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1. Introduction

Although childbirth is a normative biological phenomenon, it tends to be a highly emotionally toilsome event in a
woman’s life. The pleasure associated with the arrival of a newborn can transform into anxiety for the safety of the
newborn and the well-being of the mother. This anxiety, which typically arises before, during, and/or after the
delivery, can originate from earlier experiences of trauma, the anguish of the labor pain, concerns for the newborn,
and/or other related issues. In some extreme cases, it develops into a post-traumatic stress disorder (PTSD)
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(Qureshi et al., 2025). Cesarean section, one of the most common surgical procedures performed on women
worldwide, usually interferes with the natural birth process and may cause a range of negative psychological effects,
including post-traumatic stress symptoms (PTSS) and post-depressive symptoms (PDS), both of which can have a
detrimental impact on a woman's overall childbirth experience (Duri¢ekova et al., 2024). These variables, PTSS,
PDS, and childbirth experience, are vital to the question of psychological follow-up after cesarean birth, particularly
in sociocultural settings where mental health is yet to be fully appreciated, such as Pakistan (Qureshi et al., 2025).
Women who undergo difficult or emergency cesarean deliveries often describe themselves as helpless, fearing for
their own lives or worrying about whether their unborn child will survive, and they frequently describe the
experience as frightening and disempowering. These experiences may give rise to post-traumatic stress symptoms
(PTSS), a condition long attributed to exposure to life-threatening circumstances but increasingly recognized as a
potential consequence of traumatic childbirth itself. Memories, flashbacks, avoidance, and heightened arousal are
some of the major symptoms reported after childbirth (Yildiz et al., 2017).

Cesarean section births also pose the risk of developing postpartum depressive symptoms. Emergency cesarean
births, in particular, correlate with the development of postpartum fatigue, depression, and an overall decrease in
interest and pleasure in normal activities. These symptoms are more common among mothers who have
emergency cesarean births compared with mothers who have vaginal births. The depression is likely to worsen
from the postpartum fatigue combined with the demands of caring for an infant and the physical and financial
limitations of recovery from a major surgery. (Froeliger et al., 2026). In Pakistan, postpartum psychological
symptoms are neglected and remain unaddressed because the priority of postpartum care is on the physical
recovery of the mother and the care for the infant, with insufficient attention paid to the psychological care for the
mother (Qureshi et al., 2025).

The DSM-5-TR states that the onset of post-traumatic stress disorder may occur immediately or may be delayed
for more than six months. A person may be diagnosed with post-traumatic stress disorder after one or more
traumatic events if they have at least one of the symptom criteria and if they experience clinically significant distress
or impairment. A diagnosis is made only after symptoms have persisted for more than one month (APA, 2022). In
the context of childbirth, PTSD can develop when a woman experiences her delivery as traumatic, whether because
of unexpected medical complications, an emergency surgical procedure, or a sense of mistreatment by medical
staff. The main symptoms include nightmares, physiological hyperarousal, avoidance of reminders of the event,
such as hospitals or conversations about childbirth, emotional numbness toward one's partner or infant, and
intrusive memories or flashbacks of the birth (Liu et al., 2021).

The “peripartum onset” specifier for major depressive disorder requires the onset of symptoms during pregnancy
and/or during the first month after childbirth. Postpartum depression is the most common of the many postpartum
mental health conditions. Characteristic symptoms of postpartum depression include sadness, loss of enjoyment or
interest, fatigue, sleep and appetite disturbances, feelings of worthlessness or self-blame, and suicidal ideation (APA,
2022). Disturbing the functioning of the mother, infant, and family, postpartum depression is more persistent than
the short-lived “baby blues” that many women experience in the two weeks after childbirth and that resolve without
intervention (Burdecka & Szablewska, 2025).

