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Objective Women’s levels of resilience and attitudes towards

perineal lacerations vary greatly. Some women see them as part of

the birthing process, while others react with anger, depressed

mood or even thoughts of self-harm. A previous study has

reported increased risk of postpartum depressive (PPD) symptoms

in women with severe perineal lacerations. The aim of this study

was to assess the association between severe obstetric perineal

lacerations and PPD. A secondary objective was to assess this

association among women with low resilience.

Design Nested cohort study.

Setting Uppsala, Sweden.

Sample Vaginally delivered women with singleton pregnancies

(n = 2990).

Methods The main exposure was obstetric perineal lacerations.

Resilience was assessed in gestational week 32 using the Swedish

version of the Sense of Coherence Scale. A digital acyclic graph

was used to identify possible confounders and mediators. Logistic

regression was used to estimate odds ratios (OR) and 95%

confidence intervals (CI). A sub-analysis was run after excluding

women with normal or high resilience.

Main outcome measures Postpartum depression, assessed with the

Depression Self-Reporting Scale, completed at 6 weeks postpartum.

Results There was no significant association between severe

obstetric perineal lacerations and PPD at 6 weeks postpartum.

However, a significant association was found between severe

lacerations and PPD in women with low resilience (OR = 4.8, 95%

CI 1.2–20), persisting even after adjusting for confounding factors.

Conclusion Healthcare professionals might need to identify

women with low resilience, as they are at increased risk for PPD

after a severe perineal laceration.

Keywords obstetric injuries, personalised postnatal support,

postpartum depression, resilience, severe perineal lacerations,

sphincter injuries, vacuum extraction.
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Introduction

More than 85% of women undergoing a vaginal birth suf-

fer perineal lacerations, with 0.6–11% of all vaginal deliv-

eries resulting in third- or fourth-degree lacerations,

involving the anal sphincter and in some cases even the

anorectal mucosa, referred to as obstetric anal sphincter

injuries or severe perineal lacerations.1 In Sweden, the

national prevalence of third- and fourth-degree lacerations

is 2.9%, and within Uppsala county it is 2.8%.2

Most of the women with perineal lacerations recover

within a few weeks, but some experience persistent short-

term or long-term complications such as chronic pain, dys-

pareunia, urinary or anal incontinence and reduced quality

of life, which may lead to avoidance of further pregnancies.3–8

Interestingly, women’s attitudes towards perineal lacerations

differ greatly. For some women, perineal lacerations are seen

as an unavoidable risk of delivery, whereas others experience

them as a substantial psychological trauma.9–13*Both authors contributed equally to this manuscript.
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Postpartum depression (PPD)14–16 is one of the most

common obstetric complications occurring in the postnatal

period. The estimated prevalence of PPD is 10–15% yearly,

with depressive symptoms lasting >6 months in 20–25% of

those affected.17–19 However, these values are probably an

underestimation, as a large number of cases still go unre-

ported.20 PPD has a multifactorial aetiology. Well-known

risk factors are previous depression, stress and low socio-

economic status.21–27 Women reporting high levels of phys-

ical symptomatology at 6 weeks postpartum, have also

increased odds of screening positive for PPD.28

Resilience is considered a moderator of pain and stress

and is increasingly acknowledged in clinical practice as a

positive psychological resource.29 Being resilient implies the

ability to cope with negative life events by using various

social, intellectual, physical and psychosocial factors. Indi-

viduals with low resilience may have a higher risk of devel-

oping depression and other psychological diseases,29,30

whereas resilient behaviours may provide protection.31–33

To our knowledge, no previous study has investigated the

role of resilience as a moderator of PPD in women with

perineal lacerations.

The overall aim of this study was to delineate a possible

association between severe perineal lacerations and PPD. A

secondary aim was to investigate this association among

women with low resilience. It was hypothesised that severe

perineal lacerations would be a risk factor for PPD, and

that this association would be stronger in women with low

resilience.

Methods

Study population and procedure
This study is part of a longitudinal population-based

project – the BASIC (Biology, Affect, Stress, Imaging and

Cognition) study34 – that investigates women’s psycho-

logical wellbeing during and after pregnancy, conducted

at the Department of Obstetrics and Gynaecology, Upp-

sala University Hospital, Sweden. Along with the invita-

tion to the routine ultrasound in gestational weeks 16–
18, all pregnant, Swedish-speaking women in the Uppsala

area who were ≥18 years of age and did not have confi-

dential personal data, received a letter with information

about the study and were invited to participate. Exclu-

sion criteria were non-viable pregnancies, blood-borne

infectious diseases and, for this sub-study, births via cae-

sarean sections. All participants provided written

informed consent.

