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ARTICLE INFO ABSTRACT

Keywords: Background: Birth reviews provide a space to talk about birth experiences. Women report finding them helpful,
Bith e?‘Perie“_ce but their specific psychological impact has not been explored. This study investigated whether childbirth
Childbirth review experience, perception of birth as traumatic, post-traumatic stress symptoms, shame, and self-compassion
x?gixg changed following a birth review. Psychological flexibility was also examined as a potential predictor of any

changes.

Method: Women in the postnatal period (N = 211), who had been referred or self-referred for a birth review, were
invited to participate in a pre-post observational study. Birth reviews were completed by midwives from the
maternal mental health service trained in the five-step model for listening to women after childbirth. Birth re-
views form part of an integrated childbirth trauma service with potential for psychological referral. Eighty-five
participants completed baseline measures examining childbirth experience, post-traumatic stress symptoms,
shame, self-compassion, and psychological flexibility before their birth review. Two to six weeks after their birth
review, 70 participants repeated the same measures. Pre-post comparisons from 70 women were analysed, as
well as conducting intention-to-treat analyses.

Results: Perception of the birth as traumatic significantly reduced, and perception of childbirth experience, levels
of shame, and post-traumatic stress symptoms all significantly improved following birth review. There was no
significant change in total self-compassion. Psychological flexibility did not predict post-review scores when
controlling for baseline levels.

Conclusions: Midwifery birth reviews using the presented model may improve perceptions of childbirth and
reduce traumatic birth perception, post-traumatic stress symptoms, and trauma-related shame. A randomised
controlled trial is now required.

Post-traumatic stress

Statement of significance What is already known

Problem Background Birth reviews are reportedly helpful, however, presently they are
not standardised and have been developed and implemented into

Birth reviews happen across the United Kingdom. However, little Lo .
practice in the absence of evaluation.

is known about the psychological implications of attending a birth
review appointment.
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Utilising the standardised five-step model of listening to women
after childbirth, under the supervision of clinical psychologists,
improves perceptions of childbirth, and reduces perception of
birth as traumatic, post-traumatic stress symptoms, and trauma-
related shame.

The narrative surrounding childbirth has shifted significantly in
recent decades. Once framed almost exclusively through the lens of a
‘positive experience’, there is now a broader recognition of the potential
for traumatic birth experiences and the subsequent development of
birth-related post-traumatic stress disorder (PTSD). The International
Statistical Classification of Diseases and Related Health Problems (ICD-
11) defines PTSD as the result of “exposure to a trauma described as an
extremely threatening or terrifying event or series of events” [1].

In the context of childbirth, the term ‘birth trauma’ refers to the
subjective experience of distress during or following labour and delivery
[2]. Importantly, the way a woman perceives her birth experience is a
stronger predictor of trauma and PTSD than objective indicators such as
mode of delivery [3]. This perception can significantly influence psy-
chological well-being.

While an estimated 34-47 % of women describe their birth as trau-
matic, only around 1-6 % meet criteria for PTSD 4-6 weeks postpartum
[4]. Many women recall stress during childbirth but do not experience
the intense fear required for a PTSD diagnosis and are able to reflect on
their birth relatively openly [5]. However, for some, the experience is
deeply distressing and leads to persistent symptoms. Risk factors for
PTSD after birth include medical complications, perceived lack of con-
trol, pain, and negative emotional appraisals [6]. Among these, the
perception of threat and how the woman’s concerns are responded to
during labour are considered the most significant predictors of PTSD
onset [7].

One intervention used to address trauma responses is psychological
debriefing [8], a semi-structured discussion aimed at processing dis-
tressing events. Introduced in the 1990s into United Kingdom (UK)
maternity services, postnatal debriefing drew on the principles of critical
incident debriefing [9]. However, despite its theoretical underpinnings,
there has been a lack of clarity and consistency in how debriefing is
delivered in practice [7].

