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Abstract

Background: Preeclampsia is a frequent obstetric complication which affects the mother`s and the fetus’s health
and can be life threatening. It also has an impact on psychological outcomes. There may be protective variables
such as resilience shielding against psychosocial distress in women experiencing these pregnancy complications.
The aim of this study was to examine differences in resilience in terms of quality of life, depression and
post-traumatic stress symptoms in women after preeclampsia.

Methods: Four international validated questionnaires were used to measure the psychological outcomes (Medical
Outcome Study Short-Form SF12, Edinburgh Postnatal Depression Scale EPDS, Resilience Scale RS13, Impact of
Event Scale IES-R). Statistical analyses were performed using independent-samples t-test and chi-square test.

Results: 67 women with previous preeclampsia returned the questionnaires. Women with high resilience showed
significantly less depression (p = 0.001) and better mental quality of life (p = 0.002) compared to women with low
resilience. No group differences were found on the medical and socio-demographic characteristics.

Conclusions: Resilience has an important impact on the psychological outcomes in women after preeclampsia. A
screening for resilience, depression and quality of life may be appropriate to identify these women.
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Background
Preeclampsia, along with other hypertensive disorders of
pregnancy occurs in 2 to 8% of pregnancies. It is a major
contributor to maternal mortality worldwide [1-3]. The
multifactorial pathogenesis of different preeclampsia phe-
notypes has not been fully elucidated, therefore prevention
and prediction are still not possible, and symptomatic clin-
ical management is mainly directed to prevent maternal
morbidity and mortality. Preeclampsia affects the health of
the mother and the fetus seriously and may lead to mater-
nal multiorgan dysfunction and uteroplacental insuffi-
ciency followed by intrauterine growth restriction and
fetal asphyxia. Preeclampsia turns a pregnancy into a
high-risk one. Women have to cope with a serious, often
life-threatening illness that affects not only themselves but
also their unborn [4].
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Women after preeclampsia often experience more
health complaints than women with uncomplicated
pregnancies and seem to be impaired in their physical
and mental well-being [5]. In previous studies the risk
for preterm delivery was found especially to be related
to low health related quality of life (HRQoL) and a high
level of depressive symptoms during pregnancy and the
postpartum period [6,7]. HRQoL measures the subject-
ive psychological and physical outcomes of patients and
is used to evaluate treatment regiments in medicine. It
has been established as an outcome variable and health
status indicator in medical and public health research
[8,9]. Depressive symptoms are another negative psy-
chological outcome of childbirth for women in different
countries. A depressive condition after childbirth is
characterised by sad mood, lack of interest, anxiety,
sleep difficulties, reduced self-esteem, somatic symp-
toms such as headache and weight loss, and difficulty
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coping with day-to-day tasks. Adverse effects on the
mother-infant relationship are well documented. Mothers
with depression were less sensitively attuned to their
infants and were less affirming and more negating of
infants’ experiences. Depression after childbirth occurs
between 10-20% in childbearing woman [10-12].
There are some studies in western and non-western

countries, which focus on Post-Traumatic Stress Disorder
(PTSD) as an outcome measure after childbirth with
prevalence between approximately 1% and 7% at different
time points after delivery [13,14]. PTSD is characterised
by three symptom categories: Persistent re-experiencing of
the traumatic event, persistent avoidance of stimuli associ-
ated with the event, numbing of general responsiveness,
and symptoms of increased arousal [15]. According to
Olde et al. [16], risk factors for PTSD in response to
childbirth included a history of psychological problems,
trait anxiety, the obstetric procedures, negative aspects
in staff-mother contact, feelings of loss of control over
the situation and lack of partner support [16]. Yehuda
suggested that resilience and vulnerability factors in-
cluding previous exposure to trauma, the intensity of
the response to acute trauma, personal characteristics
and neuroendocrine changes, such as lower cortisol
levels, may be more important in the development of
PTSD after a less severe traumatic event than after a se-
vere one [17]. This might be applicable to the childbirth
experience.
Resilience is defined as the ability to successfully with-

