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Abstract

Objective To assess depression at 2(M2), 6(M6), and 12(M12) postpartum months among women with postpartum haemorrhage

(PPH) compared with women with no PPH and, to describe anxiety and post-traumatic stress disorder (PTSD). Design

Repeated cross-sectional study within a prospective cohort of women in the immediate postpartum period. Setting Single-

centre study at a French level 3 maternity unit. Population Women who gave birth at [?]22 weeks of gestation were eligible.

The exposed group comprised the women who had had a primary PPH ([?]500 mL in the 24 hours after delivery) and the

unexposed group, which did not. Methods 1298 included women (528 with and 770 without PPH) completed self-administered

questionnaires. Main Outcome Measures The prevalence of depression and its mean scores, at M2, M6, and M12 and secondary,

the prevalence of anxiety and of PTSD and its mean scores, measured at the same times. Results At M2, the prevalence

of depression and PTSD was higher among the women with PPH (24.4% vs 18.2%, p=0.03, and 12.8% vs 7.6%, p=0.02).

The prevalence of anxiety at inclusion and M2 was higher in the PPH group (18.1% vs 10.3%, p=0.01, and 20.0% vs 13.3%,

p=0.01). At M6, and M12, only the mean adjusted PTSD score was higher in the PPH group (7.6, 95%CI, 6.3-9.1 vs 5.8%,

95%CI, 4.9-6.8, p=0.02). Conclusions Professionals must know these high rates and screen for psychological disorders during

the long postpartum period. Funding Grant from the Clermont-Ferrand University Hospital AOI2015. Keywords Postpartum

haemorrhage; depression; anxiety; post-traumatic stress disorder, psychological disorder
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Abstract

Objective

To assess depression at 2(M2), 6(M6), and 12(M12) postpartum months among women with postpartum
haemorrhage (PPH) compared with women with no PPH and, to describe anxiety and post-traumatic stress
disorder (PTSD).

Design

Repeated cross-sectional study within a prospective cohort of women in the immediate postpartum period.

Setting

Single-centre study at a French level 3 maternity unit.

Population

Women who gave birth at [?]22 weeks of gestation were eligible. The exposed group comprised the women
who had had a primary PPH ([?]500 mL in the 24 hours after delivery) and the unexposed group, which did
not.

Methods

1298 included women (528 with and 770 without PPH) completed self-administered questionnaires.

Main Outcome Measures

The prevalence of depression and its mean scores, at M2, M6, and M12 and secondary, the prevalence of
anxiety and of PTSD and its mean scores, measured at the same times.

Results

At M2, the prevalence of depression and PTSD was higher among the women with PPH (24.4% vs 18.2%,
p=0.03, and 12.8% vs 7.6%, p=0.02). The prevalence of anxiety at inclusion and M2 was higher in the PPH
group (18.1% vs 10.3%, p=0.01, and 20.0% vs 13.3%, p=0.01). At M6, and M12, only the mean adjusted
PTSD score was higher in the PPH group (7.6, 95%CI, 6.3-9.1 vs 5.8%, 95%CI, 4.9-6.8, p=0.02).

Conclusions

Professionals must know these high rates and screen for psychological disorders during the long postpartum
period.

Funding

Grant from the Clermont-Ferrand University Hospital AOI 2015.

Trial Registration

The study was registered at ClinicalTrials.gov (NCT 03120208).

Keywords

Postpartum haemorrhage; depression; anxiety; post-traumatic stress disorder, psychological disorders

Funding
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. This work was supported by a grant from the Clermont-Ferrand University Hospital (AOI 2015). The funding
source had no role in the study or in the publication.

Introduction

The prevalence of postpartum depression is estimated between 10% and 20%.1,2 Studies measuring postpar-
tum post-traumatic stress disorder (PTSD) observe prevalences of 0.3% to 4.0%, but higher among women
with notable medical or obstetric histories (18.5%, 95%CI, 10.6-30.38).3,4 The prevalence of postpartum anx-
iety ranges from 8.5% to 18%.4,5 Studies have shown that risks of postpartum depression, PTSD, and anxiety
are higher among women with obstetric complications than with uneventful pregnancies.3,6 Caesarean and
operative vaginal deliveries also increase the risk of depression and PTSD.7,8 Immediate postpartum haem-
orrhage (PPH) concerned around 3.4% of vaginal deliveries (>500 mL) and 2.8% of caesareans (>1000 mL)
in France.9 PPH is one of the leading causes of maternal death.10 The 2014 French guidelines updated the
definition of PPH: blood loss [?]500 mL in the first 24 hours after birth, regardless of mode of delivery.11

