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Abstract 

Pregnancy and the postpartum period can be particularly sensitive phases in a woman's life, marked by 

emotional and psychological vulnerabilities. The COVID-19 pandemic imposed unique challenges, 

increasing the risk of mental disorders in this population. Objective: To investigate the prevalence of 

symptoms of anxiety, depression, childbirth-related post-traumatic stress, and associated factors among 

postpartum women during the COVID-19 pandemic. Method: A quantitative, cross-sectional study 

linked to the "Perinatal Mental Health in the COVID-19 Pandemic" research. Participants were 

postpartum women admitted to a private hospital in São Paulo. Data collection occurred at two 

timepoints: during hospitalization, when sociodemographic, obstetric, and neonatal information was 

obtained, along with the application of the IDATE (State-Trait Anxiety Inventory), EPDS (Edinburgh 

Postnatal Depression Scale), and City Birth Trauma Scale; and between 35 to 45 days after childbirth. 

Results: Forty-three postpartum women participated in the study, with an average age of 35 years. Most 

had higher education, lived with their partner, and had high family income. Most newborns had good 

health indicators, such as skin-to-skin contact and breastfeeding in the first hour, with a high rate of 

exclusive breastfeeding. High prevalences of postpartum depression and anxiety were identified, with 

factors associated with a COVID-19 diagnosis during pregnancy. Conclusion: The study revealed high 

rates of depression and anxiety among postpartum women, especially those who had COVID-19 during 

pregnancy, impacting the mother-infant bond. Childbirth and gestational history also influenced mental 

disorders, potentially affecting child development. 
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1. Introduction 

Pregnancy, childbirth, and the postpartum period are significant events in a woman's life, bringing new 

challenges amid the changes that come with the arrival of a baby. Some women experience this period 

as a dark time, enduring intense psychoemotional suffering and sometimes developing mental 

disorders. Mental illness, even today, is socially stigmatized, and when it occurs around motherhood, 

it seems doubly burdened by moral judgment. 

During the COVID-19 pandemic, mental health became a public health issue, and regarding Perinatal 

Mental Health, women experienced isolation as the primary strategy to contain the spread of the virus, 

resulting in a series of changes in the experience of pregnancy and postpartum. Ceremonies and 

celebrations for the arrival of a baby had to be adapted; festive births, accompanied by family and 

friends in maternity wards, gave way to intimate births, and women, who already had little social 

support, became even lonelier.(1) 

The restrictions placed mothers in a situation of greater psychological vulnerability and increased the 

risk of postpartum depression and disturbances in the mother-infant bond, which may be moderated or 

worsened by the couple's relationship and family functioning.(2)   

The postpartum period is one of the highest risk times for the onset of mental disorders compared to 

other phases of a woman's life. The postpartum period has been identified as a time for the precipitation 

or exacerbation of anxiety disorders. The clinical picture involves the persistent presence of anxiety. 

For postpartum women who simultaneously suffer from infectious diseases and concerns about fetal 

health, their mental burden may increase even further.(3-5) 

Although this topic has been described for centuries, with its first reports dating back to the time of 

Hippocrates, it is still the subject of discussions today, with specific definitions and treatments not yet 

well established. During the perinatal period, it is common for pre-existing disorders to worsen or 

appear. Their symptoms do not differ from the same disorders at other times in life, but the specificity 

of the perinatal period requires different interventions to safeguard the developing fetus and lactation, 

particularly regarding medication use.(6-9) 

The most prominent Common Mental Disorders during this period are depression and anxiety 

disorders, including post-traumatic stress disorder (PTSD), generalized anxiety disorder (GAD), and 

obsessive-compulsive disorder (OCD), as well as eating disorders. Among severe mental disorders, 

psychosis is the most presented; although this term is not officially defined by the DSM, it is widely 

used in medical literature. Bipolar affective disorder and schizophrenia are also part of this scenario.(9-

11) 

Of all the reported disorders, depression is the most well-known and studied. Previously defined as 

postpartum depression, this term was considered inadequate in 2007 and renamed perinatal depression 

by the National Institute for Health and Clinical Excellence (NICE), given the need to include the 

pregnancy period in this process. This change in nomenclature was crucial to improve early detection 

of the disorder's symptoms, which were previously neglected during pregnancy.(12) 