stand a threatening and challenging situation. It also re-
fers to recovery from extreme distress and trauma [18].
From a conceptual perspective, resilience is associated
with curiosity and intellectual skills and the ability to
cope with problems [18,19]. Wagnild & Young [20] postu-
lated a two-dimensional structure of resilience formed by
two factors: “Acceptance of Self and Life” and “Personal
Competence” [20]. In other investigations protective re-
sources were classified as psychological-internal charac-
teristics, support from family and friends, and external
support systems [21]. Three domains were identified
which may impact on resilience by enhancing mental
health in general after exposure to adversity. These do-
mains are secure attachment, positive emotions and a
purpose of life [22]. Resilient people are more flexible
than vulnerable, and they are able to protect themselves
against distress by activating various protective mecha-
nisms. It also applies to the capacity to mobilize resources
[21]. To date it has not been examined whether there are
differences in terms of resilience after preeclampsia.
In this study we investigated resilience as a protective

personal resource regarding psychological outcomes.
The aim was to examine differences in resilience in
terms of post-traumatic stress symptoms, depression
and HRQoL after preeclampsia. We hypothesized that
resilient women have fewer PTSD symptoms, less
depression and better HRQoL.
Methods
Sample
A total of 77 women with previous preeclampsia in preg-
nancy participated. Of those, 10 women were excluded
from the analysis because they did not return the ques-
tionnaire or refused to take part.
The mean age of all women was 32.3 years (SD 4.86)

with a range from 23 to 43 years. 16.4% of the women
had experienced a previous mild preeclampsia, 71.6% se-
vere preeclampsia and 11.9% superimposed preeclampsia.
Most of the women (79.1%) had had a caesarean section:
16.4% had been declared as emergency caesareans. 40.3%
of the babies after delivery had been with their mothers in
the postpartum room, 50.8% had been in the intensive
care unit and 6 of the babies had died. Nearly all of the
women were in a relationship at the time of the survey
(97.1%). The majority of women had post-compulsory
school education (61.2%) or a university degree (34.3%).
38.8% of the respondents were pregnant after their preg-
nancy with preeclampsia at the time of the survey and
61.2% were not pregnant.
A comparison of participants with non-participants with

respect to age, hypertensive disorders, gravidity, parity,
time interval between index pregnancy and survey, and
neonatal outcomes showed no statistically significant
differences (p values were >0.23).
Study design
The study was conducted at the outpatient unit for hyper-
tensive pregnancy disorders in a major university hospital
in Austria. Women with a history of preeclampsia were in-
vited to participate in this study examining adjustment
after this event. Hypertensive disorders were defined ac-
cording to the German guidelines [23] based on American
and Australian classifications and the criteria set by the
International Society for the Study of Hypertension in
Pregnancy ISSHP, [24]. Inclusion criteria were German-
speaking women who had been diagnosed with pre-
eclampsia during their pregnancy and a birth during the
last four years. The four year time interval was chosen for
practical reasons to get a bigger sample due to the special
selective clinical group we investigated. Exclusion criteria
were illiteracy in German and severe mental impairment.
Eligible participants were approached from December

2009 to September 2011. After explaining the purpose of
the study, participants received an informed consent
form and the German questionnaire battery in the out-
patient setting. No financial compensation was offered
to the women for their participation.
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The study protocol was approved by the local Ethics
Committee of the Medical University Graz, and informed,
written consent was obtained from all participants.

Measures
Four validated questionnaires were used to measure re-
silience, post-traumatic stress, depression and HRQoL.
All participants had to answer the questionnaires con-
cerning their actual mental and physical quality of life,
depressive symptoms and posttraumatic stress symp-
toms regarding their pregnancy with preeclampsia. Re-
silience was measured by asking women how in general
they think and behave.

Resilience Scale (RS-13)
The 13-item questionnaire measures resilience on a 7-
point scale (alpha =0.90). Women respond to the items
regarding the extent to how much they agree with the
different statements from 1 “I do not agree” to 7 “I agree
completely”. The RS-13 is the short German version of
the RS-25 from Wagnild & Young, [20]. Scores range
from 13 to 91 where higher scores indicating higher resili-
ence. Based on reference groups women with less than 72
points on the resilience scale (RS-13) were defined as
women with low resilience. Highly resilient women had
scores above or equal to 72 [25].
The German version of the Impact of Event Scale