Following consent to participate, web-based question-

naires were sent to the participants at gestational weeks 17

and 32 and at 6 weeks postpartum. Pregnancy-related med-

ical information was retrieved from medical records. All

women who underwent a vaginal delivery were selected as

the study sample. In total, BASIC recruited 6478 pregnan-

cies between September 2009 and November 2019.34 For

the current study, data from vaginally delivered women

with valid information regarding the presence of lacerations

and PPD (assessed by the Depression Self-Reporting Scale

[DSRS] introduced in 2012 and described below), available

at the time of analysis in autumn 2019 were used (not all

women recruited into the BASIC study had reached the

6 weeks postpartum time-point). Further, the sub-analysis

was performed among a smaller number of participants

recruited during the years 2014–2019, when even resilience

was assessed. A flowchart of women participating in the

study and exclusion criteria at different time-points is pre-

sented in Figure 1.

Variables

Exposure
The main exposure was delivery-related perineal lacera-

tions; the information was extracted from medical records.

For the present study, obstetric perineal lacerations were

classified into two subgroups, based on the extent of

trauma: no or first- or second-degree perineal lacerations,

and third- or fourth-degree perineal lacerations involving

the anal sphincter, also termed as obstetric anal sphincter

injuries (or severe perineal lacerations). Following vaginal

delivery, the degree of perineal lacerations and other deliv-

ery characteristics were recoded by the midwife or doctor

in charge, which is a routine procedure in Swedish health

care.

Outcome
The study outcome was PPD, assessed using the DSRS and

the Swedish version of Edinburgh Postnatal Depression

scale (EPDS) at 6 weeks postpartum. The DSRS is a self-

administered inventory designed to cover the A criterion

for a major depressive disorder according to the Diagnostic

and Statistical Manual of Mental Disorders 4th edition

(DSM-IV).35,36 The DSRS has been developed by Ekselius

and Svanborg in Sweden and has been systematically evalu-

ated in psychiatric patients.36,37 It has been suggested that

the scale can be used as an independent diagnostic tool in

epidemiological studies. To increase its power, full criteria

(A + B+C + E) and intermediate criteria (A + C) versions

of the DSRS were also developed.36 The DSRS version

including the A and C criteria for a major depressive disor-

der had sensitivity and specificity for an expert-rated diag-

nosis of 86% and 75%, respectively. Due to its higher

sensitivity and specificity in comparison with the EPDS, the

DSRS has been extensively used in psychiatric clinical set-

tings and is closer to clinical diagnosis in accordance with

DSM-IV.35,38 The A + C DSRS version was completed at

6 weeks postpartum. It comprised 29 two-point (yes/no)
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questions divided into three sections. Section I (questions

1–14) measured physical and psychological symptoms of

depression, section II (questions 15–19) covered past life

events and duration of symptoms, and section III (ques-

tions 20–29) included questions on bipolar symptoms. All

participants were administered section I and in case of a

score ≥1, they proceeded to the following sections.

The EPDS is a self-administered ten-item instrument

screening for PPD. It has high validity and is frequently

used for epidemiological studies in the postpartum settings.

The cut-off of 12 points is in line with Swedish validation

studies.39,40

Resilience
In 2014, after the BASIC study had already recruited

3602 participants, the Sense of Coherence scale (SOC-

29) for resilience was introduced and 2026 women

reported resilience. In gestational week 32, resilience

BASIC (n = 6478) 

Excluded: All caesarean sections, no 
data on perineal lacerations  
(n = 868)

Included in the main analysis 
b (n = 2990) 

Reported on resilience,  
scale introduced after 2014 
(n = 2026) 

Answered the DSRS a at six 
weeks postpartum, introduced 
only after 2012 (n = 3825) 

Perineal lacerations data  
(n = 5610) 

Sub-analysis c, among those 
reporting low resilience 
assessed by SOC-29 (n = 310)

Excluded: Multiple participations in the 
BASIC cohort, twin pregnancies  
(n = 835)

Figure 1. Flowchart of participants and causes of exclusion from analysis. aScores on the DSRS at 6 weeks postpartum. bLogistic regression for the

association between severe perineal lacerations and PPD at 6 weeks postpartum among all women. cLogistic regression for the association between

severe perineal lacerations and PPD at 6 weeks postpartum among women with low resilience, assessed as a score of <128 points on the Sense of

Coherence Scale SOC-29.
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was assessed with the Swedish version of the SOC-29.