Management of severe PPH can require medical or surgical procedures.11Postpartum anaemia after PPH can
cause fatigue, infections, cardiovascular diseases, and compromise the mother-child bond.12–14 All of these
potential consequences can produce higher rates of psychological disorders in these women.1,15 Few published
studies have examined the psychological impact of immediate PPH,16–21 and only two included control groups
of women without PPH.22,23Neither Eckerdal et al. nor Ricbourg et al. found any difference between the
2 groups for the prevalence of depression or PTSD.22,23 One study interviewed women by telephone,17 and
others sent them self-administered questionnaires by email from 1 month to 1 year postpartum.16,18–20,22

These studies presented methodological problems including unvalidated questionnaires,17,18 retrospective
designs,17 large losses to follow-up,17,22 information bias (interview at different intervals after delivery),17

recall bias,17 small sample size,17,20 and failure to adjust for antenatal risk factors known to affect post-
partum depression, PTSD, or anxiety.16–18 These articles have studied only severe PPH.16–20 Most authors
have assessed postpartum psychological disorders only for short periods ([?] 4 months),16–20 although it is
recommended that these assessments be performed up to one year.23

Our research hypothesis is that women with PPH have a higher rate of postpartum psychiatric disorders
than controls.

Our principal objective was to assess if the prevalence, mean score and risk of depression (assessed as
described in the outcome section below) at each postpartum study period (2, 6, and 12 months) was higher
among women with, compared to without, immediate PPH ([?]500 mL). Secondary objectives were to describe
at the same intervals the prevalence, mean score, and risk of anxiety and PTSD.

Methods

Study design and participants

The PSYCHE study was a single-centre repeated cross-sectional study within a prospective cohort of women
who gave birth at a French level 3 maternity unit.

Women who gave birth at or after 22 weeks of gestation in our hospital, were affiliated with a French health
insurance fund, and consented to participate were eligible for this study. Women younger than 18 years,
those who did not speak French, and those who refused to participate were excluded.

The authors assert that all procedures contributing to this work comply with the ethical standards of the
relevant national and institutional committees on human experimentation and with the Helsinki Declaration
of 1975, as revised in 2008. All procedures involving human subjects/patients were approved by The French
regional ethics review committee (South East VI) in February 2017 (IRB AU1243).

Procedures

Inclusion took place in the immediate postpartum period from April 27, 2017, to April 2, 2019. The volume
of bleeding was quantified for vaginal deliveries by using a graduated/marked collection bag and for caesarean

3
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. deliveries, by aspiration and weighing the blood loss. PPH prevention and management followed the French
clinical practice guidelines.11

The exposed group comprised the women who had had a primary PPH ([?]500 mL in the 24 hours after
delivery) and the unexposed group, which did not. For each woman with PPH, we planned to recruit 2
women without it: the ones immediately before and after the delivery of the woman with PPH.14 The
investigator provided women with a written information sheet and obtained their written consent before
their discharge.14

The study was registered at ClinicalTrials.gov (NCT 03120208).

Outcomes

The principal outcome was the prevalence of depression, measured by the Edinburgh postnatal depression
scale (EPDS), with a discrimination threshold set at 11 and above.24

Our secondary outcomes were the mean EPDS score and the risk of postpartum depression and, on the other
hand, the prevalence, mean scores, and risk of other psychological disorders: anxiety, measured by Spiel-
berger’s State-Trait Anxiety Inventory (STAI) form Y-A with a discrimination threshold [?]46,25 generalised
anxiety disorders, measured by the Generalised Anxiety Disorder (GAD-7) with a discrimination threshold
>7,26 and post-traumatic stress disorder (PTDS), by the Revised Impact of Event Scale (IES-R) with a
discrimination threshold [?]30.27

Data source

The computerised medical file allowed us to collect the social, demographic, medical, and obstetric data
of the women and their children. To optimise exhaustiveness, this database was crossed with those of the
hospital’s blood bank, radiology department, and discharge data programme (PMSI).

Self-administered questionnaires specific to the study were completed by the women immediately postpar-
tum (on paper) and at 2, 6, and 12 months (on line). These questionnaires asked about medication con-
sumption/use and consultations with psychologists and/or psychiatrists. They also included questionnaires
described above, validated in French, to assess the 3 psychological disorders under study. To assess these
women’s preexisting depressive and anxious characteristics, version 5 of the Mini International Neuropsy-
chiatric Interview MINI28was completed at inclusion, M6, and M12, as well as the STAI form Y-B,25 with
a discrimination threshold [?]48, only at inclusion (Figure 1).

Statistical analysis

Based on the study by Thompson who found depression in 10% of the unexposed and 16% of the exposed
women at 4 months postpartum,16 and including 2 women in the group without PPH for every woman with
it, we required 1542 women, including 514 exposed and 1028 unexposed, to have a power of 90%, with a
bilateral alpha equal to 5%.