Before the COVID-19 pandemic, the prevalence of depressive symptoms during pregnancy ranged 

between 15% and 65%, influenced by assessment tools and socioeconomic context.(13) A review study 

identified prevalences of 34% in low-income countries and 22.7% in middle-income countries.(14) In 

Brazil, it is estimated that the prevalence of depression during pregnancy ranges between 10.3% and 

28.2%, and in the postpartum period between 9% and 31.25%.(15-17) The "Nascer no Brasil" study, a 
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nationwide survey, identified a prevalence of 26.3% of depressive symptoms in the postpartum 

period.(18)  

Women in unfavorable economic situations, conflictual marital relationships, with a history of 

common mental disorders, absent or unsatisfactory social support, a history of obstetric complications, 

and exposure to violence are more likely to experience gestational depression and have a higher chance 

of preterm birth and low birth weight.(2) 

Perinatal depression affects not only the woman/mother but also the child and family. In addition to 

impairing the formation and maintenance of the mother-infant bond, it can cause significant 

repercussions on child development. Studies indicate that children of women who experienced 

depression during pregnancy have an 82% higher chance of developing psychiatric disorders, while 

those whose mothers were depressed in the postpartum period have an approximately 87% increased 

risk. Furthermore, maternal perinatal depression has been associated with delays in language, 

cognitive, and social development in children, highlighting the need for early attention and adequate 

interventions.(13,19-22)  

Regarding the mother, suicide has been identified as a significant cause of maternal death today, 

particularly in high-income countries. The prevalence of suicide risk in depressed women after 

childbirth was 11.5%, being 4.6 times higher in women with low income and 17 times higher in women 

with previous psychiatric disorders.(18,22) 

Anxiety disorders, despite being highly prevalent, are still poorly investigated in the context of the 

perinatal period. International and national studies show that the prevalence of anxiety symptoms 

during pregnancy ranges between 13% and 15.4% in developed countries, while in Brazilian studies, 

this number can reach 19.8% to 26.8%.(23-25) During the COVID-19 pandemic, a significant increase 

in these symptoms was observed among pregnant women. In China, the prevalence of anxiety rose 

from 26.0% before the official declaration of the pandemic to 29.6%.(26) In Spain, 35.9% of pregnant 

women reported moderate to severe anxiety symptoms during lockdown.(27) Similarly, in Canada, 

37% of pregnant women presented clinically significant anxiety symptoms, nearly double the rates 

observed before the pandemic.(28)  

Associated with anxiety is Post-Traumatic Stress Disorder (PTSD). A study conducted in a high-risk 

pregnancy maternity hospital in Rio de Janeiro assessed the prevalence and factors associated with 

PTSD in the postpartum period and showed that 94% of postpartum women had high scores, 

identifying as risk factors women with three or more deliveries, newborns with an Apgar score at 1 

minute ≤7, a history of mental disorder before or during pregnancy, postpartum depression, physical 

or psychological violence perpetrated by an intimate partner during pregnancy, unwanted sexual 

experiences, and exposure to five or more traumatic situations.(29) 

The present study aimed to investigate the prevalence of symptoms of anxiety, depression, and post-

traumatic stress among postpartum women during the COVID-19 pandemic. 

2. Patients and Method 

 

2.1. Study Design 

A quantitative, cross-sectional study, developed as a subproject of larger research titled "Perinatal 

Mental Health in the COVID-19 Pandemic."   
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2.2. Study Location, Population, and Data Collection Period 

The study was conducted in two inpatient units of a private hospital and maternity network in São 

Paulo. The population consisted of postpartum women admitted with their respective newborn(s) to 

the joint accommodation unit of the maternity ward.   

Data collection occurred between November 2020 and May 2021. The study was concluded due to the 

worsening epidemiological scenario of the COVID-19 pandemic, ensuring the safety of participants 

and interviewers. 

2.3. Ethical Aspects   

This study is a subproject of larger research titled "Perinatal Mental Health in the COVID-19 

Pandemic," approved by the UNIFESP Research Ethics Committee under Opinion No. 4,271,336 and 

CAAE No. 36783720.0.0000.9887. Thus, it was not necessary to submit this study separately to the 

Committee.   

