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ABSTRACT

Introduction. The loss of a pregnancy puts women at risk of suffering post-traumatic stress disorder. This
circumstance can influence a subsequent pregnancy, and the link with the future baby. Objective. The
main objective of this work was to identify the prevalence of post-traumatic stress disorder (PTSD) among
post-partum women who give birth after having suffered a previous gestational loss and to identify pos-
sible relationships between PTSD and the variables studied. Method. An observational, descriptive, and
cross-sectional study. A total of 115 puerperal women who had suffered a previous gestational loss complet-
ed questionnaires containing sociodemographic variables, obstetric history, and responses to the Davidson
Trauma Scale. Results. A score of 40 was established as a cut-off point in the Davidson Trauma Scale for
the identification of PTSD. 21.7% of the participants scored 40 or above. Significant differences were found
related to age (p = .030), number of pregnancies (p = .033), and number of gestational losses (p =.001). The
probability of PTSD increases significantly in relation to the number of losses. Respondents are 2.55 times
(B = .94 p =.027) more likely to suffer PTSD the higher the number of gestational losses suffered. Discus-
sion and conclusion. There are significant differences in the presence of PTSD among puerperal women in
terms of age, number of pregnancies, and number of gestational losses. Post-partum women are more likely
to suffer PTSD after a gestational loss the higher the number of gestational losses suffered.

Keywords: Mental health, perinatal loss, grief, pregnancy, post-traumatic stress disorders.

RESUMEN

Introduccion. La pérdida de un embarazo sitia a las mujeres en riesgo de padecer un trastorno por estrés
postraumatico. Esta circunstancia puede influir en un embarazo posterior, y el vinculo con el futuro bebé. Ob-
jetivo. El objetivo principal de este trabajo fue identificar la prevalencia de trastorno por estrés postraumatico
entre puérperas que dan a luz tras haber sufrido una pérdida gestacional previa e identificar posibles relaciones
entre el trastorno por estrés postraumatico y las variables estudiadas. Método. Se trata de un estudio observa-
cional, descriptivo y transversal. Un total de 115 puérperas que habian sufrido una pérdida gestacional anterior
llenaron cuestionarios que contenian variables sociodemograficas, de la historia obstétrica y la Escala de Trau-
ma de Davidson. Resultados. Se establecié 40 como punto de corte en la Escala de Trauma de Davidson para
identificar el trastorno por estrés postraumatico. Se identificé en un 21.7% de las participantes. Se encontraron
diferencias significativas relacionadas con la edad (p = .030), el nimero de embarazos (p = .033) y el nimero
de pérdidas gestacionales (p = .001). La probabilidad de trastorno por estrés postraumatico aumenta significa-
tivamente en relacion con el niumero de pérdidas. Es 2.55 veces (B = .94 p = .027) mas probable padecer un
trastorno por estrés postraumatico cuanto mayor sea el nimero de pérdidas gestacionales sufridas. Discusion
y conclusion. Existen diferencias significativas en la prevalencia de trastorno por estrés postraumatico entre
las puérperas en cuanto a la edad, el nimero de embarazos y el nimero de pérdidas gestacionales. Es mas
probable padecer trastorno por estrés postraumatico tras una gestacién posterior a una pérdida gestacional
cuanto mayor sea el nimero de pérdidas gestacionales sufridas.

Palabras clave: Salud mental, pérdida perinatal, duelo, gestacion, trastorno por estrés postraumatico.
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INTRODUCTION

Post-traumatic stress disorder (PTSD) is defined by the
DSM-5 (2013) as the change of the body’s response to a
stressful circumstance. The presence of one or more intru-
sion signs associated with the traumatic event are described
as symptoms: memories, dreams or dissociative reactions
related to the traumatic event, psychological distress or in-
tense physiological reactions when exposed to circumstanc-
es reminiscent of the traumatic event.

The DSM-1IV (2000), with respect to its previous ver-
sion, is more explicit and restrictive regarding the experi-
ence of traumatic events, limiting medical incidents consid-
ered traumatic to those involving sudden and catastrophic
events. Whereas in the DSM-V, PTSD is no longer included
in anxiety disorders but in a new category called “Trau-
ma-related disorders and stressful events.”

Since 1987, PTSD figures have been recorded in the
general population with values ranging from .5% to 10.8%
in men and between 1.3% and 18.3% in women. The preva-
lence of current PTSD is 3.5% in the general population and
rises in populations with high rates of exposure to traumatic
events (Rojas Campos, 2016).

