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How should trauma discussions be
approached in maternity care?
Perspectives from a qualitative study
with women, voluntary sector
representatives and healthcare providers

in the UK

! Gillian Thomson
2

Joanne Cull
Anastasia Topalidou

ABSTRACT

Background Many pregnant women have a history of
trauma, such as abuse or violence, which can significantly
impact their mental and physical health. Discussing these
experiences in maternity care presents an opportunity to
support women, reduce stigma and connect them with
resources. However, concerns persist about stigmatisation,
re-traumatisation and unwarranted safeguarding referrals.
The objective of this study was to explore how trauma
discussions should be approached in maternity care,
drawing on the perspectives of women with lived
experience, voluntary sector representatives and
healthcare providers in the UK. Findings aim to inform the
development of a future intervention.

Methods Semistructured interviews were conducted with
women with trauma histories (experts by experience; n=4),
representatives of voluntary sector organisations (n=7) and
healthcare providers (n=12). Reflexive thematic analysis
was used to analyse the data. A qualitative content
analysis approach was employed, supported by a Patient
and Public Involvement and Engagement group (named as
the ‘Research Collective’ for this study) comprising experts
by experience, maternity care professionals and voluntary
sector practitioners. The group contributed to both study
design and data analysis.

Findings Five descriptive categories emerged: (1)
Rationale for discussions—whether and why trauma
should be addressed; (2) Professionals and settings—who
should lead discussions and in what environment; (3)
Timing considerations—when discussions should occur;
(4) Communicating about trauma—strategies to sensitively
explore prior trauma; and (5) Supporting care providers—
training and emotional support needs. Participants
highlighted both the benefits of trauma discussions and
the practical, emotional and systemic challenges involved.
Conclusion Trauma discussions in maternity care are
complex but essential. Findings provide practical, UK-
specific insights into timing, communication and staff
support considerations, highlighting the need for culturally
sensitive, co-designed approaches to facilitate safe and
effective trauma-informed care.

.2 Soo Downe,? Michelle Fine,®

STRENGTHS AND LIMITATIONS OF THIS STUDY

= The study provides UK-specific qualitative insights,
addressing a gap in predominantly international lit-
erature on trauma-informed perinatal practice.

= A diverse sample was included, bringing together
healthcare professionals, voluntary sector experts
and women with lived experience of trauma.

= The active involvement of a Research Collective, in-
cluding women with lived experience, strengthened
the study design and interpretation.

= The practice-based focus of the research ensured
that questions, analysis and interpretations were
grounded in the realities of maternity care delivery.

= The small number of women with lived experi-
ence (n=4) and the underrepresentation of some
groups (eg, women with limited English proficiency
and those from Asian backgrounds) may limit the
breadth and transferability of findings.

INTRODUCTION
Many pregnant women have histories of
violence, trauma and abuse. For example, in
the UK, a quarter of women have suffered
physical, sexual or emotional abuse or
witnessed domestic abuse before the age of
16, while 59% of young women in Australia
report at least one adverse childhood experi-
ence.'? These experiences can have profound
impacts on mental and physical health, as
well as health-seeking behaviours, with long-
lasting consequences.” Women who have
suffered trauma face heightened risk of
relapses of existing mental health conditions
and the onset of new disorders during the
perinatal period.®

Discussing trauma in maternity care can
help ensure effective perinatal care, iden-
tify support needs and, where appropriate,
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provide information or referral to services such as mental
health or substance use support.7 Nonetheless, concerns
persist regarding the potential for re-traumatisation, safe-
guarding referrals that women perceive as unwarranted
and stigmatisation of women with traumatic histories.*"
Such fears often arise where disclosures of past abuse are
interpreted as safeguarding risks even in the absence of
current concerns, reflecting wider societal misconcep-
tions that survivors may be unsafe parents.11

The objective of this study was to explore how trauma
discussions should be approached in maternity care,
drawing on the perspectives of women with lived expe-
rience, voluntary sector representatives and healthcare
providers in the UK. To inform the development of a
future intervention, we conducted qualitative interviews
with these groups.

In this context, we define ‘routine’ as raising the issue
of trauma with all women accessing maternity services,
rather than selectively for those suspected of having expe-
rienced trauma.

Patient and public involvement

The study employed critical participatory action research
methodology and was supported by a Patient and Public
Involvement and Engagement group (named as the
‘Research Collective’ for this study) comprising experts
by experience, maternity care professionals and volun-
tary sector practitioners. The Research Collective met six
times: once to review the initial doctoral application and
five times during the doctoral period. The first five work-
shops were held online via Zoom and lasted between 1.5
hours and 3 hours; the final workshop was held in person
in London and included a shared lunch.

Their involvement in framing the study, developing
interview questions, selecting participants and analysing
data was crucial in challenging preconceived ideas.
Regular team discussions and feedback from the Research
Collective upheld trustworthiness, and anonymous feed-
back after workshops aimed to ensure all Collective
members felt heard and able to contribute.

Reflexive note

At the outset of the study, we explored our pre-existing
beliefs on routine trauma discussions and their potential
impact on the study. JC and SD, midwives and maternity
care researchers, shared concerns about potential harm
caused by poorly conducted trauma conversations. GT, a
perinatal mental health researcher, advocated for trauma-
informed conversations. AT, a maternal and neonatal
care researcher, stressed the importance of supportive
care models. MF, an expert in critical psychology and
participatory research, saw trauma as a complex source of
knowledge and creativity.

As noted above, reflexivity was aided through the
input of the Research Collective. Further, findings were
shared at national and international conferences which
gave opportunities for peer reflection. JC maintained

reflexivity through journaling, supervision and counsel-
ling, further enhancing analytical rigour.

