence Interval.

depression and perception of traumatic childbirth. The results indicate that 33.80% of the women
included in the study had the risk of PTC, 25.3% had the risk of postpartum depression, and many
factors related to women affect both PTC and postpartum depression. As PTC increases, the post
partum depression risk also increases in women. Especially in women who have a high and very high
PTC, the postpartum depression risk increases 4–5 times.
The prevalence of PTC is reported to vary. In the study, the rate of women with “high” and “very
high” perception of traumatic childbirth was found to be 33.8%. In the studies performed by Soet,
Brack, and Dilorio (2003) and Boorman et al. (2014), 34% and 29.4% of women were reported to meet
the criteria of traumatic childbirth, respectively. Aktaş (2018) used the PTCS and found that 23.6% of
pregnant women experienced a high level of PTC. This variation in the prevalence of PTC in the
literature may be due to the use of different measurement tools. The scale used in this study is
relatively new, and it measures all types of trauma related to childbirth.
In our sample, the rate of women at risk of postpartum depression was found to be 25.3%. Varying
postpartum depression rates have been reported in other studies conducted with the EPDS: 51.3% by
Yıldırım, Hacıhasanoğlu, and Karakurt (2011), 15% by Durukan et al. (2011), 34.8% by Demir et al.
(2016), and 30.6% by Battaloǧlu, Aydemir, and Hatipoǧlu (2012). Postpartum depression rates differ
in the literature. The lower postpartum depression rate in our study compared to the literature can be
attributed to personal and cultural factors.
In the study, PTC varied according to the income status, delivery method, whether pregnancy was
intended, the person monitoring pregnancy, where the delivery occurred, and whether the participants
were provided with any information about delivery.
In the study, PTC was found to be higher in the group with income less than expenses compared to
the groups with income equal to or higher than expenses. Likewise, Güleç et al. (2014) reported that
the fear of childbirth was related to income status. In another study, it was determined that income
status did not significantly affect the anxiety scale scores during and after childbirth (Üst and
Pasinlioğlu 2015). This suggests that income status is not the sole factor since it also brings about
other negative situations, such as where delivery occurs, insufficient access to necessary information,
and the lack of social support, leading to PTC in women.
In this study, PTC was significantly higher in women who delivered by cesarean section. Elvander,
Cnattingius, and Kjerulff (2013) reported that women who underwent an emergency cesarean section
and had a fear of childbirth were 12 times more likely to report a negative birth experience than those
who underwent through vaginal delivery. The comfort scores of mothers who had vaginal delivery
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were found to be higher than those that underwent cesarean section in a previous study (Pınar et al.
2009). In another study, vaginal delivery was found to be more traumatic for women than cesarean
section (Aktaş 2018). Thus, there are contradictory reports in the literature concerning the relation
ship between the fear of childbirth and the delivery method. Our study supported the findings
indicating that cesarean causes a more traumatic experience. This may be due to the preference of
women fearing childbirth to undergo a cesarean section. Postpartum problems experienced by women
undergoing cesarean section can also lead them to evaluate the process in a negative manner.
In the study, it was concluded that PTC was lower in women with intended pregnancy. Aksoy,
Ozkan, and Gundogdu (2015) reported that the scale scores of women with intended pregnancy
(68.34 ± 11.73) were lower than unintended pregnancy cases (76.52 ± 1.73). Unwanted pregnancies
can abruptly change the lives of women, and it may take time to get used to the new situation, or they
may never accept it. This can cause psychological and financial problems for both women and their
family members. Our finding was considered to be associated with similar reasons.
There are serious problems previously reported regarding the quality and adequacy of antenatal
care (Altıparmak and Coşkun 2016). PTC was significantly lower in women who were followed up by
midwives and doctors, according to the results of this study. Durduran (2012) stated that 93% of
pregnant women in Konya consulted the doctor for antenatal care but suggested that the follow-up of
healthy childbirth should be undertaken by family health centers. The high PTC of mothers followed
up by other family health personnel might indicate that the information provided during the antenatal
period may not be sufficient to eliminate women’s childbirth fears. Hence, having a high rate of
antenatal follow-up by a doctor may lead to the lack of effective and adequate antenatal care, which
may also play an important role in PTC.
When the places where the delivery took place were examined, this study found that the mean PTC
scores of women giving birth at home were found to be significantly lower compared to the remaining
cases. Of the women included in the study, 12 gave birth at home and had the lowest mean PTC score
of 35.08. Martin and Fleming (2011) reported that health personnel disrupted the normal delivery
process by trying to control women’s thoughts, feelings, and behaviors. Thus, natural delivery cannot
be undertaken in hospital, and this is why most women prefer to deliver the baby at home. In this
study, the satisfaction of women giving birth at home can be due to the fact that 83.3% have received
information about childbirth during the antenatal period, had freedom of movement, and felt they had
the support of both the midwife and family.
In the study, PTC was observed to be lower in women who received information/training on
childbirth preparation compared to those who did not. In their study, Akın and Turfan (2016)
obtained the childbirth satisfaction scale score of the group who received childbirth preparation
training higher than the score of those who did not. Obtaining information/receiving training on
childbirth is important to encourage women to take control over the process and reduce their concern
caused by ignorance, which can also change their perception of childbirth in a positive way. These
desired outcomes can only be achieved through preparatory childbirth training provided by midwives