(IES-R) was used to measure post-traumatic stress symp-
toms [26]. The 22-item questionnaire measures the sever-
ity of intrusion (7 items, alpha = 0.90), avoidance (8 items,
alpha = 0.79) and hyper-arousal symptoms (7 items, alpha =
0.90). Items were rated on a 4-point scale according to
how frequently each symptom had occurred during the
last week from 0 ‘not at all’ to 5 ‘often’. Possible scores
range from 0 to 35 on the intrusion scale, 0 to 40 on the
avoidance scale, and 0 to 35 on the hyperarousal scale. A
cut-off point for a PTSD diagnosis was calculated for the
German version of the IES-R. A score >0 indicates the
presence of PTSD [26].
The Edinburgh Postnatal Depression Scale (EPDS)

was administered to measure depressive symptoms. It is
a 10-item screening scale developed for use in the post-
partum period and validated for pregnancy [10-12].
Items inquire about mother’s mood in the past seven
days and are rated on a 4-point scale ranging from 0 to
3. A cut-off point of 10 has been shown to have a sensi-
tivity of 84% to 100% and a specificity of 76% to 88%
when compared to a diagnosis of minor and major de-
pression using a psychological interview such as the
DSM-V [27]. For an Austrian population, a cut-off point
of 10/11 is recommended [28].
The Medical Outcome Study Short-Form-12 (German

version) was used to assess HRQoL [29]. It measures
physical and mental health by means of two summary
scores: a physical component summary (PCS) and mental
component summary (MCS) [30]. According to the
test manual, standardized scores (M = 50, SD = 10)
were calculated where higher scores indicate better
health status [28].
We collected the medical and socio-demographic infor-

mation of the study sample using a socio-demographic
data sheet which included age, education, mode of de-
livery, gravidity, parity, neonatal outcomes and week of
gestation.
Statistical analyses
Data were analysed using Statistical Package for the Social
Sciences (SPSS) version 16.0. Descriptive statistics were
used to characterize the study sample in terms of socio-
demographic and clinical variables. The independent-
samples t-test was conducted to test for differences between
the two resilience groups (high and low) in age. The
chi-square test was used to test for between-group dif-
ferences in education, hypertensive disorder groups
(mild preeclampsia, severe preeclampsia, and superimposed
preeclampsia), mode of delivery (planned caesarean,
emergency caesarean, spontaneous vaginal), gravidity,
parity, time interval from index-pregnancy to time of
the survey (up to 1 year vs. more than 1 year), and neo-
natal outcome (postpartum room, intensive care unit,
perinatal mortality). If possible, Fisher’s exact test was
calculated.
An independent samples t-test was performed to ex-

plore differences in terms of HRQoL depression and the
scales of post-traumatic stress disorders (intrusion, avoid-
ance and hyper-arousal) by level of resilience (low vs. high)
The level of significance was determined with p < 0.05.
Results
The clinical and demographic characteristics of the study
participants are presented in Table 1. No statistically sig-
nificant group differences were found on the demographic
and clinical characteristics.
Table 2 shows group differences in the psychological

outcomes measures. Patients with higher resilience
showed a significant better mental health state on the
SF-12 (p = 0.01) and significantly lower depressive
symptoms as measured by the EPDS (p = 0.01). The
mean depression score of women with less resilience
(M= 11.5, SD = 6.2) was above the cut-off score of 10/11
for Austrian women, indicating more depressive symp-
toms for women with low resilience following pre-
eclampsia compared to women with high resilience
(M = 6.8, SD = 5.1).
On the remaining scales, no statistically significant dif-

ferences were found with respect to the resilience groups.



Table 1 Demographic and clinical characteristics by level
of resilience

Low resilience
(n = 27)

High resilience
(n = 40)

p

Age (M ± SD) 31.7 ± 4.6 32.7 ± 5.1 0.40

Education 1.00

Compulsory 12 (44%) 19 (48%)

Higher education/university 15 (56%) 21 (53%)

Hypertensive disorders 0.14

Mild preeclampsia 2 (7%) 9 (23%)

Severe preeclampsia 20 (74%) 28 (70%)

Superimposed preeclampsia 5 (19%) 3 (8%)

Mode of delivery 0.96

Planned caesarean 16 (59%) 25 (63%)

Emergency caesarean 5 (19%) 7 (18%)

Spontaneous vaginal 6 (22%) 8 (20%)

Gravidity 0.44

Not pregnant 15 (56%) 27 (68%)