The SOC-29 is a reliable and valid instrument that con-

sists of 29 items and measures resilience based on ques-

tions regarding comprehensibility (eleven items),

manageability (ten items) and meaningfulness (eight

items).41 For each item, the respondent chooses an

answer on a seven-point semantic differential scale, for

example: When you think about your life, you very

often: (from ‘feel how good it is to be alive’ to ‘ask

yourself why you exist at all’). Thirteen of the items

have reversed scoring due to ‘negative’ formulation. The

scores are summarised, resulting in a total score

between 29 and 203 points, where a higher score corre-

lates with a higher resilience. Suggested cut-off for low

resilience is below one standard deviation from the

mean SOC-29 score,42 which in the BASIC data set cor-

responds to <128 points; this was used as the cut-off

for low resilience in this study.

Biological, social, psychological and obstetric covariates
At gestational week 17, participants reported on their age

(≤35 versus >35 years), education level (≤12 versus

>12 years) and history of depression (yes versus no). Infor-

mation was extracted from medical records regarding parity

(nulliparous versus multiparous) and body mass index

(BMI) (underweight <18.5, normal weight 18.5–24.9, over-
weight ≥25 kg/m2). In addition, at week 32 of gestation,

participants reported on fear of delivery (any fear versus

no fear) and resilience (low versus high, according to the

SOC-29 scale).

Information about delivery-related variables such as

pregnancy length (post-term [>41+6 weeks] versus normal

or preterm [<37+0]), use of epidural analgesia (yes versus

no), vacuum extraction (yes versus no) and macrosomia

(fetal birth weight >4 versus ≤4 kg) was retrieved from

medical records. At 6 weeks postpartum, experience of

delivery was reported (negative versus positive).

Statistical analyses
The associations of individual covariates with perineal

lacerations and PPD were examined with Fisher’s exact

test. All variables were treated as categorical covariates

and significant associations with either laceration or PPD

were selected for further analysis (listed in Table 1).

Online software (www.dagitty.net) was used to identify

possible confounders and mediators using a directed

acyclic graph (DAG) model including covariates from the

bivariate analyses.43,44 The DAG analysis model is based

on assumed associations between different variables

affecting the exposure and outcome of the tested main

association (in this study, between severe perineal lacera-

tions and PPD at 6 weeks postpartum). This model also

explores and distinguishes between direct, indirect and

total effects, taking into account the complex interplay

and effect of related factors (in this study, BMI, educa-

tion, parity and vacuum extraction) on the final out-

come.

Logistic regression models were then used for estimating

odds ratios (ORs) and 95% CI for the association between

severe perineal lacerations and PPD, before and after taking

into account possible confounders (education, BMI, vac-

uum extraction, parity), identified from bivariate tests and

the DAG described above.

To investigate the possible moderating role of resilience

in the association between perineal lacerations and PPD, a

sub-analysis was conducted, and the aforementioned logis-

tic regression models were run after exclusion of women

with normal and high resilience (those scoring ≥128 points,

i.e. above one standard deviation below the mean in the

SOC-29 sum of scores distribution).

Statistical significance level was set to P < 0.05 and con-

fidence intervals were set to 95%. All calculations were per-

formed using SPSS version 25.0 (SPSS Inc., IBM SPSS,

Armonk, NY, USA) for Macintosh.

Ethical approval, funding sources, patient
involvement and core outcome set
The study has been approved by the Regional Ethical

Review Board in Uppsala, Sweden (Dnr. 2009/171). The

study is supported by funds from the Swedish Research

Council, the Swedish Society of Medicine, the Marianne

and Marcus Wallenberg Foundation, Thuring Foundation

and the Swedish Psychiatry Foundation. There was no

patient or public involvement in this study. Currently,

there are no core outcomes set for studies on perinatal

mental health.

