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AbstrAct
Background: Mental health and well-being among 
obstetric nurses after perinatal death is understudied. The 
primary goal of this study is to explore the comorbidity 
of post-traumatic stress disorder (PTSD) symptoms 
and depressive symptoms among obstetric nurses. In 
addition, we explore associations between personal 
resources – coping self-efficacy and active social support 
– and comorbidity symptoms.

Method: One hundred and twenty-five obstetric nurses 
who represent 25% of the entire population of Israeli 
obstetric nurses completed self-report questionnaires 
regarding demographic data, coping self-efficacy, active 
social support, history of exposure to traumatic events, 
PTSD symptoms and depressive symptoms. 

Results: An elevated risk of PTSD among obstetric 
nurses was positively associated with an elevated risk 
of depression and age while negatively associated with 
coping self-efficacy.

Conclusions: These findings may suggest that nurse 
educators, administrators and leaders in the midwifery 
practice should promote stress intervention, supportive 
clinical environments and educational programs among 
obstetric nurses.

Address for Correspondence:   Prof. Yaira Hamama-Raz, School of Social Work, Ariel University, Ariel 40700, Israel.    razizik@bezeqint.net

IntroductIon
The bliss of birth in midwifery practice is sometimes replaced 
by the tragedy of perinatal death. Caring for and support-
ing parents whose fetus has died is extremely demanding, 
painful and stressful (1, 2). Hence, some obstetric nurses 
may experience difficulties providing supportive care in 
this area of their professional practice (3). The effects of 
perinatal death on obstetric nurses’ comorbidity and their 
practice remains largely understudied (4). Two studies, 
conducted by Chan et al. (1, 5), which measured nurses’ 
general attitudes toward perinatal death revealed that their 
attitudes were positively correlated with training needs and 
hospital policy support. However, their mental health was 
not measured. Ben Ezra et al. (6) found in a longitudinal 
study that Israeli obstetric nurses showed higher levels 
of post-traumatic stress, depressive and psychosomatic 
symptoms three months after exposure to two consecu-
tive events of perinatal death among the obstetrics nurses’ 
staff, in comparison to baseline measurement. In addition, 
McCool et al. (7) found consistent global reports of responses 
to perinatal losses, ranging from sadness to depression, 
sometimes motivating departure from the profession. These 
responses might result in ineffective coping and maladaptive 
reactions such as recurrent intrusive recollections of the 
event, a numbing of responsiveness and a myriad of cogni-
tive, physical, behavioral and emotional symptoms (8-10). 

Several studies have reported the prevalence of post-
traumatic stress symptoms among health profession-
als who deal with critical incidents as part of their job 
(11). These symptoms significantly increased among 
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the participants with an increased number of years of 
professional experience (12). 

Likewise, researchers have found that health care work-
ers may suffer from secondary traumatic stress disorder 
(STSD), which has symptoms nearly identical to persons 
with PTSD symptoms (e.g., 13-17). According to Gates 
and Gillespie (14), nurses who experience the death of a 
fetus are at particular risk of STSD. 

In addition, a large body of clinical and epidemiologi-
cal research has identified various links between extreme 
stress, depression and PTSD (18, 19). Also, previous 
studies have found that substantial proportions (between 
21% and 94%) of hospital personnel suffering from PTSD 
symptoms also suffer from comorbid depression (e.g., 
20, 21). Thus, it may be that critical incidents like peri-
natal death, which occur in midwifery practice, will be 
associated with PTSD symptoms as well as depressive 
symptoms. 

Beyond the maladaptive reactions that perinatal death 
may raise among obstetric nurses, coping strategies may 
play an important role in managing such events. In the 
current study, we focus on two coping strategies for 
managing stressful situations: self-efficacy and seeking 
social support (22-27). 

