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Aim: To define and analyze the concept of psychological birth trauma.

Design: The concept analysis method of Walker and Avant was used.

Method: Eight databases (PubMed, CINAHL Complete, Cochrane Library, Web of Science, China National Knowledge Infrastructure, Wanfang, VIP Information Chinese Journal Service Platform, and Chinese BioMedicine Literature Database) were searched from inception to July 2022 for studies focused on psychological birth trauma.

Results: Of the 5,372 studies identified, 44 ultimately met the inclusion criteria. The attributes identified were (1) women’s subjective feelings, (2) intertwined painful emotional experiences, (3) originating in the birth process, and (4) lasting until postpartum. Antecedents were divided into two groups: pre-existing antecedents and birth-related antecedents. Consequences were identified as negative and positive.

Conclusion: Psychological birth trauma is a more complex and comprehensive concept than previously thought, and should be regarded as a separate postpartum mental health problem. This study deepens the understanding of psychological birth trauma through a comprehensive concept analysis and also puts forward some suggestions for the prevention, identification, and intervention of psychological birth trauma, which provides a basis for assisting in the identification of psychological birth trauma and provides a reference for the development of rigorous assessment tools and the design of appropriate interventions in the future. Further research is needed to update and refine this concept.
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1. Introduction

Childbirth, a major event in a woman’s life, is of a profound and complex nature (Shorey and Wong, 2022). Not only does it involve huge physical changes, but it is also accompanied by significant psychological fluctuations (Fenech and Thomson, 2015; Shorey and Wong, 2022). Negative birth experiences can even cause terrible psychological trauma to women (Fenech and Thomson, 2015; Shorey and Wong, 2022). Studies indicated that the incidence of traumatic birth ranges from 20 to 68.6 percent in different countries (Uotila et al., 2005; Türkmen et al., 2020; Bay and Sayiner, 2021). Professor Beck used the word “ripple effect” to describe the negative impacts of psychological birth trauma (Beck, 2015). These impacts appear to be centered on the poor mental health of women themselves (Beck, 2006; Taghizadeh et al., 2013), and then expand like ripples, affecting mother-infant relationships (Taghizadeh et al., 2013; Beck and Watson, 2019), breastfeeding behavior (Beck and Watson, 2008; Fenech and Thomson, 2014), marital relationships (Taghizadeh et al., 2013; Fenech and Thomson, 2014), and future reproductive decisions (Gottvall and Waldenström, 2002; Taghizadeh et al., 2013; Holopainen et al., 2020), etc. The further impact of psychological birth trauma is associated with post-traumatic stress disorder (PTSD) (Taghizadeh et al., 2013; Türkmen et al., 2020; McKelvin et al., 2021), a widely known term. According to DSM-IV criteria, PTSD is categorized as a disorder related to trauma and stress, which is mainly manifested in four symptom clusters: re-experience, avoidance, hyperarousal, and negative cognition and mood, and these symptoms should exist for more than a month (American Psychiatric Association, 2000). These symptoms can appear directly after experiencing a traumatic event, but can also occur later in life (American Psychiatric Association, 2000). A meta-analysis suggested that 4% of postpartum women in community samples developed PTSD following a traumatic birth experience, compared with 18.5% in high-risk samples (such as women with complications of pregnancy or childbirth) (Yildiz et al., 2017). This means that more postpartum women who have experienced psychological trauma are not reaching the threshold of PTSD and are therefore unidentified, but they are struggling with the trauma.

Some studies have focused on investigating the risk factors of psychological birth trauma, and multiple factors have been found, including some objective factors, such as preterm delivery (Chabbert et al., 2021; Sommerlad et al., 2021), as well as some subjective factors, such as women feeling disrespected by healthcare professionals during birth (Zhang et al., 2020; McKelvin et al., 2021; Watson et al., 2021; Liu et al., 2022). Notably, the ongoing COVID-19 seems to have made this phenomenon more complicated. A study conducted in the United States confirmed that women who gave birth during the outbreak of COVID-19 experienced more traumatic births and subsequent mother-infant bonding problems than those who gave birth before the pandemic (Mayopoulos et al., 2021). Another study investigated the impact of unaccompanied birth caused by COVID-19-related visiting bans on mothers’ mental health, and found that mothers who gave birth unaccompanied had higher psychological distress than those who gave birth accompanied (Oddo-Sommerfeld et al., 2022).