Results

Descriptive data
Of the total cohort of 2990 women, 26.3% experienced

first-degree, 15.4% second-degree, 2.3% third-degree and

0.3% fourth-degree lacerations. The overall prevalence of

PPD was 4.6%.

Associations with demographic, pregnancy and delivery

covariates for all women suffering from PPD at 6 weeks

postpartum are presented in Table 1.

DAG modelling
The DAG modelling was used to identify the possible

confounders and mediators for the association between

severe lacerations and PPD. When perineal laceration was

set as exposure and PPD as the outcome, the DAG model

suggested adjustment for education, BMI, parity and vac-

uum extraction in order to calculate total effects (Fig-

ure 2).
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Logistic regression modelling
As presented in Table 2, no significant association was

found between severe lacerations and PPD at 6 weeks post-

partum, when using the DSRS (OR = 1.4, 95% CI 0.6–3.5;
adjusted OR = 1.4, 95% CI 0.5–3.6) or EPDS case defini-

tion (OR = 0.8, 95% CI 0.4–1.7; adjusted OR = 0.7, 95%

CI 0.3–1.7).

Sub-group analysis
A sub-group analysis was performed among women with

low resilience. As presented in Table 2, third- and fourth-

degree perineal lacerations were associated with higher

odds of developing PPD among women with low resilience

(OR = 4.8, 95% CI 1.2–20; aOR = 5.5, 95% CI 1.2–26).
Similar results were obtained when women with pre-

eclampsia and premature births were excluded from the

analysis.

Discussion

Main findings
The present study’s results, from a large population-based

Swedish cohort, did not demonstrate an association

between severe lacerations and PPD, based on a self-rating

instrument, in the total study sample; nevertheless, a strong

association was found among women with low resilience.

Strengths and limitations
To our knowledge, this is one of the first studies investigat-

ing the association between obstetric lacerations and PPD.

Data were drawn from the population-based, longitudinal

Table 1. Background, medical and pregnancy characteristics of all

study participants, reported by depression at 6 weeks postpartum,

presented as numbers (n) and percentages (%)

Variables n Not depressed

at 6 weeks PPa

n (%)

Depressed at

6 weeks PPa

n (%)

P

valueg

Severe perineal laceration

No 2911 2777 (95) 134 (5) 0.4

Yes 79 74 (94) 5 (6)

Total 2990

Age (years)

≤35 2311 2200 (95) 111 (5) 0.5

>35 678 650 (96) 28 (4)

Total 2989

BMI (kg/m2)b

<18.5 83 79 (95) 4 (5) 0.02

18.5–24.9 1946 1870 (96) 76 (4)

≥25 760 712 (94) 48 (6)

Total 2789

Education (years)

>12 2190 2105 (96) 85 (4)

≤12 612 567 (93) 45 (7) <0.001

Total 2802

Resiliencec

Low 310 254 (82) 56 (18) <0.001

Normal/

high

1716 1672 (97) 44 (3)

Total 2026

Previous depression

Yes 1539 1431 (93) 108 (7) <0.001

No 1258 1236 (98) 22 (2)

Total 2797

Parity

Nulliparous 1415 1350 (95) 65 (5) 0.9

Multiparous 1568 1494 (95) 74 (5)

Total 2983

Fear of deliveryd

No fear 2171 2097 (97) 74 (3) <0.001

Any fear 635 583 (92) 52 (8)

Total 2806

Post-term pregnancy

No 2819 2686 (95) 133 (5) 0.6

Yes 171 165 (96) 6 (4)

Total 2990

Epidural analgesia

No 1819 1756 (96) 63 (4) <0.001

Yes 1168 1092 (94) 76 (6)

Total 2987

Vacuum extraction

No 2694 2572 (96) 122 (4) 0.3

Yes 293 276 (94) 17 (6)

Total 2987

Macrosomiae

No 1291 1236 (96) 55 (4) 0.3

Yes 1440 1366 (95) 74 (5)

Total 2731

Table 1. (Continued)

Variables n Not depressed

at 6 weeks PPa

n (%)

Depressed at

6 weeks PPa

n (%)

P

valueg

Negative delivery experiencef

No 2667 2560 (96) 107 (4) <0.001

Yes 172 151 (88) 21 (12)

