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Abstract
A significant minority of women can suffer from postpartum posttraumatic stress disorder (PP-PTSD) following childbirth, in
particular if involving obstetrical complications.While peritraumatic dissociation has been repeatedly shown to play a significant
role in coping in the aftermath of trauma, little is known about peritraumatic dissociation in relation to positive adaptation
following childbirth or failure thereof. We studied a large sample of 846 women who were on average 3 months postpartum.
Participants completed an anonymous survey with psychometric measures pertaining to peritraumatic dissociation, PP-PTSD,
postpartum depression, and other psychiatric symptoms. Women who had assisted vaginal deliveries or unscheduled Cesareans
reported higher peritraumatic dissociation levels than those who had regular vaginal deliveries or scheduled Cesareans.
Peritraumatic dissociation predicted PP-PTSD above and beyond premorbid and other childbirth-related factors. In contrast,
we found that when controlling for PP-PTSD symptoms, higher levels of peritraumatic dissociation were associated with lower
depression and other psychiatric symptom severity. Childbirth can evoke a dissociative response for some women. Rather than
the mere focus on the mode of delivery and premorbid health, our findings highlight the role of the women’s immediate emotional
response in PP-PTSD. Screening women for dissociative responses immediately following childbirth may offer a tool for
identifying women at risk for PP-PTSD. The multifaceted role of peritraumatic dissociation in psychological adaptation as
potentially adaptive on the one hand, and maladaptive on the other, warrants future scientific attention.
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Pregnancy and childbirth represent a period of psychological
vulnerability and pose a high risk for psychiatric disorders for
some women. While postpartum depression has received em-
pirical attention in the past and has been documented as the
most frequent childbirth complication (O’Hara and McCabe
2013; Segre et al. 2007), it is not the only psychological out-
come of childbirth. Recent studies indicate that some women
can suffer from childbirth-related postpartum posttraumatic

stress disorder (PP-PTSD) following highly stressful child-
birth experiences (Ayers et al. 2016; Dekel et al. 2017; Thiel
et al. 2018; Yildiz et al. 2017). While PP-PTSD has gained
growing empirical attention over the previous years,
childbirth-related symptoms of posttraumatic stress were al-
ready described by French psychiatrist Louis Victor Marcé in
the nineteenth century (Marcè 1858). In the first months post-
partum, around a quarter of women report PP-PTSD symp-
toms and up to 6% endorse the full condition (Cook et al.
2018; Dekel et al. 2017), impairing functioning and well-
being (McKenzie-McHarg et al. 2015). With around 138 mil-
lion women giving birth (World Health Organization 2015),
up to 34.5 million women may suffer the clinically relevant
consequences of traumatic birth experiences every year,
highlighting PP-PTSD as a global public health issue.

Peritraumatic dissociation (i.e., dissociation during a traumat-
ic event) is defined as Ba disruption and/or discontinuity in the
normal integration of consciousness, memory, identity, emotion,
perception, body representation, motor control, and behavior^
(American Psychiatric Association [APA] 2013 p 291). Acute
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dissociative responses to trauma exposure play a central role in
the development of PTSD (e.g., Briere et al. 2005). Ozer et al.
(2003) conducted a comprehensive meta-analysis on PTSD pre-
dictors, including 16 empirical studies focusing on the role of
peritraumatic dissociation in non-childbirth-related samples.
Peritraumatic dissociation was the strongest predictor of non-
childbirth-related PTSD (Ozer et al. 2003). Additionally,
peritraumatic dissociation has been associated with other nega-
tive mental health outcomes such as hostility and depression
(Punamäki et al. 2005). The most common explanation for the
association between peritraumatic dissociation and PTSD is that
peritraumatic dissociation interferes with the processing and
encoding of the traumatic memory, hereby increasing the risk
for PTSD (Koopman et al. 1994; van der Kolk and van der Hart
1989).