Regrettably, not enough attention has been paid to the psychological birth trauma itself, and more attention seems to be focused on the diagnosable postpartum psychological problems, such as postpartum PTSD mentioned above. An international knowledge mapping exercise aimed at examining policies, services, and training provisions for women following traumatic birth showed that of the 18 European countries that participated, only the Netherlands has national policies on screening, treatment, and prevention of traumatic birth experiences (Thomson et al., 2021). Adding to the dilemma is the fact that there is no consistent definition, terminology, or detailed description of this concept in the literature. Instead, various terms such as “birth/childbirth trauma,” “traumatic birth/childbirth,” “traumatic birth/childbirth experience,” or “psychological birth/childbirth trauma” are used, with almost the same meaning. Additionally, widely validated tools to assess psychological birth trauma are lacking. In conclusion, there is a long way to go in the management of psychological birth trauma.

A clear concept is the first key step to fully understanding this phenomenon and the basis for theoretical development (Walker and Avant, 2019). Therefore, this study aims to provide a comprehensive analysis of the concept of psychological birth trauma, in order to clarify this definition and provide a basis for the development of rigorous assessment tools, and then provide a reference for subsequent screening and interventional research and practice. We hope this work can make some contribution to the promotion of women’s health and well-being and social development.



2. Materials and methods


2.1. Concept analysis

Concept analysis is a systematic process of developing, clarifying, and refining the phenomenon under analysis (Walker and Avant, 2019). This study adopted the concept analysis method of Walker and Avant (2019), which has been widely used in the field of nursing. It consists of eight steps intended to guide the process (Table 1). Of these, the first and second steps have been described in the introduction section of this study.


TABLE 1    Process of concept analysis.
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2.2. Data sources

A comprehensive search of PubMed, CINAHL Complete, Cochrane Library, Web of Science, China National Knowledge Infrastructure, Wanfang, VIP Information Chinese Journal Service Platform, and Chinese BioMedicine Literature Database was conducted from inception to July 2022. The following medical subject heading (MeSH) terms and text words were used: “traumatic childbirth,” “traumatic birth,” “traumatic labor,” “traumatic delivery,” “childbirth trauma,” “birth trauma,” “labor trauma,” “labor trauma,” “delivery trauma,” “psychological trauma” AND (“parturition” OR “delivery, obstetric” OR “childbirth” OR “labor” OR “birth-giving” OR “birth” OR “delivery” OR “deliver” OR “partus” OR “labor”). The search was limited to studies published in English or Chinese. Specific details of the retrieval strategy are shown in Supplementary material.

Studies that explicitly investigated or discussed psychological trauma following birth from the perspective of postpartum women were included in this concept analysis. The following studies would be excluded: (1) investigating the intervention effects of certain measures on psychological birth trauma; (2) examining physical birth trauma only; (3) only exploring psychological trauma of bystanders during the birthing process, primarily women’s partners and healthcare professionals; (4) only testing the reliability and validity of the scale. Furthermore, to improve the precision of the concept of psychological birth trauma, we excluded studies that aimed to explore postpartum PTSD and its similar themes, including postpartum post-traumatic stress symptoms and post-traumatic stress. Studies on broader topics such as negative birth experiences were also excluded.




3. Results

A total of 5,372 studies were identified, then 1,675 duplicated studies were excluded. After screening the titles and abstracts of the remaining studies, 3,558 studies were further excluded. After reading the full texts of 139 studies, 95 studies were excluded for a variety of reasons. Finally, a total of 44 studies were included in the concept analysis. The search process is presented in Figure 1. The specific characteristics of the included studies are presented in Table 2. The years of publication ranged from 2002 to 2022. Of the 44 studies, 10 were from the USA, nine from the UK, five from Iran, four from China, four from Australia, three from the Netherlands, three from Turkey, and one from each of the following countries: Sweden, Singapore, Germany, France, Spain, and Finland. In terms of article type, qualitative studies (n = 25) were the most, followed by quantitative studies (n = 9), and the remaining included systematic reviews (n = 5), mixed methods study (n = 1), scope review (n = 1), concept analysis (n = 1), discussion paper (n = 1), and middle range theory (n = 1).
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FIGURE 1
Flowchart of the study selection process of the concept analysis.



TABLE 2    Studies included in concept analysis.
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3.1. Uses of the concept