We conducted a descriptive analysis of both groups — exposed and unexposed — for the social, demographic,
medical, and perinatal data. Categorical variables were compared by chi-square (χ2) tests (or Fisher’s exact
test, as appropriate) and continuous variables by Student’s t-test (or a Mann-Whitney test).

Prevalence rates and their 95%CIs for depression, anxiety, and PTSD were calculated at 2, 6, and 12 months
by χ2 tests (or Fisher’s exact test, as appropriate).

The scores of each questionnaire were transformed in log form to obtain a normal distribution. The results
are presented as geometric means. The geometric means were compared between the groups at each study
time point with Student’s t-test (or a Mann-Whitney test). A multivariate analysis by a manual backward
stepwise generalized linear model was performed to study the association between exposure and the scores
obtained on each questionnaire. The adjusted geometric means were compared between the groups. The
results are also presented as crude and adjusted odds ratios (ORs) with their 95%CIs.
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. Statistical significance was set at p<0.05. All statistical analyses were performed with SAS software version
9, 2002-2010 (SAS Institute Inc.).

Results

During the study period, our maternity department had 7274 births, including 887 PPH. The study finally
included 1298 participants. Among the women who had a PPH, 819 were eligible and 64.4% agreed to
participate (528 women) (Figure 2).

The descriptive socio-economic, medical, and obstetric date are available in Tables S1 to S5. Several vari-
ables differed between the groups of women with and without PPH: geographic origin, obstetric history,
pregnancy by medically assisted reproduction, multiple pregnancy, disease during pregnancy, induction of
labour, surgical delivery, and perineal lesions.

The mean blood loss was 922.0 ±520 mL in the PPH group and 182.3±110.4 mL in the other (p<0.0001).
A second-line surgical procedure (defined as a B-Lynch suture, Cho suture, hypogastric arterial ligation,
other vessel ligation, cervical suture, hysterectomy, repair of uterine wound closure, other surgery), and/or
a vascular arterial embolization were performed for respectively 0.6% (n=3) and 0.2% (n=1) of the women
with PPH. The packed red blood cell transfusion rate was 6.8% in women with PPH.

The newborns in the PPH group more often had a low (<2500 g) or high (>4000 g) (p<0.0001) birth
weight as well as a 5-min Apgar < 7 (7.0% vs 1.7%, p<0.0001). They were also transferred more often to a
neonatology units (18.3% vs 3.5%, p<0.0001) (Table S4).

The MINI questionnaire results scores were, among the women with PPH, compared with the control group,
at M0, M6 and M12, respectively, 12.6%vs 16.3% (p=0.07), 19.3% vs 18.6% (p=0.85), and 16.5%vs 20.6%
(p=0.26). At inclusion, the mean STAI Y-B score was 41.9% in the PPH group vs 48.2% in the control
group (p=0.04). The percentage of women with anxiety (STAI Y-A >46) who sought some psychiatric
and/or psychological at M2, M6 and M12 did not differ statistically differ between the 2 groups (Table S5).

The percentages of women receiving psychological and/or psychiatric treatment in the groups with and
without PPH at M2, M6, and M12 were respectively 6.4% vs 2.9% (p=0.01); 5.8% vs 3.9% (p=0.29), and
7.1% vs 3.8% (p=0.11). Psychiatric treatment in the groups with and without PPH at M2, M6, and M12
was reported for, respectively, 5.1% vs 1.8% (p=0.008), 5.0% vs 1.5% (p=0.02), and 4.6% vs 3.1% (p=0.47).

At 2 months after giving birth, the women who had had a PPH had higher prevalence rates of both post-
partum depression and PTSD than the women without PPH (24.4% vs 18.2%, p=0.03, and 12.8% vs7.6%,
p=0.02) (table1). The prevalence of generalised anxiety disorders at 2 months did not differ between the
groups, nor did the prevalence of the 3 disorders studied at 6 months or at one year (table 1). The prevalence
of anxiety measured by the STAI Y-A was higher in the PPH group than in the control group at inclusion
(18.1% vs 10.3%, p=0.01) and at M2 (20.0% vs 13.3%, p=0.01) but did not differ at either M6 or M12
(respectively, 16.8% vs 14.5%, p=0.46 and 11.7% vs 14.5%, p=0.39) (Table S6).

