DOI: 10.14744/DAJPNS.2020.00102
Dusunen Adam The Journal of Psychiatry and
Neurological Sciences 2020;33:340-350

RESEARCH ARTICLE

Perinatal Post Traumatic Stress Disorder
Questionnaire-II (PPQ-II): adaptation, validity, and
reliability study
Burcu Komurcu Akik1 , Aysegul Durak Batigun1
Ankara University, Faculty of Languages History and Geography, Department of Psychology, Sihhiye, Ankara - Turkey

1

ABSTRACT
Objective: The aim of this study is to adapt the Perinatal Post Traumatic Stress Disorder Questionnaire- II (PPQ-II) and determine
the psychometric properties of this scale.
Method: The study was conducted with two different samples consisting of mothers who give full-term and preterm birth. To
investigate the factor structure and conduct confirmatory factor analysis, the first sample was composed of 194 women
between the ages of 18-43 (Mean=30.12, standard deviation [SD]=4.96). The second sample in which confirmatory factor
analysis was conducted consisted of 238 women between the ages of 19-43 (Mean=30.33, SD=4.00). Depression Anxiety Stress
Scale and Connor-Davidson Resilience Scale were used in this study as well as PPQ-II.
Results: The exploratory and confirmatory factor analysis revealed a two-factor structure named “Intrusive Thoughts and
Avoidance” and “Hyperarousal and Numbness Responses”. The model obtained by confirmatory factor analysis demonstrated
acceptable goodness of fit values and the questionnaire was found to have satisfactory reliability and validity values.
Conclusion: PPQ-II could be considered as a valid and reliable scale which could be used in maternal mental health studies
conducted in Turkey.
Keywords: Factor analysis, perinatal trauma, PTSD, reliability, validity

INTRODUCTION
Although the experience of giving birth, having a baby
and transition to motherhood has a significant place in
the lives of many women, these can be traumatic for
some women (1). Defined as “la nevrose traumatique
post-obstetricale” by Bydlowski and Raoul-Duval (2) in
the literature, the term perinatal trauma was used for
prolonged births, difficult births and birth defects or
stillbirths. Many studies from 1978 to the present have