The significant maternal and child health concern that postpartum depression is, has led to its substantial inclusion
in the global health research of the past decades. Postpartum depression is estimated to affect 10 to 20 percent of
women during the first year after childbirth, and even more so in the poorer of the countries. In South Asia, Pakistan
is estimated to have the highest prevalence of postpartum depression, ranging from 28 to 40 percent (Memon et
al., 2022; Khalid et al., 2025). The estimates are a combination of the impact of the limited mental health services,
the socioeconomic stress in the region, gender inequities, and the limited emotional support (Liu et al., 2021).
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Childbirth-related post-traumatic stress symptoms and post-natal depressive symptoms often co-occur, signaling
both psychological and/or neurobiological linkages associated with loss of control and negative evaluation of the
traumatic stress of childbirth. The PTSS associated with childbirth and post-natal depression co-occur in
approximately one in three women. This suggests that the feelings of guilt and hopelessness, which are commonly
associated with depression, can intensify traumatic stress. Likewise, the symptom of relational hyperarousal and
intrusive memories of trauma can worsen a depressive state (Orovou et al., 2023). Combined, the Bio-psychosocial
Model, the Cognitive Model of PTSD, and the Cognitive Appraisal Theory provide a well-rounded account of how
post-traumatic and depressive symptoms emerge following cesarean delivery. Recent research consistently links
cesarean delivery, particularly emergency cesarean delivery, to maternal psychological distress. A study found that
emergency cesareans were linked to elevated postpartum depression primarily through their effect on maternal
PTSD, with a follow-up study showing that maternal PTSD and depression together helped explain later behavioral
difficulties in children (Grisbrook et al., 2024). A study reported that nearly nine in ten women who met criteria
for childbirth-related PTSD also showed elevated depressive symptoms, suggesting trauma and depression after
childbirth function less as two separate conditions than as one intertwined response (Dekel et al., 2020).

Research found that emergency childbirth, low perceived social support, and prior trauma history were strongly
associated with PTSD symptoms, in turn linked to depression and weaker mother-infant bonding (Ertan et al.,
2021). A study out of Massachusetts General Hospital followed over a thousand women receiving routine perinatal
care and found that those who had an unscheduled cesarean section were roughly four times more likely to show
clinical levels of acute psychological stress than women who delivered vaginally, with the highest rates seen among
women whose cesarean occurred mid-labor or alongside other obstetric complications; this acute stress in turn
predicted depressive and trauma symptoms when the women were reassessed nearly two months after birth
(Ghaffari et al., 2020; Allouche-Kam et al., 2026). A cross-sectional study of mothers found that an instrumental or
cesarean delivery nearly doubled the odds of postpartum PTSD symptoms compared with a vaginal birth, and also
found that women in rural areas faced a higher likelihood of both anxiety and PTSD symptoms than women living
in larger towns and cities, a pattern the authors linked to greater social isolation and weaker access to mental health
services outside urban centers (Burdecka & Szablewska, 2025). A Chinese cohort study that tracked women
throughout their pregnancy and up to 6 weeks after childbirth showed that the total prevalence of postpartum
PTSD was 12.1 percent, but rose to 17.6 percent among those who delivered by cesarean section, compared to 8.2
percent among those who delivered vaginally. This demonstrates that cesarean section delivery serves as a risk
factor for the development of postpartum trauma symptoms, even when not delivered in an emergency, thus
supporting the hypotheses of this study (Tan et al., 2025).

