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Introduction

Posttraumatic stress disorder  (PTSD) involves an individual’s 
experience of  a traumatic event that is associated with a serious 
risk of  death, injury, or a threat to his physical, or others, physical 
integrity; its main symptoms, which must necessarily last for more 
than 1 month,[1] include a wide range of  responses, including 
reexperiencing the event in the mind of  the individual (disturbing 
thoughts, nightmares, and reoccurrence of  the incident) 
and avoiding the occurrence of  events and motivational 
reactions  (irritability, anger, problem with concentration and 
sleep, and excessive alertness). Pregnancy and childbirth 
can stimulate emotions and feelings which, in turn, might 
developmental symptoms of  harm in some women.[2] PTSD 
is a major concern for the health of  pregnant and postpartum 
women; the onset of  this disorder can occur during pregnancy 
or at birth.[3] PTSD during pregnancy can be caused by traumatic 

events, such as accidents, interpersonal violence, or disasters.[4] 
However, this disorder might get worse and worse in the other 
after the birth of  the child because they are anxious about the 
possibility of  the child’s having been damaged or hurt. If  women 
have a history of  this disorder, they might be in trouble during 
pregnancy and experience more severe complications.[5] Various 
studies have shown that this disorder can have negative effects 
on women, their relationships with others, and the birth of  their 
child.[6‑9] Based on DSM‑IV benchmark, the majority of  studies 
have categorized the repercussions of  PTSD into three distinct 
groups: (a) reexperiencing a traumatic event through nightmares, 
intrusive thoughts, or flashback,  (b) persistent avoidance of  
event reminder and loss of  it, and (c) increased arousal, such 
as hypnosis, irritability, difficulty concentration, and other 
emotional disturbances; one must have at least one symptom 
of  reexperience, three avoidance symptoms, and two signs of  
arousal to be diagnosed with this disorder. Symptoms should 
cause discomfort and severe impairment in the occupational 
or social function of  the individual.[10] The prevalence of  this 
disorder is very high during pregnancy  (0%–35%)[11,12] and 

The prevalence of posttraumatic stress disorder during 
pregnancy and postpartum period

Rozita Khoramroudi1

1Department of Midwifery, School of Nursing and Midwifery, Iran University of Medical Science, Tehran, Iran

Abstract

Introduction and Objective: The majority of formerly conducted studies have focused on the prevalence of posttraumatic stress 
disorder merely during pregnancy period; however, pregnancy period is by itself accompanied with the stress of getting pregnant 
again; therefore, the present study was conducted to evaluate the prevalence of posttraumatic stress disorder  (PTSD) during 
pregnancy and postpartum period. Methods: A total of 3475 articles were found by searching keywords of PTSD, pregnancy, stress, 
and birth, through various research databases, including PubMed, Google Scholar, and Science Direct; 37 papers turned out to be 
completely relevant, 18 of which had provided through examination of the prevalence of intended disorder. Results: The prevalence 
rate varied from 0% to 21% in community‑related samples; this rate varied from 0% to 43% in high‑risk samples. Conclusion: PTSD 
is a common phenomenon during pregnancy and postpartum period, and it might get worse and worse unless it is diagnosed and 
treated after delivery. Thus, it is recommended to assess pregnancy and postpartum services.

Keywords: Postpartum, postraumatic stress disorder, pregnancy

Original Article

Access this article online

Quick Response Code:
Website:  
www.jfmpc.com

DOI:  
10.4103/jfmpc.jfmpc_272_17

Address for correspondence: Dr. Rozita Khoramroudi, 
School of Nursing and Midwifery, Iran University of Medical 

Sciences, Tehran, Iran.  
E‑mail: khoramroudi.r@iums.ac.ir

How to cite this article: Khoramroudi R. The prevalence of posttraumatic 
stress disorder during pregnancy and postpartum period. J Family Med 
Prim Care 2018;7:220-3.

This is an open access journal, and articles are distributed under the terms of  the Creative 
Commons Attribution‑NonCommercial‑ShareAlike 4.0 License, which allows others to 
remix, tweak, and build upon the work non‑commercially, as long as appropriate credit is 
given and the new creations are licensed under the identical terms.