revealed that women may experience traumatic
symptoms such as nightmares about childbirth, sudden
intrusive and disturbing thoughts about childbirth,
missing fragments in memories for the moment of
birth, and confusion (3-5). Although there are many
studies about the postpartum process, it has been
recently that perinatal trauma has been examined
directly and perinatal post-traumatic stress disorder
(PTSD) has begun to be seen as a problem related to the
birth experience (6). In the literature, different
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expressions such as postpartum PTSD, birth-related
PTSD, PTSD about birth, PTSD regarding childbirth,
birth-induced PTSD, postnatal PTSD are also used in
the literature. PTSD is the result of a traumatic event
that is gathered in four basic symptom clusters: 1)
re-experiencing the traumatic event, 2) avoiding
reminders of the traumatic event, 3) excessive arousal /
irritability following the traumatic event and 4) negative
changes in cognition and affect, is defined as these
symptoms last for at least one month and the
impairment in functionality (7). The term “traumatic” is
defined as a life-threatening experience that causes
helplessness and vulnerability in the individual and
exceeds the individual’s coping abilities (8). While
events that play a role in the emergence of acute stress
disorder or PTSD can be considered as possible
traumatic stressors for everyone (e.g. fire, earthquake,
loss of a loved one, being in a battle environment, etc.),
childbirth experience or negative experiences around
childbirth are not experiences that can be traumatic for
everyone. Although childbirth differs from other
traumatic events in that not all women have a traumatic
experience (9), studies show that many women see
delivery as traumatic (10,11). According to studies, it
has been reported that 9% of women who give birth are
diagnosed with perinatal PTSD and 18% are at risk for
diagnosis (12,13), in other countries this rate may rise
up to 21.5% (14). It has been observed that the
prevalence of perinatal PTSD is higher in high-risk
samples such as premature birth, cesarean section,
serious complications during pregnancy or delivery
(13,15-19). Similarly, it has been shown that mothers
with a preterm baby experience more post-traumatic
stress symptoms, the symptoms persist until the first
years after birth, and are more permanent than mothers
of full-term and healthy babies (20-24).
The effects of perinatal trauma far exceed the
above-mentioned clinical presentation and prevalence
rates. It can be stated that perinatal trauma creates a
risk factor for maternal-infant health by affecting
women’s maternal experiences and their interactions
with their babies (25-28). Studies have shown that
perinatal trauma has serious and long-term effects on
women’s relationships with their spouses and babies
(25), interrupts the establishment of mother-infant
bond (26), but, perinatal trauma is associated with
avoidant attachment style (27) and disruptions in
mother-infant interaction (28). For example, PTSD
symptoms that the mother experiences after birth,
such as avoidance, emotional numbness or
hyperarousal may cause the mother to stay away from
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her baby, to be inaccessible to the baby, or to be more
intrusive towards her baby at the other extreme (29). It
is clear that perinatal trauma or perinatal PTSD should
not be overlooked due to the risks it poses in terms of
mother and baby health. However, it has been shown
that women with perinatal PTSD can rarely be detected
and treated, as there are still great difficulties in
recognizing perinatal PTSD and it is not routinely
screened in the postpartum period (30). At this point,
it becomes important to be able to accurately detect
and evaluate perinatal trauma.
The first point to be emphasized when evaluating
perinatal PTSD is that some situations experienced by
women with perinatal PTSD after birth can be
overlooked by evaluating as usual (for example,
interpreting the mother’s turn away from voices as a
reaction to hearing the baby’s voice). The second point
to focus on is what diagnostic criteria to use for
perinatal PTSD. It is known that significant changes
were made in terms of PTSD diagnostic criteria
between the fourth edition of the American Psychiatric
Association Diagnostic and Statistical Manual (DSMIV-TR) and the fifth edition (DSM-5) (7,31). Although
these changes has been made based on research
evidence and clinical observations (32), it causes
controversy in the literature due to the complexity of
criteria in terms of clustering and differences in the
diagnosis of PTSD (33,34). It can be said that the
diagnosis of perinatal PTSD, which is more difficult to
evaluate than PTSD, has become more complex with
the changes made in DSM. However, when the
objective is to evaluate perinatal trauma symptoms, it
is stated that much more important to be able to make
a general measurement of trauma experiences related
to birth (35).
The PPQ-II discussed in this study for the
assessment and determination of perinatal PTSD risk, is
derived from the PPQ, which was developed to identify
post-traumatic stress symptoms in mothers with highrisk babies and originally included two Yes/No answer
options. This scale was created by converting PPQ’s
response options to 4-point Likert-type form in order to
improve clinical outcomes and measure post-traumatic
stress symptoms, including negative cognitions and
mood related to birth experience such as disturbing
intrusive thoughts, re-living, avoidance behaviors,
hyperarousal, numbness, and feelings of guilt (36).
Although PPQ-II is not used as a diagnostic criterion
alone, it is a scale that allows us to evaluate the perinatal
PTSD symptom level. Although the scale was developed
on the basis of DSM-III-R, it meets the PTSD
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conceptualization framework in DSM-IV-TR (36-38)
and includes items that measuring PTSD symptom
clusters specified in DSM-5.
In a limited number of studies on perinatal trauma
in our country, it is observed that classical PTSD scales
such as Posttraumatic Diagnostic Scale and Impact of
Event Scale are used to assess PTSD symptoms related
to childbirth (39-44). While studies support that the
Posttraumatic Diagnostic Scale is an effective screening
criterion for the evaluation of PTSD associated with
childbirth in postpartum women, it also suggests that
the scale was developed according to DSM-IV
diagnostic criteria was a limitation (39-42). The Impact
of Event Scale was found to be used in two studies to
examine the risk factors associated with the postpartum
post-traumatic stress symptoms in our country and to
examine the effects of prenatal education on fear of
childbirth, self-efficacy and perinatal PTSD symptoms
(43,44). According to the DSM-IV, the Impact of Event
Scale used in the literature to measure perinatal trauma,
measures only three clusters among the PTSD
symptoms and can be associated with underestimation
of PTSD dimension associated with childbirth (45,46).
However, studies in the literature show that the
psychometric properties of PPQ and PPQ-II, which are
facilitated by increasing the response options, are
sufficient and frequently used to measure perinatal
trauma (22,36-38,47-50). From this point of view, it was
aimed to adapt PPQ-II to Turkish and to examine the
psychometric properties of the scale within the scope of
this study. It is thought that this study, which evaluates
the psychometric properties of PPQ-II, which allows
perinatal trauma to be evaluated both samples
consisting of mothers who gave preterm and full-term
birth, will make a functional contribution to the gap in
the literature and that the scale will be useful for clinical
research and applications in our country or across
cultures.