After approval by the hospital's Ethics Committee, data collection began, and study participants signed 

the Free and Informed Consent Form (FICF) in two copies, one retained by the research team and the 

other given to the postpartum woman.  

2.4. Inclusion and Exclusion Criteria 

Women aged 18 or older, with more than 24 hours postpartum, and who delivered at ≥36 weeks of 

gestation, regardless of the delivery route, were included. Women diagnosed with COVID-19 at the 

time of admission, cases of abortion, fetal death, stillbirth, fetuses with malformations, or in palliative 

care were excluded.   

2.5. Sample Size 

The sample was defined by temporal convenience, including all women who met the inclusion criteria 

and agreed to participate during the data collection period.   

2.6. Variables 

Sociodemographic variables, lifestyle habits, clinical and mental health history, obstetric, neonatal, and 

COVID-19-related variables were assessed using an instrument developed for this purpose, collected 

from institutional records and supplemented by self-reports from participants.   

To assess the outcomes of anxiety, depression, and childbirth-related post-traumatic stress, the 

following scales were used, respectively: 

The State-Trait Anxiety Inventory (IDATE) consists of two subscales that assess anxiety as a State 

(IDATE-E), reflecting a transient reaction directly related to an adverse situation at a given moment, 

and Trait (IDATE-T), referring to a more stable aspect related to the individual's propensity to cope 

with higher or lower anxiety throughout their life. Each subscale comprises 20 items, using a Likert 

scale with scores ranging from 1 (almost never) to 4 (almost always) for IDATE-T and 1 (not at all) to 

4 (very much) for IDATE-E. For both anxiety categories, "state" and "trait," scores between 0 and 29 

represent low anxiety; scores between 30 and 39, moderate anxiety; a score of 40, moderate-high 

anxiety; and scores between 51 and 80, high anxiety.(30)  
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The Edinburgh Postnatal Depression Scale (EPDS) is a screening tool for depressive symptoms, 

consisting of ten items, each with four response options according to the severity or duration of 

symptoms as reported by the women in the seven days preceding its application. The EPDS score 

ranges from 0 to 30 points, with a cutoff score of 10 adopted in this study as positive for postpartum 

depression symptoms. (31) 

The City Birth Trauma Scale (City BiTS) was used to assess childbirth-related post-traumatic stress 

symptoms. It contains 29 items with Likert-scale responses from 0 to 3, totaling up to 87 points. A 

score ≥28 indicates clinically significant post-traumatic stress. It assesses symptoms such as re-

experiencing, avoidance, hypervigilance, and dissociation.(32) 

2.7. Patient Selection 

Data were collected by a team of five interviewers, including the study authors. Three of them were 

employees of the institution. Daily, from Monday to Friday, the assigned collectors filled out a study 

participation spreadsheet with data from eligible patients obtained through the maternity ward's 

admission records and electronic medical records. Additionally, a random selection was made using a 

mobile app (Sorteador®) to choose the room to be visited. All eligible and selected postpartum women 

were invited to join the study.   

2.8. Data Collection Procedure 

The study was conducted in two phases:   

Phase 1 (F1): Hospitalization Period: Postpartum women were selected, and sociodemographic, 

clinical, obstetric, neonatal, and COVID-19-related data were collected from institutional records. The 

information was recorded in a form developed specifically for this study. In case of doubts about the 

collected data or missing information, these were clarified directly with the women. At this time, the 

interviewers explained to participants that in 30-45 days, another researcher would contact them to 

apply the scales. 

Phase 2 (F2):  Postpartum Follow-up: All women who participated in the previous phase were 

contacted by the researchers in the second month postpartum (35-45 days pp) to collect data related to 

the presence of anxiety, depression, and PTSD symptoms. Contact was made via phone calls and 

WhatsApp messages. Those who agreed to participate in F2 received, via email and WhatsApp, a link 

to the study's Google Forms, which included the State-Trait Anxiety Inventory (IDATE), the 

Edinburgh Postnatal Depression Scale (EPDS), and the City Birth Trauma Scale (City BiTS).   