At one year, the group of women with PPH had an adjusted mean for the PTSD higher than the other group
(7.6 [6.3-9.1] vs . 5.8 [4.9-6.8], p=0.02). The comparison of the least square means at the 3 study points
after inclusion found that postpartum depression was more frequent among women without PPH at M12
(p=0.04) and PTSD more common in women with PPH at M2 (p=0.02) (table 1). The adjustment factors
are described in Table S7. After adjustment, the only significant difference between the groups was a higher
prevalence of PTSD in the PPH group at one year (7.6, 95%CI, 6.3-9.1 vs 5.8, 95%CI, 4.9-6.8, p=0.02) (table
1). The adjusted risks of depression, anxiety, and PTSD at 2, 6, and 12 months postpartum did not differ
between the 2 groups (Table S8).

Discussion

Main Findings

Our main results are that the prevalence of postpartum depression and of PTSD were higher at 2 months

5
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. among women with PPH than among women in the control group. Another result of this study is the high
prevalence of the different disorders studied, regardless of exposure to PPH, even a year after giving birth.

Interpretation

The temporal proximity of the traumatic event appears to increase the risk of the onset of depression and
of PTSD at 2 months and thus suggests a response to the acute event (here the PPH).

The prevalence of postpartum depression at 2 months after delivery was 24.4% among the women with PPH,
a prevalence higher than those reported by Ricbourg et al. (15% and 23.5% at 1 and 3 months)20, Eckerdal et
al. (13.8% at 6 weeks)19, and Thompson et al. (11% and 13% at 2 and 4 months).16 The different thresholds
used for the EPDS may explain these differences. A threshold [?]11 is recommended for the French version,
while the other studies used higher thresholds: Thompson et al. >12 and Eckerdal et al. [?]12.16,19 The
definition for PPH also varies with the study.16,17,19,20,29

The prevalence of PTSD was 12.8% (IES-R[?]30) among women with PPH at M2, compared with the 45% at
1 month and 23.5% at 3 months reported by Ricbourg et al., and the 5% at 2 months reported by Thompson
et al.16,20 These differences in prevalence may be explained by the choice of questionnaire used. Thompson
et al. used the 17-item PTSD Checklist (PCL).16 Ricbourg et al. used the same scale and the same endpoint
as we did: IES-R[?] 30.20 Again, the definitions of PPH differed between studies16,20 and the number of
individuals was sometimes low.20

At 2 months after delivery, the prevalence of generalised anxiety disorder was 15.9% (GAD-7>7) among
women with PPH and 11.7% in the control ground. As no study has used the GAD-7 to evaluate generalised
anxiety disorder among women who had a PPH, comparison was difficult. The meta-analysis by Goodman
et al. found an overall mean prevalence of GAD in a population of women during the postpartum period was
3.59% (95%CI, 1.85-6.66), lower than our results.6 Our results for anxiety were close to those of Thompson
et al., who used a 6-item short form of the Spielberger scale.16 At 2 months, the women in Thompson’s PPH
group had a median score of 10 [IQR, 9-11], indicative of low anxiety (median <12); the mean score in our
study was 33.0 (95%CI, 31.9-34.1) on Spielberger’s STAI Y-A scale — very low anxiety (score<35).16

As expected, our 2 groups differed for the known risk factors for PPH, that is, mode of delivery (more women
with PPH had either an instrumental vaginal or caesarean delivery), geographical origin and smoking, etc. We
therefore adjusted the analyses for these factors. We did not observe any statistically significant differences
at M2 or M6 for any of the disorders studied (table 1). At M12, the women with PPH had higher adjusted
mean scores for PTSD than the control group: 7.6, 95%CI, 6.3-9.1 vs 5.8%, 95%CI, 4.9-6.8, p=0.02. Sentilhes
et al.22 found that women with vaginal deliveries only had an unadjusted median score for PTSD less than 5
(95%CI, 0-11) at one year, via the unrevised version of the IES; we used the revised IES.22 We did not find
a statistically significant difference in the risk of any one of these psychological disorders at any assessment
point between women with and without PPH (Table S8). This lack of association could be linked not only
to the exposure studied but also to other potential confounding factors or clinical prognostic factors might
modify this risk (wanted or unplanned pregnancy, the women’s investment in the pregnancy, etc). The only
others to measure this risk were Eckerdal et al., who found that PPH did not increase the risk of postpartum
depression (OR=1.81, 95%CI, 0.91-3.57) (unadjusted/crude).19

Our work focused on 2 current major public health issues. Among maternal deaths up to one year after
giving birth, suicide is the second leading cause in France and PPH the fifth leading cause.10 Few publications
have considered the psychological impact of immediate PPH, and as discussed in the introduction, all have
them have methodological problems.16–20 Most of these studies are limited to postpartum depression.17,19,20

Strengths and Limitations

Strengths of our study include its prospective design, its control group, a full year of follow-up after birth,
and the largest sample size so far published (n=1298 including 528 with PPH). Our participation rate
was higher than that of the other studies (22% and 65%).19,20 The self-administered questionnaires were

6



P
os

te
d

on
A

u
th

or
ea

19
S
ep

20
22

—
T

h
e

co
p
y
ri

gh
t

h
ol

d
er

is
th

e
au

th
or

/f
u
n
d
er

.
A

ll
ri

gh
ts

re
se

rv
ed

.
N

o
re

u
se

w
it

h
ou

t
p

er
m

is
si

on
.