Total 2839

aScores on the Depression Self Reporting Scale at 6 weeks

postpartum.
bBody mass index was extracted from medical records, <18.5 kg/m2

underweight, 18.5–24.9 kg/m2 normal weight, ≥25 kg/m2

overweight.
cSense of coherence score of ≥128.
dSelf-reported delivery fear at week 32, any fear versus no fear.
eInfant birthweight >4000 g.
fSelf-reported delivery experience (negative versus positive) at

6 weeks postpartum.
gP values calculated with Fischer exact test.
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BASIC cohort.34 Moreover, an instrument based on the

DSM-IV criteria for major depression was used instead of a

screening instrument. Further, the association between sev-

ere perineal lacerations and PPD was investigated for the

first time among women with low resilience. Prospective

collection of self-reported depressive symptoms and medi-

cal record data and a large number of biological, obstetric

and psychological covariates was implemented to avoid

recall bias and adjust for possible confounders. In addition,

we selected confounders and mediators by using a DAG,

based on a combination of literature search and associa-

tions in our data set. The prospective design and large

sample size are additional strengths of this study.

This study entails limitations. The participation rate in

the BASIC study is around 20%, probably because of the

study’s comprehensive nature, with multiple questionnaires

and biological sampling.34 The low participation rate may

compromise the generalisability of the results. In addition,

the participants were informed beforehand about the pri-

mary focus of this study, that being antenatal mental

health, which may have introduced a selection bias. The

prevalence of EPDS-based PPD in the study population is

nevertheless in accordance with national estimates. The

questionnaires in BASIC were in Swedish, so there is an

underrepresentation of women not born in Sweden. Hence,

results are not generalisable to migrant women.

For practical reasons and considering the high number

of participants, symptoms of depression were assessed using

self-reports, not psychiatric examinations. However, the

DSRS, taking into account the A and C criteria for a major

depressive episode according to DSM-IV, has a sensitivity

and a specificity for an expert-rated diagnosis of 86% and

75%, respectively. Because of its high sensitivity and speci-

ficity, psychiatrists use the DSRS extensively in clinical set-

tings.35–37

Furthermore, despite the generally large study sample

size of this population-based study, the number of women

with severe lacerations suffering later from depression was

low (n = 5), compromising the power of the study. It is

interesting nevertheless to note that a strong association

was detected among women with low resilience, even

among a smaller number of participants, and also that

results did not confirm any significant association even

when considering EPDS-based depression status, for which

the study had sufficient power. The BASIC cohort is one of

the biggest mother–infant cohorts focusing on perinatal

mental health internationally. Given the relatively low

occurrence of both exposure and outcome, cohort or case–
control studies might be preferable, but would in their turn

entail other sources of bias. Future studies in different set-

tings and in even larger samples are needed to replicate

these results.

-

Figure 2. DAG on the association between perineal lacerations and PPD. Pink arrows show possibly confounded paths between the exposure and

the outcome. The green arrows represent causal paths where there is a flow from the exposure (laceration), possibly via a mediator, to the outcome

(PPD).
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Interpretation
One previous study by Dunn et al. found an association

between lacerations of second degree or higher and PPD

symptoms, based on the total score on the EPDS.9 How-

ever, these two studies are not readily comparable, because

the older study, which only included 153 participants,

focused only on depressive symptoms assessed with a con-

tinuous scale, whereas the present study used results from

DSRS, a self-report scale considered to be a more stringent

and clinically reliable diagnostic tool, as it is based on the

DSM-IV diagnostic criteria. In a recent systematic review

of the prevalence and incidence of perinatal depression,17–

19 the reported prevalence of PPD was 10–15%, which is

higher than the 4.6% figure found in our cohort. Most of

these studies are nevertheless based on screening instru-

ments like the EPDS, which has high sensitivity but low

specificity. The DSRS, used in the current study, is more

closely related to the clinical DSM-based criteria for the

diagnosis of major depression; this would explain the lower

prevalence. Another difference refers to the categorisation

within the laceration groups, which in the older study

included second-, third- and fourth-degree lacerations

whereas the present one included only the severe ones, of

third- ad fourth-degree as exposure, making the studies

even harder to compare. Nevertheless, when we specifically

analysed for the development of depressive symptoms

based on an EPDS cut-off of 12 points after a laceration of

second-, third- or fourth-degree, more in accordance with

the methods used by Dunn et al.,9 results still pointed to a

non-statistical association (OR = 1.1, 95% CI 0.8–1.4). It is
nevertheless important to note that in the present study,

when we specifically analysed the data among women with

low resilience, a strong association between severe lacera-

tions and PPD was observed, suggesting a strong moderat-

ing role of resilience in this association.