Research on the effectiveness of debriefing is mixed. In non-perinatal
contexts, early meta-analyses suggested that debriefing could worsen
PTSD symptoms by disrupting natural recovery processes [10]. Within
the perinatal context, findings are inconsistent, with some research
showing no effect [11], while a more recent randomised controlled trial
found a significant reduction in PTSD symptoms postpartum [12].
Nonetheless, a Cochrane review concluded that the evidence for effec-
tiveness remains limited and of low quality [8], and current maternity
guidelines do not recommend structured debriefing. Instead, a more
flexible, unstructured form of postnatal discussion—commonly referred
to as a ‘birth review’—is advised [13,14].

Qualitative research underscores the importance of providing
women with a space to reflect on their birth [15]. Without this oppor-
tunity, women may experience increased psychological distress and
difficulty adjusting in the postnatal period [15]. A meta-ethnographic
review further revealed that discussing birth experiences with mater-
nity professionals helps many women process feelings of guilt and shame
[16]. In the UK, listening services have developed in response to this
need. Earlier studies found that many National Health Service (NHS)
maternity units offer such services, though their structure and resourc-
ing vary widely [9]. Despite being valued by women, these services are
often underfunded and lack systematic evaluation.

One innovative approach to meeting this need is the Birth in Mind
(BiM) service — a collaborative model developed by midwifery and
clinical psychology teams in the UK [17]. BiM uses a stepped-care
pathway tailored to the clinical needs of each woman. The initial step
is a structured birth review with a trained midwife. This offers an op-
portunity to explore the birth experience, review clinical notes, clarify
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uncertainties, and address unresolved feelings [17]. This five-step,
psychology-informed model includes rapport building, narrative
exploration, emotional reflection, and trauma screening [18], with
midwives receiving specific training and ongoing supervision from
clinical psychologists. If needed, a birth review can be followed by
referral to the same clinical psychologists for trauma-focused
intervention.

Although these services are being implemented, their psychological
impact remains under-researched. Existing studies suggest that post-
natal psychological outcomes are influenced by a complex interplay of
emotional factors. For example, many women report feelings of shame
following a difficult birth, especially if they believe they failed to meet
expectations of being a ‘good mother’ [19,20]. Such feelings of guilt and
inadequacy can increase vulnerability to postnatal depression (PPD)
[21]. In contrast, higher levels of self-compassion are associated with
lower levels of PPD and PTSD symptoms [22,23]. Self-compassion also
promotes psychological flexibility (PF), an adaptive trait linked to
greater resilience and emotional regulation [24]. Low PF, by contrast, is
correlated with increased anxiety, pain, and postnatal trauma symptoms
[25,26]. PF may therefore be an important psychological mechanism
both before and after childbirth. Lower PF levels may play a role in the
development and severity of shame, self-compassion, and appraisal of
the birth experience.

This study aimed to explore the possible psychological implications
of attending a birth review where the approach adopts a specific,
replicable model of care. First, the study investigated whether attending
a birth review is associated with changes in perceptions of the birth
experience (including whether this was perceived as traumatic) and
post-traumatic stress symptoms and a reduction in shame and/or an
increase in self-compassion. Secondly, we explored whether individual
differences in psychological flexibility played a role in predicting any
changes.

We hypothesised that 1) birth experience would be viewed more
positively, perception of birth as traumatic and post-traumatic stress
symptoms would be reduced, shame would be lower, and self-
compassion would be increased, after the birth review; and 2) that
psychological flexibility would predict post-review scores of childbirth
experience, post-traumatic stress symptoms, shame, and self-
compassion, when controlling for pre-review measures.

Methods

Design

A longitudinal pre-post observational design was adopted with par-
ticipants assessed at two time points: the first time before attending their
birth review appointment (Time 1), on average about 6 months post-
partum with a range of 4 weeks to 373 weeks (M = 25.14 weeks and SD
= 50.14 weeks) and the second 2-6 weeks post-birth review appoint-
ment (Time 2).