—
h
tt

p
s:

//
d
oi

.o
rg

/1
0.

22
54

1/
au

.1
66

35
65

42
.2

45
75

69
7/

v
1

—
T

h
is

a
p
re

p
ri

n
t

an
d

h
a
s

n
o
t

b
ee

n
p

ee
r

re
v
ie

w
ed

.
D

a
ta

m
ay

b
e

p
re

li
m

in
a
ry

. analysed continuously, by workers masked to the study group. Finally, the exhaustiveness of the obstetric
files’ descriptive data was verified by crossing them with 3 other databases.

Our study’s first limitation is its single-centre design. Nonetheless, our hospital is the only level 3 in the
Auvergne region and receives most of the pregnant women at known risk of PPH. The second limitation
is that recruitment of the women in the unexposed group was difficult, and loss to follow-up over time
notable (37.4% at M2, 56.6% at M6, and 63.5% at M12). For this reason, the protocol planned to recruit
2 unexposed women for every woman with PPH. The third limitation was the use of questionnaires rather
than a psychiatric interview to assess the psychological outcomes. The questionnaires nonetheless have been
validated in French. The last limitation of our study is that, for ethical reasons, women identified as at
risk were offered an interview with a psychologist or a psychiatrist; this might have reduced the prevalence
at M6 and M12. Accordingly, the questionnaires at 2, 6, and 12 months asked women if they had seen a
psychiatrist or a psychologist and what medication they might be taking.

Conclusion/Implications

The prevalence rates of both postpartum depression and PTSD were statistically higher at 2 months after
delivery among women who had had a PPH (respectively 24.4% and 12.8%) compared with the control group
(respectively 18.2% and 7.6%).

After adjustment, the mean scores for PTSD remained significantly higher at one year among women with
PPH (7.6, 95%CI, 6.3-9.1 vs 5.8%, 95%CI, 4.9-6.8, p=0.02). Moreover, the prevalence of psychological
disorders was quite high, including in the control group, and even long after delivery. Perinatal professionals
must bear these high rates in mind and systematically screen for psychological disorders during the long
postpartum period. Further studies are needed to determine, among all young mothers, which parts of the
care process are critical, and to assess what type of structured additional support might be appropriate
and effective. Elsewhere, further studies should assess the impact of a national screening programme using
validated instruments conducted by perinatal health-care providers.

Contributors

MP, FV and AL had full access to all of the data in the study and MP took responsibility for the integrity
of the data and the accuracy of the data analysis. MP and FV designed the study, wrote the study protocol
and obtained the funding for the study. MP is the coordinator-investigator and FV the methodologist and
supervisor. MP and FV were responsible for acquisition of data. MP, FV and AL were responsible for
the verification of the underlying data, the analysis and the interpretation of data. AL was responsible for
statistical analysis. MP and FV wrote the draft manuscript. MP, AL, IDC, DG, PML, and FV revised the
manuscript and approved the final version before submission. MP was responsible for study supervision and
was the guarantor for the study. All listed authors meet authorship criteria. All authors confirm that they
had full access to all data in the study and accept responsibility for publication.

Acknowledgements

We would like to thank midwives from the maternity of the university hospital of Clermont-Ferrand who
ensured the continuity of recruitment of women: Laura Bernard, Charlotte Bois Verdier, Lou Mrozinski,
Fabien Pernet, and Pauline Seguin. Thanks to the clinical research associates who participated in the
follow-up of the women: Marion Roussaire and Amandine Ollier.

We also thank all the women who accepted to participate at the study.

Disclosure of interests

We declare no competing interests.

References

1 Bydlowski S. [Postpartum psychological disorders: Screening and prevention after birth. Guidelines for
clinical practice]. J Gynecol Obstet Biol Reprod (Paris) 2015; 44 : 1152–6.

7



P
os

te
d

on
A

u
th

or
ea

19
S
ep

20
22

—
T

h
e

co
p
y
ri

gh
t

h
ol

d
er

is
th

e
au

th
or

/f
u
n
d
er

.
A

ll
ri

gh
ts

re
se

rv
ed

.
N

o
re

u
se

w
it

h
ou

t
p

er
m

is
si

on
.

