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Abstract

The perinatal period can be a vulnerable time for women, both physically and
psychologically. For a considerable amount of time, much of the responsibility for the
wellbeing of the family is the responsibility of maternity or perinatal professionals, such as
midwives or obstetricians. Whilst many families have positive experiences of birth and the
periods of time surrounding this, recent enquiry into women’s experiences of perinatal care
highlight the potential for negative, and at times traumatic experiences of care, with up to 5%
of women developing PTSD after giving birth. This thesis aims to further understand the
impact of trauma on the perinatal system and how this may be impacting professionals and

mothers in the help seeking dynamic.

Alongside a reflexive account, Chapter One outlines the impact of trauma on
maternity and perinatal systems as a whole, capturing the impact of trauma on mothers,
families, professionals and wider organisations. The chapter introduces the concept of trauma
informed care in perinatal services and outlines how successful implementation of this can be
improved by taking a compassionate approach to further understanding the needs of both

mothers and the professionals supporting them.

Chapter Two provides a systematic review of compassion and compassion related
variables in maternity and obstetric care. The review provides pooled-means of the levels of
Compassion Satisfaction, Burnout and Secondary Traumatic Stress alongside a narrative

review of individual and workplace factors related to levels of compassion.

Chapter Three explores women’s experiences of help-seeking following a traumatic
birth with the aim of further understanding how the interactions they experienced during their
birth impact their help-seeking and interactions with the NHS following birth. Five themes are
presented; 1) Help seeking as a battle, 2) ‘The machine is still a machine’, 3) Women’s
wellbeing should be fundamental to maternity and perinatal care, 4) Compassion is key, 5)
Specialist psychological support is needed, and discussed in the context of models of help-

seeking and the perinatal context.
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Definitions and Abbreviations

APPG...ccviiiiiieieee, All-Party Parliamentary Group. UK parliament cross-party group
with the aim of investigating policy, gathering evidence and

working with stakeholders.

BO i Burnout. A psychological phenomenon which describes the result

of prolonged exposure to stress (typically job related).

CF o Compassion Fatigue. The negative impact of a cumulative process
of caring for others within an environment which exposes the
individual to stress and does not provide opportunities to restore
and recover. CF presents with physical, emotional, social, spiritual

and intellectual effects on the individual.

Compassion...................... ‘a sensitivity to suffering in self and others, with a commitment to

try to alleviate and prevent it” (Gilbert, 2014)

COR...ooeiiiieeee Conservation of Resources Theory. Theory of psychological stress
which suggests that stress occurs as a response to demands where

there are limited resources to deal with the demands.

CS e Compassion Satisfaction. Thoughts and feelings related to the

positive gain from caring for others

DSM-5 . Diagnostic and Statistical Manual of Mental Disorders, Fifth
Edition
HBM ..., Health Belief Model. A psychological model predicting help-

seeking behaviours based on individuals beliefs and barriers to

acCCess.

Interpersonal Trauma ........ Traumas where the actions of another person are involved and

perceived to be causing harm.

IRAS ..o Integrated Research Application System. The system used to apply
for ethical approval for research withing the NHS

MATRIX .....coovvvvivieennnn. Perinatal Mental Health Assessment and Treatment: An Evidence
Synthesis and Conceptual Framework of Barriers and Facilitators

to Implementation.

NHS ..o National Health Service. The healthcare system in the United

Kingdom.
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NICU oo Neonatal Intensive Care Unit. A specialist hospital unit for care of

newborns in need of critical medical care.

NMC..oooiiiiiieeeeee Nursing and Midwifery Council. Regulatory body for nurses and

midwives in the UK
Perinatal Period................ Pregnancy and the first year after childbirth

PICOS.....cooiieeeeeee Participant, Intervention, Comparison, Outcome, Study Design. A
framework used to guide development of systematic literature

reviews.

PMH ....coovviiiiiiiieene Perinatal Mental Health. Psychological wellbeing during the

perinatal period

Post-Traumatic Growth....The positive aspects of psychological change following a traumatic

experience, such as personal strength through adversity.

PPIL . Patient and Public Involvement. Active involvement of

stakeholders in the research process

PRISMA ... Preferred Reporting Items for Systematic Reviews and Meta-
Analyses. Guidelines to support clear and consistent reporting of

systematic reviews.