Study design

In accordance with a critical participatory action research
approach, the Research Collective played a crucial role
in shaping the study methods and interview questions.
Recognising the sensitivity of the topic and the impor-
tance of ensuring participant comfort and confidentiality,
one-to-one interviews were chosen for data collection.

Recruitment

Following discussions with the Research Collective,
purposive sampling was undertaken to ensure represen-
tation from various maternity care professions, experi-
ence levels and demographics, as well as diverse trauma
types among voluntary sector practitioners and experts by
experience.

Maternity care professionals and experts from the
voluntary sector (EVs) were recruited through the clin-
ical networks of the research team and by approaching
professionals and experts known to be working in this
area. The recruitment of experts by experience was facili-
tated through collaborating with voluntary sector organi-
sations dedicated to supporting women following trauma.
These organisations distributed a recruitment flyer,
inviting interested women to contact the research team
directly. We aimed to respect participants’ autonomy by
not requiring disclosure of personal experiences to estab-
lish eligibility. Eligibility criteria included being over 18
years of age and having accessed UK maternity services at
any previous time.

Ethics

All participants received a £10 shopping voucher as a
small token of appreciation, reflecting available study
funds and the aim to recognise their contribution.

Recruiting experts by experience through voluntary
sector organisations ensured that women did not feel
coerced into participating; italso ensured that participants
had access to emotional support. All recruitment discus-
sions occurred via email, further mitigating any perceived
pressure. Prior to participation, all potential participants
received comprehensive study documentation, including
the interview topic guide, enabling individuals to fully
consider their involvement before committing.

The interview topic guide was carefully designed with
the Research Collective to minimise distress among
participants. Participants were not questioned about their
trauma histories or personal maternity care experiences.
A distress protocol was developed in case a participant
should become upset during an interview. The partici-
pant information sheet stated that the interviewee could
choose not to answer any question, and that they were
free to stop the interview at any time and without giving a
reason. Participants were also made aware that confiden-
tiality was assured unless they disclosed that they or others
were at risk of harm. The information sheet provided
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details of available support services, and following the
interview, participants received a debrief email reiterating
those details. At the outset of the interview, participants
were asked to either sign a consent form (for face-to-
face interviews) or provide verbal consent (for Teams
interviews).

To safeguard anonymity, each interviewee was assigned
a unique code number, which was used to label all docu-
ments instead of their names. Certain demographic data
were aggregated, and job titles were generalised to protect
the identities of participants in unique or national roles.

Data collection

As noted above, the Research Collective was actively
engaged in shaping the interview topic guide (online
supplemental material), providing invaluable insights
into the content, sequence and language of the ques-
tions. The guide included questions relevant to all partic-
ipants, such as ‘When should maternity care providers inquire
about difficult experiences? . Additionally, questions tailored
specifically to experts from the voluntary sector (EVs)
and healthcare professionals (HPs) were included, such
as ‘How can adequate time be allocated for these discussions?’.
A selection of trauma screening tools, identified while
carrying out a systematic review which preceded this
study,' were also used as prompts.

Two interviews were undertaken face to face, and the
remainder (n=20, one of which had two participants)
by Microsoft Teams. The interviews took an average of
60-90min. A professional transcription service, with
appropriate confidentiality agreements, was used to
ensure accuracy. We did not set a fixed sample size in
advance. Recruitment continued until sufficient depth
and diversity of perspectives had been achieved. Recruit-
ment ceased after 23 participants, as the data were rich
and no new categories were emerging.

Data analysis

We conducted a qualitative content analysis,'* guided by
our aim of developing a practical guide to support trauma
discussions in maternity care. A primarily deductive
approach was taken, shaped by the interview topic guide,
which was informed by the literature, clinical expertise
and participatory input from the Research Collective.
Transcripts were read repeatedly, and meaning units
relating to experiences of trauma discussions were iden-
tified, condensed and coded. Codes were then grouped
into categories summarising practical aspects of trauma
conversations, such as timing, setting, style of ques-
tioning, responses and provider support. The analysis was
primarily manifest, attending to what participants explic-
itly said, but latent interpretation was also applied in later
stages to highlight the underlying conditions required
for safe and acceptable trauma discussions. The full
research team reviewed the categories to enhance trust-
worthiness and mitigate personal biases. Findings were
further shared and refined through two workshops with
the Research Collective.

Table 1 Participant demographic data
Maternity care
providers and
Experts by experts from the
experience voluntary sector
(n=4) (n=19)
Sex
Female 4 17
Male 0 2
Self-described ethnic
category
White, white British or 3 15
white other
Black African or African 1 4
black British
Age, years
18-30 1 0
31-45 & 9
46-60 0 6
Over 60 0 4
Region
England 4 15
Wales 0
Scotland 0 2
RESULTS

Participants

Of the 23 participants who took part in this study, 12 were
maternity care providers, 7 were voluntary sector practi-
tioners and 4 were experts by experience. A summary of
participants’ demographic data can be found in table 1,
and pseudonymised job titles for maternity care profes-
sional participants in table 2. Practitioners from across a
range of relevant professions were represented, including

Table 2 Job titles—maternity care professional participants
(n=12)

Job title

Clinical matron/specialist midwife

Specialist midwife for perinatal mental health
Consultant Liaison Psychiatrist

Health Visitor

Clinical Lead for Perinatal Mental Health

Clinical Lead for Perinatal Mental Health in a prison
Team Manager, Children’s Social Care

Q| N o o1 B o =

Professional Midwifery Advocate

©

General Practitioner (retired)

—
e

Psychosexual therapist

—
—

Midwife—community and hospital
Consultant Obstetrician and Gynaecologist

—h
S
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midwifery, obstetrics, perinatal mental health, health
visiting, psychosexual therapy, psychiatry, children’s
social care and general practice. The voluntary sector
practitioners specialised in supporting women after
domestic abuse, birth trauma, removal of children from
care, seeking asylum, sexual violence and female genital
mutilation.