—
h
tt

p
s:

//
d
oi

.o
rg

/1
0.

22
54

1/
au

.1
66

35
65

42
.2

45
75

69
7/

v
1

—
T

h
is

a
p
re

p
ri

n
t

an
d

h
a
s

n
o
t

b
ee

n
p

ee
r

re
v
ie

w
ed

.
D

a
ta

m
ay

b
e

p
re

li
m

in
a
ry

. 2 Shorey S, Chee CYI, Ng ED, Chan YH, Tam WWS, Chong YS. Prevalence and incidence of postpartum
depression among healthy mothers: A systematic review and meta-analysis. J Psychiatr Res 2018; 104 :
235–48.

3 Yildiz PD, Ayers S, Phillips L. The prevalence of posttraumatic stress disorder in pregnancy and after
birth: A systematic review and meta-analysis. J Affect Disord 2017; 208 : 634–45.

4 Fawcett EJ, Fairbrother N, Cox ML, White IR, Fawcett JM. The Prevalence of Anxiety Disorders During
Pregnancy and the Postpartum Period: A Multivariate Bayesian Meta-Analysis. J Clin Psychiatry2019; 80
: 18r12527.

5 Goodman JH, Watson GR, Stubbs B. Anxiety disorders in postpartum women: A systematic review and
meta-analysis. J Affect Disord2016; 203 : 292–331.

6 Soderquist J, Wijma B, Thorbert G, Wijma K. Risk factors in pregnancy for post-traumatic stress and
depression after childbirth. BJOG Int J Obstet Gynaecol 2009; 116 : 672–80.

7 Eckerdal P, Georgakis MK, Kollia N, Wikstrom A-K, Hogberg U, Skalkidou A. Delineating the association
between mode of delivery and postpartum depression symptoms: a longitudinal study. Acta Obstet Gynecol
Scand 2018; 97 : 301–11.

8 Rowlands IJ, Redshaw M. Mode of birth and women’s psychological and physical wellbeing in the postnatal
period. BMC Pregnancy Childbirth 2012; 12 : 138.

9 Vendittelli F, Barasinski C, Pereira B, et al. Incidence of immediate postpartum hemorrhages in French
maternity units: a prospective observational study (HERA study). BMC Pregnancy Childbirth 2016; 16 :
242.

10 Saucedo M, Deneux-Tharaux C, Pour le Comite National d’Experts sur la Mortalite Maternelle. [Maternal
Mortality, Frequency, causes, women’s profile and preventability of deaths in France, 2013-2015].Gynecol
Obstet Fertil Senol 2021; 49 : 9–26.

11 Sentilhes L, Vayssiere C, Deneux-Tharaux C, et al. Postpartum hemorrhage: guidelines for clinical
practice from the French College of Gynaecologists and Obstetricians (CNGOF): in collaboration with the
French Society of Anesthesiology and Intensive Care (SFAR). Eur J Obstet Gynecol Reprod Biol 2016; 198
: 12–21.

12 Zhao X-H, Zhang Z-H. Risk factors for postpartum depression: An evidence-based systematic review of
systematic reviews and meta-analyses. Asian J Psychiatry 2020; 53 : 102353.

13 Cho GJ, Lee K-M, Kim HY, et al. Postpartum haemorrhage requiring transfusion and risk of cardiovas-
cular disease later in life: a retrospective cohort study. BJOG Int J Obstet Gynaecol 2021;128 : 738–44.

14 Pranal M, Legrand A, de Chazeron I, Llorca P-M, Vendittelli F. Prevalence of maternal psychological
disorders after immediate postpartum haemorrhage: a repeated cross-sectional study - the PSYCHE* study
protoco. BMJ Open 2019; 9 : e027390.

15 Seyfried LS, Marcus SM. Postpartum mood disorders. Int Rev Psychiatry Abingdon Engl 2003; 15 :
231–42.

16 Thompson JF, Roberts CL, Ellwood DA. Emotional and physical health outcomes after significant primary
post-partum haemorrhage (PPH): a multicentre cohort study. Aust N Z J Obstet Gynaecol 2011;51 : 365–71.

17 Sentilhes L, Gromez A, Clavier E, Resch B, Descamps P, Marpeau L. Long-term psychological impact of
severe postpartum hemorrhage.Acta Obstet Gynecol Scand 2011; 90 : 615–20.

18 Thompson JF, Ford JB, Raynes-Greenow CH, Roberts CL, Ellwood DA. Women’s experiences of care and
their concerns and needs following a significant primary postpartum hemorrhage. Birth Berkeley Calif 2011;
38 : 327–35.