In contrast, peritraumatic dissociation may be viewed as a
protective factor against emotional and physical pain and distress
in light of exposure to traumatic stressors (e.g., Spiegel 1991).
Following this reasoning, objectively amplified stressogenic, i.e.,
traumatic childbirth experiences, for instance assisted vaginal
deliveries and unscheduled Cesareans, may be associated with
higher rates of peritraumatic dissociation as a means of tempo-
rarily disconnecting from the stressful experience. Employed as
a strategy to cope with the stressful experience, peritraumatic
dissociation could then relate to better mental health outcomes
in the wake of traumatic birth experiences. It has been argued
that the chronic use of dissociative mechanisms in coping with
the traumatic event, rather than peritraumatic dissociation during
the event per se, may lead to the proposed interference in pro-
cessing and encoding of the traumatic memory (Briere et al.
2005; Koopman et al. 1994). Thus, if dissociative reactions to
the traumatic childbirth memory persist, memory processing and
encoding may be disrupted, increasing the risk for the develop-
ment of PTSD and comorbid psychiatric symptoms.

Ayers’ (2004) diathesis-stress model of the etiology of birth-
related posttraumatic stress disorder conceptualizes PP-PTSD
as the outcome of an interplay between pre-birth vulnerability,
immediate birth-related, as well as post-birth factors (Ayers
et al. 2016). Maternal mental health before birth and negative
appraisal of the birth experience have been reported as com-
monly endorsed risk factors (e.g., Andersen et al. 2012).
Nonetheless, a recent meta-analysis found peritraumatic disso-
ciation during birth to be one of the risk factors most strongly
associated with PP-PTSD (Ayers et al. 2016). Initial investiga-
tions into the role of peritraumatic dissociation in the develop-
ment of PP-PTSD have not yielded homogenous findings.
While some report peritraumatic dissociation to predict PP-
PTSD symptoms (e.g., Haagen et al. 2015; Lev-Wiesel and
Daphna-Tekoah 2010; Olde et al. 2005), another study found
no such link (Vossbeck-Elsebusch et al. 2014). To the best of
our knowledge, no prior study has investigated peritraumatic
dissociation as a potentially adaptive factor in the context of
postpartum psychological adaptation. We therefore have

focused our investigation on dissociative responses in relation
to childbirth, examining peritraumatic dissociation across dif-
ferent modes of delivery and its contribution to the develop-
ment of postpartum psychopathology.

The present study aims to investigate the role of
peritraumatic dissociation during childbirth in postpartummen-
tal health. Specifically, we aim to shed light on the relationship
between peritraumatic dissociation and PP-PTSD symptoms
and other psychiatric symptoms. To this end, we hypothesize
that (1) levels of peritraumatic dissociation differ across modes
of delivery with higher levels reported for more stressogenic
modes; (2) peritraumatic dissociation predicts PP-PTSD symp-
tom levels above and beyond premorbid and other childbirth-
related factors; (3) peritraumatic dissociation is associated with
PP-PTSD and other postpartum psychiatric symptoms; howev-
er, (4) when controlling for PP-PTSD symptoms, peritraumatic
dissociation is associated with less psychiatric symptoms.

Methods

Participants and procedure

The current study is part of a larger project on psychological
outcomes of childbirth (Dekel et al. under review).We recruited
participants through announcements on postpartum websites
(e.g., Postpartum Progress website) between November 2016
and April 2017. As the survey was in English, announcements
weremade on English-language postpartumwebsites. Inclusion
criteria pertained to being at least 18 years old and having given
birth to a live baby within the past 6 months. Participants were
informed that they were implying consent by completing the
anonymous online survey pertaining to their childbirth experi-
ence and mental health. The project met the Partners Human
Research Committee’s (PHRC) criteria for exemption.