Setting

The BiM service is a maternal mental health service established to
support women and birthing people who are ‘coming to terms with’
their experience of childbirth, embedded across the South Yorkshire
Integrated Care System® (ICS). Midwives administering birth reviews as
part of South Yorkshire ICS are based across four sites: Sheffield,
Barnsley, Doncaster, and Rotherham. Women and birthing people can
self-refer or be referred for a birth review because of self-identified

% In the UK, ICS is a term commonly used to refer to the local integration of
health services including general practitioners (doctors who provide first line
care in a locality), hospitals, mental health services typically provided by the
NHS, and social care.
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distress concerning their childbirth experience from approximately six
weeks postpartum.

Participants

Participants were recruited across the BiM service. At Time 1, women
were eligible if they were aged 18 or over and had been offered a birth
review appointment at the BiM service. Women were excluded if they
had already attended their birth review appointment or if they reported
experiencing baby loss during birth or serious illness whereby their baby
remained in the Neonatal Intensive Care Unit longer than 72 hours.
Participants who did not attend their birth review appointment were not
eligible to take part in completing Time 2 measures. To determine the
required sample size, an a priori sample size calculation was conducted
for a hierarchical multiple regression analysis. The power analysis
indicated that a minimum sample size of 67 participants would be
required to detect a medium effect size (f2 = 0.15) with an alpha of
0.025 and 80 % power [27]. A total of three variables were controlled
for in the initial power calculation when accounting for the potential
covariates and psychological flexibility.

Procedure

A participant poster and information sheet were attached to all birth
review appointment letters, which provided potential participants with
the study aims and procedures. Those interested scanned a QR code
which took them directly to the consent form. Participants then pro-
vided demographic information and completed six measures assessing
childbirth experience, birth trauma, trauma-related shame, self-
compassion, post-traumatic stress symptoms, and psychological flexi-
bility, which were administered via the online survey platform Qual-
trics. At Time 2, participants received a follow-up email from the
researchers, which provided a link to the same set of measures.
Recruitment ran from June 2022 to January 2024. Ethical approval was
granted by the NHS Ethics Committee in February 2022, REC 23/WM/
0009. Fig. 1 displays participant recruitment information.
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Measures

Childbirth experience. The Childbirth Experience Questionnaire — CEQ
2.0 — measures aspects of women’s satisfaction with their experience of
childbirth [28]. The questionnaire consists of 22 items that assess four
domains: Own Capacity, Professional Support, Perceived Safety, and
Participation. Nineteen of the items are responded to using a four-point
Likert scale (‘totally agree’ to ‘totally disagree’). The remaining three
items are responded to using a visual analogue scale. A total score can be
calculated across domains. Higher scores indicate a more positive
childbirth experience. The CEQ 2.0 total had good levels of internal
consistency in this study (Cronbach’s a =.90).

Post-traumatic stress symptoms. The Impact of Events Scale-Revised —
IES-R — measures post-traumatic stress symptoms (PTSS), specifically
intrusion, avoidance, and hyperarousal [29]. Within the scale, there are
five response categories (0 = not at all, 1 = a little bit, 2 = moderately,
3 = quite a bit and 4 = extremely). Higher scores reflect greater
post-traumatic stress (scores between 24 and 32 are suggestive of
sub-diagnostic levels of PTSD; scores of 33 or above represent probable
diagnosis of PTSD). Total scores are possible to obtain by looking across
the subscales of this measure. The event was pre-specified as the
childbirth experience. The IES-R has good reliability in perinatal sam-
ples [31], taking into consideration appraisal, a key predictor of PTSS
after childbirth [32]. The IES-R total had excellent internal consistency
in this study (a« =.95).