8



P
os

te
d

on
A

u
th

or
ea

19
S
ep

20
22

—
T

h
e

co
p
y
ri

gh
t

h
ol

d
er

is
th

e
au

th
or

/f
u
n
d
er

.
A

ll
ri

gh
ts

re
se

rv
ed

.
N

o
re

u
se

w
it

h
ou

t
p

er
m

is
si

on
.

—
h
tt

p
s:

//
d
oi

.o
rg

/1
0.

22
54

1/
au

.1
66

35
65

42
.2

45
75

69
7/

v
1

—
T

h
is

a
p
re

p
ri

n
t

an
d

h
a
s

n
o
t

b
ee

n
p

ee
r

re
v
ie

w
ed

.
D

a
ta

m
ay

b
e

p
re

li
m

in
a
ry

. 19 Eckerdal P, Kollia N, Lofblad J, et al. Delineating the Association between Heavy Postpartum Haemor-
rhage and Postpartum Depression. PLoS ONE 2016; 11 . DOI:10.1371/journal.pone.0144274.

20 Ricbourg A, Gosme C, Gayat E, Ventre C, Barranger E, Mebazaa A. Emotional impact of severe post-
partum haemorrhage on women and their partners: an observational, case-matched, prospective, single-
centre pilot study. Eur J Obstet Gynecol Reprod Biol 2015; 193 : 140–3.

21 Zaat TR, van Steijn ME, de Haan-Jebbink JM, Olff M, Stramrood CAI, van Pampus MG. Posttraumatic
stress disorder related to postpartum haemorrhage: A systematic review. Eur J Obstet Gynecol Reprod Biol
2018; 225 : 214–20.

22 Sentilhes L, Maillard F, Brun S, et al. Risk factors for chronic post-traumatic stress disorder development
one year after vaginal delivery: a prospective, observational study. Sci Rep2017; 7 . DOI:10.1038/s41598-
017-09314-x.

23 Slomian J, Honvo G, Emonts P, Reginster J-Y, Bruyere O. Consequences of maternal postpartum de-
pression: A systematic review of maternal and infant outcomes. Womens Health Lond Engl 2019; 15 :
1745506519844044.

24 Guedeney N, Fermanian J. Validation study of the French version of the Edinburgh Postnatal Depression
Scale (EPDS): new results about use and psychometric properties. Eur Psychiatry 1998; 13 : 83–9.

25 Micallef J, N M-F, Y A, C J-R. [Measurement of anxiety state in women: a short-form scale]. Rev
Epidemiol Sante Publique 1998;46 : 383–9.

26 Micoulaud-Franchi J-A, Lagarde S, Barkate G, et al. Rapid detection of generalized anxiety disorder and
major depression in epilepsy: Validation of the GAD-7 as a complementary tool to the NDDI-E in a French
sample. Epilepsy Behav 2016; 57 : 211–6.

27 Weiss DS. The Impact of Event Scale: Revised. In: Wilson JP, Tang CS, eds. Cross-Cultural Assessment
of Psychological Trauma and PTSD. Boston, MA: Springer US, 2007: 219–38.

28 Sheehan DV, Lecrubier Y, Sheehan KH, et al. The Mini-International Neuropsychiatric Interview
(M.I.N.I.): the development and validation of a structured diagnostic psychiatric interview for DSM-IV
and ICD-10. J Clin Psychiatry 1998;59 Suppl 20 : 22-33;quiz 34-57.

29 World Health Organization. WHO | WHO recommendations for the prevention and treatment of post-
partum haemorrhage. WHO. 2012. http://www.who.int/reproductivehealth/publications/maternal perina-
tal health/9789241548502/en/ (accessed Oct 12, 2021).

List of tables, figures and supplement

Table 1 : Prevalence and mean scores of depression, anxiety, and post-traumatic stress disorder at 2, 6 and
12 months postpartum

Figure 1 : Schedule of enrolment, interventions and assessments of women for the PSYCHE study

Figure 2 : Flow chart

Table S1 : Sociodemographic characteristics of women with and without postpartum haemorrhage

Table S2 : Obstetric history of women with and without postpartum haemorrhage

Table S3: Characteristics of pregnancy for women with or without postpartum haemorrhage

Table S4 : Delivery and postpartum course of women with and without postpartum haemorrhage

Table S5: Data about the psychiatric or psychological resources of women with anxiety (STAY-YA [?] 46)

Table S6: Prevalence’s and mean scores of anxiety at 2, 6, and 12 months postpartum

Table S7: Backward stepwise generalized linear regression

9



P
os

te
d

on
A

u
th

or
ea

19
S
ep

20
22

—
T

h
e

co
p
y
ri

gh
t

h
ol

d
er

is
th

e
au

th
or

/f
u
n
d
er

.
A

ll
ri

gh
ts

re
se

rv
ed

.
N

o
re

u
se

w
it

h
ou

t
p

er
m

is
si

on
.