Walker and Avant’s (2019) method involves identifying defining attributes used to describe the concept. This means that as many concept examples as possible need to be evaluated, and repeated features need to be recorded (Walker and Avant, 2019). Results of the literature showed that earlier birth trauma almost exclusively refers to maternal or neonatal physical trauma during birth, i.e., tissue and organ damage, such as maternal damaged pelvic floor function, neonatal cephalohematoma, clavicular fracture, and brachial plexus injury (Perlow et al., 1996; Meyer et al., 2000). The term further covers the long-term adverse effects of neonatal brain or skull injuries, which are usually presented in cognition (Geirsson, 1988). With the deepening of research, there is increasing evidence that childbirth can cause not only physical trauma but also psychological disturbances (Pantlen and Rohde, 2001). Professor Beck defined birth trauma in 2004 as an event that occurs during the labor and delivery process involving actual or threatened serious injury or death to the mother or her baby, in which women experience intense feelings of fear, helplessness, loss of control, and horror (Beck, 2004). This definition emphasizes the psychological experience of birth. In 2015, professor Beck integrated a series of studies on the topic of birth trauma into a whole, thereby establishing a higher and more abstract middle range theory of birth trauma, in which he clearly proposed that birth trauma can be both psychological and physical (Beck, 2015). Greenfield et al. (2016) conducted a concept analysis of traumatic birth, stating that the term can be defined as: the emergence of a baby from the mother in a way that involves events or care that cause psychological disturbance or deep distress, which may or may not involve physical injury, but leading to enduring psychological distress. A recent discussion paper developed an inclusive and woman-centered definition of the traumatic childbirth experience, which refers to a woman’s experience of interactions and/or events directly related to childbirth that caused overwhelming distressing emotions and reactions; leading to short and/or long-term negative impacts on a woman’s health and wellbeing (Leinweber et al., 2022). Apart from the three definitions above, there is no further conceptual or operational understanding.



3.2. Defining attributes

Defining attributes can be used to identify, understand, and differentiate a concept from other concepts (Walker and Avant, 2019). Analysis of the literature led to the identification of the most common features related to psychological birth trauma. After identifying these features, it was possible to identify key defining attributes. Thus, the attributes of psychological birth trauma are summarized as follows:


(1) Women’s subjective feelings;

(2) Intertwined painful emotional experiences;

(3) Originate in the birth process;

(4) Last until postpartum.




3.2.1. Women’s subjective feeling

Women’s perception of psychological birth trauma is highly subjective (Taghizadeh et al., 2014). Each birth experience is unique to every woman, indeed, even the same events that occur during birth are perceived differently by every woman (Shorey and Wong, 2022). Studies showed that childbirth that appears normal and straightforward to healthcare professionals and is medically uneventful can be perceived as traumatic by the woman (Holopainen et al., 2020; Leinweber et al., 2022). Conversely, not all women with complications will have traumatic experiences (Leinweber et al., 2022). Notably, many studies used self-perceived psychological trauma during birth as the criteria for the recruitment and selection of research subjects (Thomson and Downe, 2008; Beck and Watson, 2019; Dai, 2019; Zhang et al., 2020). In conclusion, psychological birth trauma emphasizes the subjective feeling of women rather than objective aspects of the birth process.



3.2.2. Intertwined painful emotional experiences


3.2.2.1. Fear and anxiety

Faced with an unfamiliar environment and care providers, as well as an unknown birth process, women don’t know if an event will occur that threatens their own or their baby’s safety, which makes them fearful and anxious (Taghizadeh et al., 2014; Hollander et al., 2017; Dai, 2019; Holopainen et al., 2020; Zhang et al., 2020; Shorey and Wong, 2022).



3.2.2.2. Helplessness and despair

During birth, women have to bear severe labor pain and face all the actual or potential risks, they do not know what to do, and the cruel reality makes them feel helpless or even despairing (Beck, 2004; Thomson and Downe, 2008; Taghizadeh et al., 2014; Dai, 2019; Zhang et al., 2020).



3.2.2.3. Deprivation of dignity

Women feel verbally and physically abused and discriminated against by care providers and their privacy is violated, which deprives them of their dignity (Beck, 2015, 2018; Taghizadeh et al., 2015; Reed et al., 2017; Abdollahpour and Motaghi, 2019; Dai, 2019; Holopainen et al., 2020; Chabbert et al., 2021; Shorey and Wong, 2022).



3.2.2.4. Neglected and abandoned

Women feel that they are not receiving adequate communication, explanation, emotional and practical support, and attention, they lose the power to express their thoughts and feelings as if they are a machine rather than a human, which makes them feel neglected and abandoned (Beck, 2004, 2015, 2018; Uotila et al., 2005; Elmir et al., 2010; Hollander et al., 2017; Murphy and Strong, 2018; Priddis et al., 2018; Abdollahpour and Motaghi, 2019; Dai, 2019; Rodríguez-Almagro et al., 2019; Holopainen et al., 2020; Koster et al., 2020; Zhang et al., 2020; Chabbert et al., 2021).



3.2.2.5. Loss of control

Women feel deprived of decision-making and informed consent, their birth process is completely in the hands of care providers, and reality is not moving toward their expectations, which makes them feel out of control (Beck, 2004, 2015; Elmir et al., 2010; Taghizadeh et al., 2015; Hollander et al., 2017; Abdollahpour and Motaghi, 2019; Holopainen et al., 2020; Koster et al., 2020; Zhang et al., 2020; Chabbert et al., 2021; Watson et al., 2021; Liu et al., 2022).