Whether childbirth was traumatic. Perceptions of whether childbirth was
viewed as a traumatic experience were also gathered using two ques-
tions assessing the presence or absence of birth trauma [33]. Partici-
pants were asked if during childbirth or any time after the birth whilst in
hospital they 1) experienced horror or helplessness about what was
happening, and 2) felt really frightened about their own or their baby’s
wellbeing. These questions were derived from the DSM-IVR criteria for
PTSD, developed in liaison with the Birth Trauma Association. Partici-
pants who responded yes to both questions were considered to have
experienced a traumatic birth.

Postal invitation sent by Birth in Mind Psychology
administrator to 211 potential participants

A4

88 participants commenced the survey

A4

3 participants dropped out

During the completion of
questions related to:

consent form

85 participants completed the survey at Time 1 and
received the follow-up email at Time 2

15 participants did not
commence the survey at

A4

Time 2.

and completed measures at Time 2

70 completed questions related to eligibility criteria

Fig. 1. Participant Recruitment Flowchart.
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Shame. The Trauma-Related Shame Inventory (TRSI) is a 24-item self-
report measure and was used to assess internal and external trauma-
related shame [34]. Items are responded to using a 4-point Likert
scale (‘never true’ to ‘always true’). Higher scores indicate higher levels
of trauma-related shame. Total scores are possible to obtain by looking
across the subscales of this measure. The TRSI total had good levels of
internal consistency in this study (a =.93).

Self-compassion. The Self-Compassion Scale Short Form (SCS-SF) was
used to assess self-compassion. This 12-item scale measures six compo-
nents of self-compassion [35], namely self-kindness, self-judgment,
common humanity, isolation, mindfulness, and over-identification.
Higher scores indicate greater levels of self-compassion. Total scores
are possible to obtain by looking across the subscales of this measure.
The SCS-SF total had good levels of internal consistency in this study («
=.88).

Psychological flexibility. The Psy-Flex is a six-item self-report measure
used to assess an individual’s level of PF. PF is conceptualised as a trait
unless it is being targeted through a specific intervention [36]. The
questionnaire measures the six interrelated facets that comprise PF:
Cognitive defusion, acceptance, contact with the present moment,
self-as-context, values, and committed action [37]. Items are worded to
assess the presence of the specific competencies and are responded to
using a 5-point Likert scale from ‘very often’ to ‘very seldom’. Higher
scores indicate greater levels of PF. Total scores are possible to obtain by
looking across the subscales of this measure. The Psy-Flex total had good
levels of internal consistency in this study (a =.87).

Statistical analysis. To address Hypothesis 1, two paired samples t-tests
were used to evaluate the mean scores of self-compassion and childbirth
experience between Time 1 and Time 2. As the data for post-traumatic
stress and trauma-related shame was non-normally distributed, the
nonparametric Wilcoxon Signed Rank Test was run to compare scores
between Time 1 and Time 2 for these outcomes. The McNemar Change
test was used for proportions reporting traumatic birth (pre- and post-
birth review).

To test Hypothesis 2, hierarchical regression analyses were con-
ducted (separately for shame, self-compassion, post-traumatic stress
symptoms, and childbirth experience) to explore whether psychological
flexibility predicted post-birth review scores of shame, self-compassion,
post-traumatic stress symptoms, and childbirth experience when con-
trolling for baseline measures and covariates.

Hierarchical regression analyses were performed in two steps. In the
first step, demographic/obstetric information associated with the
outcome variable was entered, as well as baseline measures completed
before the birth review for self-compassion, shame, childbirth experi-
ence, and post-traumatic stress symptoms respectively for the relevant
analysis. In step 2, the baseline psychological flexibility score was
added. The amount of variance explained by each predictor was eval-
uated using the change in R

Demographic background and obstetric experience. A series of one-way
ANOVAs, independent samples t-tests, Mann-Whitney U tests, Kruskal
Wallis tests, and Spearman/Pearson correlations were conducted to
assess relationships between demographic and obstetric variables and
levels of self-compassion, trauma-related shame, post-traumatic stress
symptoms, and childbirth experience. These tests were conducted to
identify variables to be controlled for within the regression models.