METHOD
In order to examine the psychometric characteristics of
PPQ-II, the sample of the study was made up by
mothers whose babies were between 1-18 months, who
had premature birth and whose babies were kept in the
incubator, and mothers who gave birth on time and
their babies not in the incubator. Mothers of babies born
at term and staying in the NICU/incubator for any
reason and mothers of babies born prematurely but
never staying in the NICU/incubator were excluded
from the study.

Sample-I
The sample consisted of mothers who gave birth
prematurely (gestation <37 weeks) and whose babies
were kept in an incubator (babies between 1-18 months).
Since the data of 9 participants out of 203 participants
who gave birth prematurely and whose babies were kept
in the incubator was the outlier, they were excluded
from the data set and the analyzes were carried out on a
sample of 194 people aged between 18-43 (Mean=30.12,
standard deviation [SD]=4.96). Eight participants did
not report their age. The data of the participants who
stated that they had a psychiatric diagnosis or whose
babies had congenital disorders were not included in the
analysis. For PPQ-II, Exploratory Factor Analysis (EFA)
and Confirmatory Factor Analysis (CFA) were
performed in the sample of mothers who gave premature
birth and whose baby kept in the incubator.
Sample-II
It consists of 250 mothers (babies were between 1-18
months old) who gave birth on time and whose babies
were not in an incubator. Since the data of 12
participants were outliers, CFA analysis was carried out
on a sample of 238 people by removing them from the
data set. Participant were between 19-43 (Mean=30.33,
SD=4.00). Three participants did not report their age.
The data of participants who stated that they had a
psychiatric diagnosis or whose babies had congenital
disorder were not included in the analysis. The
demographic characteristics of the participants are
given in Table 1. For PPQ-II, only CFA was performed
in this sample.
Measures
Demographic Information Form: It was applied to
obtain information about demographic characteristics
of the participants such as their age, education and
income levels, residence, occupational status, psychiatric
diagnosis and treatment information.
Perinatal Post Traumatic Stress Disorder Scale-II
(PPQ-II): Developed by De Mier et al. (51) and
Quinnell and Hynan (38), this scale was later revised by
Callahan et al. (36) and named as the Perinatal Post
Traumatic Stress Disorder Scale-II (PPQ-II). The scale
consists of 14-items and 3-sub-scales measuring posttraumatic symptoms related to the birth experience
such as disturbing intrusive thoughts, re-experiencing,
avoidant behaviors, hyper-arousal, numbness, and guilt.
The first 3 items indicate intrusive thoughts, following
six items avoidant behaviors or numbness responses
sand the last five items indicate hyperarousal. Response
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Table 1: Descriptive information on demographic characteristics of the sample
Sample I

Sample II

(n=194)

(n=238)

Variables

Range

Mean (SD)

Range

Mean (SD)

Age of mother (n=186; 235)

18-43

30.12 (4.96)