Among the risk factors for suffering PTSD are being
female (women are twice as likely to develop PTSD), his-
tory of mental health problems, the perception of vital risk
during trauma, perception of little support after trauma,
and the presence of physical sequelae and high levels of
psychosocial stress. Other risk factors include low socio-
economic and educational level. A third of people suffering
from PTSD lives with symptoms ten years later (Figueroa,
Cortés, Accatino, & Sorensen, 2016).

PTSD is diagnosed in up to 25% of pregnant women
who suffer a gestational loss a month after the traumatic event
(Engelhard, van den Hout, & Arntz, 2001). These authors
identified the relationship between the duration of pregnancy
and the severity of PTSD, especially with the re-experiencing
of symptoms. As a pregnancy progresses, the loss becomes
more tangible, which can provide sustenance for intrusive
memories. This study draws attention to the fact that the loss
of a pregnancy, regardless of gestational age, in addition to
producing depression, places women at risk of PTSD.

These figures contrast with the prevalence of PTSD
in pregnant women who have not suffered a previous ges-
tational loss ranging from 4% to 6% (Yildiz, Ayers, &
Phillips, 2017).

Turton, Hughes, Evans, & Fainman (2001) identified a
lifetime risk of 29% for PTSD following a gestational loss
and a prevalence of up to 21% of PTSD symptoms during
the third trimester of a pregnancy after a fetal death.

Even a year after the birth of a healthy baby after a
prior gestational loss, prevalence rates ranging from 4% to
6% were reported. Armstrong, Hutti, & Myers (2009) ex-
plored anxiety and post-traumatic stress depression levels
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in 36 couples during the third trimester of pregnancy, and
again at three and eight months post delivery and found that
depressive, anxiety, and post-traumatic stress symptoms de-
creased significantly over time.

In addition, they found a significant correlation be-
tween depression, post-traumatic stress, and anxiety. In a
later study (Hutti, Armstrong, Myers, & Hall, 2015), they
related the greater intensity of grief with higher levels of
post-traumatic stress and more intrusive thoughts, images,
and nightmares.

Complicated perinatal grief can be a significant predic-
tor of post-traumatic stress (Krosch & Shakespeare-Finch,
2017).

It is necessary to pay attention to the differences among
the kinds of perinatal losses depending on whether they are
voluntary or not. It is what Boltansky defined as the dif-
ference between “tumor fetus,” the accidental embryo not
called to become the object of a life project, and a “fetus
project”, whom the parents welcome as a new being (Bol-
tanski, 2016).

The consequences of untreated PTSD in the perinatal
period can cause maternal depression, poor prenatal care,
prematurity, risky behaviors, excessive weight gain, breast-
feeding problems, lack of attachment, etc. (Vignato, Georg-
es, Bush, & Connelly, 2017).

The findings of the study by Cook, Ayers, & Horsch
(2018) suggest that post-partum PTSD is associated with
low birth weight and lower rates of breastfeeding. An esti-
mated up to 25% of pregnancies conclude with a perinatal
loss, and between 50-86% of women who suffer a perinatal
loss will conceive again (Cordle & Prettyman, 1994; Cui-
sinier, Kuijpers, Hoogduin, de Graauw, & Janssen, 1993).
This means that pregnancy after a perinatal loss is a very
common situation in the clinical practice of obstetrics.
However, in most cases there is no specific attention for
these women and their families. PTSD has been related to
pathologies such as anxiety and depression (Armstrong et
al., 2009). The possible implication of these disorders for
the mental health of the mother and the well-being of her
child includes examining how such cases might be better
managed in clinical situations.

The main objective of this work was to identify the
prevalence of PTSD among puerperal women who give
birth after having a previous gestational loss and to identify
possible relationships between PTSD and the sociodemo-
graphic and obstetric variables studied.

METHOD
Study design

This is an observational, cross-sectional study of a descrip-
tive and inferential nature.
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Description of the sample

This is the study of a set of variables at a given time in
order to describe them and establish possible relationships
between them. There has been no manipulation of the vari-
ables by the researchers. The source of information is de-
scribed through a questionnaire.