For reprints contact: reprints@medknow.com



Khoramroudi: Posttraumatic stress disorder in  pregnancy and postpartum period 

Journal of Family Medicine and Primary Care	 221	 Volume 7  :  Issue 1  :  January-February 2018

postpartum period (0%–21%).[13,14] Therefore, this is a common 
problem, differing greatly in various studies of  miscellaneous 
countries, in the epidemiology of  mental disorder.[15] Changes in 
the prevalence of  this disorder may be due to several factors, such 
as differences in sampling, measurement, and cultural contexts. 
Measurement differences are also important, especially in studies 
of  full‑scale or single‑symptom measurements. In addition, in 
self‑reported measurements, the prevalence rate can be estimated 
high since full diagnosis criteria are not exactly delineated.[16] 
Valid data on the prevalence of  birth‑related PTSD are of  crucial 
importance. It is important to note that, clinically, the actual rate 
of  prenatal PTSD is of  great importance for raising awareness 
and providing interventions. Our accurate estimate of  prevalence 
rate enables us to categorize the prevention and treatment costs 
well both economically and politically. It is necessary to know 
that the prevalence rate of  PTSD is considerably high. There are 
three overviews that provide information about the prevalence 
of  PTSD after birth.[17‑19] The present study provides an overview 
of  risk factors and possible outbreaks of  PTSD after childbirth; 
however, there are many gaps to be scrutinized. In the first 
place, despite huge evidence signifying the presence of  PTSD 
in a significant proportion of  women and being associated 
with adverse outcomes such as preterm labor, there has been 
no study focusing merely on pregnancy period PTSD.[8,9] In the 
second place, most survey studies are based on symptom‑based 
outbreaks. In the third place, less studies have looked at the 
disorder immediately after birth and before birth. Finally, review 
studies have not taken into account the changes that have been 
made over time in this disorder.

Materials and Methods

The present systematic review tried to investigate the 
prevalence rate and causes of  PTSD during both pregnancy 

and postpartum period; searching was done through various 
databases, such as google, yahoo, science direct journal, 
PubMed, and Scopus, using several search terms, such as 
PTSD‑related terminology (posttraumatic, disorder, and PTSD) 
and birth‑related terminology  (birth, pregnancy, peripartum, 
and postpartum), from 1998 to 2017; 3475 papers were initially 
found, out of  which 37 papers turned out to be relevant, with 
18 articles providing thorough examination of  intended topic.

Results

There were 18 relevant papers with desirable characteristics 
found in the initial overview; these studies were had been done 
from 1998 to 2017 and emphasized the prevalence of  PTSD in 
pregnancy. Ten studies focused on the pregnancy, and 8 examined 
postpartum period; studies had been conducted in different 
countries. Pregnancy‑oriented PTSD increases due to several 
factors, such as interpersonal violence,[12] history of  sexual 
and physical abuse,[20] pregnancy‑related events such as the 
diagnosis of  embryonic anomalies,[11] or the complications of  the 
embryonic period.[21‑23] The results of  these studies showed that 
the risk of  PTSD varies significantly from study to study. The 
prevalence of  PTSD varied from 0% to 40% during pregnancy; 
this rate turned out to be 40%[23] for women with nausea and 
vomiting, 35%[11] in women with anomalous embryos, and 34% in 
women with an adverse history of  childhood education; clinical 
interviews showed the prevalence rate of  PTSD varying from 
0% to 40% and questionnaires showed this rate to be 0%–35%. 
This data are shown in Table 1.

Discussion

The main objective of  the present study was investigating the 
prevalence of  PTSD during pregnancy and postpartum period. 

Table 1: The main features of studies on the prevalence of posttraumatic stress disorder during pregnancy and 
postpartum period

Author and year of  publication Country Sample size Sample type Period Time point Prevalence (%)
Abedian et al., 2013[24] Iran 122 High‑risk sample Postpartum period 4-6 weeks 16.4
Adewuya et al., 2006[25] Nigeria 876 Sample community Postpartum period 6 weeks 5.9
Adewuya et al., 2006[26] Nigeria 172 Sample community Pregnancy period 3 months 0.6
Alcorn et al., 2010[27] Australia 933 Sample community Pregnancy period Pregnancy period 8
Ammerman et al., 2012[28] America 90 High‑risk sample Postpartum period 6 months 37.6
Annagür et al., 2013[21] Turkey 47 High‑risk sample Pregnancy period First trimester 0
Loveland Cook et al., 2004[20] America 744 Sample community Pregnancy period During pregnancy 7.7
Forray et al., 2009[22] America 76 Sample community Pregnancy period During pregnancy 9.2
Gamble, 2005[2] America 347 Sample community Postpartum period 4 weeks 9.6
Horsche et al., 2013[11] Britain 40 High‑risk sample Pregnancy period During pregnancy 35
Mahenge et al., 2013[12] Tanzania 1180 Sample community Pregnancy period During pregnancy 0
Muzik et al., 2013[29] America 54 High‑risk sample Postpartum period 6 months 43.1
Rowe et al., 2014[30] America 32 High‑risk sample Pregnancy period First and second trimester 34.4
Schwab et al., 2012[13] Austria 52 Sample community Pregnancy period Third trimester 21
Seng et al., 2013[23] America 25 High‑risk sample Pregnancy period First and second trimester 40
Soltani et al., 2015[31] Iran 100 High‑risk sample Postpartum period 4-6 weeks 17
Verreault et al., 2012[14] Canada 280 Sample community Postpartum period 4-6 weeks 1.1
Zaers et al., 2008[32] Switzerland 50 Sample community Postpartum period 4-6 weeks 6