PTSD ..o Post-Traumatic Stress Disorder. A diagnosis characterised by the
resultant distress and symptoms following experience of a
traumatic event, including intrusive memories, avoidance, low

mood and hyperarousal.
REC ..o Research Ethics Committee

STS s Secondary Traumatic Stress. A psychological response to
witnessing the trauma of others, manifesting in similar symptoms

to PTSD.

TIC e Trauma Informed Care. A model for providing care in a manner
which acknowledges the impact of trauma experienced within

systems.

TMPC.....ooveiieieeeee, Transactional Model of Physician Compassion. A framework for
compassion in healthcare which acknowledges the complex
dynamic factors at play with regards to providing compassion in

healthcare.
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TSQ oo, Trauma Screening Questionnaire

WHO ..o World Health Organisation

14
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1 — Bridging chapter: A compassionate approach to trauma in maternity and perinatal

systems
Psychological trauma in maternity and perinatal care

Pregnancy, birth and the perinatal period can leave mothers vulnerable to both
physical and psychological trauma. Individual risk factors, such as previous trauma or mental
health conditions and experiences such as medical complications, baby loss, Neonatal
Intensive Care Unit (NICU) stays and treatment from medical professionals can be
contributing factors to the development of Post Traumatic Stress Disorder (PTSD) within this
stage of life. Trauma within this period can have long standing impacts on the mother, child

and family surrounding them (Ayers et al., 2016; Howard & Khalifeh, 2020).

In addition to the impact on families, trauma within this period is often witnessed by
professionals involved and this can also have a lasting impact on them. Qualitative accounts
from maternity professionals suggest that witnessing trauma at work can induce feelings of
being overwhelmed and powerlessness. Midwives report that when they feel supported by
their place of work, they can resolve these feelings to inform future practice, however, where
they feel the working environment is unsupportive and stretched in resource (for example
experiencing staff shortages and high workloads with limited support from leadership), the
ability to resolve and move on from the experience is limited. In some cases, these unresolved
feelings can lead to higher rates of PTSD symptoms in professionals (Bingham et al., 2023;

Uddin et al., 2022).
The impact of trauma in systems

Given the potential for psychologically traumatic events within the systems of
maternity and perinatal care, it is important to consider the impact of this trauma on the
functioning of the system as a whole. Whilst PTSD is often viewed as the experience of an
individual, and their resultant responses in isolation, a systemic approach to trauma would

suggest that there are more complex dynamics to consider, including how the experience of
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trauma impacts intra and interpersonal dynamics and how organizational structures may

perpetuate the negative impacts of trauma (Goldsmith et al., 2014; Maercker & Horn, 2013).

The provision of successful healthcare relies on communication and interactions
between professionals and patients (Markides, 2011), however where psychological trauma
has been experienced within maternity or perinatal systems, it is possible that these
interactions are negatively impacted. The experience of trauma can impact the way an
individual relates to and interacts with others, changing levels of trust in others, impacting
interpersonal skills, and increasing levels of conflict and hypervigilance to further
interpersonal trauma (Beck et al., 2009; Maercker & Horn, 2013; Monson et al., 2010). In
addition, both patient and professional interpersonal skills and communication styles can have
a bidirectional impact on decision making, engagement, and the perception of healthcare
(Asan et al., 2021; Steinmetz & Tabenkin, 2001; Tamura et al., 2023). As such, it is
reasonable to consider that in cases where both patients and staff have been exposed to trauma
in maternity or perinatal care, without the appropriate support for this, there will be a knock-

on effect on the provision of care.

Systemic models provide frameworks for understanding the impact of trauma on a
wider systemic level. For example, the Limbic Model of Systemic Trauma outlines how
individuals who have been traumatised may respond with fear or anger, which can trigger
similar responses from the professionals or organisations involved (Tyler, 2012). The model
suggests that through the activation of neurobiological changes and trauma responses, the way
that professionals think and behave is impacted, with evidence of compassion fatigue,
vicarious trauma, burnout and activation of the fight, flight, freeze response. This may lead to
professionals using blame or defensiveness, avoiding conflict, or losing psychological
connection by ‘switching off” any emotional investment in order to cope (Tyler, 2012). In
combination, the impact of trauma leads to a system which does not function cohesively in

