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a b s t r a c t 

Objectives: Maternity health professionals (MHPs) caring for women may witness or be involved in trau- 

matic births. This can be associated with MHPs experiencing secondary traumatic stress (STS) or probable 

post-traumatic stress disorder (PTSD), which may impact MHPs emotionally and physically. The aims of 

this review were therefore to determine: (i) the prevalence of STS and PTSD in maternity health profes- 

sionals; and (ii) the impact of witnessing birth trauma on maternity health professionals. 

Methods: A mixed-methods systematic review was carried out by conducting literature searches on 

CINAHL, MEDLINE, PsychARTICLES, PsychINFO and PsychTESTS databases. Searches were conducted from 

the inception of databases up to February 2022 using search terms on MHPs and birth trauma combined. 

Methodological quality and bias were assessed. Data were synthesised using thematic synthesis. 

Results: A total of 18 studies were included in the review. Sample size ranged from 9 to 2,165 (total 

N = 8,630). Participants included midwives, nurses and obstetricians aged 18–77 years. Many MHPs had 

witnessed a traumatic birth event (45% - 96.9%) with the prevalence of STS ranging from 12.6%-38.7% and 

the proportion of participants meeting diagnostic criteria for PTSD ranging from 3.1%-46%. MHPs reported 

positive and negative effects associated with witnessing traumatic birth events. Synthesis of quantitative 

and qualitative papers identified five themes: Negative emotions and symptoms; Responsibility and re- 

gret; Impact on practice and care; Challenging professional identity; and Team support being essential. 

Discussion: Witnessing traumatic birth events is associated with profound emotional and physical im- 

pacts on MHPs, signifying the importance of acknowledging and addressing this in the maternity work- 

force. 

It is important to raise awareness of the impact of birth trauma on MHPs. Effective education and 

training guidelines, a supervisory network, ways to change practice and policy, and support and treatment 

should be provided to assist and improve the outcomes and work-life of MHPs’ who witness traumatic 

births. 

Crown Copyright © 2022 Published by Elsevier Ltd. 

This is an open access article under the CC BY license ( http://creativecommons.org/licenses/by/4.0/ ) 
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NTRODUCTION 

ationale 

Approximately 8% of all pregnancies involve complications (e.g., 

ctopic pregnancy, gestational diabetes mellitus, stillbirth, congen- 

tal anomalies etc., Elixhauser and Wier, 2011 ; BMJ Best Prac- 
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266-6138/Crown Copyright © 2022 Published by Elsevier Ltd. This is an open access arti
ice, 2019 ). Complications can also occur during labour and birth 

e.g., perineal tears, perinatal asphyxia, shoulder dystocia, exces- 

ive bleeding). Complications are rare but they can be unexpected 

nd pose a severe threat to the mother and baby’s health, poten- 

ially resulting in morbidity and death ( ONS, 2021 ; MBRRACE-UK 

night et al., 2020 ). It is reported that midwives may be involved 

n complicated and potentially traumatic births such as stillbirths 

p to 60 times per year ( Patterson, 2019 ). Being present at, or wit-

essing complicated births, may lead to Maternity Health Profes- 

ionals (MHPs) experiencing the birth as traumatic. For example, 

irth trauma in MHPs can occur when they directly or indirectly 

xperience a birth where there is significant risk to the mother 

r baby, or which the MHP defines as ‘traumatic’ ( Goldbort et al., 

011 ; Sheen et al., 2015 ). A survey found approximately 85% of ob- 
cle under the CC BY license ( http://creativecommons.org/licenses/by/4.0/ ) 
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tetricians and midwives stated they had been involved in a trau- 

atic childbirth ( K. Schroder et al., 2016b ). 

MHPs being present and/or being the care-provider at traumatic 

hildbirths can be associated with the development of secondary 

raumatic stress disorder (STS) or probable post-traumatic stress 

isorder (PTSD). STS, or compassion fatigue, is when emotional 

istress develops vicariously from hearing about; seeing traumatic 

tories and images, or when assisting to alleviate the symptoms of 

omeone else. Symptoms of STS include feelings of helplessness, 

solation, anxiety, numbness or avoidance, and persistent arousal 

 Sprang et al., 2019 ). STS and PTSD share similar symptoms how- 

ver PTSD is a defined diagnostic psychiatric disorder that can oc- 

ur after witnessing a traumatic event, resulting in persistent re- 

xperiencing of the event, avoiding trauma-related stimuli, nega- 

ive changes in understanding and mood, and changes in reactiv- 

ty after the exposure to the event’ ( American Psychiatric Associa- 

ion, 2013 ). STS and probable PTSD are estimated to be relatively 

ommon in MHPs. Studies suggest STS prevalence ranges from 

2.6% −38.7%, and probable PTSD prevalence ranges from 5% −46% 

 Sheen et al., 2015 ; Beck et al., 2015 ; Leinweber, 2017). 

Given the prevalence of STS and PTSD, it is important to con- 

ider that witnessing or hearing about a traumatic birth can af- 

ect MHPs on both an emotional and professional level. For ex- 

mple, qualitative research suggests that MHPs who witness a 

raumatic birth, experience symptoms such as feelings of horror 

nd guilt, thinking more about the meaning of life, struggling 

o maintain a professional role, feeling distress over what should 

ave been, and considering other careers ( Goldbort et al., 2011 ; 

eck and Gable, 2012 ; Rice and Warland, 2013 ; Leinweber et al., 

017 ). Quantitative studies find similar evidence of the impact on 

HPs such as symptoms of intrusions, avoidance and arousal; as 

ell as reduced empathy, increased work-related stress and trau- 

atic stress responses ( Sheen et al., 2013 ). 

There are relatively few reviews on this topic. For ex- 

mple, a meta-ethnography of 11 qualitative studies by 

lmir et al. (2017) identified professionals feeling guilty and 

aking on the responsibility after a traumatic or adverse labour 

vent. Furthermore, a systematic review of 15 studies by Beck and 

nderson (2018) focussed on STS developed from witnessing and 

ttending traumatic births on midwifery students and midwives. 

hey highlighted midwives’ and midwifery students’ exposure 

nd potential reduction of effectiveness at work because of STS. 

lthough both reviews were conducted recently, these reviews 

ere limited to experiences of midwives and nurses rather than 

ll MHPs, did not report on PTSD prevalence and only included 

ualitative studies. 

