
Working with birth trauma

Good Practice Points for Health Visitors

What is a traumatic birth?
For many women and birthing people, childbirth can be an empowering 
and positive experience, but for one in three, giving birth is experienced 
as traumatic1. 
At the iHV, in line with the NMC Code, we value the diversity of all people. The content of this GPP aims to help health visitors 
support all people who have experienced the birth of their baby. This includes the birthing woman or person, or a partner. 
The iHV has adopted a gender-additive approach to the language we use that is inclusive of all people where this is possible.

Traumatic childbirth is subjective and what someone perceives as a ‘birth trauma’ may be seen by others as routine practice. 
For some women and birthing people, complications or an unexpected assisted delivery may bring up fear for themselves or 
their baby, and cause them to experience their birth as traumatic. For others it might not. And for some, it may be the birth 
environment itself and the interactions they have with the people around them that evokes feelings of powerlessness and 
triggers their trauma. But for every parent, it is the individual and subjective interpretation of what happens during their 
birth that determines whether or not they experience birth trauma. In that sense, we can think of birth trauma as being ‘in 
the eye of the beholder’2. 

While not all women and birthing people who experience a traumatic birth will develop postnatal post-traumatic stress 
disorder (PTSD), studies have shown that between 20% and 48% of people do go on to develop highly distressing symptoms 
of postnatal PTSD below the formal clinical threshold for a diagnosis3. 

Currently, postnatal PTSD does not have a separate clinical classification to PTSD from other trauma events. The American 
Psychiatric Association describes PTSD in the Diagnostic and Statistical Manual of Mental Disorders (DSM–5)4 as being 
characterised by the following symptoms lasting for 1 month or more and causing significant changes to daily functioning:

•	 Intrusion symptoms such as recurrent, involuntary flashback memories, or traumatic nightmares of the birth or events 
that happened around the birth.

•	 Consistent avoidance of trauma thoughts, feelings or triggers such as avoiding the hospital or antenatal clinic, or even 
avoiding the baby, if they remind women and birthing people of the trauma.

•	 Changes to thoughts and mood such as negative beliefs and expectations, excessive self-blame, negative trauma-related 
emotions such as fear, anger, guilt or shame.

•	 Changes in arousal and reactivity such as irritability, reckless behaviour, an exaggerated startle response, difficulties 
concentrating, and sleep disturbance.

Despite not having a separate clinical classification, PTSD after birth can be different in many ways from PTSD after other 
traumas, such as sexual assault, road traffic accidents, or exposure to conflict - because birth is a predictable event. Birth 
is typically undertaken voluntarily and generally seen by others as positive; this cultural narrative is often internalised by 
women and birthing people which can mean that, when they experience PTSD after birth, it is hard to make sense of and 
seek help for it, despite its far-reaching adverse consequences. Research suggests there may also be differences in clinical 
characteristics of birth trauma, with women or birthing people who experience post-traumatic stress from childbirth being 
more likely to report re-experiencing symptoms such as intrusive memories, flashbacks, or nightmares of the birth compared 
to PTSD from other traumas5. 

For additional resources see www.ihv.org.uk
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Who is affected by birth trauma?
When we think of traumatic childbirth, it is easy to 
focus on births that involve obstetric complications 
or health problems with the baby. And although such 
complications may increase a woman’s or birthing 
person’s risk of birth trauma, it does not guarantee 
it. Research into birth trauma consistently shows that 
a woman or birthing person’s negative experiences 
during birth and poor support from those around them 
during labour and birth is a much stronger predictor of 
trauma than obstetric complications. Feeling supported 
during labour and birth can actually buffer against 
some of the potentially traumatic effects of a birth 
requiring medical intervention6,7. Similarly, a birth 
that appears to be ‘uncomplicated’ can be a traumatic 
experience for the mother or birthing person if during 
the birth they felt abandoned, out of control or not 
treated humanely8. 

A traumatic childbirth experience can, for some, 
lead to PTSD symptoms to develop and it can also 
be a trigger for previously unresolved trauma. The 
prevalence of PTSD after birth is between 3% - 4.7% in 
the general postnatal birthing population9. Postnatal 
PTSD prevalence rates are significantly higher amongst 
women and birthing people in high-risk groups, such 
as those who have experienced previous childbirths 
as traumatic, present with a fear of childbirth, have 
a history of trauma, experienced pregnancy or birth 
complications, or whose babies are born preterm9,10,11. 

Women and birthing people facing multiple adversity, 
social exclusion and ethnicity-associated inequalities  
may be more susceptible to experience birth 
trauma12,13,14 and poorer outcomes, as highlighted by 
the latest UK and Ireland Confidential Enquiries into 
Maternal Deaths and Morbidity (MBRRACE)15.