moving towards their overall goal.
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Further, the Ecological Systems Theory (Bronfenbrenner, 1977, 2000) has been
adapted to understand the impact of trauma within systems through highlighting the interplay
between individual, team, organizational and wider systems factors within healthcare,
counselling, teaching and social care (Crosby, 2015; Frolic et al., 2024; Leinonen et al.,
2024; Pack, 2013). These models acknowledge that the psychological impact of trauma in
individuals can both influence and be reinforced by rigid hierarchical service structures, a lack
of resources (funding, supervision, training, support), team culture (tension, blame,
overworking, staying silent about problems) and feelings of isolation. The models suggest the
need for adaptations to be made across all levels to ensure that the system can continue to

function as intended.
Trauma Informed Care

The implementation of Trauma Informed Care (TIC) is recommended for supporting
both patients and professionals with the impacts of trauma (Huang et al., 2014). A trauma
informed approach rests on four goals; to acknowledge that trauma has a widespread impact,
to recognize symptoms of trauma throughout an organization, to incorporate knowledge about
trauma into organizational policies, and to actively avoid re-traumatization. To achieve these
goals, there are six key principles: 1. Safety, 2. Trustworthiness and Transparency, 3. Peer
Support, 4. Collaboration, 5. Empowerment and 6. Humility and Responsiveness. The model
emphasizes the importance of implementing these principles throughout an organization, for

the benefit of both staff and patients (Huang et al., 2014).

Whilst much of the literature supporting TIC is theoretical, based on understanding of
the impact of trauma and organizational settings, there is preliminary evidence that applying
the model can have positive benefits for staff and patients (Lewis et al., 2023). The
implementation of TIC has been associated with improved client outcomes and engagement,

staff attitudes and professional quality of life and overall quality of service in a variety of
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settings providing health or social care services (Ashby et al., 2019; Brown et al., 2022;

Fernandez et al., 2023; Keesler, 2020).

Given the potential for witnessing, experiencing or supporting those who have
experienced psychological trauma within maternity and perinatal care, the implementation of
TIC is likely to be beneficial in supporting both staff and patients to feel psychologically safe.
This is further supported by research suggesting that individuals who have a history of
experiencing trauma before pregnancy are more likely to experience a psychologically
traumatic birth (Ayers et al., 2016), supporting these women through a trauma informed
framework, acknowledging their prior trauma and collaborating to ensure they are not

retraumatized may reduce this risk.

The potential benefit of TIC in maternity and perinatal care has been acknowledged in
the literature (Benton et al., 2024; Sperlich et al., 2017). A preliminary guideline for
implementing TIC in these services has been suggested, based on a synthesis of current best
practice guidelines, the model provides eight recommendations; screening for trauma, access
to care, clear and sensitive communication, consistency and continuity of care, offering
individualized care (recognizing diversity), collaboration, training for care providers and
supervision and peer support (Benton et al., 2024). It is hoped that the introduction of this
guideline will allow for further research to assess future implementation of the TIC model to

further build the evidence base in this area.

Compassionate approach to the system

In order to strengthen the implementation of TIC in maternity and perinatal systems
and fully acknowledge the impact of trauma on the system as a whole, it is important to take a
compassionate approach to understanding the needs of both patients and professionals.
Compassion can be defined as ‘a sensitivity to suffering in self and others, with a commitment

to try to alleviate and prevent it” (Gilbert, 2014, p.19).
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It is important to acknowledge that a key motivator for pursuing the career of
midwifery, is to provide care and support to others (Bloxsome et al., 2020; Ulrich, 2009). As

such, it is reasonable to deduce that those working in the profession would be distressed by
the idea that they are contributing to the distress of another person. In order to provide care
and relieve the distress of others, professionals need to have the emotional capacity, support
and resources to do so (van den Berg et al., 2025) however, this is not always the case,
through factors which may be out of their control within the organisation. Qualitative research
suggests that, in this situation, feelings, or fear, or blame can further compound the reduced
emotional capacity to provide care (Robertson & Thomson, 2016; Schreder et al., 2016). As
such, within this thesis, whilst the negative impact that professional interactions can have is
acknowledged, a compassionate approach is taken, holding in mind the need to also

understand the needs of professionals to allow them to provide successful care.

This thesis provides further evidence which will support understanding of the impact
of trauma within maternity and perinatal system as a whole. This is achieved by reviewing
compassion and its related factors in maternity and obstetric staff, as well as exploring the
impact that interactions with professionals during a traumatic birth have on mothers’ help-
seeking following birth. The following chapters also provide further evidence supporting the

implementation of TIC in maternity and perinatal services.