Pregnant 12 (44%) 13 (33%)

Parity 1.00

Primipara 21 (78%) 32 (80%)

Multipara 6 (22%) 8 (20%)

Time interval 0.62

Up to 1 year 9 (33%) 16 (40%)

More than 1 year 18 (67%) 24 (60%)

Neonatal outcome 0.80

Postpartum room 10 (37%) 17 (43%)

Intensive care unit 15 (56%) 19 (48%)

Perinatal mortality 2 (7%) 4 (10%)

Table 2 Differences on the SF12, EPDS, and PTSD
symptoms for low and highly resilient women after
preeclampsia

Low resilience
(n = 27)

High resilience
(n = 40)

M ± SD M ± SD p Eta2

SF-12 Physical 47.5 ± 9.2 48.1 ± 7.5 0.78 0.00

SF-12 Mental 40.8 ± 12.7 49.9 ± 10.3 <0.01 0.14

EPDS 11.5 ± 6.2 6.8 ± 5.1 <0.01 0.15

IES Intrusion 10.7 ± 7.1 11.2 ± 9.1 0.80 0.00

IES Avoidance 9.6 ± 6.7 7.3 ± 6.4 0.16 0.03

IES Hyperarousal 10.7 ± 8.6 8.3 ± 6.5 0.19 0.03
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On the screening scale of the IES-R scale, two patients
(2.9%) of the whole sample scored above the cut-off
value indicating a high level of PTSD (not in the tables).

Discussion
The development of preeclampsia was mentioned as a
stressful and life threatening event in pregnancy for
women and their partners [4-6]. In our study population
8.9% of the women had experienced the death of a child
as a consequence of preeclampsia. Additionally, 50.8% of
the babies had to be treated in the intensive care unit, so
women were separated from their babies after delivery.
Women had in most cases to deal with high blood pres-
sure and recovery after caesarean section.
Prior to the diagnosis of preeclampsia, many of these

women may have never experienced a significant illness
and had been expecting a routine, normal pregnancy.
There is evidence, that the severity of preeclampsia has a
decreasing impact on HRQoL, as recent data show [31].
Women with preeclampsia are impaired in their physical
and emotional well-being, such as depressive symptoms
[5] and have to deal with feelings of loss of control over
the situation [16].
In this study we compared differences in psychological

outcomes (post-traumatic stress, depression and HRQoL)
as a function of resilience in women who experienced pre-
eclampsia. Resilience is not merely characterized by the
absence of psychopathology but is the dynamic process
that enables the individual to successfully adapt to severe
adversity over the life course [22].
The strength of the study is the use of well known,

international, validated questionnaires as screening tools
for post-traumatic stress disorders, depressive symptoms,
HRQoL and resilience. Furthermore this is the first study
which evaluates resilience in the context of adverse preg-
nancy outcomes. This study may improve the understand-
ing of resilience as a protective resource after preeclampsia
and therefore may help to develop strategies to prevent
negative psychological outcomes.
To cope with the severe disease in pregnancy, women

need adjustment strategies because of the change from
a normal into a high-risk pregnancy [4,6]. Women usu-
ally get external support during this stage of life. The
support of a partner was mentioned as an especially im-
portant protective resource against the development of
PTSD [16]. We only found 2.9% with PTSD symptoms
above the cut of score. This is consistent with findings
in the literature [13,14].
Nevertheless, we found that women with low-resilience

showed significantly more depressive symptoms following
preeclampsia. Moreover, women with lower resilience
showed depressive symptoms above the screening cut-off
score of 10/11 recommended for Austrian population
[28]. It is important to note that the validation study for
the German sample is very small consequently the recom-
mended cut-off point must be used with caution. How-
ever, highly resilient women showed clearly less depressive
symptoms in our population compared to low resilient
women. Women with low resilience had also decreased
HRQoL on the mental component scale. Based on our



Mautner et al. Health and Quality of Life Outcomes 2013, 11:194 Page 5 of 6
http://www.hqlo.com/content/11/1/194
results we conclude that resilience may be a significant
factor, which protects against emotional distress (e.g.,
reduce depressive symptoms and improve mental quality
of life) after preeclampsia.
We are aware of a relatively small sample that limits the

findings of this study. On the other hand this is a clinical
group of women we examined and there are not large
numbers of them. Another limitation is that the time-
interval of index-pregnancy to survey is up to 4 years.
However, pregnancy is a unique time in the life of any
woman [32], and consequently, recall of pregnancy-related
events in women even 30 years or later after delivery has
been shown to be reproducible and reasonably accurate
[31,32]. In this study we focused on the outcome parame-
ters HRQoL, depressive symptoms and PTSD-symptoms.
In further studies other parameters e.g. anxiety, coping
strategies or special interventions could be investigated
to get a better insight into emotional distress after
preeclampsia.