19-43

30.33 (4.00)

n

%

n

%

Level of education
Primary school

28

14.4

13

5.5

High school

43

22.2

33

13.9

University and above

123

63.5

192

80.6

Low

27

13.9

28

11.7

Middle

116

59.8

122

51.3

High

49

25.2

88

36.9

Metropol

113

58.2

146

61.9

City

37

19.1

49

20.8

Town/Village

43

22.1

41

17.4

Yes

104

53.6

173

72.7

No

89

45.9

64

26.9

Yes

50

25.8

109

45.8

No

142

73.2

128

53.8

Monthly income

Residence

Occupational status before giving birth

Current occupational status

SD: Standard deviation, Sample I: Mothers who gave premature birth and whose babies kept in the incubator, Sample II: Mothers who gave birth on time and whose
babies did not keep in the incubator

options in PPQ-II were converted to 5-point Likert type
scored between 0-4 instead of binary options (Yes, No)
in the original form. Mothers were asked to answer the
questions in a way that reflects their experiences lasting
more than a month between 4 and 18 months after
giving birth. The scores to be obtained from PPQ-II
range between 0 and 56. The internal consistency
coefficient of the scale was found to be 0.90. In the
differential validity study, it was found that the scale
could distinguish the mothers of high-risk babies
(medically vulnerable and premature) and the term
babies. In addition, when the consistency validity of
PPQ-II was examined, it was found that it had a
significant relationship with the Impact Event Scale and
the Beck Depression Scale Inventory. It was determined
that those who score above 19 points from the scale
distinguish mothers in need of psychotherapy (36).
Depression Anxiety Stress Scale (DASS):
Developed by Lovibond and Lovibond (52), DASS-42
is a 4-point Likert-type scale (0=Not suitable for me at
all, 3=Completely suitable for me). DASS has a total of
42 items, 14 of which are for depression, 14 are for

anxiety and 14 are for stress dimensions. The total
scores of the scale range from 0 to 42 for each subdimension. In the Turkish adaptation study of DASS,
the Cronbach’s alpha internal consistency coefficients
were 0.89 for the entire scale, 0.90, 0.92, and 0.92 for
depression, anxiety, and stress subscales, respectively
(53). The higher sample scores in one of these
dimensions indicate that the individual has difficulties
in the relevant field.
Connor-Davidson Psychological Resilience Scale
(CD-RISC): The CD-RISC consists of 25 questions in a
5-point Likert type (0=Not true at all, 4=Always true)
(54). Item 2 is not included in the total score in the
Turkish form of the scale. The score that can be obtained
from the scale is between 0 and 96. A high score
indicates a higher level of psychological resilience. The
Turkish form of the scale consists of three subscales.
Cronbach’s alpha internal consistency coefficients were
found to be 0.93 for the perseverance and personal
competence subscale, 0.79 for the negative emotion
tolerance subscale, and 0.50 for the spirituality spiritual
disposition subscale (55).
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Procedure
Ethical permission was obtained from Ankara
University Ethics Committee for conducting the study
(Decision No: 56786525-050.04.04/13428, Date:
19/02/2018, No: 03/32). The scale was translated from
English to Turkish by the first author. Afterwards, the
translation of the scale was evaluated in terms of
grammatical compliance, language and
comprehensibility (appearance validity) by a team of 15
experts, consisting of 12 psychologists, one associate
professor and two professors, who are proficient in both
languages. The scale, which was finalized after
corrections from experts, was translated into English by
an independent expert translator. The back translation
form was sent to Prof. Dr. Michael T. Hynan, one of the
authors of the original scale, and after receiving the
feedback that the translation was quite good compared
to the original form of the scale, the data collection
phase was started.
Verbal and written information about the research
was provided to the participants prior to the process
and it confirmed by all. Participants voluntarily took
part in the study. Data were collected from mothers
residing in Ankara and those who applied to the
Neonatology Clinic, Department of Child Health and
Diseases, Ankara University Faculty of Medicine.
Department of Pediatrics. Data were collected by the
researcher using face-to-face or online scale batteries.
The application took approximately 30 minutes. SPSS
23.00 and AMOS 22.00 package programs were used for
statistical analysis of the data.