2.9. Database 

The forms and scale responses were stored in the research's Google Drive and later transferred to the 

study's RedCap®. Only the principal investigator and the research team had access to the platforms via 

personalized passwords.   

2.10. Data Analysis 

The data were analyzed as follows: in the descriptive analysis stage, categorical variables were 

presented in absolute and relative frequencies (n and %), while continuous variables were described 

by mean and standard deviation (SD). Associations between independent variables and the outcomes 

of anxiety, depression, and PTSD were explored through bivariate analyses. Considering the sample 
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size and the absence of normality in the distributions, non-parametric tests were chosen. The Mann-

Whitney U test was used to compare two independent groups with continuous outcomes or continuous 

independent factors between binary outcomes. For association analyses between categorical variables 

with low frequencies, Fisher's Exact Test was employed, suitable for small samples. To assess possible 

differences between more than two groups with continuous outcomes, the Kruskal-Wallis Test was 

applied. Statistical analyses were performed using R software. A significance level of 5% (p < 0.05) 

was adopted for all analyses. P-values between 0.05 and 0.10 were interpreted as a trend toward 

significance, and values below 0.001 were considered strong statistical evidence.   

3. Results 

 

3.1. Population Characteristics 

In F1 of the study, 136 postpartum women were considered eligible, but 43 maintained interests in 

participating in F2. Participants had an average age of 35 years (SD ± 3.73). Most had higher education 

(95.3%; 41), while only 4.7% (2) had completed high school. All participants reported living with their 

partner (100%; 43). Regarding occupation, 90.7% (39) were formally employed, while 7% (3) were 

dedicated exclusively to household activities. As for family income, 88.4% (38) reported a monthly 

income equal to or higher than seven minimum wages. The minimum wage value considered was 

R$1,045.00 (until December 2020) and R$1,100.00 (from January 2021).   

Regarding lifestyle habits, 4.7% (2) of participants reported smoking, 20.9% (9) consumed alcohol, 

and 2.3% (1) reported illicit drug use. Pre-existing chronic diseases were reported by 7% (3) of the 

women. About 23.3% (10) of participants reported a previous history of psychiatric disorders, with 

previous pregnancies being the period of highest occurrence. Regarding treatment received, 70% (7) 

underwent combined treatment with medication and psychotherapy, 10% (1) had only psychotherapy, 

and 20% (2) received no treatment.    

The average number of pregnancies per participant was 1.67 (SD ± 1.21), while the average number 

of deliveries was 1.28 (SD ± 0.59) and abortions 0.37 (SD ± 1.11). Regarding the type of delivery, 

62.8% (27) of women had a cesarean section, and 37.2% (16) had a vaginal delivery.   

The average gestational age at birth was 39 weeks (SD ± 1.20). Regarding the sex of the newborns, 

53.9% (23) were female. The average birth weight was 3285.5g (SD ± 361.35) for boys and 3178.2g 

(SD ± 357.54) for girls. Regarding neonatal care, 97.7% (42) of newborns had skin-to-skin contact in 

the first hour of life, and the same percentage-initiated breastfeeding in the first hour. As for the type 

of breastfeeding practiced, 86% (37) of women reported exclusive breastfeeding.   

During hospitalization, the woman's companion was her partner in 97.7% (42) of cases. During 

delivery, the partner was also present in 97.7% of cases.   

Regarding the diagnosis of COVID-19 during pregnancy, 9.3% (4) of participants tested positive. The 

timing of pregnancy was considered "at the right time" by 81.4% (35), while 9.3% (4) reported it was 

"not quite the right time," and 4.7% (2) said it was the "wrong time." When asked about their perception 

of the pandemic's impact on their pregnancy, 46.5% (20) reported that the pandemic interfered 

significantly, 34.9% (5) reported little interference, and 18.6% (8) said there was no interference.   

3.2. Symptoms of Anxiety, Postpartum Depression, and Childbirth-Related Post-Traumatic 

Stress 
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3.2.1. Anxiety 

Anxiety symptoms, assessed by the IDATE, showed a high prevalence. For trait anxiety, the average 

score was 45.07 (SD ± 4.40), with 81.4% (35) of participants presenting moderate-high levels and 9.3% 

(4) high levels. For state anxiety, the average was 44.35 (SD ± 4.87), with 76.8% (33) of women 

showing moderate-high levels and 11.6% (5) high levels.   