Measures

Peritraumatic dissociationWe assessed peritraumatic dissoci-
ation with the Peritraumatic Dissociative Experiences
Questionnaire (PDEQ; Marmar et al. 1997). The PDEQ is a
10-item self-report measure assessing acute dissociative re-
sponses. Participants rated dissociative symptoms (e.g.,
BWhat was happening seemed unreal to me^) on a 5-point
Likert scale, ranging from 1 (not at all true) to 5 (extremely
true), with total scores ranging from 10 to 50. Scores of 16 or
above are indicative of significant dissociative responses. We
created three peritraumatic dissociation level groups (low,
moderate, high) based on the 33.3rd and 66.6th percentiles
of PDEQ scores. The PDEQ offers good psychometric prop-
erties (Birmes et al. 2005; Bui et al. 2011) and has previously
been used to assess childbirth-related dissociation (Boudou
et al. 2007; Choi and Seng 2016).
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PP-PTSD symptoms We assessed PP-PTSD symptoms using
the PTSD Checklist for DSM-5 (PCL-5; Weathers et al.
2013b). The PCL-5 is a 20-item self-report measure assessing
PTSD symptom frequency in accordance with DSM-5
criteria. Participants rated the frequency of PP-PTSD symp-
toms (e.g., BRepeated, disturbing, and unwanted memories of
your childbirth experience?^) over the past month on a 5-point
Likert scale, ranging from 0 (not at all) to 4 (extremely), with
the index event anchored to Bthe most recent childbirth^. Total
scores range from 0 to 80, with scores of 33 or above indicat-
ing clinically relevant symptom levels (Bovin et al. 2016). The
PCL-5 has good psychometric properties (Blevins et al. 2015)
and has previously been used to evaluate childbirth-related
PTSD (e.g., Stramrood and Slade 2017).

Other psychiatric symptoms We assessed frequency of psy-
chiatric symptoms using the Brief Symptom Inventory (BSI;
Derogatis 1993). The BSI is a 53-item self-report measure
targeting various psychiatric symptoms. Participants rated
symptom frequency (e.g., BFeeling hopeless about the
future^) over the past week on a 5-point Likert scale, ranging
from 0 (not at all) to 4 (extremely), resulting in a Global
(symptom) Severity Index (GSI) and nine subscales
(Somatization, Obsession-Compulsion, Interpersonal
Sensitivity, Depression, Anxiety, Hostility, Phobic Anxiety,
Paranoid Ideation, Psychoticism). The GSI represents the
mean score of all 53 items and thus ranges from 0 to 4. The
subscales are based on sum scores of specific items—
Somatization consists of 7 items (subscale ranges from 0 to
28), Obsession-Compulsion, Depression, and Anxiety consist
of 6 items (subscales range from 0 to 24), Hostility, Phobic
Anxiety, Paranoid Ideation, and Psychoticism consist of 5
items (subscales range from 0 to 20), and Interpersonal
Sensitivity consists of 4 items (subscale ranges from 0 to
16). Higher GSI and subscale scores represent higher symp-
tom frequency. The BSI has good psychometric properties
(Derogatis 1993) and has previously been used in postpartum
samples (e.g., Ross et al. 2003).

Trauma history We assessed trauma history using the Life
Events Checklist for DSM-5 (LEC-5; Weathers et al.
2013a), a 17-item self-report measure of level of exposure to
potentially traumatic events. It includes 16 pre-defined events
and one Bother event^ of various levels of exposure on a 6-
point nominal scale. The LEC-5 offers good psychometric
properties (Gray et al. 2004).

Sociodemographics and childbirth-related information We
collected sociodemographic (i.e., age, education, mental
health history, primiparity) and childbirth-related infor-
mation (i.e., sleep deprivation, levels of pain, mode of
delivery, labor and delivery complications, infant com-
plications) via single items.