Dunn et al. suggested that inflammation could be part of

the mechanism behind the association between severe obstet-

ric lacerations and PPD.9 Other potential pathways are

through pain and practical impact of severe lacerations on

daily life, such as poor sexual function and incontinence

symptoms. Our results did not change even when including

these possible mediators in the adjusted models. Resilience

on the other hand is likely to be an important factor in tack-

ling such daily stressors.45,46 Resilience has previously been

reported to protect women from peripartum mood disorders

in presence of both previous life stressors and stressful events

associated with pregnancy and childbirth.46,47

In our cohort, education >12 years was found to be a

protective factor for PPD at 6 weeks postpartum, for the

total study cohort. This is well in accordance with results

from a recently published study on peripartum trajectories,

which reported that lower education and lack of social sup-

port were associated with depressive symptoms with early

onset in pregnancy.23 It has also been shown that high edu-

cation may be associated with high resilience.32

Many earlier studies have earlier show that adverse life events

are strong risk factors for PPD.33,45 Results from this study nev-

ertheless illustrate the importance of resilience in moderating

the risk for PPD after an obstetric adverse outcome.

Conclusion

In this large, population-based study, although the risk of

PPD was not associated with perineal lacerations in the

whole sample, it was much higher among women reporting

low resilience during pregnancy.

Perineal lacerations and PPD are well-known complications

of pregnancy and labour. Moreover, the postpartum period is

associated with increased risk of comorbidities between PPD,

post-traumatic stress disorder and anxiety. Our findings may

enable early identification of women at risk of PPD, which

could facilitate direct and individualised postnatal support to

prevent the occurrence of this condition.

Table 2. Logistic regression derived odds ratios and 95% CI for the

association between perineal lacerations and PPD symptoms

assessed using the DSRS at 6 weeks postpartum, in all women and

in women with low resilience, as assessed using the Sense of

Coherence scale (SOC)

Crude Adjusted

All women (n = 2990) OR (95% CI) OR (95% CI)

Severe perineal lacerations* 1.4 (0.6–3.5) 1.4 (0.5–3.6)

BMI (kg/m2)

<18.5 (versus 18.5–24.9) 0.6 (0.4–1.0)

≥25 (versus 18.5–24.9) 0.8 (0.3–2.3)

Education >12 years (versus

lower education)

0.6 (0.4–0.8)

Nulliparous (versus

multiparous)

1.1 (0.7–1.5)

Vacuum extraction 1.3 (0.7–2.3)

Women with low resilience** (n = 310)

Severe perineal lacerations 4.8 (1.2–20) 5.5 (1.2–26)

BMI (kg/m2)

<18.5 (versus 18.5–24.9) 0.8 (0.4–1.4)

≥25 (versus 18.5–24.9) 1.5 (0.3–8.0)

Education >12 years (versus

lower education)

0.5 (0.3–1.0)

Nulliparous (versus

multiparous)

1.1 (0.6–2.0)

Vacuum extraction 0.8 (0.2–2.5)

*Defined as third- and fourth-degree perineal lacerations or

obstetric lacerations involving the anal sphincter. In total, 79 women

with severe perineal lacerations.

**Sub-analysis among women with Sense of Coherence Scale score

<128. In total, eight women with low resilience and severe perineal

lacerations.
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Psychological interventions have been shown to be

effective in preventing PPD but are cost-effective only

among high-risk groups.48 Interventions such as interper-

sonal therapy, cognitive behavioural therapy, non-directive

counselling, and peer and partner support aim to build

social support and lead to behavioural changes that

enhance coping and reduce distress.49,50 Ideally, prophylac-

tic measures in terms of prospective support for all preg-

nant and newly delivered mothers should be offered, and

would most likely result in reducing disease severity and

burden for women and families. However, large-scale pop-

ulation-based interventions often confer a substantial load

on the healthcare system. Facing the need of prioritising,

to attain cost-effectiveness, it seems plausible to focus pri-

marily on high-risk groups; interventions such as antenatal

and postnatal education with problem-solving sessions,

psychological counselling and professional home visits47,48

may help in the prevention of PPD among women with

low resilience in general, and especially if they suffer a

severe laceration.
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