Prompted by these findings, the present study seeks to 
explore the comorbidity of post-traumatic stress symp-
toms and depressive symptoms among obstetric nurses. 

subject Methods
desIgn
This study used a national cross-sectional design.

sAMple And settIngs
In order to obtain potential participants from hospitals 
located all over Israel, a random selection of hospitals was 
chosen. With respect to this, we were able to approach 
about 75% of the obstetric nurses in Israel who work in 
delivery rooms and have actual and potential exposure 
to perinatal death. (The Israeli rate of perinatal death is 
3.8/1,000 - [28].) Inclusion criterion was currently working 
as an obstetric nurse, and exclusion criterion was reporting 
a history of substance abuse or substance dependence. Of 
the obstetric nurses approached by the researchers, 125 
agreed to take part in this study. (This number represents 
25% of the entire population of obstetric nurses working 
at general hospitals in Israel.) However, seven participants 
lacked significant data, leading to a final sample of 118 
obstetric nurses. The mean age was 43.80 (S.D. = 9.50), 

100% of the sample were women (n = 118) and 66.9% were 
married or in co-habitation (n = 79). The mean years of 
experience as an obstetric nurse was 17.21 years (S.D. = 
10.36); 39% (n = 46) of the nurses reported being exposed 
to perinatal death directly (being present and helping 
during a perinatal death) or indirectly (by proxy – hearing 
about a perinatal death from their colleagues). 

InstruMents
The respondents provided demographical data (age, 
marital status, income and years of experience) as well 
as data regarding exposure to perinatal death. 

Self-rated health was assessed with a single-item 
question: “In general, how do you rate your health?” The 
scale ranged from 1 to 4 (1 = bad to 4 = excellent). This 
measure was found to be valid and highly associative 
with objective indicators of health (29). 

Active social support was measured by a five-item 
subscale, listing coping strategies that involved seeking 
social support (30). Obstetric nurses were asked to rate 
on a four-point scale the degree to which they used a 
coping strategy in dealing with stressful situations that 
may arise during their work (0 = never used, to 3 = used 
a great deal; Cronbach’s α = 0.771). 

Coping self-efficacy was measured by the modified fire-
fighter coping self-efficacy scale that assesses the capability 
to deal with professional situations of hospital personnel 
(31). It includes 10 items that ask obstetric nurses to rate 
on a seven-point scale the degree to which they are able to 
deal with the situation (1 = unable to deal with the situation, 
to 7 = very capable to deal with the situation; Cronbach’s α 
= 0.831). Examples of items: “Coping with the death of a 
child,” “Dealing with blood, vomit or other bodily fluids,” 
“Dealing with combative or hostile patients.”

PTSD symptoms were assessed with the 22-item 
Impact of Event Scale – Revised (IES-R) (32), which 
rated severity of intrusion, avoidance and hyper-arousal 
symptoms over the previous week on a 5-point sever-
ity scale (0 = not at all; 4 = extremely; Cronbach’s α 
=0.932). The scoring was the sum of the items (range 
0–88). Total scores of 33 and above indicated an elevated 
risk of PTSD (33).

Depressive symptoms were assessed with the 20-item 
Center for Epidemiologic Studies-Depression (CES-D) 
scale (34), which rated symptoms over the previous week 
on a 4-point severity scale (0 = rarely or none of the time 
[less than once a day]); 3 = most or all of the time [5–7 
times a day]); Cronbach’s α =0.893). The scoring was the 
sum of the items after the inversion of four positive items 
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(range 0–60). Total scores of 16 and above serve as the 
cut off and indicate an elevated risk of depression (34).

procedure
The study was approved by the Institutional Review 
Boards (IRBs) at several leading hospitals in Israel includ-
ing Sourasky Medical Center, Rabin Medical Center, 
Barzilai Medical Center and Assaf Harofe Medical Center. 
Obstetric nurses were recruited during September-
November, 2011. Potential participant obstetric nurses 
were approached by the social workers in their respective 
hospitals. Data were collected by self-report question-
naires completed by the study participants. 

dAtA AnAlysIs
The sample was divided into two groups based on the 
IES-R cut-off point (IES-R= > 33, n = 36 vs. IES-R < 33, 
n = 82). Obstetric nurses in these groups were compared 
by demographics using the Chi-square test, t-tests and 
Cohen’s d analysis (35). 