1.1 Rationale of the study

It is very important to understand this relationship, since the rate of cesarean deliveries is extensively increasing,
and therefore, the need for trauma-informed care is increasing. This research is important for identifying at-risk
mothers and developing intervention strategies to promote mental health in mothers, improve satisfaction with
childbirth, and to promote improvements in maternity care. The primary focus of this research is to study the co-
morbid symptoms of PTSD and postpartum depression. The simultaneous occurrence of PTSD and depression after
childbirth has been well documented around the world. There is considerable research on the co-occurrence of
PTSD and depressed symptoms after childbirth among cesarean section mothers, but little research has been done
on this in Pakistan. This research aims to study the co-occurrence of PTSD and depression after cesarean section,
the experience of mothers in childbirth, and the co-occurrence of symptomatology, and the comparison of
symptomatology in childbirth between unplanned and planned cesarean deliveries, and the comparison of rural
and urban mothers. This study was based on five key hypotheses. First, it was expected that post-traumatic stress
symptoms and depression would be positively correlated (H1); it was expected that both would have a negative
correlation with childbirth experience (H2); it was expected that both would negatively and significantly predict
childbirth experience (H3); it was expected that women who had unplanned cesarean births would have higher

157



Pakistan Journal of Social Sciences, Vol. 46(2) 2026, 155-165

levels of post-traumatic stress and depression symptoms than those women who had planned cesarean births (H4);
and it was expected that women who live in urban areas would have higher levels of post-traumatic stress and
depression symptoms than women who live in rural areas, who would have a more positive view of the childbirth
experience (Hs).

2. Method
2.1 Research Design
A cross-sectional research design was employed.

2.2 Participants

A purposive sampling technique was used. A sample of N = 95 women was determined by means of G*Power, a
software used for power analysis. Those women who were recruited for the study were aged 18 to 32 years and
had undergone a cesarean delivery, either planned or unplanned. Those women who had severe psychiatric
illnesses, other than post-traumatic stress and depression, would be excluded from the study. All women who
participated in the study provided informed consent. This study also included women who had experienced the
death of a neonate. The death of a neonate has a severe psychological impact, which would be considered in the
study.

Given the variable timing of the emergence of post-traumatic stress and depressive symptoms, participants were
recruited and evaluated at six weeks postpartum, as opposed to immediately following delivery. Post-traumatic
stress symptoms appear following a Cesarean section, particularly following an emergency section, within a few
days to a month. Depressive symptoms postpartum appear between about four and six weeks; however, they may
develop fully within three months. The recruiting timeline accounted for both symptom clusters. Evaluating women
sooner may have resulted in underestimating postpartum depressive symptoms. Evaluating women later may have
resulted in excluding women whose pregnancies were too far in the past to meet recruitment criteria or whose
deliveries were too far in the past. The six-week mark coincidentally aligned with the postpartum follow-up visit
and made recruitment more practical. It reduced the burden of asking women to come into the hospital for research
purposes. Participants with psychological issues were also excluded, as were women who declined to participate.

2.3 Instruments

2.3.1 Posttraumatic Stress Disorder Checklist (PCL-5)

Post-traumatic stress was assessed using the PCL-5. This measure contains 20 items corresponding to the five
PTSD domains in the DSM-5 and their symptom criteria. Respondents score items from o to 4 based on the
perceived level of frequency. The total scale score is the sum of all items. In this sample, the internal consistency
was assessed using Cronbach's alpha and yielded a score of 0.82 sample = 0.80 (Weathers et al., 2013).

2.3.2 The Edinburgh Postnatal Depression Scale (EPDS)

Assessment of depression was conducted with the EDPS. This scale was developed to detect postpartum depression.
The scale is a 10-item measure where respondents answer on a 4-point Likert scale, to indicate depression
symptoms experienced in the prior week. The EDPS allows respondents to indicate decreased sleep and fatigue,
which are symptoms of depression in the postpartum period, without scoring the item. In the studies which
validated the measure the split-half reliability of the EDPS was .88 and the Cronbach's alpha was .87. The present
sample of the measure yielded a Cronbach's alpha of .87. Scoring of 12 or 13 is suggested to indicate the detection
of postpartum depression (Cox et al., 1987).