Therefore, this review will build on previous work by consider- 

ng the research literature on birth-related STS or probable PTSD 

n MHPs. It will synthesise literature on the emotional and profes- 

ional impact that STS and probable PTSD may have on MHPs and 

dentify the prevalence of both. 

bjectives 

This review therefore aims to synthesise both qualitative, quan- 

itative and mixed-method literature on the prevalence and impact 

f birth trauma on MHPs to provide the information needed to de- 

elop strategies to prevent or reduce STS and PTSD in MHPs. 

ETHODS 

ligibility criteria 

Studies were included if the population of the study included 

ualified MHPs (e.g. midwives, obstetricians, midwifery nurses) 
2

orking in the maternity setting regardless of demographic char- 

cteristics. The aim of the included studies had to be related to 

xploring the prevalence and/or impact of birth trauma on MHPs. 

utcomes could be focussed on any perceived impact such as 

eelings or symptoms (see Table 1 below). Studies were not lim- 

ted to type of traumatic birth event witnessed, or type of feel- 

ngs/symptoms experienced. 

Studies were excluded if they were not primary research; non- 

nglish publications; not conducted on the target population; the 

ocus was not on birth trauma or traumatic birth events witnessed; 

he MHPs were not working in a maternity setting; and the out- 

ome was not focused on impact of birth trauma on the target 

opulation (not discussing feelings, symptoms or any other im- 

act). 

nformation sources 

Searches and screening were conducted and reported accord- 

ng to the Preferred Reporting Items for Systematic Reviews and 

eta-analyses (PRISMA) guidelines ( Page et al., 2021 ). Using the 

BSCO online portal, an updated search was carried out on CINAHL, 

EDLINE, PsychARTICLES, PsychINFO and PsychTESTS databases. 

earches were conducted from the inception of databases up to 

nd including February 2022. 

earch strategy 

A subject heading search was first conducted for each of the 

IO concepts in Table 1 . Following this, a keyword search was con- 

ucted using the search terms (see online supplementary material 

1). All search terms for each concept were run in one search com- 

ined with Boolean operators “OR”, then all three search results 

ombined with “AND” (see Supplementary online material S1). For- 

ard and backward searches of included studies were also con- 

ucted and completed in February 2022. 

election process 

Search results were imported into EPPI-Reviewer 4, filtering for 

nglish publications with no date restrictions. Following this, all 

itles and abstracts were screened by one author (NU) and a pro- 

ortion (10%) double screened by another author (RW). Decisions 

o include/exclude were concordant for 88% of titles and abstracts. 

isagreements were discussed and agreed and included studies are 

ased on final agreements. Full text screening was carried then 

ut by NU and a proportion (50%) were double screened by RW. 

eviewers agreed for 86% of papers and disagreements were dis- 

ussed and agreed. 

ata collection process and data items 

A data extraction form was developed by NU independently us- 

ng Excel and the item checklist from the Cochrane Handbook by 

iggins and Green (2008 , page 157). This included: Study Informa- 

ion; Sample Characteristics; Study details; Key Results; and Ro- 

ustness (see supplementary material S3). An example table has 

een included in supplementary material S2 (other papers avail- 

ble on request). It was applied to all included studies to ensure 

he inclusion of all relevant data ( Noyes and Lewin, 2011 ). 

tudy risk of bias assessment 

Methodological quality and bias were assessed by two authors 

sing the Joanna Briggs Institute (JBI) Critical Appraisal Tools for 

ualitative Research (Joanna Briggs Institute Checklist for Qual- 

tative Research, 2017 ) and Studies Reporting Prevalence Data 
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Table 1 

PIO parameters . 

PIO Definition Example search terms 

Population Professionals working in the maternity setting (MHPs) Midwif ∗ OR maternity OR professionals OR obstetric ∗

Intervention Birth trauma or traumatic birth event witnessed or heard 

about by MHPs 

Childbirth OR delivery OR lab#r AND trauma ∗ OR complicat ∗ OR 

PTSD OR stress 

Outcome Any perceived impact – feelings, symptoms etc. Experiences OR perceptions OR views OR attitudes OR feelings 

Table 2 

Critical appraisal domains assessed . 

Prevalence/Quantitative studies Qualitative studies 

Appropriateness of the sample size and participant selection Appropriateness of methodology 

Detailed description of study subjects and setting Consideration of researcher bias 

Validity of methods and data analysis Representation of participant’s voices 

Measurement of outcomes Consideration of ethical issues 

Adequacy of response rate Validity of conclusions made 
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Joanna Briggs Institute Checklist for Prevalence Data, 2017 ). Do- 

ains appraised for prevalence studies and qualitative studies are 

n Table 2 . All domains were appraised for mixed method stud- 

es. If the majority of questions were answered ‘yes’ this domain 

as rated as high quality. If majority of questions were answered 

no’ this domain was rated as low quality. If there was a mixture 

f ‘yes’ and ‘no’ answers the study was rated as medium qual- 

ty. Methodological ratings were done by two reviewers (NU, RW) 

nd agreement was 81%. Differences were discussed and agreed. 

o studies were excluded due to methodological limitations. 

ynthesis methods 

Thematic synthesis was used to summarise the findings. The 

tudy and sample characteristics, key results and quality ratings 

ere extracted and tabulated on a excel spreadsheet, synthesising 

he data separately depending on the study design. This provided 

he means to interpret the data as key themes and synthesise the 

ualitative and quantitative studies together, drawing out particu- 

ar quotes from studies to support each theme. 

esults 

tudy selection 

Results of the searches are shown in Fig. 1 . Searches identified 

 total of 890 763 citations. Removal of duplicates left 717 cita- 

ions for screening. Following title and abstract screening, 685 pa- 

ers were excluded, leaving 27 plus 5 papers from the new search 

o be screened by full text. After full text screening was complete, 

4 papers were excluded, the new search identified an additional 

 papers to include in the review, leaving 17 papers from 16 stud- 

es to be included in the review. Reference list screening for each 

aper resulted in an additional two studies being identified and 

ncluded in the review. Therefore, 19 papers reporting 18 studies 

ere included in the synthesis. 

tudy characteristics 

Studies used different methods with 6 qualitative, 7 quantita- 

ive and 5 mixed method studies included in this review. Studies 

ere conducted in a range of countries including the United King- 

om (UK; n = 2), United States (US; n = 4), Australia ( n = 4),

enmark ( n = 2), Israel ( n = 2), New Zealand ( n = 1), Sweden

 n = 1), Turkey ( n = 1) and Uganda ( n = 1).The MHPs recruited

n the studies included midwives, intrapartum nurses, obstetric 

urses, labour and delivery nurses, and obstetricians. MHPs were 
3 
ged 18–77 years, and sample sizes ranged from 9 to 2165 partic- 

pants ( M = 466.6, total N = 8630). Details for qualitative studies 

re shown in Table 3 , quantitative studies in Table 4 , and mixed

ethods studies in Table 5 . 