Clinical implications
It is important to examine coping strategies after pre-
eclampsia and being able to offer adequate supportive
interventions when they are needed [16].
Women seek information and explanations after this

challenging event. Receiving relevant information about
their medical and psychological condition gives women
an active role and the possibility to cope with their illness
and get control over the situation [14,21]. Woman will
benefit from educational interventions on common re-
sponses and adaptive reactions in the acute situation and
in the subsequent years after this burdened pregnancy.
Consequently, the personal competence of women who
have had preeclampsia can be improved, and is therefore
an important factor in improving resilience [20].
Resilience is changeable and can increase during psy-

chological treatment and leads to more well-being [22,25].
Enhancing the ability to experience positive emotions
could play an important role in making people more resili-
ent to depression. A meta-analysis established that inter-
ventions as diverse as writing gratitude letters, practising
optimistic thinking, replaying positive experiences and
socializing have beneficial effects on levels of depres-
sion [22]. Also, mediation-based or mindfulness-based
approaches may be promising venues in increasing
positive emotions. Additional purpose of life was found
to buffer against the negative effects of life-threatening
physical illness on mental health in general. A sense of
meaning and a purpose in life is something very personal.
Prolonged meditation or mindfulness training, in which
people are trained to continuously focus their attention on
the present moment, may result in an increased awareness
of meaning and purpose experienced in daily life situations
[22]. Furthermore, supportive responses from others help
individuals to overcome adversity and increase growth
following adversity. For these reasons, a special multi-
professional outpatient department offering medical
and psychological support might improve the HRQoL
and well-being after preeclampsia. Especially women with
low-resilience will benefit from support after this event
and in further pregnancies.

Conclusions
Resilience is a protective variable after preeclampsia indi-
cating low levels of depression and better mental quality
of life. The screening of resilience, depression and HRQoL
may be appropriate to identify women who will benefit
from psychological support after this event and in further
pregnancies. Resilience will improve with interventions
that increase the personal competence of women and
enable them to gain self-confidence and control over
their disease.

Competing interests
The authors declare that they have no competing interests.

Authors’ contributions
All authors made substantive contributions to the present study. EM, CS, MD,
MC developed the original concept of the study, recruited patients and
collected data. EM and CS analyzed the Data. EM, CS, EN, EG, UL drafted the
manuscript. EM revised the manuscript. All authors have given final approval
to the submitted version.

Acknowledgments
We would like to thank all the women who generously participated in the
study. We would like to acknowledge Dr. Donald E. Stull and BSc Andrew
Peaston for reviewing and providing comments on this manuscript and
Dr. Fedor Daghofer for supporting us with the statistical analyses.

Received: 3 July 2013 Accepted: 7 November 2013
Published: 14 November 2013

References
1. Khan KS, Wojdyla D, Say L, Gulmezoglu AM, Van Look PGA: WHO analysis

of causes of maternal death: a systematic review. Lancet 2006,
367:1066–74.

2. Steegers EAP, Von Dadelzen P, Duvekot JJ, Pijinenborg R: Pre-eclampsia.
Lancet 2010, 376:631–44.

3. Eleazar S, Romero R, Kusanovic JP, Ogge G, Hussein Y, Yeo L, Hassan SS, Jai
Kim C, Chaiworaponga T: Late-onset preeclampsia is associated with an
imbalance of angiogenic and anti-angiogenic factors in patients with
and without placental lesions consistent with maternal underperfusion.
J Matern-Fetal Neo M 2012, 25:498–507.

4. Publications Committee, Society for Maternal-Fetal Medicine, Sibai BM:
Evaluation and management of severe preeclampsia before 34 weeks’
gestation. Am J Obstet Gynecol 2011, 205(3):191–198.