Results
Table 1 outlines the sample characteristics of the final sample. The

analysis consisted of data from a participant sample of n =85 who
completed all measures at time point 1. N = 15 participants did not
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Table 1
Demographic Data of the ITT Population (N = 85).
Total N %

Age
18-24 7 8.20
25-34 55 64.70
35-44 23 27.10
Gender identity
Woman 85 100.00
Ethnicity
White 83 97.70
Mixed 2 2.30
Marital status
Single 4 4.70
Married 45 52.90
Living with partner 32 37.70
Other 4 4.70
Educational attainment
GCSE or vocational qualification 32 37.60
Bachelor’s degree or above 53 62.40
Previous mental health history
Yes 38 44.70
No 47 55.30
If yes, who did they see?
Primary care 13 34.20
GP 9 23.70
Psychological Wellbeing Practitioner 4 10.50
Secondary care 25 65.80
Cognitive Behavioural Therapist 11 29.00
Counsellor 11 29.00
Psychologist 2 5.20
Psychiatrist 1 2.60

complete measures at time point 2, thus a conservative intention-to-treat
analysis was completed with baseline measures brought forward for the
15 women who had not completed time point 2 . Table 2 shows the
sample’s obstetric characteristics.

Descriptive statistics

Descriptive statistics for all measures are reported in Table 3. Mea-
sures of whether the birth experience was perceived as traumatic indi-
cated that, at Time 1, 83.53 % of participants experienced horror or

Table 2
Obstetric Data of the ITT Population (N = 85).
N %

Place of delivery
Hospital 82 96.50
Home 3 3.50
Mode of delivery
Vaginally 23 27.10
Vaginally with assistance or forceps or ventouse 13 15.30
Emergency caesarean section 41 48.20
Planned caesarean section 8 9.40
Perceived complications
Yes 47 55.30
No 38 44.70
Seen by an obstetrician or fetal medicine specialist in pregnancy
Yes 30 35.30
No 55 64.70
Parity
1 74 87.05
2 9 10.59
3 2 2.36
Singleton or multiple births
Singleton 84 98.82
Twin 1 1.18
Location of birth review appointment
Sheffield 30 35.30
Doncaster 39 45.90
Barnsley 9 10.60

Rotherham 7 8.20
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Table 3
Descriptive Statistics N = 85.

Time 1 Time 2

Variable Mean (SD)  Median Range of Possible range of Mean (SD)  Median Range of Comparison P

(IQR) scores scores (IQR) scores statistic (t/2)

Childbirth experience

Own Capacity 16.73 17.00 8.00-30.00 8.00-32.00 17.32 17.00 9.00-31.00
(4.04) (5.00) (4.61) (7.00)

Perceived safety 12.85 12.00 6.00-23.00 6.00-24.00 13.82 14.00 6.00-24.00 4.45 .035
(4.37) (6.00) (4.34) (7.00)

Professional 15.27 16.00 5.00-20.00 5.00-20.00 15.56 17.00 5.00-20.00

Support (4.02) (6.00) (4.06) (6.00)

Participation 8.36 (2.44) 8.00 (3.00) 3.00-12.00 3.00-12.00 8.56 (2.61) 9.00 (4.00) 3.00-12.00

Total 13.30 13.50 8.00-20.00 5.50-22.00 13.70 14.00 6.50-20.25 —.26 .009
(2.98) (4.88) (3.20) (4.63)

Self-compassion

Self-kindness 2.54(0.90) 2.50 (1.00) 1.00-4.50 1.00-5.00 2.78 (0.96) 3.00 (1.50) 1.00-5.00 -3.02 .003

Self-judgment 2.80(1.20) 2.50 (1.50) 1.00-5.00 1.00-5.00 2.83(1.11) 2.50 (1.50) 1.00-5.00

Common Humanity 2.49 (1.07) 2.50 (2.00) 1.00-5.00 1.00-5.00 2.67 (0.95) 2.50 (1.50) 1.00-5.00