The descriptive variables to be studied are divided be-
tween sociodemographic variables (age), socio-educational
variables (educational level), and variables of obstetric his-
tory (type of gestational loss, week of gestation in which
the loss occurred, number of pregnancies, number of preg-
nancy losses, number of children prior to pregnancy loss,
family history of pregnancy loss, and time elapsed between
pregnancy loss and subsequent pregnancy). The outcome
variable is the Davidson Trauma Scale rating.

Procedure

As an inclusion criteria, women 18 and over who had giv-
en birth in one of the public hospitals of the province of
Malaga, having previously suffered a gestational loss, were
eligible for inclusion in the study. Among the previous ges-
tational losses were spontaneous abortions, voluntary in-
terruptions, interruptions due to fetal anomalies, and fetal
deaths. Regarding the exclusion criteria, women who were
pregnant and those who did not have mastery in Spanish
(the language of the questionnaire) were excluded. Consec-
utive sampling was carried out. The data was collected in
September, 2018. A total of 115 women completed ques-
tionnaires. The demographic characteristics and the obstet-
ric history of the participants are presented in Table 1.

The data was collected in an ad hoc fashion. Data
points included age, level of education, family history of
gestational loss, number of pregnancies, number of gesta-
tional losses suffered, number of live children, type of ges-
tational loss, week of gestation in which the gestational loss
occurred, and the time elapsed between the loss and the sub-
sequent pregnancy. The Davidson Trauma Scale designed
by Davidson et al., 1997 and adapted to Spanish by (Annex;
Bobes et al., 2000) was used to assess the frequency and

severity of PTSD symptoms in subjects who had suffered
a stressful event. Items are based on DSM-IV criteria and
consist of 17 items. Those referring to intrusion and avoid-
ance make reference to the stressful event, while those of
dullness, isolation, and hyperactivation only value the pres-
ence or absence of them. Each item is evaluated through
two subscales: one of frequency and severity. The frequen-
cy scale offers five possible answers (never, sometimes, 2-3
times, 4-6 times, daily) that score from 0 to 4. The gravity
scale also presents five possible answers (nothing, mild,
moderate, marked, extreme), which are scored in the same
way as the previous scale. The authors propose the most
efficient 40-point cutoff, which offers a sensitivity of 69%,
a specificity of 95%, a positive predictive value of 92%, and
a negative predictive value of 83%. Regarding its psycho-
metric properties, the Davidson’s Trauma Scale obtained a
test-retest reliability after two weeks of .86. The internal
consistency, both for the frequency and severity subscales
and for the total, is high (Cronbach’s alpha of .97 - .98 - .99,
respectively). In the Spanish validation, the Cronbach’s al-
pha obtained was .9 (Bobes et al., 2000).

The data collection for this research was carried out
through the delivery of informative booklets and the collec-
tion of data from those women who fulfilled the inclusion
criteria and chose to participate in the study. The study took
place in the five public hospitals in the province of Mala-
ga (Spain), having an obstetrics service. Prior to conducting
the study, permissions were sought from those responsible
for the direction of the different hospitals in which the data
collection would be carried out. Once receiving permission
from agency ethics committees, data was collected. The field
work took place between the months of May 2017 and Oc-
tober 2018. Possible participants were identified at the time
of admission during the preparation of the anamnesis. The
obstetric formula recorded in the Pregnant Women’s Health
Document reflects perinatal losses prior to the current preg-
nancy. During the immediate puerperium (within the first
week after delivery) women who met the inclusion criteria
were verbally informed of the object of the study. Upon their
willingness to participate, they received a booklet consist-
ing of an information sheet, informed consent form, socio-

Table 1
Demographic and obstetrical data
N Minimum Maximun M SD

Age 115 18 46 32.16 5.947
Number of pregnancies 115 2 7 3.07 1.212
Number of gestational losses 115 1 5 1.53 .862
Week of gestational loss 115 4 40 10.64 5.579
Number of children 115 0 4 .51 .765
Time elapsed 115 1 240 28.88 43.724
Total score PTSD 115 0 116 28.19 24.847
N valid (per list) 115
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demographic, and obstetric data, Perinatal Behavior Scale,
and Davidson Trauma Scale. The participants answered each
of the items of the questionnaire individually and without a
limit of time. To determine the prevalence of post-traumatic
stress disorder, scores greater than 40 on the Davidson Trau-
ma Scale were established as the cut-off point.