A logistic regression for an elevated risk of PTSD 
was carried out (0 = IES-R < 33 vs. 1 = IES-R => 33) as 
the dependent variable was performed to determine its 
association with the study variables: demographics (age, 
marital status, income, years of experience), self-rated 
health, exposure to perinatal death, coping strategy of 
seeking social support, coping self-efficacy and an elevated 
risk of depression (CES-D = > 20). Odds ratio (OR) and 
95% confidence intervals (CI) were determined. 

The logistic regression was accompanied by a multicol-
linearity test. This preliminary analysis was conducted 
for potential multicollinearity, applying the rules used 

in the literature, stating that tolerance of less than 0.10 
and/or the variance inflation factor (VIF) of 10 and above 
indicate a multicollinearity problem (36). The preliminary 
analysis yielded tolerance ranging from 0.195-0.897 and 
VIF of 1.115-5.129. These results indicated that there was 
no multicollinearity problem.

All the analyses were conducted using the SPSS pro-
gram (SPSS, version 19, Chicago, IL).

results
Obstetric nurses who were in the risk group according 
to the IES-R cut-off level points (n = 36; 30.5%) were 
compared for sociodemographic variables with obstetric 
nurses who achieved less than IES-R cut-off level points (n 
= 82). No differences in age, income, years of experience 
or self-rated health were found between the groups. It 
was determined, however, that there was a higher relative 
proportion of married obstetric nurses in the risk group 
(IES-R => 33; χ2 = 2.531; p = .011) than unmarried ones. 
Beyond basic demographics, obstetric nurses in the risk 
group (IES-R => 33) had a lower level of coping self-efficacy 
(45.22 vs. 39.13; t = 2.847; p = .005), and had an elevated 
risk of depression (25% vs 77.8%; χ2 = 5.316; p <.001). 
No significant difference emerged between groups with 
exposure to perinatal death and the coping strategy of 
seeking social support. See Table 1 for more information. 

The comorbidity rate between an elevated risk of PTSD 
(IES-R => 33) and an elevated risk of depression (CESD 
=> 16) showed that obstetric nurses in the elevated risk 
of PTSD group also had 77.8% more chance of being at 
an elevated risk of depression. See Table 2. 

Table 1. Participants’ characteristics according to an elevated risk of PTSD symptoms (n = 118)

IES-R < 33 (n = 82) IES-R => 33 (n = 36) Test statistics p value Cohen’s d

Age, years, mean (S.D.) 44.83 (9.84) 41.62 (8.48) t = 1.664 .099 0.35

Marital status, married, n (%) 46 (56.1) 29 (80.5) χ2 = 2.531 .011

Income, n (%) χ2 = 0.747 .455

Below average 23 (28.0) 7 (19.4)

Average 38 (46.3) 20 (55.6)

Above average 19 (23.2) 9 (25.0)

Years of experience, years, mean (S.D.) 17.73 (10.75) 16.01 (9.07) t = 0.834 .406 0.17

Exposure to perinatal death, n (%) 28 (34.1) 18 (50.0) χ2 = 2.643 .104

Self-rated health, mean (S.D.) 3.37 (0.56) 3.25 (0.55) t = 1.043 .299 0.22

Seeking social support, mean (S.D.) 12.00 (3.88) 13.23 (2.01) t = -1.669 .098 0.40

Coping self-efficacy scale mean (S.D.) 45.22 (9.98) 39.13 (10.30) t = 2.847 .005 0.60

CESD => 16, n (%) 20 (25.0) 28 (77.8) χ2 = 5.316 <.001
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Finally, the results of the logistic regression showed 
an elevated risk of PTSD symptoms (IES-R ≥33) was 
positively associated with age (OR = 1.162; 95% C.I. 
= 1.002–1.349; p = .048), positively associated with an 
elevated risk of depression (CES-D ≥20) (OR = 11.109; 
95% C.I. = 2.836-43.515; p = .001), and negatively asso-
ciated with coping self-efficacy (OR = .895; 95% C.I. = 
.811–.988; p = .027). Those with an elevated risk of PTSD 
had an 11-fold higher risk of being at an elevated risk of 
depression. See Table 3 for more information. 