5. Roes EM, Raijmakers MT, Schoonenberg M, Wanner N, Peters WH, Steeger
EA: Physical well-being in women with a history of severe preeclampsia.
J Matern Fetal Neonatal Med 2005, 18(1):39–45.

6. Mautner E, Greimel E, Egger J, Trutnovsky G, Lang U: Quality of life
outcomes in pregnancy and postpartum complicated by hypertensive
disorders, gestational diabetes and preterm birth. J Psychosom Obstet
Gynaecol 2009, 30:231–237.

7. Engelhard IM, Van Rij M, Boullart I, Ekhart THA, Spaanderman MEA, Van den
Hout MA, Peeter LLH: Posttraumatic stress disorder after pre-eclampsia:
an exploratory study. Gen Hosp Psychiat 2002, 24:260–264.

8. Spilker B: Introduction. In Quality of Life and Pharmacoeconomics in Clinical
Trials. Secondth edition. Edited by Bert S. Philadelphia -New York:
Lippincott-Raven; 1996:1–10.



Mautner et al. Health and Quality of Life Outcomes 2013, 11:194 Page 6 of 6
http://www.hqlo.com/content/11/1/194
9. Bullinger M, Ravens-Sieberer U, Siegrist J: Gesundheitsbezogene Lebens-
qualität in der Medizin – eine Einführung. In Monika Bullinger, Johannes
Siegrist & Ulrike Ravens-Sieberer (Hrsg.). Lebensqualitätsforschung aus medizinp-
sychologischer und –soziologischer Perspektive. Göttingen – Bern – Toronto –
Seattle: Hogrefe; 2000:11–18.

10. Cox J, Holden J: Perinatal mental health. A quide to the Edinburgh
postnatal depression scale (EPDS). In The origins and development of the
Edinburgh Postnatal Depression Scale. London: The Royal College of
Psychiatrists; 2003:15–20.

11. Murray D, Cox JL: Screening for depression during pregnancy with the
Edinburgh Postnatal Depression Scale (EPDS). J Reprod Infant Psychol
1990, 8:99–107.

12. Cox JL, Holden JM, Sagovsky R: Detection of postnatal depression.
Development of the 10-item Edinburgh Postnatal Depression Scale.
Br J Psychiatry 1987, 150:782–786.

13. Söderquist J, Wijma B, Thorbert G, Wijma K: Risk factors in pregnancy for
post-traumatic stress and depression after childbirth. BJOG 2009,
116:672–680.

14. Susan A, Harris R, Sawyer A, Parfitt Y, Ford E: Posttraumatic stress disorder
after childbirth: analysis of symptom presentation and sampling. J Affect
Disord 2009, 119(1–3):200–204.

15. APA: Diagnostic and Statistical Manual of Mental Disorders. 4th edition.
Washington, DC: American Psychiatric Association; 1994.

16. Olde E, Van der Hart O, Kleber R, Van Son M: Posttrauatic stress following
childbirth: A review. Clin Psychol Rev 2006, 26:1–16.

17. Yehuda R: Risk factors for Posttraumatic Stress Disorders. Washington: DC:
American Psychiatric Press Inc; 1999.

18. Agaibi CE, Wilson JP: Trauma, PTSD and Resilience. A review of the
literature. Trauma Violence Abuse 2005, 6:195–216.

19. Block JH, Kremen AM: IQ and ego-resilience: conceptual and empirical
connections and separateness. J Pers Soc Psychol 1996, 70:349–361.

20. Wagnild GM, Young HM: Development and psychometric evaluation of
the resilience scale. J Nurs Meas 1993, 1:165–178.

21. Friborg O, Hjemdal O, Rosenvinge JH, Martinussen M: A new rating scale
for adult resilience: what are the central protective resources behind
healthy adjustment? Int J Methods Psychiatr Res 2003, 12:65–76.

22. Rutten BPF, Hammels C, Geschwind N, Menne-CLothmann C, Pishva E,
Schruers K, van den Hove D, Kenis G, Van Os J, Wichers M: Resilience in
mental health: linking psychological and neurobiological perspectives.
Acta Psychiatr Scand 2013, 128:3–20.

23. Deutsche Gesellschaft für Gynäkologie und Geburtshilfe (DGGG): Diagnostik
und Therapie hypertensiver Schwangerschaftserkrankungen. Berlin: Leitlinien,
Empfehlungen, Stellungnahmen. AWMF 015/018; 2007.