Khoramroudi: Posttraumatic stress disorder in  pregnancy and postpartum period 

Journal of Family Medicine and Primary Care	 222	 Volume 7  :  Issue 1  :  January-February 2018

According to the results, the outbreak of  a community sample 
or high‑risk samples varied from 3% to 18%, with this rate 
being higher in the high‑risk sample; this rate has been reported 
differently in various communities, for example, 10% in case of  
the USA.[33] Postpartum prevalence rate of  this disorder turned 
out to be 4% in community and 15% in high‑risk samples.[18] 
Although there is no significant change in the prevalence of  this 
disorder during pregnancy and postpartum periods, the mean 
of  the outbreak at different time points gives us an appropriate 
insight into the prevalence of  prelabor period. According to the 
results of  the present systematic review, postpartum prevalence 
mean of  this disorder, sometimes, turns out to be higher than 
pregnancy period mean and this might be due to labor‑wasting 
experiences that may lead to a newer state of  this disorder 
or to aggravate it during pregnancy. Similarly, childbirth may 
function as a stimulus for women with a history of  trauma and 
previous PTSD, reexperiencing the same complications again 
after childbirth. On the other hand, most studies did not have 
control over PTSD during pregnancy and could not assess the 
history of  trauma, which may disturb the actual outbreak of  
PTSD after delivery. Quantitative studies of  PTSD have been 
conducted in relation to a wide range of  traumatic events; so, it 
is likely that the overall prevalence of  PTSD outbreaks has been 
reduced in this review; therefore, results should be considered 
with caution. The analysis of  the mean prevalence in the first 
6 months of  postpartum showed that PTSD increased in both 
community and high‑risk samples. This pattern is also consistent 
with some of  the longitudinal studies of  PTSD before birth;[32] 
it is incompatible with PTSD samples other than prebirth ones, 
where there is a significant decrease in the first 5 months after 
the PTSD traumatic event.[34] This difference in postpartum 
PTSD in women may be due to the unique elements of  the 
postpartum period, such as encountering a newborn and falling 
asleep, which might either delay or transform symptoms; this 
finding is supported by various evidences. Based on a huge 
study which was conducted in Norway, poor social support and 
negative events in life during the first 8 postpartum weeks are 
associated with the persistence of  PTSD symptoms up to 2 years 
after childbirth.[35] In addition, birth experience trauma might 
reawaken previous traumatic events, thus increasing the risk in 
later periods of  PTSD. However, analysis of  PTSD course over 
time has been done based on a limited number of  studies; so, 
conclusions should be made at this stage with caution. According 
to the findings of  the present study, there were significant 
differences in the prevalence of  PTSD based on geographical 
areas and the quality of  the studies; the highest prevalence of  
PTSD has been reported in high‑risk case studies. However, there 
are some limitations that should be considered before drawing an 
applicable conclusion. However, there are some limitations that 
should be considered before concluding. First of  all, the focus on 
prenatal PTSD diagnosis criteria, which may cost a lot to public 
health, is lowered. For example, qualitative research shows that 
many women who do not have PTSD diagnostic criteria can still 
suffer from significant symptoms and can potentially benefit from 
treatment.[36] The second point is that it is difficult to evaluate 
and to compare the results and create a comprehensive picture 

of  postpartum PTSD when examining the postpartum PTSD 
period. Third, there were wide variables in the prevalence rate 
across studies which could be due to different methodological 
differences, including the use of  various measures for PTSD and 
the heterogeneity of  the studied populations and geographical 
locations. In addition, the average prevalence of  PTSD during 
pregnancy in high‑risk individuals may be affected by special 
rates reported in several studies.[28,29,37]

Conclusion

The present review was conducted to determine the prevalence 
of  PTSD in pregnancy and postpartum periods among different 
samples using various measures. Based on the analysis of  
the results of  studied articles, PTSD is relatively common in 
pregnancy, varying from 4% to 6% among women at different 
times. In addition, it seems that the prevalence of  PTSD increases 
from 1 to 6 months after delivery; thus, increasing awareness 
and continuous evaluation are important in this period. Finally, 
PTSD measurement questionnaires offer similar rates to clinical 
interviews; thus, despite not being golden measuring rods, these 
questionnaires can function as an essential step for the diagnosis 
of  PTSD during pregnancy and postpartum periods.
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