The categorisation of participants in the study proved
more nuanced and overlapping than initially anticipated.
Many maternity care professionals and voluntary sector
practitioners disclosed personal or family experiences
of trauma. One voluntary sector practitioner was also a
qualified midwife with extensive experience supporting
women in the criminal justice system. All experts by
experience were actively involved in supporting women
through local Maternity and Neonatal Voices Partner-
ships, perinatal mental health charities or expert by expe-
rience roles within mental health services. This overlap
complicated classification and highlights the need for
sensitivity and trauma-informed research approaches,
regardless of participant groups.

Overview of findings

Participants offered a range of insightful perspectives
about trauma discussions which we organised into five
descriptive categories. Due to the small number of women
with lived experience of trauma (WLE; n=4), findings
are presented as collated reflections across participant
groups—HPs, EVs and WLEs—while highlighting diver-
gences where they emerged. Many participants classified
as HPs or EVs also disclosed personal trauma histories,
further blurring participant categories. Where possible,
we indicate when the perspectives of WLE differed from
those of professionals.

The categories are: (1) Rationale for discussions,
exploring whether care providers should raise the issue of
previous trauma with women; (2) Professionals and settings,
considering which professionals should carry out trauma
discussions and the optimum environment; (3) Timing
considerations, examining when trauma discussions should
occur; (4) Communicating about trauma, describing inter-
viewee perspectives on the style and content of trauma
discussions; and (5) Supporting care providers, addressing
the training and emotional well-being needs of profes-
sionals conducting trauma discussions. Participants are
coded as HP1, HP2, etc; WLE1, WLEZ2, etc; and EV1, EV2,
etc.

Rationale for discussions

Participants highlighted the profound impact of sensi-
tively addressing trauma and providing postdisclosure
support in the perinatal period, with one interviewee
describing it as ‘an amazing opportunity and time to do this
eritical work” (HP5). We heard from participants that these
discussions offered an opportunity for women to reclaim
agency over their prior experiences, rather than erasing
traumatic memories.

They highlighted the interconnectedness of mental
health and trauma experiences, suggesting that discus-
sions surrounding these topics should be integrated.
Some participants suggested a devastating link between
trauma and suicide, arguing that without trauma discus-
sions, care providers miss the opportunity to support
women who may be extremely distressed. One expert
by experience candidly expressed the potentially trans-
formative impact of trauma discussions and support,
commenting:

I think it [talking about trauma and providing support]
can make the difference between, it sounds dramatic but life
and death. Literally. After my first birth I thought about
ending my own life and this time I obviously don’t anticipate

that happening (WLEL).

Care providers were seen as having an important role
to play in educating women about the effects of trauma
and preparing them for the possibility that the perinatal
period might be challenging. Simply having the oppor-
tunity to talk was viewed as beneficial to women: ‘they feel
lighter;, they feel like they share their burden, they feel like they
can get better’ (EV4), and had the potential to greatly
improve children’s lives, ‘nterrupting that intergenerational
transmission of trauma’ (HPD). Participants suggested that
care providers should support both parents, with some
proposing that partners should also be asked about
trauma and mental health. Interviewees also underscored
the potential economic benefits of implementing prop-
erly funded trauma discussions. A psychiatrist partici-
pant argued that early trauma discussions are a good
investment in time to pick up problems early and ensure
women are given the support they need, pointing out
‘that is better for her, but it is also actually a more efficient way to
run the service’ (HP3).

However, interviewees cautioned that trauma discus-
sions will only be of value to women if they are used to
improve care, rather than merely just asked, recorded, then
ignored...” (EV7). Broader support services, particularly
mental health services, were viewed by some as inade-
quate, inconsistent or not trauma-informed. One HP
participant cautioned that insensitive trauma conversa-
tions could be distressing and cause women to confront
past experiences in an unanticipated and harmful way:
‘that may not have been a big deal to them then all of a sudden
oh my god that was abuse’ (HP1). Concerns were also raised
across participant groups regarding the risk of distress
caused by insensitive conversations and overzealous safe-
guarding responses:

A good outcome is that that woman has a more positive expe-
rience of being pregnant and giving birth and the early time
with her child, than she would have done without us asking.
If the reality is that only 1 of 10 women who we ask has that
outcome and 9 of them have disasters because suddenly so-
cial services are involved, and they are beholden to all sorts
of systems and they are reporting to the police and they didn’t
really want to.... (EVI)

Cull J, et al. BMJ Open 2025;15:2097815. doi:10.1136/bmjopen-2024-097815

'saifojouyoal Jejiwis pue ‘Buiuresy |v ‘Buluiw elep pue 1xa1 01 pale|al sasn 1o} Buipnjoul ‘1ybliAdod Aq palosalold
" 241yseoueT Jo AUSIBAIUN Te GZOZ ‘8 1aquiadad uo /wodfwg-uadolway/:diy woly papeojumod ‘5z0z J12quwadad € Uo G18/60-720z-uadolwa/9eTT 0T se paysiignd 1siy :uado riNg


http://bmjopen.bmj.com/

Professionals and settings

When exploring who should conduct trauma discus-
sions, most experts by experience and voluntary sector
practitioners felt that women would be most comfortable
disclosing traumatic experiences to a female clinician,
with some explicitly stating they would not disclose to a
male: I it was me I would lie I wouldn’t even open up to a man’
(EV4). While it was felt that any maternity care provider
could potentially initiate trauma discussions, midwives
and health visitors were particularly favoured due to their
frequent contact with women during pregnancy and the
postnatal period. Continuity of care was also perceived
as important, enabling professionals to build rapport and
create a psychologically safe environment for discussions:

1t is such a personal and very intimate part of your life, it is
not something you are ready to share with a complete strang-
er who says ‘oh hello I am your midwife, now tell me have
you ever experienced trauma?’ (EV6)

Nonetheless, some participants noted that even where
continuity is not possible, care providers can use kind-
ness, compassion and warmth to create a psychologically
safe environment.