Statistical analysis

We examined potential impacts of missing data using Little’s
Missing Completely At Random (MCAR) test. To test hypoth-
esis (1), namely that levels of peritraumatic dissociation differ
across modes of delivery, we used one-way analysis of variance
(ANOVA). We tested hypothesis (2) pertaining to the associa-
tion between peritraumatic dissociation during childbirth and
psychiatric symptoms employing Pearson (partial) correlations.
To test hypothesis (3) pertaining to the unique contribution of
peritraumatic dissociation to PP-PTSD symptom levels above
and beyond premorbid and other childbirth-related factors, we
utilized multiple hierarchical regression. In the first step, we
entered pre-childbirth variables including sociodemographics
and mental health and trauma history. In the second step, we
entered immediate childbirth variables pertaining to childbirth
stressors and infant complications. In the third step, we entered
peritraumatic dissociation. Finally, we conducted a multivariate
analysis of covariance (MANCOVA) to test hypothesis (4),
examining the difference between levels of peritraumatic disso-
ciation on those psychiatric symptoms with significant Pearson
partial correlations, controlling for PP-PTSD. To this end, we
established three peritraumatic dissociation groups based on the
33.3rd and 66.6th percentiles of PDEQ scores. Data analysis
was performed in IBM SPSS version 24.

Results

Missing data and instrument reliability

Out of 846 women who completed the survey, 94% met in-
clusion criteria (n = 795). We excluded 110 participants (14%)
from the data set due to non-response on most measures, leav-
ing a final sample of 685 women. Overall, 8.6% of data was
missing. Little’s Missing Completely At Random (MCAR)
test indicated missing completely at random, χ2

(2654) =
1642.80, p = 1.00. We therefore used multiple imputation
(Rubin 2009) to handle missing data.

PDEQReliability in the current study was high for the PDEQ
(α= 0.91), PCL-5 (α= 0.95), and total BSI (α = 0.98) and ac-
ceptable for the BSI subscales (α between 0.77 for Psychoticism
and 0.92 for Depression) and the LEC-5 (α = 0.86).

Demographics and descriptives

While slightly more than half of our sample (57%) indicated
American or Puerto Rican nationality, 11% was European, 9%
Canadian, 8% Australian/New Zealander, 7% Asian/Middle
Eastern, 5% African, 2% held dual citizenships, and 1% was
Latin American. While most women resided in North America
(78% USA, 10% Canada), the remaining proportion of the sam-
ple indicated living in the UK (4%), Australia or New Zealand
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(3%), Europe (2%), Asia (1%), theMiddle East (1%), andAfrica
(1%). Participants were between 18 and 47 years old (M= 31.37,
SD = 4.80) and on average 3 months postpartum. The majority
of women was married (93%), middle class (median household
income = $50,000–$99,000), and held a higher education degree
(71%). Slightlymore than half (56%)was primiparous, andmost
delivered vaginally (64%) and at-term (90%, i.e., > 37 weeks of
pregnancy). Around half of the sample indicated a trauma history
(51%) and mental health issues prior to giving birth (43%). The
majority of women reported sleep deprivation at the time of
giving birth (67%), at leastmoderate degrees of pain during labor
(76%) and delivery (51%), and slightly less than half reported
obstetrical complications (47%).

PCL-5 scores ranged from 0 to 80 (M = 22.91, SD = 19.36)
and close to a third (29%) of women endorsed clinically rel-
evant levels of PP-PTSD symptoms (PCL-5 total score ≥ 33).
PDEQ scores ranged from 10 to 50 (M = 20.45, SD = 9.89)
and slightly more than half of women (57%) endorsed signif-
icant levels of peritraumatic dissociation (PDEQ total
score ≥ 16). The relevant cut-off scores for the three PDEQ
groups corresponded to PDEQ ≤ 14 (i.e., low PDEQ group
with scores up to 33.3rd percentile), PDEQ > 14 and ≤ 23
(i.e., moderate PDEQ group with scores between 33.3rd and
66.6th percentiles), and PDEQ > 23 (i.e., high PDEQ group
with scores higher than 66.6th percentile).