Epistemology and Ontology

With regards to epistemology and ontology, a pragmatic approach is taken, in that
both qualitative and quantitative methods are used to effectively answer research questions in
the most functional way to provide practical implications (Yvonne Feilzer, 2010). When
reviewing compassion in maternity professionals, quantitative measures were chosen, this
allowed an objective overview of factors which may be related to compassion in the
workplace to allow recommendations to be made that apply to the organizational context.

With regards to understanding the impact of professional interactions during birth on resultant
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help-seeking, a contextualist approach was taken, acknowledging that the results reflect both
real experiences, and the interpretation of these experiences by the participants and the
researcher (Braun & Clarke, 2006b). This supported the exploration of individual experiences
and provided an avenue to give voice to the participants who research would suggest feel

unheard during their birth experience (Baumont et al., 2023).
Reflexive account

It is important to acknowledge the influence of the researcher on the development and
implementation of this thesis project. From the early stages of conceptualization, my own
experiences influenced my decision to choose this project. As a trainee clinical psychologist, I
have a passion for ensuring that mental health and wellbeing are prioritized in both my
personal and professional life. I tend to favour a systemic approach to my work, looking to
acknowledge wider context and interactions in the development of a problem. Through my
work in Child and Adolescent Mental Health services, I noticed a number of parents
describing difficulties from the very beginning of their journey as parents, due to a negative
experience during the birth of their child, or poor mental health immediately following this.
Combined with personal connection to people who have experienced traumatic births, and
limited support following this, it felt important to me to use this research opportunity to
further understand how support can be provided in this stage to give the best chance at
ensuring psychological well-being during this period, in turn supporting overall family

wellbeing.

As an NHS professional myself, whose mother works in the NHS (currently as a
nurse, previously as a midwife), I also held in mind the emotional bearing taken on by
professionals in caring positions, particularly where trauma is involved. In clinical
psychology training, I am offered a unique opportunity to regularly reflect, attend weekly
supervision and the space to learn new skills. However, I was acutely aware when planning

this project that the same is not typically true for those working in midwifery. This led me to
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planning a systematic review with the aim of understanding how best to support these
professionals to provide compassionate care, holding in mind the impact of witnessing trauma
in a caring profession. By holding this in mind, I hope that these chapters provide a balanced

account with practical recommendations for moving forward.

It is also important to acknowledge my background as a white woman within this
project. My understanding of disparities in research into and provision of women’s health care
were also a driver in conducting this project and my passion for improving the care of birthing
mothers, especially as a woman who hopes to have my own children in the future. However, I
am aware of the importance of acknowledging the experiences of partners and fathers within
this research field, and that this project does not fully acknowledge the impact on the wider

family.

When considering intersectionality, I felt aware of my privilege as a white woman, in
comparison to women from global majority backgrounds, particularly given evidence that
these women are more likely to experience a traumatic birth than those from white

backgrounds and took active steps to recruit a demographically diverse participant group.

I was conscious in holding the above influences in mind throughout, through
discussion in supervision, meetings with our patient and public involvement group, the use of
a reflexive log and reflection with my peers on these topics. I believe this had a positive
influence, particularly on my ability to connect and provide a safe interview space for

participants allowing for a depth in the data collected.
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2 — Compassion in maternity staff: A Systematic Review and Meta-Analysis

Abstract

Compassion is a key component of quality maternity and obstetric care, with its
inclusion in midwifery guidelines worldwide. However, experiences which can be common in
the maternity and obstetric workplace, such as witnessing the trauma of others, have been
suggested to impact the psychological wellbeing of professionals, and in turn their ability to
provide compassionate care. The concepts of compassion satisfaction and compassion fatigue
are commonly used to assess the impact of the caring profession on professionals’
relationship to, and ability to provide compassionate care. Understanding compassion and
related factors in this staff group is imperative to support both staff and patients effectively.
This systematic review and meta-analysis aimed to examine the levels of compassion
satisfaction and compassion fatigue among this staff group as well as individual and
workplace factors associated with these outcomes. A systematic review was conducted across
Pubmed, Web of Science, CINAHL, Embase, Medline and PsycInfo. Twenty-six papers met
the inclusion criteria and were included in the final synthesis. Meta-analyses were conducted
to calculate pooled means for compassion satisfaction and the two subscales of compassion
fatigue: burnout and secondary traumatic stress. A narrative synthesis was conducted to
explore factors associated with compassion, compassion satisfaction and compassion fatigue.
Whilst much of the evidence with regards to factors related to compassion is inconsistent or
inconclusive, there is preliminary support for a relationship between compassion related
outcomes and professionals’ physical health status, job satisfaction, shift type and level of

exposure to traumatic birth experiences.
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Introduction