Isolation 2.65(1.14) 3.00 (2.00) 1.00-5.00 1.00-5.00 2.69(1.13) 2.50 (1.30) 1.00-5.00

Mindfulness 2.98 (0.90) 3.00 (1.00) 1.00-5.00 1.00-5.00 3.02 (0.95) 3.00 (1.30) 1.00-5.00

Over-Identification 2.51(1.11) 2.50 (1.50) 1.00-5.00 1.00-5.00 2.56 (1.15) 2.50 (1.80) 1.00-5.00

Total 2.66 (0.80) 2.58 (1.09) 1.00-4.92 1.00-5.00 2.77 (0.74) 2.67 (1.04) 1.50-5.00 —-1.97 .052

Shame

Internal 6.43(7.18) 4.00 (8.00) 0.00-31.00 0.00-36.00 4.94 (6.62) 2.00 (8.00) 0.00-29.00 —-2.29 .022

External 2.19(3.78) 1.00 (2.00) 0.00-19.00 0.00-36.00 1.34(2.80) 0.00 (2.00) 0.00-13.00

Total 8.62 5.00 0.00-50.00 0.00-72.00 6.28 (4.61) 3.00 (9.00) 0.00-42.00 —2.25 .025
(10.44) (11.00)

Post-traumatic stress symptoms

Intrusions subscale 14.18 15.00 1.00-29.00 0.00-32.00 9.76 (7.79) 8.00 0.00-32.00 —5.00 <.001
(8.17) (14.00) (10.50)

Hyperarousal 6.52(6.23) 4.00 0.00-20.00 0.00-24.00 4.59 (5.87) 2.00 (5.00) 0.00-23.00 —3.66 <.001

subscale (11.00)

Avoidance subscale 12.61 12.00 0.00-31.00 0.00-32.00 9.38(7.87) 7.00 0.00-31.00 —4.16 <.001
(7.83) (11.00) (12.50)

Total 33.30 30.00 2.00-76.00 0.00-88.00 23.73 19.00 0.00-77.00 —4.89 <.001
(19.82) (35.00) (19.55) (29.00)

Psychological flexibility

Total 20.56 22.00 8.00-30.00 6.00-30.00 21.46 22.00 12.00-30.00
(4.64) (6.00) (4.26)* (5.00)
Time 1 Time 2 Comparison statistic x? P
N % N %
Perceived Birth Trauma
Horror or 71.00 83.53 65.00 76.47
helplessness
Frightened for 72.00 84.70 65.00 76.47
wellbeing
Met both criteria 66.00 77.60 59.00 69.41 4.45 .035
Note: * = Not included in the analyses

helplessness about what was happening during birth, and 84.70 % felt review, 25 participants (29.41 %) scored above the clinical threshold,
frightened about their own or their baby’s wellbeing. Seventy-eight and a further 12 (14.11 %) met the sub-diagnostic threshold. The mean

percent of the sample experienced both aspects of birth trauma. total score for IES-R was 33.30 (SD = 19.82) before attending a birth
Per IES-R classification guidelines [30], 40 women (47.05 %) scored review appointment, compared to 23.73 (SD = 19.55) after attending a
above the clinical threshold for a diagnosis of PTSD (score > 33) before birth review appointment. After attending a birth review appointment,

attending their birth review appointment. A further 14 (16.47 %) met the average IES-R score thus fell below the threshold for PTSD.
the sub-diagnostic threshold (score > 24). After attending their birth

Table 4
Correlations Among Variables at Time 1 and Time 2.
Time 1 Time 2
Variable PsyFlex SCS-SF TRSI IES-R CEQ PsyFlex SCS-SF TRSI IES-R CEQ
PsyFlex - -
SCS-SF .569%* - .500%* -
TRSI —.309** —.546** - —.243* —.369** -
IES-R —.320%* —-.125 .464** - -.179 —.367*%* .609** -
CEQ .215 .094 —.318** —.587%* - .229 .243* —.493** —.567** -

Note: PsyFlex = psychological flexibility, SCS-SF = self-compassion short form, TRSI = trauma-related shame, IES-R = post-traumatic stress symptoms, CEQ
= childbirth experience,* = p < .05, **p < .001, (2-tailed).