Women in the low PDEQ group were significantly older
(M = 31.92, SD = 4.10) than those in the high (M = 30.69,
SD = 4.65) PDEQ group, F(2,510) = 3.81, p= 0.02. The moder-
ate PDEQ group did not differ from the other two groups regard-
ing age (M= 31.09, SD = 5.07).Women in the low PDEQ group
were more likely to have had at least some degree of higher
education (98%) than women in the moderate (92%) and high
(91%) PDEQ groups, X2(2, N = 653) = 9.58, p < 0.01. The
groups also differed in regards to proportion of prior mental
health issues (low PDEQ: 40%; moderate PDEQ: 39%; high
PDEQ: 50%, X2 (2, N = 653) = 6.23, p = 0.04), primiparous
mothers (low PDEQ: 44%; moderate PDEQ: 60%; high
PDEQ: 67%, X2(2, N = 653) = 26.56, p< 0.001), sleep depriva-
tion at time of birth (low PDEQ: 52%; moderate PDEQ: 72%;
high PDEQ: 81%, X2(2, N = 653) = 45.26, p< 0.001), as well as
obstetrical complications (low PDEQ: 30%; moderate PDEQ:
45%; high PDEQ: 72%, X2(2, N = 653) = 80.87, p < 0.001).
There were no significant differences between the PDEQ groups
regarding marital status and frequency of premature births.

Peritraumatic dissociation and mode of delivery

A one-way ANOVAwith PDEQ scores as the dependent var-
iable and mode of delivery as grouping factor revealed signif-
icant results, F(3,649) = 18.12, p < 0.001, ɳ2 = 0.08. Levels of
peritraumatic dissociation were significantly higher among
women who had undergone assisted vaginal deliveries and
unscheduled Cesareans than among those with regular vaginal

deliveries and scheduled Cesareans (see Table 1 for group
means, standard deviations, and post hoc results).

Peritraumatic dissociation as a predictor of PP-PTSD

PDEQ scores were positively correlated with PCL-5 scores
(Pearson r = 0.67, p < 0.001). We utilized hierarchical multiple
regression to investigate the unique contribution of peritraumatic
dissociation to PP-PTSD above and beyond premorbid and other
childbirth-related factors. In the first step, we entered pre-
childbirth variables including sociodemographics and mental
health and trauma history. In the second step, we entered imme-
diate childbirth variables pertaining to childbirth stressors and
infant complications. In the third step, we entered peritraumatic
dissociation. The variables accounted for 53% of the variance in
PP-PTSD symptoms, F(12,567) = 53.43, p < 0.001. Education,
mental health history, and primiparity explained 13% of the var-
iance. The lower the level of education, having a mental health
condition prior to childbirth, and being a first-time mother, the
higher PP-PTSD symptoms reported. Regarding immediate
childbirth factors, sleep deprivation, having an unscheduled
Cesarean, childbirth complications, and pain during labor and
delivery each had a significant contribution, explaining 16% of
the variance. Finally, peritraumatic dissociation explained 24%
of the variance in PP-PTSD symptoms, adding a significant
contribution above and beyond premorbid and other childbirth-
related factors (see Table 2).

Peritraumatic dissociation and psychiatric symptoms

PCL-5 scores were positively correlated with the GSI (Pearson
r = 0.82, p < 0.001) and all BSI subscales (Pearson r between
0.52 forHostility and 0.75 forDepression and Psychoticism, all
p < 0.001). Higher levels of PP-PTSD symptoms were thus
associated with higher psychiatric symptoms. Similarly,
PDEQ scores were positively correlated with the GSI
(Pearson r = 0.52, p < 0.001) and all BSI subscales (Pearson r
between 0.27 for Hostility and 0.51 for Somatization and
Obsession-Compulsion, all p < 0.001). Higher levels of
peritraumatic dissociation were thus also associated with higher
psychiatric symptoms.