3.2.3. Originate in the birth process

Childbirth is a complex process involving medical acts and during which events that endanger the safety of the mother and baby may occur, which can be traumatic for women, especially when they believe that these events could have been avoided (Leinweber et al., 2022). In addition, the quality of women’s interactions with healthcare professionals during birth was highlighted as a major factor influencing women’s feelings about childbirth, as women used emotional language to describe their negative interaction experiences, including feeling like they were at the “bottom of the hierarch,” “persecuted,” etc. (Greenfield et al., 2019; Leinweber et al., 2022). Furthermore, psychological birth trauma may stem from events that occurred during birth that triggered women’s traumatic memories, such as sexual abuse (Watson et al., 2021).



3.2.4. Last until postpartum

Persistence is a key attribute of psychological birth trauma (Greenfield et al., 2016). However, it is not entirely clear how long it lasts postpartum. In fact, many studies investigated the prevalence or effects of psychological birth trauma at 5 days (Uotila et al., 2005), 3–6 weeks (Türkmen et al., 2021), 1 month (Bay and Sayiner, 2021), and 1–4 months postpartum (Ghanbari-Homayi et al., 2019), etc., while only a few studies conducted longitudinal surveys (Türkmen et al., 2020). One study investigated the incidence of psychological birth trauma at 4 weeks, 3 months, and 6 months postpartum, unfortunately, there was no further longitudinal extension (Türkmen et al., 2020). Studies have vividly described the horrific torment of birth anniversaries that women experienced at least once (Beck, 2006, 2011, 2015). One study reported that women were formally diagnosed with postpartum PTSD 5 months to 19 years after experiencing psychological birth trauma (Beck and Watson, 2016). And even without being diagnosed with PTSD, these women are still tormented by ghosts from psychological birth trauma (Fenech and Thomson, 2014). It was indicated that there are women who still define the birth experience as psychologically traumatic even 32 years after giving birth (Taghizadeh et al., 2015).




3.3. Model case

A model case is designed to demonstrate all defining attributes of the concept (Walker and Avant, 2019). The model case in this study was adapted from a qualitative study aimed at investigating women’s experiences of psychological birth trauma (Beck, 2004).

Mrs. M has been having regular uterine contractions for over 5 h. A midwife asked Mrs. M to take off the pants and she would do a vaginal examination to determine the extent of cervical dilation. At this time, several students suddenly entered the room. Mrs. M tried to cover her bottom with her gown, but a midwife took her hand away from the gown. The students also performed vaginal examinations without Mrs. M’s permission, and no explanation was given afterward. Mrs. M immediately recalled the scene of being sexually assaulted when she was a child. She felt that she had been raped again, which brought her overwhelming pain. Everything seemed to be normal during the whole birth process, and finally, Mrs. M gave birth to the baby successfully, which made the midwife satisfied. All the family members surrounded the baby, leaving Mrs. M in bed alone, no one asked how she was feeling. In the days that followed, Mrs. M still felt very distressed. She was reluctant to interact with her husband and baby, refused to breastfeed, and did not trust medical staff. When the child was 3 years old, Mrs. M became pregnant again. During the pregnancy, she was surrounded by fear that this birth would repeat the previous one, and she visited a psychotherapist several times.



3.4. Borderline case

The authors constructed the borderline case to provide an example that embraces most of the attributes of psychological birth trauma. Mrs. N longed for a vaginal delivery and believed she could do it. Unfortunately, signs of fetal distress appeared at the beginning of the first stage of labor. Doctors told her that the prolonged labor process was dangerous to the fetus and that a cesarean section was needed as soon as possible. Mrs. N had never thought about a cesarean section, she was very scared. The doctor and midwife patiently explained to her again and gave her support and encouragement, which made Mrs. N relax. Subsequently, Mrs. N underwent an emergency cesarean section, and both mother and baby were safe. Although failed to achieve delivery vaginally as expected, Mrs. N was satisfied with the outcomes. When looking back on her birth experience, she feels supported by the healthcare providers and that she was doing the right thing.