L. Jones et al. Women and Birth 38 (2025) 102110

Bivariate correlations ~
8 o @
Intercorrelations among all continuous variables are presented in a voE &
Table 4. After attending a birth review appointment, a more positive o
birth was associated with higher levels of self-compassion. Furthermore, Sl g S E’ g
at both time points, a more positive birth experience was linked to lower § ? s ’
trauma-related shame and lower post-traumatic stress symptoms. %’ - =
The measure of self-compassion was also significantly positively E - L 8 <
correlated with psychological flexibility across both time points, while
greater levels of self-compassion were associated with lower levels of g o _
trauma-related shame and post-traumatic stress symptoms. g E § % § %
The measure of trauma-related shame was significantly negatively ] s = 0 =l
correlated with psychological flexibility across both time points, Z E
meaning that greater levels of psychological flexibility were associated SIlE &
with lower levels of trauma-related shame, while greater levels of post- ‘E‘, g o _:E a g
traumatic stress symptoms were associated with higher levels of trauma-
related shame. =
< a
e
Pre to post birth review changes = o '
9l ey R ®
To test hypothesis 1, a series of paired-samples t-tests and Wilcoxon § s = -
signed rank tests were conducted. % ©
Women perceived childbirth experiences significantly more posi- E - E <
tively after attending their birth review appointment (M = 13.70, SD = v
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associated with any other outcome variables.
Per-protocol analysis

Per-protocol is a less conservative analysis than intention-to-treat
analysis. When this process (per-protocol) was implemented to not
include the 15 women without Time 2 scores, findings completely
mirrored those of the intention-to-treat results (see Supplementary
Materials).

Discussion

The present study aimed to investigate whether childbirth experi-
ence, perception of birth as traumatic, levels of shame, self-compassion,
and post-traumatic stress symptoms changed following a birth review.
The study also explored whether psychological flexibility was a pre-
dictor of change across these outcomes.

In support of our first hypothesis, results indicated that after
attending a birth review, women’s perception of childbirth experience
was more positive, and women were less likely to fulfil criteria for a
‘traumatic birth’. An important dimension of the childbirth experience
that significantly improved post review was ‘perceived safety’ in rela-
tion to the birth. This finding indicates that the model adopted by this
birth review service (i.e., having an opportunity to clarify concerns,
receive more information about the birth, and have their experiences
validated) had a favourable impact on how women relate to their
experience postnatally.

We also found that after attending a birth review, post-traumatic
stress symptoms were significantly reduced. It is of interest that the
median IES-R score across the sample fell below the threshold for PTSD
after attending a birth review. However, it must be noted that the pre-
birth review sample mean was only just above threshold for caseness
of PTSD symptoms. Moreover, levels of trauma-related shame also
significantly reduced after the birth review. Such psychological impli-
cations have not previously been explored in women following a birth
review, and our results extend findings from previous research that has
examined the effects of postnatal debriefing and its positive impact on
post-traumatic stress symptoms [11,12]. Importantly, self-compassion
levels did not change from pre- to post- birth review, though the
dimension of self-kindness did significantly improve for women post
birth review, suggesting that they responded to themselves in a more
gentle, supportive, and understanding manner. Nevertheless, as the
study was not powered to explore the subscales, this result should be
interpreted tentatively.

Regarding correlations amongst measures, a positive association was
found between more negative childbirth experiences and trauma-related
shame, which aligns with previous research indicating that women’s
positive perception of birth may be protective over maternal shame
[25]. Unsurprisingly, we found that the more negatively participants
appraised their birth experience, the higher their levels of
post-traumatic stress symptoms. These results support the existing
literature in predicting the risk factors for postpartum post-traumatic
stress symptoms [38], which emphasise negative appraisal during
childbirth as one of the strongest predictors of PTSS [7].