RESULTS
Before the statistical analysis phase of the study,
missing data analysis was performed. The mean
assignment method was used to ensure that the
missing did not exceed 5% and showed a random
distribution (56). For the normal distribution
assumption, kurtosis and skewness parameters were
set within ±2 values (57,58). The Box Plot, Q-Q plots
and histogram curves were used to evaluate and
determine to outliers and they were excluded from the
analysis. After observing that the data set met the
multivariate parametric analysis criteria, the analyzes
were started. While evaluating the fit of the proposed
model, values of χ2/df, CFI, GFI, IFI and RMSEA and
BIC were taken into consideration. It is recommended
to use multiple fit statistics to evaluate model fit (59).
χ2/df ratio below 3, CFI, GFI and IFI at 0.90 and above,
and RMSEA value below 0.08 are regarded to be

acceptable compliance indices whereas IFI and CFI
values 0.95 and above, and finally the RMSEA value
below 0.05 are considered as good fit indices (60-62).
However, given any of the two predicted models, if the
BIC value is used as the criterion, the model with the
lower BIC value is the preferred model (63).
PPQ-II Construct Validity - Exploratory Factor
Analysis (EFA) Findings
In order to determine the construct validity of the
scale, for the scale form consisting of 14 items, EFA
was performed on a sample of mothers who had a
preterm delivery and whose baby was kept in the
incubator. Before the factor analysis, the KaiserMeyer-Olkin (KMO) value was checked in order to
test the compatibility of the correlation matrix between
the items for factor analysis, and it was found that this
value was appropriate to continue factor analysis with
a value of 0.90 (64). In addition, according to the
Bartlett Sphericity test, it was found that the data
showed a significant difference (χ2=1078.74, df=91,
p<0.001). Therefore, factor analysis was applied
according to principal components method and direct
oblimin rotation. As a result of the first analysis
performed without determining the number of factors,
2 factors with eigenvalues above 1 were obtained. Since
the original form of the scale indicated 3 factors, the
factor analysis was re-performed by forcing 3 factors.
However, since only two items were loaded on the 3rd
factor and the scree plot chart suggested two factors
with an eigenvalue above 1, the analysis of the Turkish
form of the scale was continued to present a two-factor
structure. During the analysis, an item with a loading
value below 0.30 (6th item in the original form) was
removed and factor analysis was performed again. The
final version of the 13-item scale with item loading
value above 0.30, the items included in each factor, the
variance explained by the factors, eigenvalues and
Cronbach alpha reliability coefficients are given in
Table 2.
As shown in Table 2, the factor loads of the items
vary between 0.50 and 0.88. “Intrusive Thoughts and
Avoidance” (6 items) constitutes 12.41% of the variance
and “Hyperarousal and Numbing of Responsiveness” (7
items) 43.60% of the variance, these two factors explain
56.01% of the total variance
PPQ-II Construct Validity - Confirmatory Factor
Analysis (CFA) Findings
In order to test whether the two-factor model obtained
in EFA is verified or not, two separate CFAs were
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Table 2: PPQ-II Factor Structure
Item
Factor
Items

loadings
1

total
Communality

r

2

1. Did you have bad dreams of giving birth or of your baby’s hospital stay?

0.63

0.53

0.72*

2. Did you have upsetting memories of giving birth or of your baby’ hospital stay?

0.76

0.60

0.76*

3. Did you have any sudden feelings as though your baby’s birth was happening
again?

0.77

0.52

0.69*

4. Did you try to avoid thinking about childbirth or your baby’s hospital stay?

0.72

0.49

0.70*

5. Did you avoid doing things that might bring up feelings you had about
childbirth or your baby’s hospital stay (for example, not watching a TV show
about babies)?

0.75

0.60

0.78*

6. Did you lose interest in doing things you usually do (for example, did you lose
interest in your work or family)?

0.74

0.56

0.37*

7. Did you feel alone and removed from other people (for example, did you feel
like no one understood you)?

0.66

0.60

0.43*

8. Did it become more difficult for you to feel tenderness or love with others?

0.88

0.64

0.30*

9. Did you have unusual difficulty falling asleep or staying asleep?

0.62

0.47

0.23**

10. Were you more irritable or angry with others than usual?

0.87

0.70

0.36*

11. Did you have greater difficulties concentrating than before you gave birth?

0.76

0.64

0.36*

12. Did you feel more jumpy (For example, did you feel more sensitive to noise,
or more easily startled)?

0.50

0.41

0.27*

13. Did you feel more guilt about the childbirth than you felt you should have felt?

0.60

0.51

0.73*

Explained variance (%)