2.3.3 Childbirth Experience Questionnaire (CEQ)
Childbirth experience was assessed using the CEQ, a self-report instrument covering domains such as own capacity,
professional support, perceived safety, and participation in decision-making during labor and delivery. Items are
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rated on 4- or 5-point Likert scales, with higher scores indicating a more positive childbirth experience. Cronbach’s
Alpha value was 0.78, and for the present study, the alpha value is .80 (Dencker et al., 2010).

2.4 Procedure

Women were identified for recruitment at the time of cesarean delivery in obstetric wards across government and
private hospitals in District Rahimyar Khan, but data collection itself took place at the six-week postnatal visit rather
than during the hospital stay, to allow both PTSD and depressive symptoms time to develop before assessment.
Hospital records and antenatal clinic registers were used to identify eligible women and to schedule or confirm
their six-week follow-up appointment, and women who did not have a follow-up visit already scheduled were
contacted by phone beforehand to invite them to attend. After all, required ethical approvals had been obtained,
women attending their six-week visit were approached, talked about the purpose and procedures of the study, and
informed of their right to decline or withdraw at any stage without consequence to their ongoing care. Those who
agreed to take part gave written informed consent before completing the questionnaires. Where literacy was
limited, items were read aloud by the researcher in Urdu, and responses were recorded on the participant's behalf.
Data were analyzed using SPSS Version 20. Means and standard deviations with associated frequencies and
percentages described the demographic data and variable distributions and were accompanied by reliability
analyses for each scale. Regression, t-tests, and correlation were used to analyze the relationship between childbirth
experience, post-traumatic stress, and depression, with results described at the significance level of p < .os.

2.5 Fthical Consideration

Permission to use all questionnaires was obtained from their respective authors, and approval was secured from
the Ethical Review Board of the Islamia University of Bahawalpur. Participants were assured that their information
would remain private and secure and were informed of their right to withdraw from the study at any time. Written
informed consent was obtained from all participants after they had been given a full explanation of the study.

3. Results

Table 1

Demographic Variable Frequency Distribution Demographic Variable Frequency Distribution (n=95)
Variables Frequency Percentage
Age
18-20 10 10.5
21-24 30 31.6
25-28 33 34.7
29-32 22 23.2
Education
Uneducated 31 32.6
Matriculation 21 22.1
Intermediate 26 27.4
University degree or more 17 17.9
Area
Urban 46 48.4
Rural 49 51.6
Monthly Family Income
10,000-20,000 22 23.2
21,000-30,000 23 24.2
31,000-40,000 26 27.4
Above 40,000 24 25.3

Note: frequencies and percentages for all demographic variables
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Table 2
Correlations analysis for PCL5, HDRS and CEQ (n = 95)
Variables Mean + SD 1 2 3
PCLs 17.537+10.0 1
EPDS 12.821+6.47 8617 1
CEQ 62.474+9.46 -947" -.942"" 1

Note: **. Correlation is significant at the 0.01 level (2-tailed).

Table 2 presents the results of the correlation between PCL5, EPDS, and CEQ. From the results, we conclude that
PCLs5 is significantly and positively correlated with HDRS, while significantly and negatively correlated with CEQ.
Furthermore, EPDS and CEQ are significantly and negatively correlated with each other.

Table 3

Multiple regression analysis by using PCL5 and EPDS as independent variables and CEQ as outcome variable
Variables USC SC T P 95% CI

B Std.Error B LL UL

Constant 77.860 .476 163.449 .000 76.914 78.806
PCLs -.356 .028 -.527 -12.741 .000 -.411 -.300
EPDS -.714 .061 -.488 -11.795 .000 -.834 -.593
Overall Model F (2, 92) = 1081.020 .000

The above Table 3 shows the results of regression analysis in which PCL5 and EPDS are predictors (independent
variables) and CEQ as the outcome variable (dependent variable). From the results, we conclude that PCL5 and
EPDS have a significant and negative impact on CEQ. Furthermore, 1 unit change in the level of PCL5 will result in
a 0.356 negative change, while 1 unit change in the level of EPDS will result in a 0.714 negative change in the level
of CEQ.