3.2.2. Postpartum Depression   

Regarding postpartum depression, measured by the EPDS, the average score was 8.65 (SD ± 4.60), 

with 39.5% (17) of women scoring above the cutoff for depression (≥10), of whom 23.3% (10) reached 

the cutoff of ≥13, indicating more severe symptoms. Notably, the only participant who responded 

positively to item 10 of the scale (thoughts of self-harm) was part of the EPDS ≥13 group. 

3.2.3 Childbirth-Related Post-Traumatic Stress 

On the City BiTS scale, only 6.98% (3) scored above 28 points, indicating a positive screening result. 

However, about 34.9% (15) believed that they or their baby could be seriously injured, and about 11.6% 

(5) indicated that they thought they or their baby could die during childbirth.  

3.3. Associated Factors 

A COVID-19 diagnosis showed strong evidence of association with state anxiety scores (p < 0.001) 

and postpartum depression scores (p < 0.001), indicating a significant difference between groups with 

and without a COVID-19 diagnosis for these two outcomes. For trait anxiety, a trend toward statistical 

significance was observed (p = 0.071), suggesting a possible difference between groups, albeit not 

reaching the conventional significance criterion.   

Regarding the type of delivery, strong evidence of association was found with state anxiety scores (p 

< 0.001), trait anxiety scores (p < 0.001), and depression scores (p < 0.001), indicating statistically 

significant differences between women who underwent cesarean sections and vaginal deliveries for 

these outcomes. On the other hand, no significant association was observed between the type of 

delivery and the presence of childbirth-related PTSD (p > 0.05).   

Regarding the number of pregnancies, deliveries, and abortions, the analyses indicated strong evidence 

of association between the number of pregnancies (p < 0.001) and the number of deliveries (p < 0.001) 

with the presence of childbirth-related post-traumatic stress symptoms. The number of abortions also 

showed a statistically significant association with post-traumatic stress (p = 0.035). These results 

suggest that the number of previous obstetric events was related to the occurrence of traumatic 

symptoms related to childbirth.   

Analyses comparing the number of pregnancies, deliveries, and abortions with continuous scores of 

state anxiety, trait anxiety, and depression did not identify statistically significant associations (all p > 

0.05), indicating no difference between groups for these outcomes.   

No significant association was found between a COVID-19 diagnosis during pregnancy and the 

presence of childbirth-related post-traumatic stress symptoms (p > 0.05), nor between the type of 

delivery and the presence of traumatic symptoms (p > 0.05).   
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Overall, the results indicate that a COVID-19 diagnosis and the type of delivery were statistically 

associated with levels of state anxiety, trait anxiety, and depression, while the number of pregnancies, 

deliveries, and abortions was associated only with the presence of childbirth-related post-traumatic 

stress symptoms, with no significant association with continuous scores of anxiety and depression.   

4. Discussion 

In this study, we assessed the prevalence of anxiety, depressive, and childbirth-related post-traumatic 

stress symptoms in women who experienced pregnancy, childbirth, and postpartum during the COVID-

19 pandemic.   

The uncertainties and unpredictability of the new disease profoundly impacted the lives of these 

pregnant women, altering their entire experience of pregnancy. Changes caused primarily by 

contingency measures to contain the virus, such as social isolation, significantly modified family 

dynamics.(1)  

Women were burdened with online work, children in distance education, and the overload of household 

chores. The lack of separation between work and personal life increased the stress experienced by this 

population, who could not rely on outlets to relieve this tension, exacerbated by media exposure 

reporting daily death tolls due to COVID-19.(2,33,34)   

Uninterrupted proximity to partners often led to conflicts, and studies confirmed an increase in intimate 

partner violence and separations worldwide. In addition to partner support, women lacked the social 

support network they would normally have, with the most significant absence being the presence of 

their mothers, who, being elderly and at risk, could not share or support their daughters during moments 

they considered important in pregnancy and postpartum.(33,35) 

Economically, job insecurity was a constant fear to be faced. The closure of businesses, the halt in 

industry, and the need to stay home caused a significant economic impact, reducing the income of 

many families. Income transfer programs were urgently implemented to ensure minimal survival 

conditions during this period.(36) 

Furthermore, changes in the healthcare system impacted prenatal care and childbirth for these women. 