3.5. Antecedents

Antecedents are those events or incidents that must occur before or be in place prior to the occurrence of the concept (Walker and Avant, 2019). Hence, in this concept analysis, antecedents refer to the precursive elements of psychological birth trauma. After reviewing the literature, considering the complexity of psychological birth trauma, antecedents are grouped according to either pre-existing or birth-related antecedents. Pre-existing antecedents refer to factors that exist prior to childbirth. These mainly include women’s demographic characteristics, personality traits, and medical and traumatic experiences. Specifically, demographic characteristics include single (Chabbert et al., 2021), low income (Bay and Sayiner, 2021), primipara (Türkmen et al., 2020; Chabbert et al., 2021), and living in the city center (Türkmen et al., 2020). Personality traits encompass insecure attachment style (Chabbert et al., 2021), high health anxiety (Türkmen et al., 2021), fear of childbirth (Ghanbari-Homayi et al., 2019; Chabbert et al., 2021), and disbelief in one’s ability to cope with labor pain (Türkmen et al., 2021). Medical and traumatic experiences encompass a history of sexual trauma (Chabbert et al., 2021), previous mental or physical health problems (Priddis et al., 2018), existing symptoms of depression or anxiety (Chabbert et al., 2021), fertility or complex pregnancy issues (Priddis et al., 2018) and a family history of labor difficulty (Türkmen et al., 2020). Furthermore, several studies reported unplanned pregnancy (Bay and Sayiner, 2021), insufficient prenatal care and training (Uotila et al., 2005; Bay and Sayiner, 2021; Chabbert et al., 2021), society stereotyped pressure on motherhood (Zhang et al., 2020), and lack of exercise during pregnancy (Ghanbari-Homayi et al., 2019) are related to psychological birth trauma.

Birth-related antecedents are key contributors to the occurrence of psychological birth trauma. These include obstetric factors and factors related to healthcare professionals. Specifically, obstetric factors encompass severe pain or physical discomfort (Uotila et al., 2005; Hollander et al., 2017; Murphy and Strong, 2018; Abdollahpour and Motaghi, 2019; Dai, 2019; Zhang et al., 2020; Chabbert et al., 2021), long duration of labor (Hollander et al., 2017; Holopainen et al., 2020; Chabbert et al., 2021), too rapid birth process (Hollander et al., 2017; Holopainen et al., 2020), unnecessary medical intervention (Reed et al., 2017; Priddis et al., 2018; Watson et al., 2021), physical restraint during birth (Shorey and Wong, 2022), cesarean section (Bay and Sayiner, 2021) or emergency cesarean section (Rodríguez-Almagro et al., 2019; Chabbert et al., 2021; Shorey and Wong, 2022), instrumental vaginal delivery (Priddis et al., 2018; Rodríguez-Almagro et al., 2019; Chabbert et al., 2021; Shorey and Wong, 2022), separation from the baby (Priddis et al., 2018; Abdollahpour and Motaghi, 2019; Dai, 2019), medical complications in infant (Holopainen et al., 2020; Liu et al., 2022) or mother (Priddis et al., 2018; Holopainen et al., 2020; Chabbert et al., 2021), dissatisfied neonatal gender (Zhang et al., 2020), preterm delivery (Chabbert et al., 2021), neonatal admission to neonatal intensive care unit (Priddis et al., 2018; Chabbert et al., 2021), neonatal death (Murphy and Strong, 2018; Dai, 2019), partner’s absence and lack of support (Holopainen et al., 2020; Chabbert et al., 2021), unpleasant birthing physical environment, equipment and rules (Taghizadeh et al., 2015; Beck, 2018; Abdollahpour and Motaghi, 2019; Watson et al., 2021; Liu et al., 2022; Shorey and Wong, 2022), and tense atmosphere during birth (Zhang et al., 2020). As for factors associated with healthcare professionals, studies have documented that the following factors are linked to psychological birth trauma: poor communication and explanation (Taghizadeh et al., 2015; Hollander et al., 2017; Beck, 2018; Priddis et al., 2018; Chabbert et al., 2021; Watson et al., 2021; Liu et al., 2022; Shorey and Wong, 2022), insufficient medical clinical competence (Taghizadeh et al., 2015; Abdollahpour and Motaghi, 2019; Rodríguez-Almagro et al., 2019), negative attitudes and words (Priddis et al., 2018), using mothers as learning resources for hospital staff (Reed et al., 2017; Watson et al., 2021), and prioritizing work agendas rather than the thoughts of women in childbirth (Reed et al., 2017; Watson et al., 2021).



3.6. Consequences

Consequences are those events or incidents that appear as results of the concept (Walker and Avant, 2019). Thus, in this concept analysis, consequences refer to the negative or positive effects of psychological birth trauma on women’s well-being. Firstly, there is a definite relationship between psychological birth trauma and consequences that directly affect the mental health of the mother. Following the psychological birth trauma, mothers experience heightened levels of panic, grief, anger, anxiety (Elmir et al., 2010; Fenech and Thomson, 2014), and even suicidal thoughts (Elmir et al., 2010). They are trapped in memories of the traumatic birth (Elmir et al., 2010; Shorey and Wong, 2022) and bombarded with flashbacks and nightmares (Elmir et al., 2010; Fenech and Thomson, 2014). These symptoms can last for years (Fenech and Thomson, 2014). A study described in detail their painful experiences during the subsequent birth anniversary (Beck, 2006). Additionally, these women are more likely to suffer from postpartum depression (Taghizadeh et al., 2013; Bay and Sayiner, 2021; McKelvin et al., 2021; Türkmen et al., 2021; Chen et al., 2022), anxiety (Taghizadeh et al., 2013; McKelvin et al., 2021; Türkmen et al., 2021), PTSD (Taghizadeh et al., 2013; Türkmen et al., 2020; McKelvin et al., 2021), and even psychosis (Taghizadeh et al., 2013).