12.41 43.60

56.01

Eigenvalue

1.61

5.67

Cronbach alfa

0.83

0.87

0.89

*p<0.001, **p<0.01. Factor 1: Intrusive thoughts and avoidance, Factor 2: Hyperarousal and Numbness Responses

conducted in samples I and II. In the evaluation of CFA,
attention was paid to the path diagram and goodness of
fit criteria. Error variances of the items were correlated
in both analyzes in line with the proposed modification
indices. After each error correlation, a chi-square
difference test (χ2 difference test) was conducted (65).
After the error correlations, it is seen that the fit indices
of the models reached acceptable and good levels
(p<0.05 for Δχ2). Fit indices for models before and after
error correlations are given in Table 3.
PPQ-II Criterion-Related Validity Findings
In the analyzes conducted to evaluate the criterionrelated validity, it was observed that the relationships
between variables were in the expected direction. It is
seen that the correlation coefficients between the PPQ-II
total score and its subscales and depression ranged from
0.40 to 0.63 (p<0.001). The correlation coefficients
between PPQ-II total score and subscales and anxiety
were between 0.39 and 0.61 (p<0.001). The correlation
coefficients between PPQ-II total score and subscales and

stress ranged from 0.45 to 0.63 (p<0.001), whereas the
correlation coefficients between psychological resilience
ranged between -0.14 and -0.18 (p<0.05) (see Table 4).
PPQ-II Differential Validity Findings
In order to obtain more information about the validity
of the scale, end group analyzes were conducted in
which individuals with low and high depression,
anxiety, stress and CD-RISC scores were compared
between the PPQ-II total score and the scores obtained
from the sub-dimensions. For this purpose, those who
scored one standard deviation high from the mean
scores of the relevant variables (depression, anxiety,
stress, psychological resilience) and those who scored
one standard deviation low were grouped as “high” and
“low”. The results of the t-test analysis are presented in
Table 5.
As can be seen in Table 5, individuals with high
scores in depression, anxiety and stress variables get
significantly higher scores in PPQ-II total and subscales
than individuals with low scores. On the other hand, it
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Table 3: PPQ-II Fit index values
Sample I

χ2

df

χ2/df

CFI

GFI

IFI

RMSEA

BIC

Model 1

153.10

64

2.39

0.91

0.89

0.91

0.08

295.33

Model 2 (m. 9 - 11)

133.51

63

2.12

0.93

0.90

0.93

0.08

281.01

Model 3 (m. 2 - 13)

123.97

62

2.00

0.94

0.91

0.94

0.07

276.74

Sample II

χ2

df

χ2/df

CFI

GFI

IFI

RMSEA

BIC

Model 1

163.14

64

2.55

0.91

0.91

0.91

0.08

310.89

Model 2 (m. 2 - 13)

148.45

63

2.36

0.92

0.92

0.92

0.08

301.68

Model 3 (m. 1 - 3)

137.82

62

2.22

0.93

0.92

0.93

0.07

296.51

χ : Chi-square, df: degrees of freedom, CFI: Comparative Fit Index, GFI: Goodness of Fit Index, IFI: Incremental Fit Index, RMSEA: Root Mean Square Error of
Approximation, BIC: Bayesian Information Criterion
2