Consultations were modified, the way tests were conducted, but most importantly, childbirth conditions 

changed. Births, once festive events shared with family, became moments when even the partner could 

not always participate. The fear of contamination and separation from the baby in case of infection was 

a constant concern for these new families, who often saw hospital admission rules tighten or loosen 

depending on the phases designated by local governments.(37)   

Finally, we remember that Brazil was one of the countries where the most pregnant women died due 

to inadequate healthcare, and this situation was not forgotten by Brazilian pregnant women, further 

increasing concerns about their own health and causing great discomfort at the thought that, if they fell 

ill, there might not be beds available for their treatment.(34) 

Studies confirm that experiencing these factors during the pandemic led to increased prevalences of 

mental disorders among pregnant and postpartum women during the pandemic. A study using a 

subgroup from the Pelotas Historical Cohort assessed depressive symptom rates before and during the 

pandemic and observed a 38.1% increase in these symptoms during the pandemic. The strong 

association found between a COVID-19 diagnosis and positive screening for anxiety and postpartum 

depression justifies this significant increase. (38)  
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Regarding prevalence, other studies during the same period found prevalences of 29.1%, 36.8%, and 

38.8%, demonstrating an increase compared to pre-pandemic rates, especially when compared to data 

from the largest study on the topic in Brazil, which observed a prevalence rate of 26.3%. In the present 

study, a prevalence rate of 39.5% was observed, corroborating the observation of increased depressive 

symptoms.(18,39-41) 

Regarding anxiety, there was a prevalence of 90.7% of moderate-high to high trait anxiety symptoms 

and 88.4% of moderate-high to high state anxiety symptoms, aligning with another important 

multicenter study on the topic, which assessed depressive and anxiety symptoms in nine locations 

worldwide and found that Brazil had the highest rates of clinically significant anxiety and depressive 

symptoms among all countries, with a prevalence rate of 26.6%. This study, despite a lower prevalence 

than found here, concluded that Brazilian postpartum women were more likely to present depressive 

and anxiety symptoms than women from other participating countries.(42) 

Regarding post-traumatic stress screening, a phenomenon still understudied, important observations 

were made. This study found that PTSD is strongly related to a woman's obstetric history, specifically 

the number of pregnancies and deliveries. Among the interviewees, only about 7% scored positively 

for childbirth-related post-traumatic stress screening. A multicenter study found that women who 

experienced unexpected and unintended changes during childbirth, such as a change in the attending 

physician, alteration of the delivery route, prohibition of a companion during delivery, or immediate 

separation from the baby after birth, presented higher proportions of post-traumatic stress symptoms. 

Among women from the 14 countries participating in the study, Brazilians had the highest median 

score for PTSD screening.(43) In this study, the type of delivery and postpartum depression and state 

anxiety were strongly associated.   

One explanation for this significant difference lies in the fact that the pregnant women participating in 

our research did not report any complaints regarding childbirth care, and as they were clients of a large 

private hospital, a maternity reference in São Paulo, this may represent a bias.   

The high prevalences of depressive and anxiety symptoms among Brazilian postpartum women during 

the pandemic should alert healthcare professionals, and efforts should be directed toward monitoring 

and treating the medium- and long-term repercussions, not only for the mother but also for the baby. 

Notably, the pandemic created a series of difficulties for parenting, and the worsening of mothers' 

mental health conditions may directly impact the biopsychosocial development of children born during 

this period.(44) 

The development of the mother-infant bond is one of the most important processes in human 

development. This bond ensures adequate neurophysiological, physical, and psychoemotional 

development through interactions between the mother-infant dyad. However, studies have shown that 

women with depressive symptoms have greater difficulty forming bonds with their children. Thus, the 

worsening of depressive symptoms will have some impact on the lives of children born during this 

period. Moreover, a recent study confirmed that children born during the pandemic had delayed fine 

motor, gross motor, and personal-social development at six months. This is a relevant finding to 

consider for future research. (39,45) 

Limitations 

This research has certain limitations. As a cross-sectional study with convenience sampling, it is not 

possible to establish cause-and-effect relationships. Additionally, due to the sociodemographic 
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homogeneity of the analyzed population, selection biases may have occurred. However, the study still 

presents relevant findings and discusses significant implications in the context of the pandemic.   