—
h
tt

p
s:

//
d
oi

.o
rg

/1
0.

22
54

1/
au

.1
66

35
65

42
.2

45
75

69
7/

v
1

—
T

h
is

a
p
re

p
ri

n
t

an
d

h
a
s

n
o
t

b
ee

n
p

ee
r

re
v
ie

w
ed

.
D

a
ta

m
ay

b
e

p
re

li
m

in
a
ry

. Table S8: Prevalence and risks of depression, anxiety, and post-traumatic stress disorder at 2, 6, and 12
months postpartum

Table 1: Prevalence and mean scores of depression, anxiety, and post-traumatic stress disorder
at 2, 6, and 12 months postpartum

PrevalenceaPrevalenceaPrevalencea

Least
square
meansb

Least
square
meansb

Least
square
meansb

Least
square
meansb

Adjusted
mean
scoresb

Adjusted
mean
scoresb

Adjusted
mean
scoresb

PPH N
= 528
% (n)

No
PPH N
= 770
% (n)

p PPH N
= 528
[95%CI]

No
PPH N
= 770
[95%CI]

No
PPH N
= 770
[95%CI]

p PPH N
= 528
[95%CI]

No
PPH N
= 770
[95%CI]

p

Depression
M2 24.4

(324) [
18.2
(489)

0.03 5.6
[5.1-6.1]

5.3
[4.9-5.7]

5.3
[4.9-5.7]

0.42 5.5
[5-6.1]c

6
[5.5-6.6]c

0.07

M6 14.2
(239)

14.8
(324)

0.84 5 [4.5-
5.6]

4.5
[4.1-
4.9]

4.5
[4.1-
4.9]

0.14 5.6
[4.9-
6.3]d

5.2
[4.6-
5.9]d

0.30

M12 9.8
(193)

15.5
(284)

0.07 4 [3.5-
4.5]

4.7
[4.3-
5.2]

4.7
[4.3-
5.2]

0.04 4.6
[4-5.2]e

5.1
[4.5-
5.6]e

0.14

GAD
M2 15.9

(321)
11.7
(479)

0.09 3.9
[3.6-
4.3]

3.5
[3.2-
3.8]

3.5
[3.2-
3.8]

0.05 3.7

[3.4-4]f
3.7

[3.5-4]f
0.98

M6 13.1
(237)

11.6
(319)

0.6 3.6
[3.2-4]

3.7
[3.4-
4.2]

3.7
[3.4-
4.2]

0.54 3.5
[3.2-
3.9]g

3.7
[3.4-4]g

0.41

M12 11.6
(190)

11.0
(282)

0.88 3 [2.6-
3.5]

3.4
[3-3.8]

3.4
[3-3.8]

0.21 3.5
[3.1-
3.9]f

3.7
[3.3-
4.1]f

0.39

PTSD
M2 12.8

(296)
7.6
(459)

0.02 8.5
[7.4-
9.9]

6.8
[6-7.7]

6.8
[6-7.7]

0.02 9.4

[8-11]h
8 [6.9-

9.2]h
0.07

M6 8.7
(218)

5.9
(304)

0.22 6.9
[5.7-
8.3]

6
[5-7.1]

6
[5-7.1]

0.25 10 [7.7-
12.8]i

10.1
[7.8-
12.9]i

0.94

M12 3.9
(178)

4.1
(270)

1 7 [5.8-
8.6]

6
[5-7.2]

6
[5-7.2]

0.24 7.6
[6.3-
9.1]j

5.8
[4.9-
6.8]j

0.02

aPrevalences are defined by an EPDS score [?] 11 for depression, a GAD 7 score > 7 for generalised anxiety
disorder, and an IES-R score [?] 30 for post-traumatic stress disorder.

bDepression was measured by an EPDS score ranging from 0 to 30, generalised anxiety disorder by a GAD-7
score from 0 to 21, and PTSD by an IES-R score from 0 to 88.

cAdjusted for the GAD-7 and IES-R scores and foreign geographic origin.

dAdjusted for the GAD-7 and IES-R scores, foreign geographic origin, and a previous delivery.
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.

eAdjusted for the GAD-7 scare and foreign geographic origin.

fAdjusted for a positive MINI assessment, the EPDS and IES-R scores.

gAdjusted for the EPDS, IES-R, and STAI Y-B scores.

hAdjusted for the EPDS and GAD-7 scores, smoking, a previous delivery, and BMI > 25.

iAdjusted for a positive MINI assessment, the EPDS score, an instrumental delivery, and smoking.

jAdjusted for the EPDS and GAD-7 scores
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