When controlling for PCL-5 scores, however, PDEQ
scores were negatively correlated with the GSI (Pearson r =
− 0.10, p < 0.05), Depression (Pearson r = − 0.19, p < 0.001),
Interpersonal Sensitivity (Pearson r = − 0.10, p < 0.05),
Hostility (Pearson r = − 0.14, p < 0.01), and Psychoticism
(Pearson r = − 0.13, p < 0.01). A MANCOVA including the
aforementioned subscales as dependent variables,
peritraumatic dissociation level groups as grouping factor,
and PCL-5 scores as a covariate indicated a significant effect
of peritraumatic dissociation group, F(12,790) = 2.62,
p < 0.01, ɳ2p = 0.04. Partial eta-squared (ɳ2p) values of 0.01,
0.09, and 0.25 are interpreted to denote small, medium, and
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large effects, respectively. The high (n = 134) peritraumatic
dissociation group showed significantly lower GSI,
Depression, and Psychoticism than the low (n = 148) and
moderate (n = 121) peritraumatic dissociation groups, lower
Interpersonal Sensitivity than the moderate peritraumatic dis-
sociation group, and lower Hostility than the low
peritraumatic dissociation group, with small to medium effect
sizes (see Table 3 and Fig. 1). Higher levels of peritraumatic
dissociation were thus associated with lower levels of psychi-
atric symptoms when controlling for PP-PTSD symptoms.

Discussion

We focused our investigation on the role of peritraumatic dis-
sociation during childbirth in postpartum psychological adapta-
tion. To this end, we examined peritraumatic dissociation across
different modes of delivery and its contribution to the

development of postpartum psychopathology. The main find-
ings can be cataloged as follows: first, peritraumatic dissocia-
tion differed across modes of delivery, with higher levels linked
to assisted vaginal deliveries and unscheduled Cesareans.
Second, peritraumatic dissociation predicted childbirth-related
posttraumatic stress symptoms above and beyond premorbid
and other childbirth-related factors. Third, peritraumatic disso-
ciation was associated with higher levels of psychiatric symp-
toms. However, when controlling for childbirth-related post-
traumatic stress, higher levels of peritraumatic dissociation
were associated with slightly lower levels of depression, inter-
personal sensitivity, hostility, and psychoticism.

The finding of higher levels of peritraumatic dissociation re-
ported after assisted vaginal deliveries and unscheduled
Cesareans highlights the role of delivery environment (i.e., low
stress versus high stress) rather than solely mode of delivery (i.e.,
vaginal versus Cesarean). Increased levels of peritraumatic dis-
sociation in objectively amplified stressogenic childbirth

Table 1 ANOVA comparison of
peritraumatic dissociation by
mode of delivery

Post hoc comparisons

n M SD Vaginal Assisted vaginal Scheduled C-section

Vaginal 373 18.58 9.45

Assisted vaginal 47 24.98 9.95 0.00

Scheduled C-section 122 19.97 9.20 0.16 0.00

Unscheduled C-section 111 25.32 9.94 0.00 0.84 0.00

Note. ANOVA = analysis of variance. Peritraumatic dissociation indicated by scores on Peritraumatic Dissociative
Experiences Questionnaire (PDEQ). C-Section = Cesarean section. Post hoc comparisons based on least signif-
icant difference (LSD); values represent p values

Table 2 Hierarchical multiple
regression for PP-PTSD by study
predictors

Variable β β β

Block 1: pre-childbirth Age − 0.05 − 1.0* − 0.06
Education − 0.17** − 0.16** − 0.10*
Mental health history 0.26** 0.21** 0.19**

Trauma history 0.03 − 0.01 − 0.02
Primiparity 0.14* 0.03 − 0.03

Block 2: childbirth Sleep deprivation 0.22** 0.12**

Unscheduled Cesarean 0.16** 0.08*

Complications in childbirth 0.23** 0.10*

Pain during labor − 0.09* − 0.05
Pain during delivery 0.08* − 0.01
NICU admission 0.05 0.01