Participants across groups expressed concerns about
discussing trauma in the clinical setting, due to its potential
to inhibit disclosures. A perinatal mental health specialist
midwife vividly described the lack of privacy in many clin-
ical environments, saying her antenatal clinic was %ike
Grand Central Station” (HP2). Participants suggested that
a more informal environment, with comfortable seating
and refreshments, would be more conducive to sensi-
tive discussions. For some women, clinical environments
were reminiscent of previous negative experiences with
statutory services. It was suggested that there should be
support available for women who become upset and need
space to collect themselves after the appointment, in
terms of both a private space and a staff member.

Timing considerations

All participant groups stressed the need for maternity
care providers to initiate conversations about difficult
experiences only when sufficient time is available to listen
and respond effectively. One HP cautioned:

If you have got 2 minutes left and you say to somebody ‘so
have you ever experienced sexual trauma?’, no, just don’t do
it. Do it on a different occasion, think practically about it.
Have you got the time to give the space? (HP10)

It was unanimously agreed that discussions about
trauma should not occur in front of partners or young
children, as their presence could inhibit open discussion.
Participants also highlighted the importance of fore-
warning women about upcoming discussions about trau-
matic experiences to allow them to prepare and arrange
for support if needed. Participants noted that for many
women, multiple encounters are necessary before they
feel safe enough to share their histories, with one empha-
sising the ‘enormous amount of weighing up that will go on

before people trust and disclose’ (HP9). Some participants
proposed that even where women choose not to disclose
on that particular occasion, carrying out routine trauma
discussions sensitively could facilitate trust and future
disclosure: ‘you have planted the seed of if I am ever ready I
can. This is a safe space. This is a safe person’ (WLE2).

Participants acknowledged the challenges associated
with discussing trauma during the first midwifery appoint-
ment due to time constraints and the predominantly
closed-ended format of the appointment. One midwife
participant expressed her unease at having to move on
from an emotive disclosure to ‘do you have a dentist, do
you have a dog kind of thing’ (HP11). Participants from
all population groups felt that an additional antenatal
appointment specifically focused on emotional health
and well-being, including discussions about traumatic
experiences, would be helpful. Comments included,
T just got goosebumps just thinking how good that would be.
Yes’ (EV4); I think that’s brilliant’ (WLE4), and T think it
would be wonderful. And I think it would really do a lot to allay
fears of women’ (EV6). A health advocate described it as a
‘great idea’ (EVD) and added: ‘even things that we don’t share
with our husbands will come out, our worries, our fears’. They
highlighted advantages such as alleviating the crowded
schedule of the first maternity care appointment and
providing a protected space for meaningful conversa-
tions. Participants favoured an unstructured, woman-led
conversation format, with one remarking, ‘no paperwork,
you just go along and you hear and connect. That is really
powerful’ (EV3).

Communicating about trauma

Participants highlighted the complexities of discussing
trauma, noting the need for sensitivity, clarity and accu-
racy. They noted that commonly used terms such as
‘trauma’, ‘emotional abuse’, ‘sexual abuse’ and ‘physical
abuse’ may not resonate with women’s own perceptions
of their experiences, potentially hindering disclosure.
For instance, one participant explained that women may
not feel they have been abused but if you knew her history
you would think she absolutely was’ (EV2). Some groups of
women, such as those who are autistic or have learning
disabilities, were felt to face additional challenges in
understanding and articulating their experiences.
Further, participants underscored the importance of
developing materials with low literacy levels in mind. The
use of explicit or formal language was perceived to inhibit
conversations, potentially causing mothers to ‘completely
shut off” (HP4). It was felt that closed-ended questions in
general may deter women from disclosing because of a
fear of social services involvement.

Participants universally felt that communication chal-
lenges are magnified for women with limited English
proficiency, who may struggle to grasp complex informa-
tion or nuances, leading to misunderstandings or embar-
rassment. Participants highlighted that simply translating
questionnaires into a woman’s first language does not
guarantee her understanding as not all women are
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literate in their native language. The stigma surrounding
mental health in some cultures can further hinder open
discussions; a midwife shared her experience of women
reacting with discomfort to mental health enquiries: he
woman will look at the partner or the granny as if to say, ‘this is
awful that you are even asking me this” (HP11).

Many participants questioned the effectiveness of
quantitative trauma and mental health screening tools,
advocating for a relational approach instead. Views on
specific screening tools varied. While some considered
the Antenatal Psychosocial Risk Questionnaire to be
clear and comprehensive, others questioned the utility of
detailed questions such as ‘when you were growing up,
did you feel your mother was emotionally supportive of
you?’ in the absence of clear pathways for intervention
or support. WLE described some questions as intrusive:
‘more like child protection, you are looking iof I am going to be
a good mum’ (WLE3). The Kimberley Mum’s Mood Scale
was widely praised for its simplicity, sensitivity and visual
approach, which participants felt fostered trust and
honest responses. One interviewee remarked, % is simple
but very, very effective’. In contrast, the Adverse Childhood
Experiences Questionnaire faced strong criticism for its
explicit language and potential to re-traumatise women.
A woman with lived experience of trauma expressed a
visceral emotional reaction to the questionnaire:

