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What is Birth 
Trauma?

•‘…perception of actual or threatened injury or 
death to the mother or her baby’.

•This perception is a significant factor in the 
development of PTSD, women who label their 
birth experience as traumatic are at higher risk 
of developing birth-related PTSD.

A woman’s subjective experience.

Birth partners are also affected. 

Largely unrecognised in maternity services.



How common is it?

● Accurate prevalence rates hard to determine due to variation in 
definitions (birth trauma v PTSD) and differences in measurement tools.

● 1/3 of women report experiencing traumatic birth.
● 20-30% of women will have symptoms of trauma which do not meet 

diagnostic criteria. 
● 3 – 4 % of pregnant women may develop birth-related PTSD.



Impact

Associated with postnatal mental health 
problems including depression and PTSD.

Avoidance of future pregnancy, fear of 
childbirth (secondary tokophobia), request for 
an elective c section.

Difficulties with bonding and attachment, 
relationship difficulties 

Impaired relationships with partners, other 
children.



Service Evaluation – Current Study 

• Two questions included in routine postnatal discharge screening

“did you think your most recent birth was traumatic”

“would you be happy for a midwife to contact you in relation to this”

• Women followed-up with a specific birth-trauma evaluation tool to establish the prevalence of 
persistent trauma symptoms.

• We collected data on all women who delivered in a 12-month window, including personal, obstetric 
and infant factors, to compare those who experienced a traumatic birth with those who did not.



Prevalence and Risk Factors 

• Sample of 1154 women who delivered in Rotunda in 12-month period

• 18% (n=209) reported their birth as psychologically traumatic 

• Birth trauma distinct from postnatal depression, as 9% of the sample had probable depression, 
but only 3% had both. 

• Factors that most strongly increased the risk of having a traumatic birth were having current 
depression, history of depression, induced labour, instrumentally assisted birth, and postpartum 
haemorrhage.



Women Who Report Birth Trauma

• City Birth Trauma Scale (CiBTS)

• 133 women completed follow-up

• 50% (n=67) scored on the CiBTS

• 4 factor model: Negative-cognition and hyperarousal symptoms had highest 
mean score

• Each criteria for PTSD (6 factor model) was endorsed by between 15%- 36% 
(n= 19-48) of the sample



Trauma Informed Service Development

• Perinatal Trauma Clinic

• First trauma service in Ireland

• Screening, assessment, early Intervention

• Evidence based 

• Trauma focused interventions (TF-CBT, EMDR, BTR).

• Collaborative, MDT approach

• Guideline and pathway developed



Maintaining the Service 

• Continue to run the service as referrals increase 

• Develop antenatal and postnatal pathway

• Continue to offer interventions to women who meet criteria following 
screening assessment

• Respond to new referral pathways e.g. primary care 

• Develop a pathway for partners



National Potential of this Service 

• There is a substantial national unmet need. This is indicated by 
international prevalence figures, and now our clinical experience with this 
service. There is the first service designed to address this need.

• This service can act as a pilot and proof-of-concept model

• Provide Irish population-specific data regarding incidence and course of 
traumatic birth experiences 

• Inform educational initiatives for non-maternity mental health settings, 
and non-mental health maternity settings

• Form the basis of a model of care, which can be used as a blueprint for 
other maternity services to role this service out nationally .



What We Need to Move Forward 

• Initial data establishes a base for the service. However, as a new 
intervention, this model should be thoroughly evaluated. 

• All further service developments, educational initiatives and service and 
policy models should be guided by this data.

• Build capacity to carry out this evaluation beyond what has already been 
done. 

• Funding for a research position would provide data on the service need, 
and service effectiveness that would provide a basis for all future 
developments. 



Thank You

Any questions?