5. Conclusions 

The present study demonstrated high prevalence rates of depressive and anxiety symptoms among the 

investigated postpartum women. A COVID-19 diagnosis during pregnancy was strongly associated 

with increased prevalences of these symptoms. However, childbirth itself and gestational history also 

influenced mental disorder outcomes. The increase in perinatal mental disorders during the COVID-

19 pandemic raised the risk of impairment to the mother-infant bond, which may directly affect the 

future of children born during this period.   

Therefore, actions should be directed to ensure that children born during this period receive adequate 

longitudinal monitoring of their development, and that in "normal" times, screening for anxiety and 

depressive symptoms can identify these symptoms early to mitigate any impacts on the mother-infant 

bond.   
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12. Figures and Tables  

Table I. Characterization of the study population according to socioeconomic, obstetric, personal, 

birth, newborn, and COVID-19 data. São Paulo, 2020-2021. 

Variables  N = 43 

Age (Years) – Mean ± SD 

Education 

 35 ± 3,728 

High School 
 4,7% (2) 

Graduation 
 95,3% (41) 

Marital Status 
  

Has a partner and lives with them 
 100% (43) 

Occupation 
  

Formal Employment 
 100% (43) 

Informal Employment 
 2,3% (1) 

Homemaker 
 7% (3) 

Family Income (in minimum 

wages) 
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03 ┤ 05 
 2,3% (1) 

05 ┤ 07 
 2,3% (1) 

≥ 07 
 7% (3) 

Smoking Habit 
  

Yes 
 4,7% (2) 

No 
 95,3% (41) 

Alcohol Consumption Habit 
  

Yes 
 20,9% (9) 

No 
 79,1% (34) 

Illicit Drug Use Habit 
  

Yes 
 2,3% (1) 

 

No 
 97,7% (42) 

Chronic Disease 
  

Yes 
 7% (3) 

 

No 
 93% (40) 

History of Psychiatric Disorder 
  

Yes 
 23,3% (10) 

 

No 
 76,7% (33) 

Psychiatric Disorder Treatment 
  

Medication 
 0% (0) 

 

Psychotherapy 
 10% (1) 

Medication and Psychotherapy 
 70% (7) 

Did not receive treatment 
 20% (2) 

 Total Numers of Pregnancies, 

Births, and Abortions 

  

Total Number of Pregnancies  72 

Mean ± SD Total Pregnancies  1,67 ± 1,21 

   

Total Number of Deliveries  55   

Mean ± SD Total Deliveries  1,28 ± 0,59 

   

Total Number of Abortions 
 16   
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Mean ± SD Total Abortions 
 0,37 ± 1,11 

Type of Delivery   

Vaginal  62,8% (27) 

Cesarean  37,2% (16) 

Timing of pregnancy   

 Yes No 

Right moment       81,4% (35) 18,6% (8) 

Not the right moment       9,3% (4) 90,7% (39) 

Wrong moment       4,7% (2) 95,3% (41) 

Companion during the 

woman's hospitalization 

  

Partner  97,7% (42) 

Family Member  2,3% (1) 

Companion during childbirth   

Partner  97,7% (42) 

Family Member  2,3% (1) 

Gestational age at delivery 

(Mean ± SD)  

 39 ± 1.196 

Newborn Gender   

Male  53,9% (23) 

Female  46,1% (20) 

Newborn Weight (Mean) ± 

Standard Deviation 

  

Male  3285,5 ± 361,35 

Female   

Skin to Skin contact   

Yes  97,7% (42) 

No  2,3% (1) 

Type of feeding practiced   

Exclusive breastfeeding  86% (37) 

Mixed breastfeeding  14% (6) 

COVID-19 Diagnosis   

Yes  9,3% (4) 

No  90,7% (39) 

 

Table II. Total score and classification of the State-Trait Anxiety Inventory (STAI). São Paulo, 

2020-2021. 