1t reminds you that you weren’t looked after. You weren’t tak-
en care of. You know that as a child, you weren’t parented,
you weren’t loved in the way that a child should be loved.
What upsets me isn’t the act of the abuse, it is the fact that I
wasn’t looked after and I didn’t have that love and care and
what that means as an adult. (WLE2)

Participants stressed the need for sensitive communica-
tion when women disclose trauma, advocating for active
listening over intrusive questions: ‘understand the difference
between your own nosiness vs what is actually needed’ (HP10).
Participants stressed the importance of providing inde-
pendent access to support for women who choose not
to disclose their experiences. They also highlighted the
need for care providers to adopt a universal precautions
approach, being sensitive to the possibility of trauma in
every interaction:

Treating everybody with respect and coming from a place
of actually you could have had a really horrible story...".
(WLEL)

Supporting care providers

All participant groups highlighted the importance of
training for all staff, including receptionists and clinical
support, to recognise signs of possible trauma and commu-
nicate these observations to maternity care providers.
Interviewees stressed the importance of recognising non-
verbal cues indicating trauma or mental health struggles.
Some WLEs expressed frustration at care providers’ failure
to notice distress: i was quite clear that I was distressed but
they just didn’t seem to realise’ (WLEL). Interpersonal skills,

centred on compassion and relationship-building, were
deemed essential, although challenging to teach. Simula-
tion with actors was suggested to enhance communication
skills. Participants also considered that training in funda-
mental counselling skills could aid in supporting women
upset during discussions of traumatic experiences.

Multiple healthcare providers talked of the burden
of hearing trauma disclosures, with one describing it
as ‘heavy going’ (HP4), and proposed that these conver-
sations may be particularly poignant for care providers
who have endured similar experiences themselves.
Participants suggested that awareness of the potential
for hearing upsetting stories could mean care providers
are reluctant to carry out discussions about traumatic
experiences. Moreover, participants cautioned against
the potential devastating consequences of interruptions
and premature termination of conversations caused by
provider discomfort:

I spend so much of my time as a psychosexual therapist
unpicking how clients have felt about being shut down by
healthcare professionals, because they have been asked a
question, but they haven’t been heard and listened to [...] It
is very likely to be about time restrictions, or it has triggered
something in this professional. But your client shouldn’t
have to carry that, your client just goes, oh I will never tell

them again. (HP10)

Participants emphasised the essential role of supportive
management, both in managing caseloads to ensure
that emotionally challenging work is distributed evenly
among the team, and recognising and supporting staff
who are suffering due to their own difficult life experi-
ences. However, interviewees expressed concerns that
staff might not feel comfortable disclosing trauma or
subsequent mental health struggles to management due
to fears of career repercussions. Further, managers them-
selves voiced concerns that staff support services could be
seen as punitive rather than supportive. A therapist partic-
ipant criticised the prevailing culture within the NHS that
discourages vulnerability and prioritises stoicism, stating,

Not wanting to be seen as weak or not able to cope, this ide-
ology which is really strong in healthcare that you have just
got to crack on with it, come on this is the job, pull up your
pants, this is what you signed up for. It is not helpful, and
it stops people from disclosing when the shit is hitting the fan
Jfor them. (HP10)

The consensus among participants was that staff
expected to engage in routine trauma discussions should
receive regular reflexive supervision during working
hours and from someone independent of the mater-
nity team. Both group and individual supervision were
deemed valuable and complementary. An expert by expe-
rience denounced the expectation for staff to conduct
these discussions without proper supervision as ‘completely
unfair and inappropriate’ (WLE4). Stressing the importance
of mandatory supervision, a therapist noted that without
it, staff may not recognise the potential for burn-out or
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seek support, stating, you don’t know until you know how
beneficial it is” (HP10).

DISCUSSION

A growing body of international literature has articu-
lated the principles and clinical implications of trauma-
informed perinatal care.””™ Our study was informed by
this body of work and extends it by providing UK-specific,
practice-oriented insights, drawing on the perspectives
of maternity professionals, WLE and voluntary sector
experts. By grounding the analysis in these diverse
perspectives, this paper complements existing concep-
tual discussions and offers pragmatic considerations for
when, how and by whom trauma discussions should be
conducted in routine care.

While participants argued that it is crucial for mater-
nity care providers to raise the issue of trauma, significant
logistical challenges were highlighted. Interviewees noted
that discussing trauma requires care, respect, cultural
sensitivities, time and vulnerability. The study found that
discussing traumatic experiences is a complex interven-
tion that requires careful consideration of methodology,
setting, timing, referral pathways, communication with
women, and staff training and support.

The study highlighted limitations in existing tools for
initiating conversations about previous trauma. While
the Adverse Childhood Experiences Questionnaire was
originally developed for research purposes, it is increas-
ingly used in clinical settings, including maternity care.®*’
Participants raised concerns about potential harms in this
context, including distress for women and the risk of
undermining trust between care providers and women.
No currently available tool achieved widespread accep-
tance. The Kimberley Mum’s Mood Scale, which incor-
porates a visual Likert Scale derived from the Edinburgh
Postnatal Depression Scale and covers key well-being
domains, including childhood experiences and mental
health, emerged as the preferred tool among interview
participants. Although participants felt this scale could be
acceptable to women and facilitate open conversations,
its original design for Aboriginal women in Western
Australia means it would require careful adaptation for
use in the UK. These findings highlight the potential
value of a culturally sensitive, co-designed approach to
support maternity care providers in conducting trauma-
informed discussions rather than relying on a formal
screening tool.

The study highlights a key challenge in current mater-
nity care practices: broaching the topic of prior trauma
during the initial booking appointment often proves
ineffective and may distress women who are unprepared
for such discussions. This finding, supported by feedback
from interview participants, underscores the need for a
separate antenatal appointment specifically focused on
emotional health and well-being. This approach would
provide multiple opportunities for women to address
trauma-related concerns and mental health, facilitating

more open and sensitive discussions. Continuity of carer
was also highlighted as crucial for building the trust
necessary for these sensitive conversations.