dIscussIon
MAIn fIndIngs 
The aim of the study was to explore the risk of comorbidity- 
post-traumatic stress symptoms and depressive symptoms 
among Israeli obstetric nurses when supporting parents 
who experienced perinatal death. Our main finding was 
that an elevated risk of PTSD among obstetric nurses is 
linked to a higher risk of depressive symptoms. This is 
supported by Palgi et al. (19) who reported on this connec-
tion among health personnel exposed to frequent missile 
attacks. Also, some other studies of different populations 
showed that, in most cases, depression was secondary to 

PTSD (18, 37, 38) which in turn may be considered as a 
complication of PTSD and its impairment (39). A possible 
explanation may be attributed to the intensity of emotions 
concerning perinatal deaths for the staff, rather than just 
for the parents. Such intensity can create a complexity 
of PTSD symptoms that is more often accompanied by 
another disorder, instead of manifesting alone. In relation 
to this, O’Donnell, Creamer and Pattison (40) suggested 
conceptualizing the post-trauma psychopathology as a 
general traumatic stress factor, which is characterized by 
a mix of PTSD and depressive symptoms. 

Another explanation might stem from the Terror 
Management Theory (TMT). TMT offers the ability to find 
meaning as central to an individual’s ability to cope with 
frightening realities (41). Two psychological mechanisms 
are employed to manage those frightening realities (41). 
The first involves cognitive and behavioral efforts aimed 
at validating one’s cultural worldview, enabling people to 
understand and give meaning to the world in which they 
live, thereby gaining a sense of value, as well as the promise 
of symbolic immortality. The second consists of cognitive 
and behavioral efforts to live up to the standards and values 
set by one’s society and culture, thus increasing the sense of 
self-esteem. According to this view, it might be that some 
obstetric nurses lack tools for dealing with perinatal death 
(1, 5). Hence, fears, helplessness and maladaptive reactions 
such as avoidance might arise (42), causing a reduction in 
the self-esteem of obstetric nurses and evoking depressive 
symptoms. A third explanation might be related to what 
is already known about the susceptibility of women to 
develop PTSD and the high association between PTSD 
and depression (43). 

Regarding the negative link between the elevated risk 
of PTSD and a coping self-efficacy, our findings are con-
sistent with previous studies which have found that the 
coping self-efficacy was negatively correlated with PTSD 
symptoms and general psychological distress among 
survivors of bombings (24) while in military combat (44), 
and survivors of different types of traumatic experiences 
like natural disasters, technological catastrophes, terrorist 
attacks, military combat, and sexual and criminal assaults 
(45). This finding suggests that when obstetric nurses 
have a self-belief capability to manage their personal 
functioning and the myriad of environmental demands 
of the aftermath occasioned by a traumatic event such 
as perinatal death, they will be able to perform actions 
like the need to provide efficient, safe and compassionate 
care for parents experiencing the loss of a fetus. 

Our study also points to age as a factor connected to 

Table 3. Logistic regression predicting elevated risk of PTSD 
symptoms [IES ≥ 33] (n = 118) 

β OR (β) 95.0% C.I. P value

Predictor

Age .150 1.162 (1.002-1.349) .048

Marital status .808 2.243 (.799-6.295) .125

Years of experience .059 1.061 (.934-1.206) .362

Exposure to perinatal death 1.062 2.892 (.735-11.374) .128

Income .269 1.309 (.441-3.887) .628

Self-rated health .645 1.905 (.507-7.155) .340

Seeking social support .182 1.199 (.968-1.485) .096

Coping self-efficacy scale -.111 .895 (.811-.988) .027

CES-D ≥ 20 2.408 11.109 (2.836-43.515) .001

Note: IES-R = Impact of Event Scale – Revised

Table 2. Comorbidity between an elevated risk of PTSD 
symptoms and an elevated risk of depressive symptoms 
among obstetric nurses (n = 118)

IES-R < 33, n (%) IES-R => 33, n (%)

CESD < 16, n (%) 60 (50.8) 8 (6.7)

CESD => 16, n (%) 20 (16.9) 28 (23.6)

Note. χ2 = 5.31; p < .001.SCESD = Short Center for Epidemiologic 
Studies Depression. IES-R = Impact of Event Scale – Revised.
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a higher risk of PTSD symptoms. This finding is in line 
with previous studies which noted that an older age of 
personnel which, most of the time, reflects the amount 
of work experience in the field, in turn reflects a sense of 
personal and professional identity. Thus, the nurse has 
the confidence and professional ability to better regulate 
his/her coping efforts with distress (46-48). 