who have proven themselves in terms of knowledge and skills.
Not only the quantity in the quality of prenatal care but also the content of care and the availability
of adequate knowledge and skills of healthcare personnel are effective (Akın and Turfan 2016). The
present research revealed that among women who had been informed about childbirth, those that
considered this information insufficient or only partially sufficient had significantly higher PTCS
scores. Insufficient and unqualified information provided during the antenatal period and/or the
failure to apply the information given to childbirth may have caused the ineffectiveness of childbirth
preparation training.
In the study, the postpartum depression risk differs according to whether pregnancy was intended,
whether problems occurred during pregnancy, the person monitoring pregnancy, and whether the
participants were provided with any information about delivery.
The postpartum depression level in this study was significantly lower in women with planned
pregnancy. Unplanned pregnancy impairs postnatal communication between the mother and the
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infant and thus increases the risk of depression in the mother that feels that she cannot establish a good
relationship with her baby. It was reported in another study that women who had unplanned
pregnancy had a 2.5 times higher risk of depression at both evaluation times (during pregnancy and
delivery) than those with intended pregnancy (Faisal-Cury et al. 2017). Our findings are consistent
with the literature.
The study findings revealed that the depression level was significantly higher in women who had any
health problems during pregnancy. Durukan et al. (2011) reported that the presence of any medical
problem during pregnancy increased the risk of postpartum depression, which is consistent with our
study. Battaloǧlu, Aydemir, and Hatipoǧlu (2012) did not find a relationship between health status
during pregnancy and the Edinburgh Postnatal Depression Scale (EPDS) scores. Due to the problems
during pregnancy, the woman’s anxiety may cause an increase in the risk of postpartum depression.
The depression levels in this study were found to be significantly lower in women who were followed
up by a doctor or midwife during pregnancy. It was reported in another study examining the follow-up
of pregnant women in Konya that the rate of presentation to a hospital for pregnancy follow-up was
higher than the number of visits to family health centers (Durduran 2012). Women who received both
physician and midwife care in the postpartum period constituted the group that caused a statistical
difference according to the findings of our study, suggesting that the quality of follow-up was better.
It has been reported in the literature that pregnant women receiving preparatory childbirth training
have low cesarean rates, are more active during the birth, and have increased satisfaction with the
process, increased self-confidence, and reduced postpartum depression (Altıparmak and Coşkun
2016). The postpartum depression level found in this study was significantly lower in women receiving
information/training about childbirth. In this study, we observed that the risk of postpartum depres
sion was significantly higher in women considering that the information they had received was
insufficient or only partially sufficient compared to those who believed to have been sufficiently
informed. Given that being informed about childbirth affects PTCS, it may also have an effect on
postpartum depression for similar reasons.
A traumatic delivery experience is associated with postpartum mental health problems, includ
ing depression and PTSD (Reed, Sharman, and Inglis 2017). Boorman et al. (2014) reported that
the EPDS scores were related to traumatic childbirth criteria. Garthus-Niegel et al. (2014) deter
mined that both childbirth pain and general perception of birth affected the development of
postnatal PTSD. In a systematic review by Bell and Andersson (2016), the postpartum perspective
was reported to be associated with postpartum depression. In agreement with the literature, we
found an increased risk of postpartum depression in parallel to the increased level of PTCS.
Furthermore, women’s level of PTC increased their likelihood of experiencing postpartum depres
sion. According to the PTCS, while women with a low or moderate level of PTC were not likely to
experience postpartum depression, the probability of developing postpartum depression was
approximately four times higher for women with a high level of PTC and five times for those
with a very high level of PTC. The psychological changes caused by PTC can further increase the
risk of depression when combined with psychological, physiological, and sociological changes in
the postpartum period.

Conclusion
The results of the study suggest that PTC may occur in one-third of women giving birth. The
probability of depression increases in the postpartum period. Therefore, factors affecting PTC should
be well analyzed, and the necessary precautions should be taken.
Since women who have low income, gave birth through cesarian delivery and had unwanted
pregnancy may constitute a risky group, they should be provided with more support and care by
midwives if they get pregnant. It is necessary to determine their opinions about pregnancy during
antenatal monitoring, to detect problems early and to take precautions. To prevent PTC and reduce
the fear of childbirth, midwifery care and monitoring should be adequately provided during the
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antenatal period, and it should be ensured that all pregnant women access childbirth preparation
training. Studies should also be conducted on different groups of women in different periods using the
PTCS.

Limitations of the study
Although the inclusion of puerperants, who presented to Family Doctors in the Family Health
Centers, in the study sample facilitated the access to the sample, it may limit representability and
thus prevent the generalization of these findings to the general population. The high number of the
Family Health Centers specified in the study and their presence on a wide geography made the data
collection difficult. The reliability of the study is limited to the responses given by the participants.
Different samples and longer follow-ups are considered useful for future studies.
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