isk of bias in studies 

The ratings of methodological quality ranged from medium to 

igh with most studies being of high quality ( n = 16). Only 3 

tudies were rated of medium quality ( Beck and Gable, 2012 ; 

ahlberg et al., 2016 ; Walker et al., 2020 ). Full methodological rat- 

ngs can be found in Supplementary material 3. 

esults 

irth trauma and the prevalence of STS and PTSD 

Many different types of traumatic birth events were witnessed 

y MHPs. Qualitative studies suggest common traumatic events 

ncluded infant or maternal death, shoulder dystocia, haemor- 

hage, resuscitation, or emergency hysterectomy. One participant 

escribed their feelings when discovering the baby had died in 

tero: ‘I could not locate the baby’s heart rate. I started to feel numb. 

 felt hot and cold at the same time.’ ( Puia et al., 2013 , p. 326) 

Less frequent traumatic events included aggression or violence 

owards MHPs; occupational accidents; witnessing inexperienced 

edical staff; witnessing or being involved in abusive or poor care 

f women (e.g., witnessing a procedure that was not in the woman 

nd/or baby’s best interests, or witnessing disrespect where the 

oman’s dignity or wishes were ignored). Quantitative studies 

uggested similar findings about the types of traumatic events that 

HPs witnessed or were involved in. Some examples included ma- 

ernal or infant death; violence or threat towards MHPs from the 

other or family; perceived risks to mother or infant; emergency 

irths; job accidents and lack of professionalism of medical staff. 

Quantitative studies that reported prevalence either investi- 

ated midwives only or obstetricians and midwives. The ma- 

ority of studies focused on PTSD ( n = 7) with fewer on STS 

 n = 4). The prevalence of STS ranged from 12.6% −38.7% ( Beck and

able, 2012 ; Beck et al., 2015 ; Sheen et al., 2015 ; Muliira and

sendikadiwa, 2016 ; Wahlberg et al., 2016 ; Schroder et al., K 2016 a;

. Schroder et al., 2016b , Cohen et al., 2017 ; Leinweber et al., 

017 ; Schroder et al., 2019 ; Walker et al., 2020 ). PTSD preva-

ence ranged from 3.1% −46% ( Sheen et al., 2015 ; Wahlberg et al., 

016 ; Cohen et al., 2017 ; Leinweber et al., 2017 ; Çankaya and Dik-

en, 2020 ; Walker et al., 2020 ). Studies that measured whether 

HPs had been exposed to traumatic births ( n = 8) found that 

1% −96.9% of MHPs had witnessed traumatic birth events. 
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Fig. 1. Searches and screening . 

(

o

o

e

P

d

e

T

m

a

i

w

N

a

t

2

b

s

b  

S  

W  

S

t

l

p  

L

t

m

f

t

s  

–

u

a

p

f

t

p

Studies that reported data on sub-clinical symptoms of PTSD 

re-experiencing, avoidance, hyperarousal) suggest the prevalence 

f subclinical symptoms ranged from 35% −66%. A higher number 

f traumatic birth events and increased exposure to traumatic birth 

vents led to a greater risk of developing symptoms of STS and 

TSD ( Çankaya and Dikmen, 2020 ). Previous exposure to trauma 

id not have any impact on current exposure to traumatic birth 

xperiences. 

he impact of birth trauma, STS and PTSD 

Synthesis of quantitative and qualitative papers identified five 

ain themes: Negative emotions and symptoms; Responsibility 

nd regret; Impact on practice and care; Challenging professional 

dentity; and Team support is essential. These are described below 

ith illustrative quotes. 

egative emotions and symptoms. Quantitative studies reported 

 range of negative emotions and symptoms. Common nega- 

ive symptoms were re-experiencing the event ( Wahlberg et al., 

016 : 70% obstetricians, 66% midwives). Other symptoms included 

urnout, sleep disorders, general stress, somatic stress, depres- 

ion, cognitive stress, compassion fatigue, avoidance and flash- 

acks ( Beck and Gable, 2012 ; Sheen et al., 2013 ; Beck et al., 2015 ;
4 
chroder et al., K. 2016 a, K. 2016 b; Muliira and Ssendikadiwa, 2016 ;

ahlberg et al., 2016 ; Cohen et al., 2017 ; Leinweiber et al., 2017 ;

chroder et al., 2019 ; Toohill et al., 2019 ). Common negative emo- 

ions were deep concern ( Leinweber et al., 2017 : 97%) and help- 

essness ( Leinweber et al., 2017 : 92%). Other negative emotions re- 

orted by MHPs included fear and guilt ( K. Schroder et al., 2016b ;

einweber, 2017; Schroder et al., 2019 ). 

Qualitative studies were consistent with this also highlighting 

he range of emotions and symptoms MHPs experienced after trau- 

atic birth events. Feelings included shock when MHPs were con- 

ronted with unexpected traumatic birth events and negative emo- 

ions ( Halperin et al., 2011 ) as one MHP describes: ‘I felt terrible, 

uch a loss. I was sad, I cried with the woman – that’s the way it was

a very deep sadness’ ( Halperin et al., 2011 , pg.390). 

Feelings of powerlessness, sadness, helplessness, loss, feeling 

nsupported, feeling as if it is their fault and fear of lawsuits were 

lso reported. In addition, some MHPs said they were blamed by 

arents. This participant describes emotions when involved in a 

ourth degree tear: ‘…I felt like a failure. I felt that everyone at work 

hought I was a failure’ ( Halperin et al., 2011 , pg.390). 

As well as being affected emotionally, MHPs were affected 

hysically and reported experiencing weakness, headaches, anx- 
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Table 3 

Details of qualitative studies included in the review. 

Authors and date 

Sample 

Profession (N) Aims 

Data collection/analysis 

method Main findings 

Halperin et al. (2011) 

Israel 

Midwives 

( N = 18) 

Explore clinical life-threatening 

childbirth situations which midwives 

see as stressful. 

Identify how midwives cope with 

those experiences. 

Semi-structured in-depth 

interviews 

Thematic content analysis 

- Themes: Stressful childbirth 

situations and their impact on 

midwives and Coping with stressful 

situations, and suggestions for 

change. 

- Long-term impact on midwives’ 

professional and personal identities. 