Table 4
The comparison of PCL5, EPDS, and CEQ between the female faces unscheduled and scheduled cesarean
Variables M £ SD T P 95% CI
Unscheduled (n=46) Schedule (n=49) LL UL
PCLs 21.804+13.20 13.531+13.86 2.994 .004 2.79 13.76
EPDS 14.304+6.16 11.429+6.50 2.210 .030 .29 5.46
CEQ 59.565+8.47 65.204+9.60 -3.028 .003 -9.34 -1.94

Table 4 represents results for comparison of PCL5, EPDS, and CEQ between female faces unscheduled and
scheduled cesarean. From the results, we conclude that the levels of PCL5 and HDRS are significantly higher in
female faces with unscheduled cesarean than those of female faces schedule cesarean. Furthermore, the level of
CEQ is significantly higher in females facing a planned cesarean than that of female faces unplanned cesarean.

Table 5: The comparison of PCL5, EPDS, and CEQ between females belonging to urban and rural areas

Variables M + SD T P 95% CI

Urban (n=46) Rural (n=49) LL UL
PCLs 21.370+13.32 13.939+13.83 2.664 .009 1.89 12.97
EPDS 14.696+5.31 11.061+7.00 2.838 .006 1.09 6.18
CEQ 59.349+7.91 65.408+9.92 -3.280 .000 -9.73 -2.39
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Table 5 represents results for comparison of PCL5, EPDS, and CEQ between females belonging to urban and rural
areas. From the results, we conclude that the levels of PCL5 and EPDS are significantly higher in females from
urban areas than in those from rural areas. Furthermore, the level of CEQ is significantly higher in females
belonging to rural areas than in females belonging to urban areas

4. Discussion

The present study aimed to investigate the association of post-traumatic stress and post-depressive symptoms with
childbirth experience among women undergoing cesarean section. Data were collected through purposive sampling
from government and private hospitals in District Rahimyar Khan, Pakistan, from 95 women who had undergone
cesarean delivery, and were analyzed using SPSS to examine descriptive statistics, reliability, correlations,
regression, and t-tests.

Hypothesis 1 stated that there would be a significant positive correlation between post-traumatic stress and post-
depressive symptoms in women after cesarean sections. This hypothesis was supported. As shown in Table 3,
correlation analysis revealed a strong and statistically significant positive association between PCL-5 and EPDS
scores (r = .861, p < .01), indicating that women who reported higher levels of post-traumatic stress symptoms
also tended to experience higher levels of depressive symptoms following cesarean delivery. This relationship
suggests that the symptoms of depressive disorder and the symptoms of post-traumatic stress also tend to occur
simultaneously during the postpartum period after a cesarean section. A high rate of co-occurrence is reported for
PTSD and depressive symptoms in postpartum women, especially those who experience complicated or emergency
cesarean births (Ayers et al., 2016). Other studies identified traumatic childbirth experiences as a common
mechanism for both postpartum depression and post-traumatic stress and established that the co-occurrence of
the symptom clusters is strengthened by this mechanism (Yildiz, Ayers, & Phillips, 2017).

Hypothesis 2 stated that post-traumatic stress and post-depressive symptoms would show a significant negative
correlation with childbirth experience among women who undergone cesarean section. This hypothesis was
supported by the data. As shown in Table 3, PCL-5 scores correlated negatively and significantly with CEQ scores
(r =-.947, p < .01) and so did EPDS scoring and CEQ (r = -.942, p < .01). This suggests that post-traumatic stress
and depressive symptoms were expressed and correlated in the context of a negative assessment of the childbirth
experience, clarifying that psychological distress resulted in negative perceptions of the cesarean birth for women.
It has been established that postpartum women who undergo cesarean section and who express post-traumatic
stress symptoms have a negative assessment of the childbirth experience and a low satisfaction level of the
childbirth experience. In addition, it is recognized that postpartum women who express postpartum depressive
symptoms experience a negative assessment of the childbirth experience, due to the impairment of direct cognitive
processing and emotionally-related childbirth experiences.