Anxiety - Trait N = 43 

Low Anxiety (0-29) 0%(0) 

Moderate Anxiety (30-39) 9.3%(4) 

Moderate-High Anxiety (40-50) 81.4%(35) 

High Anxiety (51-80) 9.3%(4) 

(Mean) ± Standard Deviation 45.07 ± 4.404518 

 

Table III. Total score and classification of the State-Trait Anxiety Inventory (STAI). São Paulo, 

2020-2021. 

Anxiety - State N = 43 
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Low Anxiety (0-29) 0%(0) 

Moderate Anxiety (30-39) 11,6%(5) 

Moderate-High Anxiety (40-50) 76.8%(33) 

High Anxiety (51-80) 11.6%(5) 

(Mean) ± Standard Deviation 44.35 4.87405 

 

Table IV. Total Score and Classification of the Edinburgh Postnatal Depression Scale. São 

Paulo, 2020-2021. 

Edinburgh Postnatal Depression Scale N = 43 

Negative Screening (EPDS <10) 26 (60.5%) 

Positive Screening (EPDS ≥10) 17 (39.5) 

(Mean) ± Standard Deviation 8.65± 4.597534 

 

Table V. Total Score and Classification of the City Birth Scale Trauma Scale. São Paulo, 2020-

2021. 

PTSD Screening at Birth  N = 43 

Positive Screening (BiTS ≥ 28)  40(93,02%) 

Negative Screening (BiTS ≤ 

28) 

 3(6,98%) 

(Mean) ± Standard Deviation  11.58 ± 0.2577696 

   

Responses in questions 1 and 

2 

Yes No 

Marked 1 34.9 (15) 65,1% (28) 

Marked 2 11.6% (5) 88.4% (38) 

 

Table VI. Association between independent variables and mental health outcomes (anxiety, 

depression, and PTSD) with test type and p-value. 

 Independent variable Outcome Statistical test p-value 

COVID -19 Diagnosis (Yes/No) Anxiety – State Score (STAI-S) Mann-Whitney 2,2 × 10⁻¹⁶ 

COVID-19 Diagnosis (Yes/No)  Anxiety - Trait Scoret (STAI-T) Mann-Whitney 0,07186 

COVID-19 Diagnosis (Yes/No)  EPDS Score Mann-Whitney 5,039 × 10⁻¹⁶ 

COVID-19 Diagnosis (Yes/No) BiTS Score Teste exato de Fisher > 0,05 

Type of delivery (Cesarean vs. Vaginal) Anxiety – State Score (STAI-S) Mann-Whitney 1,595 × 10⁻¹⁵ 

Type of delivery (Cesarean vs. Vaginal) Anxiety - Trait Scoret (STAI-T) Mann-Whitney 1,118 × 10⁻¹⁵ 

Type of delivery (Cesarean vs. Vaginal) EPDS Score Mann-Whitney 1,298 × 10⁻⁸ 

Type of delivery (Cesarean vs. Vaginal) BiS Score Teste exato de Fisher > 0,05 

Number of pregnancies BiTS Score Mann-Whitney 2,2 × 10⁻¹⁶ 

Number of pregnancies BiTS Score Mann-Whitney 5,197 × 10⁻¹⁶ 

Number of pregnancies BiTS Score Mann-Whitney 0,03513 

Number of pregnancies Anxiety – State Score (STAI-S) Kruskal-Wallis 0,2215 

Number of pregnancies Anxiety - Trait Scoret (STAI-T) Kruskal-Wallis 0,6181 

Number of pregnancies EPDS Score Kruskal-Wallis 0,6321 

Number of pregnancies Anxiety – State Score (STAI-S) Kruskal-Wallis 0,6531 
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Number of pregnancies Anxiety - Trait Scoret (STAI-T) Kruskal-Wallis 0,5637 

Number of pregnancies EPDS Score Kruskal-Wallis 0,7129 

Number of pregnancies Anxiety – State Score (STAI-S) Kruskal-Wallis 0,3697 

 