- Midwives need to feel valued and 

supported to deal with the stress. 

Calvert & Benn (2015) 

New Zealand 

Midwives 

( N = 16) 

Explore the effects of a traumatic 

practice experience on the midwifery 

practitioner. 

Adapted biographical 

narrative interview 

Eclectic analysis approach 

- Break of relational trust worsens the 

initial physiological and/or 

psychological symptoms 

experienced by midwives. 

Rice & Warland (2013) 

Australia 

Midwives 

( N = 10) 

Explore experiences of midwives of 

witnessing traumatic birth. 

Interviews analysed by 

Attride-Stirling (2001) 1 

manner 

- Themes: Stuck between two 

philosophies; What could I have 

done differently; Feeling for the 

woman. 

Sheen et al. (2016) 

UK 

Midwives 

( N = 35) 

Investigate midwives’ experiences of 

traumatic perinatal events and to 

provide insights into experiences and 

responses reported by midwives with 

and without subsequent posttraumatic 

stress symptoms. 

Semi-structured telephone 

interviews 

Thematic analysis 

- Feelings included Feeling out of 

comfort zone; Emotionally upset; 

Self-blame; Feelings of vulnerability. 

- Midwives with higher distress 

were more likely to report being 

personally upset by events and feel 

affected. 

Goldbort et al. (2011) 

US 

Intrapartum 

nurses ( N = 9) 

Describe the essence of 9 nurses’ 

participation in a traumatic birthing 

process and the impact of this 

experience. 

Interviews/Colaizzi’s 2 

phenomenological method 

of data analysis 

- Subthemes: Feeling of chaos; Expect 

the unexpected; It’s hard to forget; 

All hands on deck; Becoming; and 

For the love of obstetrics. 

Puia et al. (2013) 

US 

Obstetric 

nurses 

( N = 155) 

Discover the impact of perinatal loss 

on obstetric nurses. 

Secondary analysis / 

Krippendorff’s 3 method for 

qualitative content 

analysis 

- Themes: Getting through the shift; 

Symptoms of pain and loss; 

Frustrations with inadequate care; 

Showing genuine care; Recovering 

from traumatic experiences; Never 

forgetting. 

Note . 1 Attride-Stirling, J., Davis, H., Markless, G., Sclare, I., & Day, C. ( 2001 ). ‘Someone to talk to who’ll listen’: addressing the psychosocial needs of children and fami- 

lies. Journal of Community & Applied Social Psychology , 11 (3), 179–191. 
2 Colaizzi, P. ( 1978 ). Psychological research as a phenomenologist views it. In: Valle, R. S. & King, M. (1978). Existential Phenomenological Alternatives for Psychology. 

Open University Press: New York. 
3 Krippendorff, K. ( K. 2004 ). Measuring the Reliability of Qualitative Text Analysis Data. Quality and Quantity, 38 (6), 787–800. https://doi.org/10.1007/ 

s11135 –004 –8107 –7 . 
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ety attacks, rapid heartbeat, butterflies in stomach and insom- 

ia. MHPs had vivid memories of the traumatic birth events, 

hich contributed to symptoms such as difficulties sleeping 

 Halperin et al., 2011 ; Puia et al., 2013 ; Beck et al., 2015 ;

alvert and Benn, 2015 ; Toohill et al., 2019 ). ‘I felt strong pain phys-

cally…I wasn’t able to eat…weakness, terrible hand tremor…palpita- 

ions, dizziness. I had a headache and physical pain in my stomach 

nd feet’ ( Halperin et al., 2011 , p. 391). 

esponsibility and regret. Qualitative research highlighted how 

HPs empathised with women and reflected on their own role in 

he traumatic birth event. Rice and Warland (2013) reported that 

ithin the theme ‘feeling for the woman’ midwives said they felt 

ffected and traumatised by the woman’s experience and felt up- 

et for them. ‘…None of this trauma that I’m feeling is because I’m 

ersonally upset by what happened, I’m only personally upset in the 

ense that I can imagine how this must have been for this person’ 

 Rice and Warland, 2013 , p.1060). They began to question and re- 

ect upon what they could have done differently, f eeling respon- 

ible and a sense of regret that they played a role in the adverse

utcome ( Beck and Gable, 2012 ; Rice and Warland, 2013 , pg. 1060;

eck et al., 2015 ). 

MHPs coped with this in different ways. Some MHPs ignored 

ow they were feeling, some developed feelings of self-blame and 

uilt for the mother, and many were voluntarily or involuntarily 

eplaying the event constantly in their minds ( Puia et al., 2013 ; 

. Schroder et al., 2016b ; Sheen et al., 2016 ). Similarly, the study 
5 
y Goldbort et al., 377) suggests that the events were ‘ hard to 

orget ’ and left a ‘ lasting impression ’. MHPs attempted to process 

vent details, reporting a period of rumination which was some- 

imes voluntary or involuntary: ‘Just couldn’t get her out of my 

ind. It was constantly on my mind and then you know the day that 

 was told that she’d died was very, very sad’ ( Sheen et al., 2016 ,

g. 66). 

mpact on practice and care. Traumatic birth events could lead to 

ositive and negative changes to the way MHPs provided care. Pos- 

tive changes were found in three qualitative studies. One study 

dentified a theme of ‘ Providing the best possible care: putting your 

eart into it ’. This suggested that obstetric nurses believed by 

utting their best into the work they do, it was a way of making 

he situation more bearable following the event ( Puia et al., 2013 ). 

dditionally, they recognised the importance of their role and 

orking in such a setting, as well as how traumatic birth events 

ositively benefitted their personal and professional development 

 Goldbort et al., 2011 ). Similarly, K. Schroder et al. (2016b) found 

bstetricians and midwives felt that they were developing and be- 

oming better in their roles because of witnessing such events. Par- 

icipants explained reasons why they stayed in their profession de- 

pite the trauma: ‘Makes you feel so insignificant. So small and hum- 

le to be a part of that, to help these people out…but it is, it’s been a

lessing in my life. It’s been a very positive thing in my life. This lady

nd the people I work with, are all of them, are part of what makes

t work and worthwhile’ ( Goldbort et al., 2011 , pg. 378). 

https://doi.org/10.1007/s11135-004-8107-7
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Table 4 

details of quantitative studies included in the review. 

Author and date Profession (N) Aims Data collection method Main findings 

Sheen et al. (2015) 

UK 

Midwives ( N = 421) Investigate midwives’ 

experiences of traumatic 

perinatal events and potential 

implications 

National postal survey 

IES-R 5 
- 33% had PTSD. 