Hypothesis 3 posited that women suffering from post-traumatic stress and post-depressive symptoms from a
cesarean section would describe their experience of childbirth negatively. This hypothesis was additionally
supported by multiple regression analysis. As depicted in Table 4, both PCL-5 and EPDS, 3 = -.527, p < .0o1and [3
= -.488, p < .001, respectively, acted as significant negative predictors of CEQ scores. This means that post-
traumatic stress and depressive symptoms significantly diminish the quality of the childbirth experience. Therefore,
hypothesis 3 was supported, articulating the combined negative effects of post-traumatic stress and depressive
symptoms on the assessment of childbirth from the perspective of women. In other literature on the topic, the
quality of the childbirth experience is diminished by postpartum PTSD and depression, both independently and in
conjunction.

Hypothesis 4 stated that women that underwent an unplanned cesarean section would demonstrate higher levels
of post-traumatic stress and post-depressive symptoms than women that underwent a planned cesarean section.
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The findings presented in Table 5 supported this hypothesis. Women who experienced unplanned cesarean sections
reported significantly higher PCL-5 scores (t = 2.994, p = .004) and EPDS scores (t = 2.210, p = .030) than women
who had planned cesarean sections. Additionally, women with planned cesarean sections reported significantly
higher CEQ scores (t = -3.028, p = .003), indicating a more positive childbirth experience. These results suggest
that the unexpected and emergency nature of unplanned cesarean sections may intensify psychological distress and
negatively influence childbirth perceptions, consistent with prior studies linking higher postpartum stress and
reduced birth satisfaction to emergency or unplanned cesarean delivery, in contrast to elective procedures (Khalid
etal., 2022).

Hypothesis 5 stated that women from urban areas would report significantly higher levels of post-traumatic stress
and depressive symptoms, while women from rural areas would report a significantly better childbirth experience.
The results in Table 6 supported this hypothesis. Women belonging to urban areas reported significantly higher
levels of post-traumatic stress (t = 2.664, p = .009) and depressive symptoms (t = 2.838, p = .006) compared to
women from rural areas. Conversely, women from rural areas reported significantly higher CEQ scores (t = -3.280,
p < .oo1), reflecting a more positive childbirth experience. These findings suggest that contextual and
environmental factors associated with urban living may contribute to higher psychological distress following
cesarean delivery, potentially linked to urban residency through elevated environmental stressors and diminished
informal social support relative to rural settings. Due to psychosocial stressors, urban women are more likely to
feel socially isolated despite being around more people. They also feel more financially strained, and the lifestyle in
urban areas is faster-paced. Stressors can increase urban women's mental health awareness. Because of this, urban
women are more likely to report psychological distress compared to women who live in rural areas. Rural women
have a more sustained support network than urban women, which may help rural women avoid developing PTSD
and depression. Urban women may develop these conditions due to differential access to mental health services
and clinics (Mekuria et al., 2023).

Taken together, the identified patterns suggest that experiencing depressive symptoms and post-traumatic stress
after childbirth involves an interaction between the two, not the independent occurrence of the two, over and above
their interaction. The very strong association between PCL-5 and EPDS scores relates to previous observations
showing that stressful experiences of childbirth can be a common origin of the two, with the hyperarousal and
intrusive memories of the trauma feeding into the depressive mood, while the feelings of hopelessness may serve
to sustain the post-traumatic stress. Both were also related to a negative experience of childbirth, with depressive
symptoms being the stronger of the two, indicating that depression, as a result of fatigue, low energy, and disrupted
attention, may affect a woman’s perception of the experience of childbirth and not just the traumatic elements.