The lockdown restrictions imposed in maternity 
services during the COVID-19 pandemic (such as visitor 
restrictions, mask mandates, and enforced changes 
to birth plans) have been associated with a sharp 
increase in the number of women and birthing people 
presenting with symptoms of postnatal trauma but 
do not necessarily meet the clinical cut-off for PTSD 
diagnosis16.

Traumatic childbirth can have a widening ‘ripple effect’ 
not only on women and birthing people, but also on 
their partners present during the birth trauma, the 
maternity staff who attend the birth, and in some cases 
on their subsequent relationship with their baby17. The 
prevalence of postnatal PTSD in partners is estimated 

to be 1.2%9. Yet, outside of a clinical diagnosis of 
PTSD, we know that partners who are present during a 
traumatic birth can experience substantial distress and 
a sense of inadequacy, fear and powerlessness, which 
can have consequences for their own mental health 
as well as their relationship18. Maternity staff are also 
vulnerable to developing secondary traumatic stress 
following birth trauma, which can have a detrimental 
impact on burnout and emotional fatigue19,20.

What are the risk factors?
Risk factors for the development and maintenance of birth 
trauma can be considered in three categories: (1) those 
that occur in pregnancy; (2) those that present during the 
birth itself; and (3) those that arise postnatally.

1.	 Pregnancy risk factors
•	 Symptoms of depression
•	 Fear of childbirth
•	 Poor health or complications in pregnancy
•	 A history of PTSD
•	 Previous counselling for pregnancy or birth

2.	 Birth risk factors
•	 Negative subjective birth experiences
•	 Having an operative birth (i.e. assisted vaginal or 

caesarean section)
•	 Perceived lack of support
•	 Dissociative symptoms during birth

3.	 Postnatal risk factors
•	 Difficulty coping
•	 Elevated stress levels
•	 Depressive symptoms

Why is detecting birth trauma so important?
Birth trauma can affect the lives of women, birthing people 
and their families in a number of ways:

Breast/chestfeeding and bonding with the baby

Following childbirth, women and birthing people are 
often encouraged to have close contact with their 
baby and form a strong bond, including regular breast/
chestfeeding. Those with birth trauma might not 
create as much milk or have as strong a let-down; likely 
because of high cortisol and lower oxytocin associated 
with a trauma response21. Those experiencing postnatal 
PTSD are less likely to initiate or continue breast/
chestfeeding22. Yet for some, breast/chestfeeding after 
a traumatic birth can be experienced as a helpful way 
to recover after a difficult delivery23.

More information on page 3
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Couple relationship difficulties
Birth trauma can have consequences for the couple 
relationship. Couples report more negative emotions, 
problems understanding and supporting each other, 
loss of intimacy24 including avoidance of sex in order to 
avoid conception and triggering PTSD symptoms25. Birth 
trauma carries a heavy burden of blame for events 
that occurred during the birth, which can be expressed 
inwardly towards oneself and outwardly towards 
partners26. There is also evidence of comorbidity within 
couples, with the partner’s symptoms having an impact 
on the woman or birthing person’s own PTSD27.

Decisions about future pregnancies
Traumatic childbirth can impact a woman or 
birthing person’s self-worth, and generate feelings 
of inadequacy, guilt and shame, and challenge their 
identity as a parent8. Birth trauma is strongly associated 
with fear of childbirth in subsequent pregnancies28. 
Women and birthing people with PTSD after birth may 
delay or avoid future pregnancies or request elective 
caesarean section as a means of avoiding vaginal 
delivery29, or similarly request a vaginal birth after a 
traumatic caesarean.

Good practice points for health visitors
Start a conversation about birth early. There is evidence that a significant cause or contributor to a woman or birthing 
person perceiving their birth experience as traumatic are the actions of maternity staff, which can result in care 
being experienced as dehumanising, disrespectful or uncaring8. While health visitors do not generally attend births, 
their earlier involvement in the antenatal period offers an opportunity to discuss the planned birth and acknowledge 
parents’ needs and preferences, ensuring their desires relating to their labour and birth are listened to as part of a 
wider conversation about different possible eventualities. Sensitive and clear communication and a trusting relationship 
between health visitor and family can equip and empower parents to self-advocate during their labour and birth. 
Parents who feel they have ‘a voice and a choice’ during birth are more likely to feel empowered and subsequently less 
likely to experience birth trauma, and fostering birth empowerment begins antenatally30, 31.

Ask about previous birth experiences. As there is evidence that previous trauma is predictive of vulnerability to 
recurrent trauma32, health visitors are well placed to identify women and birthing people who have previously 
experienced trauma, either in the perinatal period or more generally, and ensure that these women or birthing people 
are identified early as being potentially more vulnerable. If a woman or birthing person discloses a previous traumatic 
birth experience, an early referral can be made to a specialist perinatal or maternal mental health psychology service (if 
available, and a general psychology service if not). This is particularly important if the previous traumatic birth is now 
associated with fear of childbirth. One of the interventions that is often offered in these services to women or birthing 
people with a history of previous birth trauma is the development of a psychologically-informed birth plan, and health 
visitors may be able to request a copy.