- Empathy: previous trauma exposure, 

negative worldview, beliefs, and burnout 

were associated with PTSD. 

Wahlberg et al. (2016) 

Sweden 

Obstetricians 

( N = 706) and 

midwives ( N = 1459) 

Examine the post-traumatic 

stress reactions, experiences of 

support and professional 

consequences after severe 

events in the labour ward 

Cross sectional online 

survey 

SQ-PTSD 

4 

- 84% of obstetricians/71% of midwives 

reported at least one severe event. 

- 15% of obstetricians and midwives had 

partial PTSD. 

- 7% obstetricians & 5% midwives had PTSD. 

Muliira and 

Ssendikadiwa (2016) 

Uganda 

Midwives (n-224) Explore the professional 

quality of life and associated 

factors amongst Ugandan 

midwives working in 

Mubende and Mityana rural 

district to recommend 

interventions to improve 

professional well-being and 

outcomes of midwifery care. 

Cross sectional survey 

Professional Quality of 

Life Scale, Perceived 

Well-being Scale and 

Job Satisfaction 

standardized tools. 

- 68% had compassion satisfaction. 

- There were higher levels of compassion 

satisfaction, burnout, and STS amongst male 

midwives. 

- The key factors associated with levels of 

STS were marital status, level of 

professional education, involvement in 

non-midwifery health care activities at 

work and physical wellbeing. 

- 9.4% had high STS. 

Leinweber et al. (2017) 

Australia 

Midwives ( N = 687) Assess exposure to different 

types of birth trauma, 

peritraumatic reactions and 

prevalence of posttraumatic 

stress. 

Online survey 

PTSD Symptom Scale 

Self-Report version 6 

- 67.2% had witnessed traumatic birth event. 

- 17% had symptoms of PTSD. 

- Witnessing abusive care was associated 

with severe PTSD. 

Cohen et al. (2017) 

Israel 

Midwives ( N = 93) Study midwives’ professional 

quality of life and traumatic 

experiences. 

Questionnaires 

PTSD Symptom Scale - 

Self Report version 6 

- PTSD levels positively and significantly 

correlated with burnout and STS. 

- 16% had PTSD symptoms. 

- Seniority positively and significantly 

correlated with burnout and PTSD. 

Schroder et al. (2019) 

Denmark 

Obstetricians and 

midwives ( N = 593) 

Describe midwives’ and 

obstetricians’ experiences in 

the level of support from 

colleagues and managers in 

Danish labour wards following 

adverse events. 

National survey 

MITSS survey 7 , RISE 8 , 

Version II of the 

COPSOQII 9 

- 593 were involved in at least 1 traumatic 

childbirth at work. 

- High levels of social support from 

colleagues and social community at work. 

- 95% had talked to colleagues about an 

adverse event. 

- Low levels of support and feedback from 

immediate superiors. 

- 49% talked to a superior about an adverse 

event. 

- 50% thought the hospital had a clear 

process to report adverse events. 

- 44% knew how to access the necessary 

confidential emotional support at work. 

Cankaya and Dikmen 

(2020) 

Turkey 

Nurses and midwives 

( n = 266) 

Determine the relationship 

between posttraumatic stress 

symptoms of 

maternity nursing/midwife 

and their quality of work life, 

cognitive distortions, and 

traumatic perinatal 

experiences. 

Descriptive, 

cross-sectional survey. 

IES-R 5 , ProQOL R-IV 10 , 

PTCI 11 

- 48.1% witnessed a difficult birth and 34.9% 

attended a difficult birth. 

- 37.2% met the criteria for PTSD. 

- Higher PTSD scores in those who 

witnessed a traumatic event. 

- There was a positive correlation between 

number of years in the profession; number 

of traumatizing event experiences; burnout; 

compassion fatigue; negative cognitions 

about the world and self, and PTSD, 

- There was a negative correlation between 

QoL; posttraumatic cognition and PTSD 

Note. 4 Frans O, Rimmo PA, Aberg L, Fredrikson M. ( O 2005 ). Trauma exposure and post-traumatic stress disorder in the general population. Acta Psychiatr Scand,111 :291–9. 
5 Weiss, D.S., & Marmar, C.R. ( D.S. 1997 ). The Impact of Event Scale-Revised . In J.P. Wilson & T.M. Keane (Eds.), Assessing Psychological Trauma and PTSD (pp.399–411). 

New York: Guilford. 
6 Foa, E., Cashman, L., Jaycox, L., & Perry, K. ( E. 1997 ). The validation of a self-report measure of PTSD: The Posttraumatic Diagnostic Scale. Psychological Assessment, 9 (4), 

445–451. doi: 10.1037/1040–3590.9.4.445. 
7 Medically Induced Trauma Support Services 2009 [Available from: http://www.mitss.org/indel.html]. 
8 Edrees, H., Connors, C., Paine, L., Norvell, M., Taylor, H., & Wu, A. W. ( 2016 ). Implementing the RISE second victim support programme at the Johns Hopkins Hospital: 

a case study. BMJ open , 6 (9), e011708. 
9 Pejtersen, J. H., Kristensen, T. S., Borg, V., & Bjorner, J. B. ( J.H. 2010 ). The second version of the Copenhagen Psychosocial Questionnaire. Scandinavian journal of public 

health , 38 (3_suppl), 8–24. 10 Galiana, L., Oliver, A., Arena, F. et al. Development and validation of the Short Professional Quality of Life Scale based on versions IV and V of 

the Professional Quality of Life Scale . Health Qual Life Outcomes 18, 364 ( 2020 ). https://doi.org/10.1186/s12955 –020 –01618 –3 . 11 Wells SY, Morland LA, Torres EM, Kloeze- 

man K, Mackintosh MA, Aarons GA. The Development of a Brief Version of the Posttraumatic Cognitions Inventory (PTCI-9). Assessment. 2019 Mar;26(2):193–208. doi: 

10.1177/1,073,191,116,685,401. Epub 2017 Jan 16. PMID: 28,092,974. 
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Table 5 

Details of mixed method studies included in the review . 

Author and date Profession (N) Aims Data collection method Main findings 

Schroder et al. (2016a) 

Denmark 

Danish Obstetricians 

( N = 293) and 

midwives ( N = 944) 

Investigate the self-reported 

psychosocial health and 

well-being of the sample in 

Denmark and their recall of 

their health and wellbeing 

immediately following the 

traumatic childbirth event 

A national 

questionnaire survey 

and qualitative 

interview 

COPSOQII 9 

- Midwives reported higher scores than 

obstetricians in the first 4 weeks following 

exposure to traumatic childbirth. 