Statistical analysis

Descriptive statistics were performed by exploratory analy-
sis and frequency distribution, as well as determination of
the normality of variables by the Kolmogorov-Smirnov test
and analysis of asymmetry, kurtosis, and histograms. A bi-
variate analysis was carried out using Student’s t test and
Wilcoxon according to the normality of the distributions to
evaluate the differences between continuous variables due
to the voluntary nature of the losses and to evaluate the re-
lation of appearance of PTSD with maternal age, number of
pregnancies, number of previous perinatal losses, week of
gestation in which the loss occurred, number of live chil-
dren before the loss, and time elapsed between the perinatal
loss and the attainment of the subsequent pregnancy. A Chi
square test was also performed to determine the relationship
between the qualitative variables of the study. Finally, mul-
tivariate logistic regression models were constructed to as-
sess factors associated with the occurrence of perinatal grief
and post-traumatic stress. The Hosmer-Lemeshow adjust-
ment statistic and the correct classification capacity were
calculated. Post-hoc power analyses were also performed
to identify possible type II errors in the differences found
in the bivariate analysis of post-traumatic stress with age,
the number of pregnancies, the number of perinatal losses,
the week of the loss, the number of children, and the time
elapsed between the loss and the subsequent pregnancy.
All analyses were carried out with the software SPSS 25,
GPower and Epidat 4.1 (Table 2).

Ethical considerations

This work has the favorable reports of the Ethics Committee
of Experimentation of the University of Malaga (CEUMA)

Table 2
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and the Portal of Ethics of Biomedical Research of Andalusia
(PEIBA). The project was carried out according to the rules of
Good Clinical Practice and the provisions of the Declaration
of Helsinki and the available evidence regarding attention to
gestational or perinatal loss. During the implementation of
this project, the anonymity of the participants was maintained
under Organic Law 15/1999 of December 13, on the protec-
tion of personal data in order not to violate the rights of the
participants and protect their privacy and confidentiality.

RESULTS

A total of 115 women, aged 18 to 46, answered the ques-
tionnaires. Regarding their educational attainment, the
highest percentage of the participants, 34.8%, had second-
ary education, 22.6% of them had completed vocational
studies, 26.1% had university studies while a 16.5% only
had primary studies.

Regarding the week of gestation in which the previ-
ous perinatal loss occurred, the range varied from 4 to 40
weeks of gestation, the mean being 10.64 (DT = 5.579), so
that most losses (85.2%) occurred before the 12th week of
pregnancy. Losses until the 20th week of gestation raised
the total to 93.9%. Losses above the 30th week represented
1.8% of the data.

The most frequent cause of perinatal loss was abortion,
with 70.4% of cases. Voluntary interruptions accounted
for 20%, interruptions for malformations, 7%, while fetal
deaths were only 2.6% of the total.

The determination of PTSD is defined by a score of 40
higher in the Davidson Trauma Scale. The prevalence of
PTSD in our sample is 21.7% of the participants.

Considering the possible differences in the prevalence
of PTSD in different types of gestational losses, the follow-
ing results were obtained: among women who had suffered
a spontaneous abortion, 19.8% had PTSD. Among women
who requested a voluntary termination of pregnancy, 17.4%
of women showed PTSD. Among women who decided to
interrupt their pregnancies because of fetal abnormalities,
37.5% exhibited PTSD. Among the participants who suf-

Logistic regression model to identify risk of post-traumatic
stress, adjusted for age, loss, number of pregnancies and

number of losses
IC 95% OR
B Sig. OR Lower Higher
Age .06 .228 1.06 .96 1.16
Voluntariness of the loss 47 390 1.61 b5 474
Number of pregnancies -12 702 .89 48 1.63
Number of gestational loss 94 027 255 1.1 5.85

Notes: Hosmer-Lemeshow: chi = 9.12, p = .334; correct classification capac-

ity: 80.9%.
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fered the fetal death of the child who was expected, 66.7%
presented PTSD. The possible differences in the prevalence
of PTSD according to the highest level of formal educa-
tion completed were evaluated. Among women who had
completed only primary education, 26.3% showed PTSD;
among participants who had completed secondary educa-
tion, 15%; among those who had studied vocational train-
ing, 23.1%; and among those who had completed university
studies, 26.7%. In the bivariate analysis, Student’s t test and
Wilcoxon were performed according to the normality of the
distributions, to evaluate differences between continuous
variables due to the voluntariness of the losses and to eval-
uate the relation of the PTSD appearance.