The study identifies several disadvantages to women who experience unplanned cesareans and to women living in
urban areas. Unplanned procedures often occur without the opportunity for psychological preparation, typically
under some threat, creating a situation known to be at risk for creating trauma. The urban-rural disparity is more
difficult to explain using the data collected, but may be related to differences in family support, expectations for
birth, or the less personal, more clinical care found in urban hospitals compared to rural hospitals, where family
may be more involved during the postpartum period. These findings are particularly relevant in Pakistan, as the
current standard of post-partum care does not incorporate psychological evaluations. In the absence of such
evaluations, women who experience trauma and/or post-partum depression may continue to be assessed based on
the rate of their physical recovery. Emotional distress, if unaddressed, will become entangled and affect
relationships with their children and families.

4.1 Conclusion

The purpose of this research was to investigate the relationship between post-traumatic stress and post-depressive
symptoms of women following a traumatic birth after undergoing a cesarean section. The study results reveal that
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the relationship between post-traumatic stress and post-depressive symptoms is positive, whereby the higher the
level of post-traumatic stress, the more post-depressive symptoms are manifested. The study results also note that
the higher levels of post-traumatic stress and post-depressive symptoms, the worse the childbirth experience, and
both were noted to be the significant predictors of childbirth experience, whereby post-depressive symptoms were
noted to be the stronger predictor. The study results also show that women residing in urban areas and women
who underwent an unplanned cesarean section were more likely to experience higher levels of psychological
distress and reported a more negative childbirth experience. Overall, the study results show that there is a need to
be more vigilant and begin treatment of post-depressive symptoms and post-traumatic stress disorder in women
who have undergone a cesarean section to improve the psychological state of women and their experience of
childbirth after a cesarean section. The results from this study will enhance maternal health care in Pakistan and
other comparable settings. The findings suggest that within obstetric care, maternal mental health should not be
considered secondary to physical recovery. The study identifies women at greater risk, including those who undergo
unplanned cesarean section, and those who live in urban areas and may have less informal support. Brief,
standardized, and routine psychological screening in antenatal and postnatal care, ready-trained obstetric staff, and
midwives may effectively identify women who need care and may actually enhance the overall satisfaction of
women with their childbirth experience and, more importantly, the outcomes of their mental health. The results
further support the care of women in the context of trauma in maternity health. Specifically, care in emergency
obstetric services can be time-constrained and may not facilitate either psychological preparation or the delivery of
some aspects of caring support. Psychological distress of women may include loss of control and a feeling of
helplessness. The findings of this study may be addressed through enabling a supportive companion during
childbirth, and the presentation of both a clear outline and the steps of the process to women and their support
companion, during labor. Systemically, the results of this study may be addressed by extending postpartum visits
to care specifically for the mental health of women.

4.2 Limitations and Future Recommendations

This study's findings are subject to a number of limitations. Using a purposive sampling technique to recruit
participants may have introduced sampling bias and limited representativeness. Consequently, the findings may
not reflect the other postpartum women in the world. The study was limited to one district, and the social, cultural,
and economic context, as well as the healthcare system, in this district may be different than in other districts.
Effectively, to improve the study's external validity and generalizability, future studies should use more probabilistic
sampling techniques and recruit participants from multiple districts/regions. Also, because of the cross-sectional
nature of the study, more relationships between the study variables cannot be inferred. Longitudinal studies are
recommended to examine causal pathways and the long-term effects of post-traumatic stress and depressive
symptoms on childbirth experience. Healthcare providers should integrate routine psychological screening for post-
traumatic stress and depressive symptoms into antenatal and postnatal care, especially for women at risk of
unplanned cesarean sections. Hospitals should implement psychological counseling and early intervention
programs to reduce postpartum psychological distress and improve the childbirth experience. Trauma-informed
maternity care practices should be adopted to minimize stress and enhance maternal well-being, with particular
attention to women undergoing emergency cesarean sections and those residing in urban areas.
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