Block 3: dissociation Peritraumatic dissociation 0.56**

R2 0.13** 0.29** 0.53**

R2 change 0.16 0.24

Note. PP-PTSD= childbirth-related posttraumatic stress disorder; indicated by scores on the PTSD Checklist for
DSM-5. Trauma history as indicated by responses on Life Event Checklist. NICU =Neonatal Intensive Care Unit.
Peritraumatic dissociation = dissociation during and immediately after birth; indicated by scores on the
Peritraumatic Dissociative Experiences Questionnaire (PDEQ)

*p < 0.05; **p < 0.001
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environments support the notion of dissociation as a coping strat-
egy to temporarily disconnect oneself from emotional and phys-
ical pain and distress in light of exposure to traumatic stressors
(e.g., Spiegel 1991). Besides heightened stress levels, unsched-
uled C-sections and assisted vaginal deliveries may further share
the features of unexpectedness and uncontrollability.
Contemporary models of stress and coping highlight facing the
Bunknown^ as an important situational feature. Future research

should therefore set forth to identify the most stressful compo-
nents of delivery environments by examining associated levels of
expectedness and controllability.

Nonetheless, chronic use of dissociative mechanisms in
coping with the traumatic event may lead to interference in
processing and encoding of the traumatic memory, increasing
the risk for subsequent postpartum posttraumatic stress (Briere
et al. 2005; Koopman et al. 1994). Peritraumatic dissociation

Table 3 MANCOVA comparisons and univariate effects of peritraumatic dissociation group

95% CI

DV df df error F ɳ2p PD group Mean SE Lower bound Upper bound

GSI 2 399 4.88** 0.02 Lowa

Moderatea

Highb

1.13
1.11
0.92

0.05
0.05
0.05

1.04
1.02
0.82

1.22
1.20
1.02

IS 2 399 4.09* 0.02 Lowa

Moderateb

Higha

5.80
6.17
4.72

0.33
0.33
0.37

5.14
5.52
4.00

6.45
6.82
5.45

Depression 3 399 10.89** 0.05 Lowa

Moderatea

Highb

8.63
8.64
5.85

0.42
0.42
0.46

7.80
7.82
4.94

9.46
9.47
6.76

Hostility 2 399 4.18* 0.02 Lowa

Moderateb

Highb

5.82
5.09
4.07

0.37
0.36
0.40

5.10
4.38
3.27

6.54
5.81
4.86

Psychoticism 2 399 6.73** 0.03 Lowa

Moderatea

Highb

5.04
5.09
3.69

0.27
0.26
0.29

4.52
4.57
3.12

5.56
5.61
4.27

Note. DV = dependent variable. GSI =Global Severity Index. IS = interpersonal sensitivity. All DVs measured with Brief Symptom Inventory (BSI).
ɳ2 p = partial eta-squared. Mean = estimated marginal means. SE = standard error of the estimated marginal mean. PD group denotes different levels of
peritraumatic dissociation based on 33.3rd and 66.6th percentiles of Peritraumatic Dissociative Experiences Questionnaire scores. Low = PDEQ ≤ 14,
n = 148; moderate = PDEQ >14 and ≤ 23, n = 121; high = PDEQ > 23, n = 134. Different superscript letters indicate significantly different estimated
marginal means at p < 0.05 based on least significant difference (LSD) adjustment

*p < 0.05; **p < 0.01
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Fig. 1 Estimated marginal means of depression, interpersonal sensitivity,
hostility, and psychoticism in levels of peritraumatic dissociation (PD).
This figure illustrates significantly lower depression and psychoticism in
the high PD group compared to the low and moderate PD groups
(p < 0.01), lower interpersonal sensitivity in the high PD group

compared to the moderate PD group (p < 0.01), and lower hostility in
the high PD group compared to the low PD group (p < 0.01) when
controlling for PP-PTSD. Low = PDEQ ≤ 14, n = 148; moderate =
PDEQ > 14 and ≤ 23, n = 121; high = PDEQ > 23, n = 134