- Those who left their job reported higher 

scores on all scales on the COPSOQII. 

- None of the scales on the COPSOQII were 

associated with age or seniority. 

K. Schroder et al. (2016b) 

Denmark 

Danish Obstetricians 

( N = 293) and 

midwives ( N = 944) 

Investigate the numbers and 

proportions of the sample that 

are involved in a traumatic 

birth event. Explore 

experiences with guilt, blame, 

shame and existential concern. 

A national 

questionnaire survey 

and qualitative 

interview. 

COPSOQII 9 

- 85% were involved in a traumatic birth 

event. 

- Blame from patients, clinical peers or 

official authorities was feared and 

sometimes experienced by obstetricians and 

midwives, however they had greater inner 

struggles with guilt and existential 

considerations. 

- 36–49% reported guilt. 

- 50% reported traumatic childbirth made 

them think more about the meaning of life. 

- 65% become a better midwife/doctor due 

to the traumatic birth event. 

Beck and Gable (2012) 

US 

Labour and delivery 

nurses ( N = 464) 

Determine the prevalence and 

severity of secondary 

traumatic stress (STS) in the 

sample. 

Explore nurses’ descriptions of 

their experiences attending 

traumatic births. 

Survey 

STSS 12 

- 35% had moderate to severe levels of STS. 

- Themes: Magnifying the exposure to 

traumatic births; Struggling to maintain a 

professional role; Agonizing over what 

should have been; Mitigating the aftermath 

of exposure; Haunted by STS symptoms; 

Considering foregoing careers. 

Beck et al. (2015) 

US 

Certified 

Nurse-Midwives 

(CNM’s) ( N = 719) 

Determine the prevalence and 

severity of STS in CNM’S. 

Explore their experiences 

attending traumatic births. 

Survey 

STSS 12 

- 29% had high to severe STS. 

- 36% had PTSD symptoms due to attending 

traumatic births. 

- Themes: Agonizing sense of powerlessness 

and helplessness; Trio of PTSD symptoms; It 

takes a team to provide support…or not; 

Nowhere to go to unburden our souls; 

Shaken belief in birth process impacting the 

midwifery practice; Moving on, where do I 

go from here?. 

Toohill et al. (2019) 

Australia 

Australian midwives 

( N = 249) 

Determine prevalence of 

traumatic births and fear in 

midwives and associations 

with midwives’ confidence to 

give advice and care for 

pregnant women. 

Describe their experiences and 

fear to traumatic births. 

Online survey 

Approach adapted 

from work of Haines 

et al. 13 

Practice concerns 

scale. 14 

- 93.6% had professional or personal 

traumatic birth experiences. 

- 8% highly fearful of birth. 

- Trauma was not associated with practice 

concerns, but fear was. 

- Midwives categorised as ‘high fear’ 

reported more practice concerns than 

midwives with ‘low fear’. 

- Professional trauma was associated with 

both witnessing and experiencing 

disrespectful care and then feeling 

responsible in the provision of poor care. 

- Feeling unsupported and fearing litigation 

increased trauma. 

Walker et al. (2020) 

Australia and New 

Zealand 

Obstetricians, trainees 

and GP obstetricians 

( n = 32) 

To assess the feasibility of 

conducting a binational survey 

of Australia and New Zealand 

obstetricians, trainees, and 

general practitioner 

obstetricians, to determine the 

prevalence of trauma exposure 

and associated factors. 

Binational online 

survey 

Posttraumatic 

Diagnostic Scale for 

Diagnostic and 

Statistical Manual of 

Mental Disorders-5 

(PDS-5). 

PTGI-SF 15 

CBI-W 

16 

- 96.9% exposed to traumatic births. 

- 25% had STS. 

- Obstetricians experienced substantial 

trauma; experienced blame from other 

colleagues; and only felt supported and safe 

in some workplaces. 

- Traumatic events included unexpected 

intrapartum stillbirth or neonatal death, 

severe intrapartum injury to baby, maternal 

death or near miss or other events. 

- 3.1% had probable PTSD. 

- 25% considered leaving their profession 

due to their experience 

- The type of trauma the professionals 

experienced was correlated with PTSD 

scores. 

Note. 12 Bride, B. E., Robinson, M. M., Yegidis, B., & Figley, C. R. ( B.E. 2004 ). Development and validation of the secondary traumatic stress scale. Research on social work 

practice , 14 (1), 27–35. 
13 Haines, H. M., Pallant, J. F., Fenwick, J., Gamble, J., Creedy, D. K., Toohill, J., & Hildingsson, I. ( 2015 ). Identifying women who are afraid of giving birth: a comparison of 

the fear of birth scale with the WDEQ-A in a large Australian cohort. Sexual & Reproductive Healthcare , 6 (4), 204–210. 
14 Developed by the authors specifically for this study to measure midwives’ levels of confidence (1 = confident to 10 = not confident) and levels of worry (1 = not 

worried to 10 = extremely worried) around advising women of their birth options and providing care for women in labour. 15 Cann, A., Calhoun, L. G., Tedeschi, R. G., 

Taku, K., Vishnevsky, T., Triplett, K. N., & Danhauer, S. C. ( A. 2010 b). A short form of the Posttraumatic Growth Inventory. Anxiety, Stress & Coping, 23(2), 127–137. https: 

//doi.org/10.1080/10615800903094273 . 16 Tage S. Kristensen, Marianne Borritz, Ebbe Villadsen & Karl B. Christensen ( Tage S. 2005 ) The Copenhagen Burnout Inventory: A 

new tool for the assessment of burnout, Work & Stress, 19:3, 192–207, DOI: 10.1080/02,678,370,500,297,720. 
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However, studies also identified negative changes to care 

r practice. These included MHPs questioning their practice 

 Puia et al., 2013 ; K. Schroder et al., 2016b ; Sheen et al., 2016 ), los-

ng their trust in the birth process, and becoming more ‘ guarded’ 

nd ‘ cautious’ ( Beck et al., 2015 , p. 21). Similarly, in the study by

ice and Warland (2013) , midwives explained the presence of two 

hilosophies of care: the midwifery philosophy and the reality of 

he medical model of care. Having to work within the reality med- 

cal model as opposed to the midwifery philosophy impacted on 

heir experiences when involved in traumatic birth events, creat- 

ng feelings of powerlessness and anguish over their part in trau- 

atic births. Further, working within a medical model of care of- 

en did not match up with their ideal of practicing midwifery: ‘But 

 think sometimes just the amount of intervention that can happen 

n a hospital-based environment as a midwife, you just find yourself 

hinking, is this really midwifery?’ ( Rice and Warland, 2013 , p. 1059). 