Implementing such approaches, however, must contend
with practical constraints. Maternity services remain over-
stretched and understaffed, with performance-driven
priorities and limited investment in preventative care.”! %
Despite substantial investment in perinatal mental health
in the UK,QQ these services remain under-resourced and
sustainability is a concern, particularly in resource-limited
NHS trusts. There is also a scarcity of perinatal-specific
psychological therapies and limited evidence regarding
the effectiveness of currently recommended interven-
tions.” Alongside advocacy for expanded mental health
provision, enhanced staff training, including simulation-
based programmes such as the Perinatal Interprofessional
Psychosocial Education programme for Maternity Clini-
cians,** may help maternity care professionals conduct
sensitive psychosocial and trauma-related conversations
while wider systemic improvements are developed.

The study explores the emotional challenge care
providers face when hearing disclosures of traumatic
experiences, especially for those who have experienced
trauma themselves. Survivors of trauma may find that
supporting women who have faced similar experiences
can evoke distressing memories.” It is essential that staff
involved in trauma discussions be provided with indepen-
dent, professional support services. Staff may be reluctant
to share personal experiences with colleagues they know
or may not recognise when their stress and burnout levels
are escalating. A fundamental culture shift is necessary
to ensure staff access available support. This transition
necessitates moving beyond merely 'offering’ support to
those in need, towards integrating support as a routine
aspect of daily work life, actively provided to all staff
during working hours. Such a cultural transformation has
the potential to significantly improve the effectiveness of
support initiatives.”

Taken together, these findings situate UK maternity
practice within the broader international discourse
on trauma-informed care, while highlighting context-
specific, practical considerations for implementing
sensitive and effective trauma discussions in routine
care. Drawing on insights from the interviews and a
previous systematic review and qualitative synthesis,"
we have developed a set of guiding principles to inform
the design and delivery of routine trauma discussions in
maternity care. These principles emphasise staff training,
emotional support, woman-centred communication and
culturally inclusive practices. The development and eval-
uation of this approach will be reported in a subsequent
publication.

Strengths and limitations of the study

This study provides UK-specific, practice-oriented insights
into trauma discussions in maternity care, complementing
existing international literature on trauma-informed
perinatal practice.”” By including a diverse range of

Cull J, et al. BMJ Open 2025;15:€097815. doi:10.1136/bmjopen-2024-097815

7

'saifojouyoal Jejiwis pue ‘Buiuresy |v ‘Buluiw elep pue 1xa1 01 pale|al sasn 1o} Buipnjoul ‘1ybliAdod Aq palosalold
" 241yseoueT Jo AUSIBAIUN Te GZOZ ‘8 1aquiadad uo /wodfwg-uadolway/:diy woly papeojumod ‘5z0z J12quwadad € Uo G18/60-720z-uadolwa/9eTT 0T se paysiignd 1siy :uado riNg


http://bmjopen.bmj.com/

healthcare professionals, experts from the voluntary
sector, and women with lived experience of trauma—the
study captures multiple perspectives on the practicalities,
challenges and perceived benefits of trauma discussions.
These insights highlight considerations such as timing,
setting, communication approaches and staff support
that are essential for implementing trauma-informed
care in UK maternity services. While the study does not
provide a prescriptive framework for implementation, it
identifies key pragmatic issues that must be addressed to
make trauma-informed discussions feasible and accept-
able in practice.

One of the study’s key strengths lies in the active engage-
ment of the Research Collective, including women with
lived experience and voluntary sector experts, throughout
the research process. This collaboration ensured that
findings reflect not only professional perspectives but
also experiential insights, increasing their relevance for
real-world practice.

Limitations include the small number of women
with lived experience (n=4), meaning findings cannot
be assumed to reflect the full diversity of this group’s
perspectives. Many participants from professional and
voluntary sector backgrounds disclosed personal trauma
histories, which further blurs the boundaries between
participant categories. While we have highlighted diver-
gences where they were apparent and explicitly avoided
presenting professional perspectives as universally
endorsed by women with lived experience, it is possible
that some nuances specific to women’s experiences are
underrepresented. Future research should aim to include
larger numbers of participants with lived experience to
explore in greater depth potential points of disagreement
or unique insights that may not align with professional
perspectives. Purposive sampling and the exclusion of
some underrepresented groups, including women with
limited English proficiency and those from Asian back-
grounds, may also limit generalisability.

CONCLUSION

This study presents findings from semistructured inter-
views with a range of expert stakeholders. Key findings
include the importance of time, adequate support for
staff and effective referral mechanisms to enable mater-
nity care providers to initiate discussions about trauma
with women, and to ensure appropriate personalised
follow-up in the event of disclosure. Central to these
conversations are trust and relationships, necessitating
careful consideration in care provision. Furthermore, the
research underscores the necessity of comprehensive staff
training and support.

The interview findings illuminate critical aspects
of trauma-informed perinatal care, offering valuable
insights into the complexities and challenges faced by
both women and maternity care providers. By focusing on
routine trauma discussions during the perinatal period,
the research addresses a significant gap in existing

literature and provides practical solutions to improve the
quality of care for women who have experienced trauma.

Given the current resource constraints, a pragmatic
next step could be to pilot routine trauma discussions
in a well-resourced maternity service, with investment in
staff training, supervision and an additional appointment
dedicated to emotional health. Lessons from such a pilot
could then inform whether, and how, routine trauma
identification might be safely and effectively introduced
more broadly.