Be vigilant to signs of birth trauma after birth. Diagnosis of birth trauma can be complicated as a result of the nature 
of life with a newborn. For example, sleep disturbance, difficulties with concentration, and hypervigilance to threat are 
all symptoms of PTSD, but are also to some extent normal for new mothers33. Similarly, PTSD after birth is frequently 
associated with symptoms of low mood and is therefore often missed by health professionals, as it is mistaken for 
postnatal depression or anxiety34. Symptoms to look out for that distinguish PTSD from depression are the intrusion 
symptoms, such as flashbacks, nightmares, or uncontrollable intrusive thoughts about the birth33, 34.

Be aware that it may be hard for some parents to label their birth as ‘traumatic’ and acknowledge distress after a 
traumatic birth. Parents often blame themselves for not being able to give birth in a certain way – so guilt, self-blame 
and shame can be a barrier to discussion25. Additionally, parents may avoid talking about the birth as it triggers 
distressing memories. They may also feel that bringing it up during one of the mandated visits or child health clinics 
wouldn’t be a good place to open this discussion due to perceived different agendas about the purpose of these 
contacts. Offering validation and actively asking parents about their birth experience in a caring and non-judgemental 
way can help them make sense of their experience and allow them to explore options of support early35.

More information on page 4
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Do not offer formal trauma debriefing. There is no evidence to support the use of formal debriefing immediately 
following birth trauma with the aim of preventing the onset of trauma symptoms36. NICE guidelines state that single-
session high-intensity psychological interventions with an explicit focus on ‘re-living’ the trauma should not be offered 
to women who have a traumatic birth. This means that formal, structured debriefing services should not be offered 
to women and birthing people by health visitors, midwives or other professionals. However, research does show that 
women value the space to discuss their birth experiences37. Therefore, it may be useful to check-in with your local Birth 
Afterthoughts service (sometimes called Birth Listening/Reflections) and signpost parents who wish to talk about their 
birth with a healthcare professional.

Signpost parents for specialist trauma assessment and treatment. In some areas of the country, this referral may be to 
local mental health services such as the Improving Access to Psychological Therapies. You can find your local service 
here: https://bit.ly/3Tvg77R 

However, wherever possible, trauma treatment should be provided within a perinatal context, by a practitioner with 
access to the place of birth (this is particularly pertinent when providing some evidence-based treatments that rely on 
exposure to the place in which the traumatic event occurred). Current recommended treatments are trauma-focused 
cognitive behavioural therapy (CBT) and eye movement desensitisation and reprocessing (EMDR) which are helpful in 
PTSD following other traumas, and are promising areas for treatment of PTSD after birth (e.g. Ayers et al., 200738; Peeler 
et al., 201339), although more research is required in this area. Given the mounting awareness of birth trauma, there are 
a number of short- term treatments that have been developed (such as the Rewind Technique) which have not yet been 
rigorously evaluated and as such are not recommended.

Given the potential for a worsening of symptoms or adverse outcomes in relation to trauma, it is important to refer 
women and birthing people for evidence-based therapies. Psychological therapy services are widely available across the 
UK and accept referrals for single-event traumas such as birth trauma and provide both trauma-focused CBT and EMDR. 

Supportand signpost struggling parents for further support with the parent-infant relationship. Although most women 
or birthing people with PTSD after birth have no problems in their relationships with their babies, a small percentage 
are at risk of feeling detached from their babies which may result in them either becoming  disengaged or, in some 
cases, overly intrusive40. These parents and their babies may benefit from an additional health visitor-led intervention 
to support the parent-infant relationship (a video-feedback intervention or the Brazelton Newborn Behavioural 
Observation41) and, if the difficulties are complex, then a referral to an appropriate specialist parent–infant therapy 
service should be considered.

Protect time for personal reflection and supervision. As mentioned above, professionals working with families who have 
experienced a traumatic birth can be vicariously traumatised themselves. To prevent burnout and continue to offer 
compassionate care, it is important that health visitors practise self-care. Take time to reflect on conversations with 
families, consider the impact on one’s own wellbeing, particularly if cases resonate personally or if there is a sense of a 
deviation in one’s own professional boundaries when working with a family. Given the importance of the relationship 
between families and healthcare professionals during the perinatal period, access to good, reflective supervision, peer-
to-peer support and training is crucial to ensure the health and wellbeing of all professionals who establish and maintain 
such core, empathic relationships.

More information on page 5
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