hallenging professional identity 

Traumatic birth events challenged MHPs professional behaviour 

nd made them question their professional identify and whether 

hey wanted to continue working as an MHP. A mixed-methods 

tudy found that midwives with high levels of distress took the 

vent personally, had difficulties continuing with their duties and 

eveloped a feeling of physical and psychological loneliness during 

he event ( Sheen et al., 2016 ). Highly distressed midwives explain 

ow they struggled to carry on with their job: 

‘[. . .] it’s a spiral that happens emotionally, you’re a spinning top, 

you can’t really have a conversation, I don’t think I was capa- 

ble of having a conversation you know, until maybe after a week’ 

( Sheen et al., 2016 , p. 66). 

Similarly, Halperin et al. (2011) concluded that such events 

 challenged the participants’ professional behaviour ’. Professionals 

ound it difficult when faced with unexpected circumstances re- 

uiring professional intervention, assessment, and quick decisions 

n how to proceed ( Halperin et al., 2011 ; Beck and Gable, 2012 ;

eck et al., 2015 ). This participant describes difficulty experienced 

uring unexpected events: 

‘I called the doctor… and even though the head did not descend 

past the 0 station, he decided to do a vacuum. He pulled and 

pulled while I was asking him to stop and consider performing a 

caesarean. He was angry at me. I was completely sure I’d done the 

right thing. I did everything I could except stop the doctor with 

my body. It’s his responsibility and you are powerless. . . you ex- 

perience what happened in the present, but you can’t do anything’ 

( Halperin et al., 2011 , p. 390). 

Studies also described impact on professional life through the 

heme ‘ Getting through the shift ’ where obstetric nurses described 

he difficulty of maintaining their professionalism and providing 

are whilst coping with their stress or grief ( Beck and Gable, 2012 ;

uia et al., 2013 ): ‘I feel like an actress sometimes, acting calm 

nd matter of fact, when I just want to scream out, ‘Oh my god!”

 Puia et al., 2013 , pg. 324). 

For some MHPs, this led to them considering leaving their pro- 

ession as a result. Eight quantitative studies reported that 3.2–35% 

f MHPs considered leaving their profession, and/or took extended 

ick leave: ‘For a long time, I experienced these feelings, and I wasn’t 

ble to return to work…’ ( Halperin et al., 2011 , pg.391). In qualita-

ive studies, MHPs reported that their practice had been impacted 

pon so much they wanted to leave their profession, or found it 

ifficult to continue working safely and effectively following the 

vent ( Halperin et al., 2011 ; Beck and Gable, 2012 ; Rice and War-

and, 2013 ; Beck et al., 2015 ; Calvert et al., 2015; Sheen et al., 2015 ,

016 ; Schroder et al., K 2016 a; K. Schroder et al., 2016b ; Wahlberg,

016; Schroder et al., 2019 ; Walker et al., 2020 ). This participant 
8 
xplains how due to lack of staff, she had to compromise labour 

are provided to a twin pregnancy: ‘I thought my standards and the 

oman’s care had been compromised. I just felt I couldn’t do that 

nymore and that is the reason I gave up midwifery’ ( Calvert and 

enn, 2015 , pg. 105). 

eam support is essential. A factor that was critical in the impact of 

raumatic birth events on MHPs was team support and cohesion. 

vidence from qualitative studies illustrate how MHPs coped with 

raumatic birth events through support from the team, debrief- 

ng, communication, and team training exercises ( Goldbort et al., 

011 ; Beck and Gable, 2012 ; Beck et al., 2015 ): ‘This team approach

raining helps staff feel part of a team instead of individually at fault 

nd thus pride in effective response to the emergency. Communication 

mongst team members is improved and helped to decrease the anx- 

ety of any one individual team member. Team support is essential’ 

 Beck and Gable, 2012 , p. 756). 

However, quantitative studies suggest the majority of MHPs are 

ot well supported after traumatic birth events. For example, in 

he study by Schroder et al. (2019) only 31% of MHPs said their 

olleagues provided support after the event to a great extent; and 

nly 15.7% felt that their immediate superior provided support af- 

er the event to a great extent. Further, Schroder et al. (2019) found 

hat 0.5% of MHPs felt ‘shunned’ by their colleagues after the event 

ccurred. Similarly, a study by Walker et al. (2020) reported that 

nly 25% ( n = 8) felt that their employer supported them well af- 

er the event. Qualitative studies where MHPs reported blame from 

olleagues suggest they did not feel supported or listened to, ex- 

erienced violence or bullying from other MHPs, management or 

taff present and began to doubt their colleagues. This resulted in 

eelings of exclusion, rejection, loneliness, shame, guilt and failure, 

nterfering with their professional competency and relationships 

 Halperin et al., 2011 ; Puia et al., 2013 ; Calvert and Benn, 2015 ;

heen et al., 2016 ): ‘…I came to work the next day, and one of the

idwives asked me when I would stop causing [vaginal] tears for all 

he women that I am taking care of because she heard that I was do-

ng this serially. She added that I should consider going back to mid- 

ifery school’ ( Halperin et al., 2011 , p.391). 

Another highly distressed midwife explained feelings of isola- 

ion from other members of staff: ‘…I felt like I was the least im- 

ortant person whose opinion counted’ ( Sheen et al., 2016 , pg.66). 

iscussion 

ummary of evidence 

This review aimed to synthesise the evidence on the preva- 

ence and impact of witnessing traumatic births on MHPs. Re- 

ults suggest that witnessing a traumatic birth event is very com- 

on for MHPs, with between 71 and 96.9% reporting it. MHPs re- 

orted positive and negative impacts of witnessing traumatic birth 

vents in five main themes: Negative emotions and symptoms; Re- 

ponsibility and regret; Impact on practice and care; Challenging 

rofessional identity; and Team support is essential. Negative im- 

acts were more frequent than positive and included STS and PTSD 

ymptoms. These themes were found across the qualitative and 

uantitative studies reviewed, suggesting the findings are reason- 

bly consistent and robust. 