Secondly, psychological birth trauma leads to changes in the mother’s roles. Several studies reported negative mother-infant interactions, with women expressing feelings of disengagement or feeble attachment to their children (Beck, 2011; Taghizadeh et al., 2013; Fenech and Thomson, 2014; Molloy et al., 2021), and feelings of incompetence as mothers (Taghizadeh et al., 2013; Fenech and Thomson, 2014; Priddis et al., 2018; Molloy et al., 2021), such as low breastfeeding self-efficacy (Türkmen et al., 2020). Mothers may experience excessive fear and anxiety about the health of their children (Molloy et al., 2021). While others described the overprotection of their children (Fenech and Thomson, 2014). Some studies reported that women experience distress while breastfeeding and therefore refuse to continue (Beck and Watson, 2008; Taghizadeh et al., 2013). Other mothers, however, insist on breastfeeding to prove that they are a mother, to help their spiritual recovery, or to atone for the baby (Beck and Watson, 2008). In addition, several studies suggested that psychological birth trauma can lead to difficulties or disruptions in couples’ emotional and sexual relationships (Taghizadeh et al., 2013; Fenech and Thomson, 2014). Moreover, some mothers display social conflicts, such as blame and aggression toward others (Taghizadeh et al., 2013; Fenech and Thomson, 2014; Watson et al., 2021), distrust and anger toward healthcare professionals (Fenech and Thomson, 2014), and a preference to remain shy and isolated (Taghizadeh et al., 2013; Fenech and Thomson, 2014).

Thirdly, psychological birth trauma affects the subsequent reproductive decisions, experiences, and coping behaviors. Women who have experienced psychological birth trauma are often fearful of future pregnancies (Fenech and Thomson, 2014; Greenfield et al., 2019; Holopainen et al., 2020; McKelvin et al., 2021), and some refuse to be pregnant again (Taghizadeh et al., 2013; Fenech and Thomson, 2014; Dai, 2019). In fact, findings suggested that women with psychological birth trauma have fewer subsequent children, as well as a longer interval to their second child (Gottvall and Waldenström, 2002). Additionally, some women who become pregnant again are surrounded by fearful thoughts that subsequent childbirth will be a repeated traumatic experience (Beck and Watson, 2010; Taghizadeh et al., 2013; Greenfield et al., 2019). And, they tend to choose a planned cesarean section (Greenfield et al., 2019; Holopainen et al., 2020), a home delivery (Holopainen et al., 2020), or a freebirth (Greenfield et al., 2019).

Fourthly, psychological birth trauma leads to more health services utilization. Women with psychological birth trauma have longer postpartum hospital stays (Turkstra et al., 2015). In addition, studies showed that they have more general practitioner visits and additional services utilization, such as psychological treatment, lactation support, child health clinic visits, and midwife home visits (Turkstra et al., 2015).

While most of the consequences of psychological birth trauma found in the literature are negative, it can also have positive outcomes. One study explored how women who have experienced psychological birth trauma rely on external and internal resources to move toward resilience (Brown et al., 2022). Moreover, several studies confirmed post-traumatic growth following psychological birth trauma (Beck and Watson, 2016; Ketley et al., 2022), including increased self-confidence and pride (Beck and Watson, 2016; Ketley et al., 2022), better relationship with partners, friends, children, and others (Beck and Watson, 2016; Ketley et al., 2022), stronger faith and a better understanding of spiritual and religious matters (Beck and Watson, 2016). Some women also established new professional and personal goals, such as completing a university degree (Beck and Watson, 2016), and actively participating in volunteer work aimed at preventing other women from psychological birth trauma (Beck and Watson, 2016; Ketley et al., 2022).



3.7. Empirical referents

According to Walker and Avant’s (2019) concept analysis method, the final step is to determine empirical referents of psychological birth trauma, which permits us to know how to measure or identify the defining attributes of a concept.

The Traumatic Childbirth Perception Scale (STCP) (Türkmen et al., 2021) was developed by Yalnız et al. (2016) as a self-report scale to assess women’s perception of traumatic childbirth. The STCP contains information on physical, emotional, and mental trauma associated with childbirth. It includes 13 items. Each item is scored between 0 (positive) and 10 (negative), and the total scale score ranges between 0 and 130. The total mean scores of 0–26, 27–52, 53–78, 79–104, and 105–130 correspond to very low, low, moderate, high, and very high levels of traumatic childbirth perception, respectively. In the study of Yalnız et al. (2016), the Cronbach’s alpha internal consistency coefficient of STCP was 0.895.