Lastly, we explored whether psychological flexibility (reported at
baseline) predicted perception of childbirth experience, post-traumatic
stress, self-compassion, and trauma-related shame after attending a
birth review appointment. In accordance with the definition of psy-
chological flexibility [39], theoretically, people with higher levels of PF
would be more able to shift their perspective of the birth experience,
rather than become ‘fused’ to their interpretation of the event. Contrary
to this idea and hypothesis 2, however, our results revealed that psy-
chological flexibility did not predict Time 2 scores of childbirth expe-
rience, post-traumatic stress symptoms, self-compassion, or
trauma-related shame, after controlling for baseline measures and
identified covariates.
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Strengths and limitations

The study was appropriately powered, and attrition was very low
with 82.35 % retention. The study sample was reflective of the diversity
of those who access the BiM service; however, the limited diversity
across the sample demographics is noted, with the majority identifying
as white, having accessed higher-level education, being married, being
aged 25-34, and having an emergency caesarean section, which may
suggest a sample bias in terms of access to birth review services. How-
ever, similar majorities within the sample’s demographic characteristics
were found in the characteristics of respondents in national maternity
surveys [40].

As there was no control group in this study, we do not know the
impact of time, and therefore it could be that changes were a conse-
quence of natural resolution. A control group would also allow to control
for other effects such as placebo effects. However, when exploring the
associations between duration after birth and birth review, there were
no significant associations, suggesting that regardless of when the birth
review was accessed, outcome variables across the study were not
influenced by time elapsed. Future research could utilise a cluster-
randomised controlled design to compare services where women have
access to a birth review to a control group where services do not offer
birth reviews to those within their care to investigate between-group
differences.

Clinical implications

The prevalence of birth trauma was high across the sample (80 %),
with previous earlier estimates across research indicating an incidence
of traumatic birth from 20 to 69 percent [41,42]. This finding indicated,
therefore, that women who access a birth review appointment are more
likely to be those who have had a negative birth experience. Women
accessing a birth review were those who had perceived their birth as
traumatic, and were therefore at an increased risk of experiencing
postpartum mental health difficulties. The five-step model for listening
to women after childbirth, in which midwives are trained to support
exploration of the birth experience, clarify meaning, and explain the
rationale behind clinical decisions made during labour is a promising
approach to care [18]. Following the NHS England implementation
plan, there has been a rapid development of maternal mental health
services (MMHS), which bring together maternity and psychology ser-
vices to support women experiencing mental health problems as a result
of loss or trauma following their maternity experience [43]. Currently,
listening services are frequently provided across the UK in an unspeci-
fied way, without supporting evidence [9]. Therefore, in the absence of
higher-quality evidence, healthcare organisations may wish in the
interim to utilise the evidence presented in this paper to replicate this
approach as introduced in BiM.

The timing regarding when a birth review is accessed postnatally did
not significantly impact its effectiveness in this study. Therefore, birth
reviews could be established within a pathway where women have au-
tonomy over when they access the service and, in turn, promoting
individualised care.

Conclusion

Attendance at a birth review utilising the five-step model to listening
to women after childbirth, with midwives trained and supported by
clinical psychologists, may have a positive impact on women’s percep-
tions of the childbirth experience, perceptions of birth as traumatic,
post-traumatic stress symptoms, and trauma-related shame, demon-
strating its potential value in postnatal maternity care. However, no
evidence was found for changes in self-compassion, apart from signifi-
cantly higher levels of self-kindness. Psychological flexibility was also
not found to predict outcomes. The potentially positive effects of the
specially-structured birth review may therefore suggest that if this
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model was adopted more widely, this might reduce the need for referral
to maternal mental health services for PTSD or other psychological
distress such as shame following negative birth experiences. However,
randomised controlled trials are needed to assess the impact of birth
reviews with a more robust design.
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