Table 4: Correlation coefficients between variables
Depression

Anxiety

Stress

CD-RISC

PPQ-II

0.63**

0.61**

0.63**

-0.18*

Factor 1

0.46**

0.50**

0.45**

-0.14*

Factor 2

0.40**

0.39**

0.36**

-0.15*

*p<0.05, **p<0.001, Factor 1: Intrusive thoughts and avoidance, Factor 2:
Hyper-arousal and numbness responses, PPQ-II: Perinatal Post Traumatic
Stress Disorder Questionnaire-II, CD-RISC: Connor-Davidson Resilience Scale

is observed that individuals with high CD-RISC score
significantly lower than PPQ-II total score compared to
individuals with low psychological CD-RISC. There is
no significant difference between the groups with low
and high psychological resilience in terms of PPQ
subscales.
PPQ-II Reliability Findings
Cronbach alpha reliability coefficients of PPQ-II were
0.89 for the total score of the scale, 0.83 for the “Factor
1” sub-dimension, and 0.87 for the “Factor 2” subdimension. In addition, the correlation coefficient
(Guttman Split-Half Coefficient reliability coefficient)
between the two half tests formed from odd and even
items of the scale according to the split-half method was
determined as 0.84. Item-total correlations were also
evaluated for more information on the reliability of the
scale (see Table 2). These correlation coefficients varied
between 0.69 (p<0.001) to 0.78 (p<0.001) for Factor 1
subscale, and 0.23 (p<0.01) and 0.43 (p<0.001) for
Factor 2. The relationships between the total scores and
items of all subscales were in the expected direction and
were significant.

DISCUSSION
EFA was performed to determine the construct validity
of PPQ-II developed by Callahan et al. (36), of which
Turkish adaptation study was conducted in this study.

The KMO coefficient (0.90) and Bartlett Sphericity test
(χ2=1078.74, df=91, p<0.001) showed that the data were
appropriate for factor analysis (64). Factor analysis
based on principal component analysis and direct
oblimin rotation indicates that the scale has a two-factor
structure consisting of 13 items: “Intrusive Thoughts
and Avoidance” and “Hyperarousal and Numbness
Responses”. The factor loads of all items are between
0.50 and 0.88, and the two determined factors explain
56.01% of the total variance.
To determine whether the two-factor structure
obtained from EFA was verified, two separate CFAs
were performed by applying Bootstrap Maximum
Likelihood for corrected estimates using 2000
resampling and 95% confidence interval in samples of
mothers who both gave full-term birth and whose
babies were not kept in the incubator, and who gave
preterm birth and whose babies were kept in the
incubator. CFA results showed that the scale had an
acceptable fit index (61,62) for both samples of preterm
babies’ mothers (χ2=123.97, df=62, χ2/df=2.00, p<0.001,
CFI=0.94, GFI=0.91, IFI=0.94, RMSEA=0.07,
BIC=276.74), and for the sample of full-term babies’
mothers (χ 2=137.82, df=62, χ 2/df=2.22, p<0.001,
CFI=0.93, GFI=0.92, IFI=0.93, RMSEA=0.07,
BIC=296.51). Low BIC values in the last models
associated with errors compared to the previous models
also indicate the fit of the model (63).
Evaluating the criterion-related validity of the scale,
the fact that the relationship between PPQ-II total score
and its subscales with depression, anxiety and stress
variables were positive and significant whereas the
negative and significant relationship with CD-RISC,
provide support to the criterion validity.
When the differential validity of the scale was
examined, it was observed that PPQ-II could distinguish
individuals with high and low scores from depression,
anxiety, stress and CD-RISC scales.
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Table 5: Comparison of the individuals with low and high depression, anxiety, stress and psychological resilience levels
in terms of PPQ-II and subscale scores
Depression <0.63