The Psychological Birth Trauma Questionnaire (QPBT) (Hajarian Abhari et al., 2022) was developed by Taghizadeh et al. (2013) to assess the level of psychological birth trauma. It includes 30 items and five constructs, namely: anxiety and eternal suffering of birth/labor, psychological manifestations, helplessness, collapse and sensation of death, and somatic manifestations. Each item is scored from 1 to 5 points, with a total score of 30–150 points. A higher score indicates a higher level of psychological birth trauma. The validity and reliability of QPBT have been confirmed in the study by Taghizadeh et al. (2013), the Cronbach’s alpha internal consistency coefficient was 0.949.

Notably, these two scales have not been used in studies in other countries, their English versions have not been identified yet.



3.8. Definition of the concept

Based on an analysis of the literature, the concept of psychological birth trauma is clearly defined as follows:

Psychological birth trauma refers to the woman’s subjective feeling caused by events directly or indirectly related to childbirth, which is manifested as intertwined painful emotional experiences that originate in the birth process and last until postpartum. It has a wide range of negative and, in some cases, positive effects on women. The conceptual model including the antecedents, attributes, and consequences of psychological birth trauma is shown in Figure 2.
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FIGURE 2
The concept of psychological birth trauma.





4. Discussion

Based on a systematic search of the literature and the method of Walker and Avant (2019), we provided a comprehensive analysis of the concept of psychological birth trauma. Four defining attributes were identified: women’s subjective feelings; intertwined painful emotional experiences; originate in the birth process and last until postpartum. Currently, maternal and neonatal safety is often regarded as the bottom line for successful and satisfying childbirth (Beck, 2004), while the subjective feeling of the mother appears to be ignored. It is worth highlighting whether women in childbirth are experiencing intertwined painful emotional experiences. Additionally, researchers and healthcare professionals should be aware that a proportion of women who have experienced psychological birth trauma are concerned by being diagnosed with postpartum PTSD, while more women who do not meet the diagnostic threshold are still in “dire straits.” Therefore, it is time to raise awareness of psychological birth trauma. Specifically, psychological birth trauma should be considered as a separate postpartum mental health problem.

Antecedents in this concept analysis suggest that women in childbirth are vulnerable to a range of pre-existing factors that may contribute to psychological trauma. Identification of these factors, including demographic characteristics, personality traits, and medical and trauma experiences can help healthcare professionals to be more vigilant and thus aid in prevention. However, the prevention of birth-related antecedents appears to be more promising. The first is to emphasize professional management of labor, such as avoiding unnecessary medical intervention, adequately relieving labor pain, and improving medical clinical competence to reduce maternal and neonatal complications. In addition, obstetric management should aim to reduce psychological birth trauma, including creating a comfortable environment and allowing the woman’s partner to accompany her during birth, etc. Furthermore, it is imperative to improve the quality of women’s interactions with healthcare professionals during birth, which may be achieved by adequately communicating and explaining what happens, listening to women, and seeking to meet their expectations. Notably, further studies are needed to systematically assess these antecedents and to determine their magnitude and interrelationships.

After examining the consequences of included studies, this concept analysis identified the profound negative effects of psychological birth trauma on women, including poor mental health, poor role of the mother, subsequent reproductive challenges, and increased health services utilization. Therefore, early identification and intervention of these women is crucial. In terms of identification, during the postpartum hospital stay, healthcare professionals are advised to be wary of symptoms that may indicate a woman has suffered psychological birth trauma, such as a dazed appearance, withdrawal, temporary amnesia, and detachment from the baby (Church and Scanlan, 2002; Beck and Watson, 2008). If a mother has experienced complex childbirth, such as maternal and neonatal complications, she should be alerted to any psychological trauma as well (Hayden, 2022). Before discharge, healthcare professionals should proactively discuss with mothers whether they perceive their childbirth to be traumatic (Beck and Watson, 2008), as new mothers may not voluntarily express their feelings about the birth experience for fear that doctors will judge their parenting or involve social services (Hayden, 2022). Try asking open-ended questions to get more information about what women might be saying (Hayden, 2022). Beck and Watson (2016) and Beck et al. (2018) recommend that healthcare professionals be wary of the metaphors women use to help describe their experiences of post-traumatic stress. In addition, at infants’ well-baby checkups and yearly physical exams, healthcare professionals are recommended to ask mothers how they are doing and how they evaluate their birth experiences (Beck, 2015). Pediatric clinicians may be in an ideal position to identify women with elevated posttraumatic stress symptoms and to make those critical referrals for mental health care (Beck, 2015).