24. Brown MA, Lindheimer MD, De Swiet M, Van Asche A, Moutquin J: The
classification and diagnosis of the hypertensive disorders of pregnancy:
statement from the international society for the study of hypertension
in pregnancy (ISSHP). Hypertens Pregnancy 2001, 20(1):IX–XIV.

25. Leppert K, Koch B, Brähler E, Strauß B: Die Resilienzskala (RS) –
Überprüfung der Langform RS-25 und einer Kurzform RS-13. Klin
Diagnostik u. Evaluation 2008, 1:226–243.

26. Maercker A, Schützwohl M: Erfassung von psychischen Belastungsfolgen:
Die Impact of Event Skala-revidierte Version. Diagnostica 1998,
44:130–141.

27. Harris B, Huckle P, Thomas R, Johns S, Fung H: The use of rating scales to
identify postnatal depression. Br J Psychiatry 1989, 154:813–817.

28. Muzik M, Klier CM, Rosenblum KL, Holzinger A, Umek W, Katschnig H:
Are commonly used self-report inventories suitable for screening
postpartum depression and anxiety disorders? Acta Psychiatr Scand
2000, 102(1):71–73.

29. Bullinger M, Kirchberger I: Der SF-12. In SF-36 Fragebogen zum
Gesundheitszustand. Handanweisung. Göttingen Bern Toronto Seattle:
Hogrefe Verlag; 1998:65–71.

30. Ware JE, Kosinsk M, Keller SD: A 12-item short-form health survey:
Constructions of scales and preliminary tests of reliability and validity.
Medical care 1996, 34:220–233. doi:10.1097/00005650-199603000-00003.
31. Stern C, Trapp E, Mautner E, Deusch M, Lang U, Cervar-Zivkovic M: The im-
pact of severe preeclampsia on maternal qualtiy of qife. Qual Life Res
2013. doi:10.1007/s11136-013-0525-3.

32. Rijnders M, Baston H, Schonbeck Y, van der Pal K, Prins M, Green J,
Buitendiijk S: Perinatal factors related to negative or positive recall of
birth experience in women 3 years postpartum in the Netherlands. Birth
2008, 35(2):107–116.

doi:10.1186/1477-7525-11-194
Cite this article as: Mautner et al.: The impact of resilience on
psychological outcomes in women after preeclampsia: an observational
cohort study. Health and Quality of Life Outcomes 2013 11:194.
Submit your next manuscript to BioMed Central
and take full advantage of: 

• Convenient online submission

• Thorough peer review

• No space constraints or color figure charges

• Immediate publication on acceptance

• Inclusion in PubMed, CAS, Scopus and Google Scholar

• Research which is freely available for redistribution

Submit your manuscript at 
www.biomedcentral.com/submit


	Abstract
	Background
	Methods
	Results
	Conclusions

	Background
	Methods
	Sample
	Study design
	Measures
	Resilience Scale (RS-13)
	Statistical analyses

	Results
	Discussion
	Clinical implications

	Conclusions
	Competing interests
	Authors’ contributions
	Acknowledgments
	References


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /PageByPage
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails true
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<

    /BGR <>
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000500044004600206587686353ef901a8fc7684c976262535370673a548c002000700072006f006f00660065007200208fdb884c9ad88d2891cf62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef653ef5728684c9762537088686a5f548c002000700072006f006f00660065007200204e0a73725f979ad854c18cea7684521753706548679c300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /DEU <>
    /ESP <>
    /ETI <>
    /FRA <>
    /GRE <>

    /HRV <>
    /HUN <>
    /ITA <>
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020b370c2a4d06cd0d10020d504b9b0d1300020bc0f0020ad50c815ae30c5d0c11c0020ace0d488c9c8b85c0020c778c1c4d560002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken voor kwaliteitsafdrukken op desktopprinters en proofers. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>
    /RUM <>
    /RUS <>
    /SKY <>
    /SLV <>
    /SUO <>
    /SVE <>
    /TUR <>
    /UKR <>
    /ENU (Use these settings to create Adobe PDF documents for quality printing on desktop printers and proofers.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /NA
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure true
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles true
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /NA
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /LeaveUntagged
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [595.440 793.440]
>> setpagedevice