Contributors JC (guarantor): Conceptualisation, formal analysis, investigation,
methodology, writing of the original draft, writing of the review and editing. GT:
Formal analysis, methodology, supervision, writing of the review and editing. SD:
Supervision, methodology, writing of the review and editing. MF: Supervision,
methodology, writing of the review and editing. AT: Supervision, methodology,
writing of the review and editing.

Funding JC was funded by a National Institute for Health Research (NIHR)
Wellbeing of Women Doctoral Fellowship for this work (grant number NIHR301525).
This paper presents independent research funded by the NIHR and the charity
Wellbeing of Women. The views expressed are those of the authors and not
necessarily those of Wellbeing of Women, the NHS, the NIHR or the Department of
Health and Social Care. The funders had no role in study design, data collection and
analysis, decision to publish, or preparation of the manuscript. https://www.nihr.ac.
uk/, https://www.wellbeingofwomen.org.uk/.

Competing interests None declared.

Patient and public involvement Patients and/or the public were involved in the
design, or conduct, or reporting, or dissemination plans of this research. Refer to
the Methods section for further details.

Patient consent for publication Not applicable.

Ethics approval This study involves human participants. Ethics approval was
obtained from the University of Central Lancashire Health Ethics Review Panel
(reference HEALTH 0220). Participants gave informed consent to participate in the
study before taking part.

Provenance and peer review Not commissioned; externally peer reviewed.

Data availability statement Data are available upon reasonable request. The
qualitative data that support the findings of this study are not publicly available due
to their sensitive nature and to protect participant confidentiality. De-identified data
are available from the corresponding author on reasonable request.

Supplemental material This content has been supplied by the author(s). It has
not been vetted by BMJ Publishing Group Limited (BMJ) and may not have been
peer-reviewed. Any opinions or recommendations discussed are solely those

of the author(s) and are not endorsed by BMJ. BMJ disclaims all liability and
responsibility arising from any reliance placed on the content. Where the content
includes any translated material, BMJ does not warrant the accuracy and reliability
of the translations (including but not limited to local regulations, clinical guidelines,
terminology, drug names and drug dosages), and is not responsible for any error
and/or omissions arising from translation and adaptation or otherwise.

Open access This is an open access article distributed in accordance with the
Creative Commons Attribution 4.0 Unported (CC BY 4.0) license, which permits
others to copy, redistribute, remix, transform and build upon this work for any
purpose, provided the original work is properly cited, a link to the licence is given,
and indication of whether changes were made. See: https://creativecommons.org/
licenses/by/4.0/.

ORCID iDs

Joanne Cull https://orcid.org/0000-0001-8990-154X

Gillian Thomson https://orcid.org/0000-0003-3392-8182
Anastasia Topalidou https://orcid.org/0000-0003-0280-6801

REFERENCES
1 Office for National Statistics. Child abuse in England and Wales:

March 2020, England. 2020.

8

Cull J, et al. BMJ Open 2025;15:2097815. doi:10.1136/bmjopen-2024-097815

'saifojouyoal Jejiwis pue ‘Buiuresy |v ‘Buluiw elep pue 1xa1 01 pale|al sasn 1o} Buipnjoul ‘1ybliAdod Aq palosalold
" 241yseoueT Jo AUSIBAIUN Te GZOZ ‘8 1aquiadad uo /wodfwg-uadolway/:diy woly papeojumod ‘5z0z J12quwadad € Uo G18/60-720z-uadolwa/9eTT 0T se paysiignd 1siy :uado riNg


https://www.nihr.ac.uk/
https://www.nihr.ac.uk/
https://www.wellbeingofwomen.org.uk/
https://creativecommons.org/licenses/by/4.0/
https://creativecommons.org/licenses/by/4.0/
https://orcid.org/0000-0001-8990-154X
https://orcid.org/0000-0003-3392-8182
https://orcid.org/0000-0003-0280-6801
http://bmjopen.bmj.com/

I

Loxton D, Forder PM, Cavenagh D, et al. The impact of adverse
childhood experiences on the health and health behaviors of young
Australian women. Child Abuse Negl 2021;111:104771.

Bellis M, Hughes K, Hardcastle K, et al. The impact of adverse
childhood experiences on health service use across the life course
using a retrospective cohort study. J Health Serv Res Policy
2017;22:168-77.

Bellis MA, Hughes K, Ford K, et al. Life course health consequences
and associated annual costs of adverse childhood experiences
across Europe and North America: a systematic review and meta-
analysis. Lancet Public Health 2019;4:€517-28.

Hughes K, Bellis MA, Hardcastle KA, et al. The effect of multiple
adverse childhood experiences on health: a systematic review and
meta-analysis. Lancet Public Health 2017;2:e356-66.

Young-Wolff KC, Alabaster A, McCaw B, et al. Adverse Childhood
Experiences and Mental and Behavioral Health Conditions During
Pregnancy: The Role of Resilience. J Womens Health (Larchmt)
2019;28:452-61.

Flanagan T, Alabaster A, McCaw B, et al. Feasibility and Acceptability
of Screening for Adverse Childhood Experiences in Prenatal Care.

J Womens Health (Larchmt) 2018;27:903-11.

Ford K, Hughes K, Hardcastle K, et al. The evidence base for routine
enquiry into adverse childhood experiences: A scoping review. Child
Abuse Negl 2019;91:131-46.

Underwood E. California has begun screening for early childhood
trauma, but critics urge caution. Science 2020;Available from.
Racine K, Killam T, Madigan S. Trauma-informed care as a

universal precaution: beyond the adverse childhood experiences
questionnaire. JAMA Pediatr 2020;174:5-6.

Cull J, Thomson G, Downe S, et al. Views from women and maternity
care professionals on routine discussion of previous trauma in

the perinatal period: A qualitative evidence synthesis. PLoS One
2023;18:e0284119.