Studies suggested that between 71 and 96.9% of MHPs had wit- 

essed traumatic birth events. These included maternal or infant 

eath, obstetric emergencies (such as shoulder dystocia, postnatal 

aemorrhage), emergency births, violence or threat towards MHPs 

nd a lack of professionalism of medical staff. Both qualitative 

nd quantitative studies showed how birth trauma can influence 

HPs’ feelings (e.g. feeling helpless, fearful, powerless, sad and 

uilty) and behaviour (e.g. replaying the event, hypervigilance and 
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voidance). The review also showed that MHPs experienced psy- 

hological and physical symptoms such as sleep disorders, stress, 

ashbacks, weakness, and a racing heart. These results fit in with 

he wider literature. For example, in an integrative review of the 

mpact of indirect trauma on health professionals, results found 

ealth professionals experienced intrusive thoughts, hyperarousal, 

nd avoidance, as well as experiencing tiredness and helplessness 

 Sheen et al., 2013 ). Similarly, a meta-ethnography of midwives and 

urses’ perspectives of traumatic or adverse labour events identi- 

ed powerlessness as a theme. Midwives and nurses also described 

eeling guilty and taking on the responsibility after a traumatic or 

dverse labour event ( Elmir et al., 2017 ). 

In some cases, MHPs developed STS and PTSD. Prevalence data 

rom the review suggested that probable PTSD ranged from 3.1 

o 46% and STS prevalence ranged from 12.6 to 38.7%. For the 

tudies that reported data on sub-clinical symptoms of PTSD (re- 

xperiencing, avoidance, hyperarousal) the prevalence of ranged 

rom 35 to 66%. Exposure to traumatic birth events was also as- 

ociated with greater levels of burnout, negative worldview beliefs 

nd lower levels of empathy. These findings fit with the wider lit- 

rature that has found burnout in medical professionals is associ- 

ted with poorer mental health ( Asai et al., 2007 ), and decreased 

uality of care ( Klein et al., 2010 ). 

Experiencing a traumatic birth event impacted on MHPs’ prac- 

ice. Some reported losing their trust in the birth process, whereas 

thers began questioning their professional role, and felt conflicted 

y working within the medical model of care. This created feel- 

ngs of powerlessness and anguish over their involvement in trau- 

atic births. The conflict between the medical model and mid- 

ifery model has been reported by other studies. In a qualita- 

ive study with 11 midwives, Bradfield et al. (2019) found mid- 

ives spoke of having their judgement overridden by doctors, 

hich meant they felt disempowered in their ability to be “with 

oman”. They also found the power differential between midwives 

nd doctors difficult to manage, especially if they disagreed with 

he care being provided. Similarly, in another qualitative study, 

lmir et al. (2017) found that some midwives felt unable to ad- 

ocate for women, feeling fear of being ridiculed by doctors and 

herefore powerless and questioning whether the care they were 

roviding is really midwifery. 

Despite this, this review found that a protective factor in the 

mpact of traumatic births on MHPs was team support and co- 

esion. Qualitative studies reported that MHPs coped with trau- 

atic birth events through team support; debriefing; communi- 

ation; and team training exercises. This has been supported by 

revious research that has identified that support for constructive 

eflection and debriefing helped midwives to improve their prac- 

ice (Elmir, 2017). However, this review also identified that most 

HPs did not feel well supported following such events; they felt 

hey were not listened to and experienced violence or bullying 

rom other MHPs and management. Given the protective impact 

hat working within a supportive team may have on MHPs expe- 

iences of traumatic birth events, good supervision, collaboration 

nd teamwork is important within maternity care. 

imitations 

There are a few limitations to this review that need to be con- 

idered. For example, the length of time between the traumatic 

irth event and the studies being conducted varied which may af- 

ect the accuracy of recall of the event. Other issues included broad 

efinitions of terms such as traumatic childbirth to include a wide 

ange of diverse events, and the use of unvalidated tools and cross- 

ectional designs, limiting the conclusions that can be made about 

ausal relationships. This limited the accuracy, depth and detail of 
9

he data obtained in some studies. However, the consistency of the 

ndings between studies suggests they are robust. 

Therefore, further research is needed using systematic sampling 

o determine the generalisability of these findings. 

mplications on maternity workforce 

This research highlights the negative impact birth trauma can 

ave on MHPs, and therefore points to a need to develop man- 

gement strategies to prevent birth trauma where possible. It 

lso suggests support is needed for MHPs to cope with birth 

rauma and the psychological burden on the maternity workforce. 

ne example may be the introduction of birth trauma training 

or MHPs in midwifery education programmes to improve under- 

tanding of traumatic childbirths, prepare them on how to bet- 

er manage the emotions and stress, and recognise illnesses such 

s PTSD and STS that may be associated with this. This could 

nclude the development of advanced resources for MHPs to ac- 

ess and educational interventions to adequately train and edu- 

ate MHPs on birth trauma and assertiveness, PTSD, STS and to 

upport them professionally and psychologically (Leinweber et al., 

016). 

Another example is a managerial supervisory network within 

aternity departments to advise and support MHPs following 

xposure to traumatic birth and direct them to necessary as- 

essment, care or treatment interventions to address any sig- 

ificant symptoms they may be experiencing ( Halperin et al., 

011 ; Goldbort et al., 2011 ). A supervisory network may be 

seful in involving peers, managers, and supervisors to al- 

ow professionals to communicate, debrief and express their 

eelings. 

Finally, understanding ways in which practice, care and poli- 

ies can be adapted so the impact that witnessing birth trauma 

as on MHPs can be acknowledged, the professionals themselves 

re prepared, and are content with the care that is being provided. 

or example, continuing professional training should consider the 

lose relationships midwives develop with women and introduce 

rauma-informed care and practice. 

onclusions 

Birth trauma has a significant impact on MHPs, affecting them 

motionally, physically, and psychologically. MHPs may develop 

any negative emotions and symptoms, although some positive 

mpacts have also been reported. However, the significant nega- 

ive impact has not been adequately recognised within the ma- 

ernity workforce, their need for support and supervision has 

een ignored and barriers to access support services have not 

een acknowledged. Therefore, it is important to raise aware- 

ess of the impact of birth trauma on MHPs and develop the 

aternity services and workforce to both prevent birth trauma 

nd provide support for MHPs who experience birth trauma. 

ossible approaches to this include developing educational re- 

ources, providing a supervisory network, and exploring how poli- 

ies and care can be adjusted to support MHPs when needed 

nabling them to better deal with traumatic birth events. Fur- 

her research should be directed towards the specific services, re- 

ources or programmes professionals need to make them feel more 

upported and resilient during birth experiences and their daily 

ork. 

ther information 

egistration and protocol 

This review was not registered. 
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