Furthermore, a limited number of studies have discussed interventions to reduce the negative effects of psychological birth trauma. A recent systematic review examined interventions to prevent women with recent traumatic birth from developing postpartum PTSD, including debriefing, encouraging skin-to-skin contact with healthy babies directly postpartum, structured psychological interventions, expressive writing, and seeing or holding the baby after stillbirth (de Graaff et al., 2018). The results showed that there was great heterogeneity in the study characteristics, and the effectiveness of interventions was different. Possible effective interventions were encouraging skin-to-skin contact with healthy babies directly postpartum, structured psychological interventions, and expressive writing, but the evidence was insufficient (de Graaff et al., 2018). A discussion article detailed how to use an emotion-focused approach to prevent psychological birth trauma (Gökçe İsbir et al., 2022). However, this approach has not yet been applied in clinical practice. A recent study (Hajarian Abhari et al., 2022) supported the effectiveness of counseling based on Gamble’s approach, originally proposed by Gamble et al. (2005), in preventing psychological birth trauma in primiparas. The counseling approach is cost-effective, easy to implement, and can be implemented by midwives, thus it could be valuable to integrate it into healthcare programs. However, due to the huge differences among existing interventions, we cannot make wise recommendations on specific implementation programs. However, some considerations seem to be meaningful. Firstly, it is necessary to strengthen the knowledge and skills training of the interveners, which is the premise to ensure the effectiveness of the intervention. Secondly, the content, duration, frequency and timing of intervention are the key factors affecting the effectiveness, and further studies are needed to determine the optimal programs. Finally, women’s personal preferences should also be considered. Notably, the effectiveness of these interventions is mainly focused on the mental health status of women. Future studies should also examine the effectiveness of interventions on other negative effects of psychological birth trauma, such as mother-infant and marital relationships.

Reassuringly, this concept analysis found that while some women experienced some negative effects of psychological birth trauma, they gained some positive aspects that had not been mentioned in previous related concepts. Studies showed that some mothers who have experienced psychological birth trauma build resilience by using both external resources (such as faith and supportive relationships) and internal resources (such as recognizing the power of their own motherhood) (Brown et al., 2022). And, some women are able to use their inner resources to develop the resilience they need as mothers, which empowers them and allows them to experience post-traumatic growth such as an increased sense of self-worth and competence (Brown et al., 2022; Ketley et al., 2022). Thus, healthcare professionals may play an important role in facilitating this by encouraging mothers to explore their faith and use their social support networks, and informing mothers about organizations and resources that provide niche support after traumatic birth (Brown et al., 2022). In addition, healthcare professionals can provide some hope to women who have experienced psychological birth trauma by sharing the possibility of post-traumatic growth (Beck and Watson, 2016; Beck et al., 2018). Notably, the possibility of positive effects does not diminish the importance of preventing psychological birth trauma (Ketley et al., 2022).



5. Limitations

Some limitations exist in this concept analysis. Firstly, studies were limited to English or Chinese, which restricts the scope of the review. Secondly, the studies included in this concept analysis were mostly qualitative, and quantitative studies were lacking due to the lack of widely validated tools for assessing psychological birth trauma. Thirdly, we excluded studies on postpartum PTSD, postpartum post-traumatic stress symptoms, postpartum post-traumatic stress, and negative birth experiences, which may contain content related to psychological birth trauma. Finally, we excluded studies that explored the feelings of bystanders (especially healthcare professionals and women’s partners) who may also experience psychological trauma as a result of witnessing the birth process. We, therefore, recognize that this definition may be subject to further development and adjustment.



6. Conclusion

This concept analysis provides a comprehensive insight into psychological birth trauma, which is a more complex and comprehensive phenomenon than previously thought and should be considered as a separate postpartum mental health problem. Given the high incidence and far-reaching effects of psychological birth trauma, its prevention, identification and intervention are crucial, but relevant studies are insufficient and need to be further explored. This study provides a starting point for future theory and research, and provides researchers and healthcare professionals with information that can serve as the foundation for assisting in the identification of psychological birth trauma, and as the reference for developing rigorous assessment tools as well as designing appropriate interventions. In addition, further research is needed to expand the definition of psychological birth trauma from the perspective of bystanders during birth. We expect that this concept will continue to be updated and refined as knowledge on the subject develops.
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The original trigger of traumatic birth resulted in six
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poorly listened to during delivery, insufficient doctor’s
support during the first stage of labor, and pre-labor training
classes considered inadequate.

Four themes: (1) to care for me: was that too much to ask? (2)
to communicate with me: why was this neglected? (3) to
provide safe care: you betrayed my trust and I felt powerless;
(4) the end justifies the means: at whose expense? at what
price?

Women with a negative experience of their first childbirth
had fewer subsequent children and a longer interval to the
second baby.
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management.
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trying to work it all out.

Four themes: (1) experiencing birth trauma; (2) being
invisible; (3) just getting on with it; (4) making things better.

Six themes: (1) failure to meet professional standards of care;
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differences for infants.
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