In this analysis, the following data were obtained: the av-
erage age in the group of women who show evidence of PTSD
is more than three points higher than in those that do not. As
for the average number of pregnancies, it is also more than half
a point higher in the group that presents PTSD. Likewise, the
average number of losses is almost one point higher among
the group of women in whom PTSD is observed. The mean of
the week of pregnancy in which the loss occurred is two points
higher in the group of women suffering from PTSD, although
with a fairly high dispersion (SD = 8.969). Regarding the time
elapsed from the gestational loss to the subsequent pregnancy,
it is lower by more than eight points in the group that presents
PTSD. As shown in Table 3, age (p = .030), the number of
pregnancies (p = .033) and the number of gestational losses (p
=.001) are statistically signficant. The probability of post-trau-
matic stress disorder increases significantly in relation to the
number of losses. A subject is 2.55 times (B = .94 p = .027)
more likely to suffer PTSD as the number of gestational losses
suffered increases. The number of gestational losses suffered
is presented as an independent predictor.

DISCUSSION AND CONCLUSION

The number of subjects who evince PTSD in the sample
studied is 21.7%. These results coincide with those of the
study conducted by Turton et al. (2001).

There are no differences in the type of gestational loss
and the presence of PTSD. These results differ from those
obtained by the review of Daugirdaité, van den Akker, and
Purewal (2015), which conclude that the gestational loss of
an unplanned pregnancy is related to the development of
PTSD, both in men and women, although in men it is as-
sociated with a higher gestational age. In this case, PTSD
is related to feelings of guilt. There are also no differences
in the level of education completed by the subject and the
presence of PTSD. There are differences, although not sta-
tistically significant, in terms of the week of gestation in
which the loss occurred and in the time elapsed from the
gestational loss to the subsequent pregnancy. Similar results
obtained the review carried out by Daugirdaité et al. (2015)
who found that the duration of gestational age is associated
with a higher probability of diagnosing PTSD and with the
results of Turton et al. (2001), who found a higher risk of
suffering PTSD during pregnancy when this ocurred shortly
after a gestational loss.

These results can be explained by the fact that the older
the gestational age, the more invasive the techniques used
in the finalization of the pregnancy, whether it is voluntary
or not. Furthermore, when gestational losses occur earlier in
a pregnancy, the possibility of viewing the fetus is not usu-
ally offered to the prospective parents. However, at a higher
gestational age, this option is often requested by the parents
themselves. Turton et al. (2001) warn of the increased risk
of PTSD when parents are encouraged to observe and hold
the deceased baby.

Regarding the issue of time elapsed, Yehuda and Mc-
Farlane (1995) show that in most cases the symptoms of
PTSD resolve 2-3 years after the traumatic event. Hughes,
Turton, and Evans (1999) argue that half of the women
who suffer a gestational loss will conceive again within 12
months. A subsequent pregnancy may function as a stressor,
reactivating the experience and putting the woman in a vul-
nerable situation to suffer PTSD (Turton et al., 2001). De-
Backere, Hill, and Kavanaugh (2008) observed an increase
in the presence of post-traumatic stress disorder when there
was a short period of time between the loss and a subse-

Table 3
Presence of post-traumatic stress

Negative Positive

M (SD) M (SD)

n=90 n=25 P 1-
Age 31.49 (5.99) 34.56 (5.23) .030 .95
Number of pregnancies 29 (1.01) 3.68 (1.65) .033 .95
Number of gestational losses 1.37 (.63) 212 (1.27) .001 .95
Week of gestational loss 10.02 (4.05) 12.88 (8.97) .580 .95
Number of children 51 (.71) .52 (.96) .564 .95
Time elapsed 30.76 (47.83) 22.12 (23.12) .397 .95
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quent pregnancy. On the other hand, there are significant
differences in the number of pregnancies and the number
of gestational losses. The number of gestational losses sig-
nificantly increases the risk of suffering PTSD. These re-
sults coincide with those of Giannandrea, Cerulli, Anson,
and Chaudron (2013) who found that women with multiple
losses were more likely to be diagnosed with major depres-
sion and/or post-traumatic stress disorder than women with
a history of a single gestational loss.