 Another finding found to link to obstetric nurses with 
a higher risk of PTSD symptoms was marital status. This 
finding is somewhat surprising since marriage seems to 
offer protection. Studies have suggested that married indi-
viduals have better mental health, more emotional support, 
less psychological distress and lower rates of psychiatric 
disorder than the unmarried (49). A possible explanation 
for this may stem from the tendency of women’s emotional 
well-being to be affected by physical, psychological and 
environmental conditions (50). Thus, when facing perinatal 
death, which evokes emotional distress, married nurses 
may bear more burdens and pressures associated with each 
of the roles that they fill and may be less able to get support 
from their partner. Another explanation may relate to the 
fact that married women tend to be more engaged with 
expanding the family and, therefore, are likely to respond 
more strongly to perinatal death. In any case, the role of 
marital status and exposure to perinatal death require 
further research if we are to gain a better understanding 
of its role in depressive and post-traumatic symptoms.

strengths And lIMItAtIons
Our study has both strengths and limitations. The major 
strengths include the opportunity, which has not been 
well-documented in previous studies, to measure mental 
health reactions of obstetric nurses facing perinatal deaths. 
Midwifery practice requires providing prompt, efficient, 
safe and compassionate care. To provide such care, it is 
important that obstetric nurses be free from maladaptive 
reactions such as depression and PTSD symptoms, which 
might affect their patients’ care, lead to decreased nursing 
productivity and harm their personal life. 

Nonetheless, the study has several limitations. First, 
this study is cross-sectional rather than longitudinal and is 
based on a relatively small sample size of obstetric nurses in 
Israeli hospitals (25%). Therefore, caution should be taken 
in generalizing the findings. Furthermore, longitudinal 
research could determine whether the results are causative. 
Second, a self-report questionnaire was used that may cause 
response bias (51). Third, the study was restricted to mental 
health aspects accompanying the professional practice of 
obstetric nurses and does not examine salutogenic aspects 

following caring for perinatal deaths (i.e., meaning in life, 
post-traumatic growth). In addition, the study does not 
address broad coping patterns that obstetric nurses may 
have applied. It may be that other ways of coping rather 
than seeking social support and self-efficacy are being 
adopted by obstetric nurses. Moreover, it cannot be ruled 
out that the obstetric nurses’ comorbidity varies according 
to personality traits, which were not assessed in the study. 

conclusIon 
Our findings highlight the potential vulnerability of obstetric 
nurses in taking care of families involved in perinatal deaths. 
Since women’s health care providers are at particularly high 
risk of secondary traumatic stress (14), nurse educators, 
administrators and leaders should enable obstetric nurses 
to cope with the stress of perinatal stress as part of their 
work and encourage them to maintain healthy profes-
sional lives in a supportive clinical environment. Cooper 
and Cartwright (52) reviewed stress intervention in the 
workplace and emphasized the need to distinguish primary 
intervention (organizational/structural change), secondary 
intervention (stress management/coping strategies) and 
tertiary intervention (intervention targeted at those who 
are actually stressed). Thus, we recommend providing a 
periodic health assessment of obstetric nurses’ physical 
well-being, and screening at-risk obstetric nurses for distress 
so that psychological intervention may be offered to them. 
Additionally, education and training programs that provide 
mental preparedness training in connection with neonatal 
deaths, trauma therapy and structural facilitation contribute 
to the psychological well-being of obstetric nurses. 

Further research is suggested to examine other factors 
that affect comorbidity among obstetric nurses. This would 
include personality features as well as various ways of 
coping and work organization characteristics. 
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