Depression >22.61

n=19

n=32

Mean

SD

Mean

SD

t

PPQ-II

17.79

13.75

39.06

9.30

-5.98***

Factor 1

8.32

7.48

16.22

6.62

-3.93***

Factor 2

18.79

7.46

25.40

7.08

-3.16**

Anxiety <3.16

Anxiety >22.90

n=31

n=34

Mean

SD

Mean

SD

t

PPQ-II

18.19

11.80

36.68

11.22

-6.47***

Factor 1

7.45

6.04

15.79

6.00

-5.58***

Factor 2

19.35

6.40

25.35

7.50

-3.45**

Stress <5.34

Stress >27.96

n=25

n=38

Mean

SD

Mean

SD

t

16.32

13.36

35.92

10.87

-6.39***

Factor 1

7.72

6.94

14.39

6.60

-3.85***

Factor 2

18.12

6.28

23.92

7.24

-3.27**

PPQ-II

CD-RISC <45.11

CD-RISC >80.69

n=33

n=28

Mean

SD

Mean

SD

t

PPQ-II

28.71

13.05

21.39

14.28

2.07*

Factor 1

12.59

6.32

9.36

6.86

1.91

Factor 2

21.97

6.93

18.94

7.60

1.63

*p<0.05, **p<0.01, ***p<0.001, PPQ-II: Perinatal Post Traumatic Stress Disorder Questionnaire-II, Factor 1: Intrusive thoughts and avoidance, Factor 2: Hyper-arousal
and numbness responses, PPQ-II: Perinatal Post Traumatic Stress Disorder Questionnaire-II, CD-RISC: Connor-Davidson Resilience Scale

When the reliability findings of PPQ-II are examined,
Cronbach alpha reliability coefficients are; 0.89 for the
total score, 0.83 for the “Intrusive Thoughts and
Avoidance” sub-dimension, and 0.87 for the
“Hyperarousal and Numbness Responses” subdimension. Considering that the reliability level suggested
for the Cronbach alpha coefficient is 0.70 (66), it is seen
that PPQ-II has adequate internal consistency
coefficients. The fact that the correlations between the
PPQ-II subscales and the item and the total score and
subscales of the PPQ-II are in the expected direction and
significant also supports the reliability of the scale.
Although PPQ-II is a valid and reliable measurement
tool, there are some points that should be paid attention
to regarding the psychometric properties of PPQ-II. As
mentioned before in the measures section, in the
original form of PPQ-II, based on the PTSD definition
sets (B, C, D) in DSM-IV, the first three items indicate
unwanted intrusive thoughts, and the next six items
indicate responses to avoidance or numbness, and the

last five items indicate hyper-arousal (36). However, in
the Turkish validity study of the scale, it is seen that the
distribution of items into factors is different from the
original form. In the Turkish version of the scale, the
first five and the last items were loaded on the first
factor and named as “Intrusive Thoughts and Avoidance
(items: 1, 2, 3, 4, 5, 13)”, the remaining seven items were
loaded on the second factor and named as “Arousal and
Numbness Responses (items: 6, 7, 8, 9, 10, 11, 12) ”. The
sixth item in the original form was excluded from the
analysis due to its low factor load in the Turkish form,
and item 14 (item 13 in the Turkish form) was included
in the first factor. Although in the Turkish form of the
scale it seems that a single factor was obtained by
combining the first two factors in the original form
(intrusive thoughts and avoidance) and thus achieved a
two-factor structure, it should not be overlooked that
the content of the seventh and eighth items in the
original form may correspond to the concepts indicated
in both factors in the Turkish form. It should be noted
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that this approach, which seems simply rational and
statistically correct, will not bring a healthy
interpretation in terms of the theoretical background.
In other words, it is observed that items belonging to
the second factor in the original form of the scale are
shared between two factors in the Turkish form; some
of the items are in the first factor and some are in the
second factor. In addition, although intrusive thoughts
and avoidance structures present a similar appearance
in terms of their consequences, they are different
structures in terms of their occurrence and responses to
trauma. Therefore, it is clear that using the total score of
the scale will be more successful in reflecting the
perinatal post traumatic stress level experienced by the
mother. When the studies in which PPQ and PPQ-II are
examined in the literature, it is seen that sub-scale scores
are used in very few studies (51,67), while the total score
was used in many other studies. (22,35,36,38,48-50,68).
As stated before, when the objective is to evaluate the
trauma symptoms related to childbirth, it is stated that it
is much more important to be able to make a general
measurement of trauma experiences related to birth,
rather than which subscale reflects which cluster (35).
As a result, the analysis conducted reveals that PPQ-II
is a valid and reliable scale in measuring the perinatal
post-traumatic stress symptoms experienced by the
mother. Higher scores from the scale indicate that the
symptoms of PTSD related to the childbirth experienced
by the mother are high. Validity and reliability analyses
show that PPQ-II has sufficient psychometric properties.
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