The present study is innovative when it comes to eval-
uating the symptoms of PTSD after a gestation which ends
successfully among women who have suffered a gestational
loss. Another of its strengths is broadening the typology of
gestational losses to include both voluntary and involuntary
losses and at different moments of gestation. The fact that
the data collection was carried out during the first week of
the puerperium minimizes the possible concomitant symp-
toms of puerperal depression. In addition, advanced statisti-
cal and control techniques have been included.

However, there are a number of limitations. The main
one is determined by the sample size. Likewise, the small
number of participants limits the generalizability of results
and conclusions. It would be desirable to have a larger num-
ber of participants. Additionally, it is important to highlight
the cultural diversity of the women who give birth in the
hospital centers of the province of Malaga. This study did
not take into account the cultural differences of the puerper-
al women that may influence the development of symptoms
of perinatal grief or post-traumatic stress disorder. For ex-
ample, the linguistic barrier reduced the number of possi-
ble participants to those women who were able to read in
Spanish. Also, voluntary participation may have eliminated
women with more severe PTSD symptoms. The observa-
tional design of the study does not allow us to establish a
causality between the different related factors. A longitudi-
nal design could satisfy the achievement of said objective.
Another important limitation is not having had access to the
socioeconomic data of the participants, as well as the kin-
ship relationships. From a gender perspective, it would be
interesting to obtain the results of the women’s partners who
have participated in the study. On the other hand, qualitative
research methods could approach the experience of pregnan-
cy after gestational loss in a more comprehensive way.

There are significant differences in the presence of
PTSD among puerperal women in terms of their ages, num-
ber of pregnancies, and number of gestational losses. One
is more likely to suffer PTSD after a successful gestation
following a number of gestational losses. The reluctance of
many women to participate in the study, as well as that of
other health professionals to collaborate in the collection
of data, shows that gestational losses continue to be a com-
plicated issue to address, both for people who experience
it and for the professionals who care for them. However,
women who have suffered such losses should be evaluated
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by health professionals during pregnancy and the puerperi-
um to identify anxiety, depression, and dissociative tenden-
cies, since in these cases they are more likely to develop
PTSD (Haagen, Moerbeek, Olde, van der Hart, & Kleber,
2015). For his part, Christiansen (2017) states that PTSD
continues to be poorly recognized after a perinatal loss
and, consequently, its symptoms are treated as symptoms
of grief. This is problematic since these two entities do not
share the same protective factors or the same risk factors,
and they do not in parallel. Occasionally, the symptoms of
PTSD appear in the course of a subsequent pregnancy and
4% of women develop chronic PTSD. These data should
be taken into account by reproductive health professionals
who care for early gestational losses and still tend to con-
sider them as insignificant events (Engelhard et al., 2001).
Erroneously, professionals may consider that the effects of
a gestational loss are resolved after a pregnancy that ends
successfully; however, the symptoms can be reactivated
and endure, affecting the health of the mother and the child.
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ANNEX

Davidson’s Trauma Scale

1.| ¢Ha tenido alguna vez imagenes, recuerdos o pensamientos dolorosos del acontecimiento?

2.| ¢Ha tenido alguna vez pasadillas sobre el acontecimiento?

¢ Ha sentido que el acontecimiento estaba ocurriendo de nuevo?
¢,Como si lo estuviera reviviendo?

4. | s Le ha molestado alguna cosa que lo haya recordado?

¢Ha tenido manifestaciones fisicas por recuerdos del acontecimiento? (Incluye sudores,
temblores, taquicardia, disnea, nauseas o diarrea)

6. | ¢Ha estado evitando algun pensamiento o sentimiento sobre el acontecimiento?

7.| ¢Ha estado evitando hacer cosas o estar en situaciones que le recordaran el acontecimiento?

8. | ¢ Ha sido incapaz de recordar partes importantes del acontecimiento?

9. | ¢Ha tenido dificultad para disfrutar de las cosas?

10. | ¢ Se ha sentido distante o alejado de la gente?

11. | ¢ Ha sido incapaz de tener sentimientos de tristeza o de afecto?

12.| ¢ Ha tenido dificultad para imaginar una vida larga y cumplir sus objetivos?

13. | ¢ Ha tenido dificultad para iniciar o mantener el suefio?

14. | 4 Ha estado irritable o ha tenido acceo de ira?

15. | ¢ Ha tenido dificultades de concentracién?

16. | ¢ Se ha sentido nervioso, facilmente distraido o permanecido “en guardia™?

17.| ¢ Ha estado nervioso o se ha asustado facilmente?
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