Bengtsson M. How to plan and perform a qualitative study using
content analysis. NursingPlus Open 2016;2:8-14.

Sperlich M, Seng JS, Li Y, et al. Integrating Trauma-Informed Care
Into Maternity Care Practice: Conceptual and Practical Issues. J
Midwifery Womens Health 2017;62:661-72.

20

21

22
23

24

25

26

Open access

Gerber MR. Trauma-informed maternity care. In: Trauma-informed
healthcare approaches: a guide for primary care. 2019: 145-55.
Kuzma EK, Pardee M, Morgan A. Implementing Patient-Centered
Trauma-Informed Care for the Perinatal Nurse. J Perinat Neonatal
Nurs 2020;34:E23-31.

Delap N. Trauma-informed care of perinatal women. In: Complex
Social Issues and the Perinatal Woman. 2021: 15-33.

Sachdeva J, Nagle Yang S, Gopalan P, et al. Trauma Informed Care
in the Obstetric Setting and Role of the Perinatal Psychiatrist: A
Comprehensive Review of the Literature. J Acad Consult Liaison
Psychiatry 2022;63:485-96.

Nagle-Yang S, Sachdeva J, Zhao LX, et al. Trauma-Informed Care
for Obstetric and Gynecologic Settings. Matern Child Health J
2022;26:2362-9.

Owens L, Terrell S, Low LK, et al. Universal precautions: the case for
consistently trauma-informed reproductive healthcare. Am J Obstet
Gynecol 2022;226:671-7.

Hardcastle K, Bellis M. Health Visitor Enquiry about Caregivers’
Adverse Childhood Experiences (ACEs): Key Learning from a Pilot
Evaluation. Public Health Wales NHS Trust, 2021.

Darzi A. Independent investigation of the national health service in
England. Department of Health and Social Care; 2024.

NHS England. The NHS Long Term Plan. NHS England, 2019.
Jones KA, Freijah |, Brennan SE, et al. Interventions from pregnancy
to two years after birth for parents experiencing complex post-
traumatic stress disorder and/or with childhood experience of
maltreatment. Cochrane Database Syst Rev 2023;5:CD014874.
Schmied V, Everitt ML, Stulz V, et al. Changing practice by
strengthening interprofessional collaboration in perinatal mental
health using augmented reality (AR) education resources. Women
Birth 2023;36:547.

Donovan E, Santer M, Morgan S, et al. Domestic abuse among
female doctors: thematic analysis of qualitative interviews in the UK.
Br J Gen Pract 2021;71:e193-200.

Clarkson C, Scott HR, Hegarty S, et al. “You get looked at like
you’re failing”: A reflexive thematic analysis of experiences of
mental health and wellbeing support for NHS staff. J Health Psychol
2023;28:818-31.

Cull J, et al. BMJ Open 2025;15:€097815. doi:10.1136/bmjopen-2024-097815

'saifojouyoal Jejiwis pue ‘Buiuresy |v ‘Buluiw elep pue 1xa1 01 pale|al sasn 1o} Buipnjoul ‘1ybliAdod Aq palosalold
" 241yseoueT Jo AUSIBAIUN Te GZOZ ‘8 1aquiadad uo /wodfwg-uadolway/:diy woly papeojumod ‘5z0z J12quwadad € Uo G18/60-720z-uadolwa/9eTT 0T se paysiignd 1siy :uado riNg


http://dx.doi.org/10.1016/j.chiabu.2020.104771
http://dx.doi.org/10.1177/1355819617706720
http://dx.doi.org/10.1016/S2468-2667(19)30145-8
http://dx.doi.org/10.1016/S2468-2667(17)30118-4
http://dx.doi.org/10.1089/jwh.2018.7108
http://dx.doi.org/10.1089/jwh.2017.6649
http://dx.doi.org/10.1089/jwh.2017.6649
http://dx.doi.org/10.1016/j.chiabu.2019.03.007
http://dx.doi.org/10.1016/j.chiabu.2019.03.007
http://dx.doi.org/10.1126/science.abb0962
http://dx.doi.org/10.1001/jamapediatrics.2019.3866
http://dx.doi.org/10.1371/journal.pone.0284119
http://dx.doi.org/10.1016/j.npls.2016.01.001
http://dx.doi.org/10.1111/jmwh.12674
http://dx.doi.org/10.1111/jmwh.12674
http://dx.doi.org/10.1097/JPN.0000000000000520
http://dx.doi.org/10.1097/JPN.0000000000000520
http://dx.doi.org/10.1016/j.jaclp.2022.04.005
http://dx.doi.org/10.1016/j.jaclp.2022.04.005
http://dx.doi.org/10.1007/s10995-022-03518-y
http://dx.doi.org/10.1016/j.ajog.2021.08.012
http://dx.doi.org/10.1016/j.ajog.2021.08.012
http://dx.doi.org/10.1002/14651858.CD014874.pub2
http://dx.doi.org/10.1016/j.wombi.2023.07.124
http://dx.doi.org/10.1016/j.wombi.2023.07.124
http://dx.doi.org/10.3399/BJGP.2020.0795
http://dx.doi.org/10.1177/13591053221140255
http://bmjopen.bmj.com/

	How should trauma discussions be approached in maternity care? Perspectives from a qualitative study with women, voluntary sector representatives and healthcare providers in the UK
	Abstract
	Introduction﻿﻿
	Patient and public involvement
	Reflexive note
	Study design
	Recruitment
	Ethics
	Data collection
	Data analysis

	Results
	Participants
	Overview of findings
	Rationale for discussions
	Professionals and settings
	Timing considerations
	Communicating about trauma
	Supporting care providers

	Discussion
	Strengths and limitations of the study

	Conclusion
	References