has previously been reported as one of the strongest predictors
of PP-PTSD (Ayers et al. 2016) and PTSD related to other
traumatic events (Ozer et al. 2003). Our finding of
peritraumatic dissociation predicting childbirth-evoked
PTSD symptoms above and beyond premorbid and other
childbirth-related factors is in line with previous findings
(Haagen et al. 2015; Lev-Wiesel and Daphna-Tekoah 2010;
Olde et al. 2005) and highlights the notion that childbirth can
be stressful enough to trigger dissociative and traumatic re-
sponses. Future studies utilizing prospective, longitudinal de-
signs are warranted to explore the effects of chronic use of
dissociative mechanisms in coping with highly stressogenic
childbirth experiences.

Our findings pertaining to the relationship between
peritraumatic dissociation and other postpartum psychiatric
symptoms suggest that peritraumatic dissociation may be a pro-
tective mechanism, lending support to the conceptualization of
peritraumatic dissociation as a Bpartially adaptive response to
trauma^ (Ladwig et al. 2002 p 41). Further, the findings are in
line with the most common explanation for the unique link
between peritraumatic dissociation and PTSD, namely that
peritraumatic dissociation may interfere with the processing
and encoding of the traumatic memory, increasing the risk for
PTSD (Koopman et al. 1994; van der Kolk and van der Hart
1989), but not for depression and other psychiatric symptoms.
Dissociation in light of exposure to a traumatic stressor may be
an adaptive response, but may also present a risk factor for
posttraumatic stress for some. While it should, however, be
noted that the effect sizes for the negative associations between
peritraumatic dissociation and psychiatric symptoms were
small, the complex role of peritraumatic dissociation in psycho-
logical adaptation as potentially adaptive on the one hand, and
maladaptive on the other, warrants future scientific attention.

Several limitations of the present study should be noted.
While on average women’s PP-PTSD symptoms were
assessed around 3 months postpartum, a time period in which
PTSD symptoms become stable PP-PTSD, we only included a
single time point. Retrospective self-report of peritraumatic
dissociation may have been influenced by PP-PTSD symptom
status. Further, the relationship between peritraumatic dissoci-
ation and PTSD symptoms may be stronger when using self-
report measures as compared to interview methods (Ozer et al.
2003). Although we assessed PP-PTSD with a well-validated
measure, we did not utilize a clinical assessment. Similarly, the
different self-report measures utilized in the current study as-
sess reported symptoms over differing time periods (i.e., PCL-
5 Bover the last month^, BSI Bin the past week^). Although
large in size, our sample was derived from aweb survey raising
the possibility of sample selection and severity-related
reporting biases. Further, while the majority of our sample
resided in North America, it comprised women with various
nationalities. It should therefore be noted that there may be
undetected cultural differences regarding the influence of

expectations and demographic characteristics in coping with
trauma and postpartum adaptation. Further, as the survey was
in English and announcements were posted on English-
language postpartum websites, women with English as a first
language or the educational background to be fluent in English
may be overrepresented in the current sample, limiting gener-
alizability to non-English speaking women. Lastly, we did not
collect information regarding receipt and quality of prenatal
care, as well as mental and physical maternal health during
pregnancy, or delivery place. Including these factors in future
(longitudinal) studies will offer the opportunity to assess im-
portant aspects of pre- and perinatal stress and mental health,
and to distinguish between the impacts of objectively and sub-
jectively stressogenic birth experiences. Future research utiliz-
ing clinical assessments and prospective longitudinal designs
to examine the nature of peritraumatic dissociation during birth
and in postpartum mental health trajectories is warranted.

In summary, we document that childbirth can be associated
with a dissociative response. We further highlight the role of
delivery environments characterized by heightened levels of
stress and unexpectedness in developing a stress response to
childbirth. Screening women for dissociative responses to
childbirth in routine care may offer a useful tool for identify-
ing women at risk for childbirth-evoked PP-PTSD. On a
broader level, investigation of PP-PTSD offers a prospective
model to study PTSD immediately following exposure.
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