Compassion is emphasised in national, international and worldwide midwifery
guidelines. The World Health Organization (WHO) refer to compassion within their
framework for improving midwifery education and their statement on preventing disrespect
and abuse during childbirth, suggesting that midwives should be trained to provide
compassionate care equitably, and that every women has a right to receive compassionate care
(World Health Organization, 2014, 2019). The Nursing and Midwifery Council (NMC)
describe compassion as an integral, defining quality of midwives and mention compassion in
four out of the six domains within their standards of proficiency for midwives (Nursing &
Midwifery Council, 2019). Within the NHS, compassion is included in policy, strategy and
NICE guidance for maternity, antenatal and intrapartum care, as well as being one of the six
NHS values considered key to quality healthcare (Department of Health and Social Care,
2012; National Institute for & Care, 2023; NHS England, 2013). However, a 2024
parliamentary enquiry into birth trauma highlighted a need for improvement within maternity
services, with many women not feeling listened to, describing a lack of communication,

kindness and compassion (APPG, 2024).

Within the healthcare context, compassion translates to providing physical healthcare
that acknowledges the potential distress that the individuals being cared for might be
experiencing, and conducting this care in a manner that reduces this distress and facilitates
wellbeing as much as possible (Perez-Bret et al., 2016). The act of being compassionate also
involves a level of connection with the patient, and acknowledgement of their psychological
world. Ménage et al. (2017) conducted a concept analysis of compassionate midwifery,
providing a model of the concept, suggesting four key attributes: recognition of suffering, a
level of emotion, motivation to act and actual action. Within the model, there is
acknowledgement that there are precursors to compassionate midwifery, including

psychological characteristics of the midwife, such as good overall wellbeing, emotional
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capacity, emotional intelligence and communication skills, as well as having sufficient time

and resources available to provide this care.

Several demographic, psychosocial and work environment factors have been identified
which can impact levels of compassionate care (Baek et al., 2020; Kartsonaki et al., 2023;
Naseri et al., 2022). The Transactional Model of Physician Compassion (TMPC) provides a
model which encompasses the interplay between the physician related, patient related and
environmental and workplace factors which can impact provision of compassionate care
(Fernando III & Consedine, 2014). With regards to physician factors, the model includes the
potential impact of gender, personality, communication skills, stress levels and clinical
experience on compassion. It also acknowledges that there will be factors related to the
patient and their family such as their personality, demographics and how grateful or hostile
they are, which may impact the physician’s inclination to provide compassionate care. The
model suggests that physician and patient factors may overlap to inform the impact of clinical
factors on compassion, such as beliefs around how the clinical problem is related to the
patient’s own ‘unhealthy’ choices, or the complexity of the clinical situation. The clinical
context worked in is also placed as a clinical factor within this model, with more fast paced
high pressure work environments leading to reduced compassion. Surrounding these factors,
the model includes acknowledgment of wider systemic and institutional factors, such as the
ward environment, resources available, institutional pressure (e.g. to free up beds), and feeling
a lack of control within the workplace due to these pressures, as well as fear around potential

legal action should mistakes be made.

Professionals working in maternity care are commonly exposed to factors known to
limit the ability of professionals to deliver compassionate care. For example, maternity
professionals are likely to be exposed to traumatic events at work, with reports of witnessing
traumatic birth events being between 71 and 96.9% (Uddin et al., 2022). Repeated exposure to
traumatic events can lead to professionals experiencing Post Traumatic Stress Disorder

(PTSD), poor sleep, depression and self-blame as well as impacting their decision making and
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interactions with others at work (Nieuwenhuijze et al., 2024; Sheen et al., 2014; Uddin et al.,
2022). In addition, there are long standing staffing difficulties within maternity services in the
UK, as well as high levels of sickness (Care Quality Commission, 2024). Low staffing levels
can increase the negative impact of a challenging work environment on the emotional
wellbeing of midwives (Cramer & Hunter, 2019). At a time where there is increasing pressure
on maternity professionals to improve and provide more individualised and compassionate
care, they are often working within environments that are not conducive to their own

professional, and personal well-being.

Research has used the concepts of Compassion Satisfaction (CS) and Compassion
Fatigue (CF), as a means of quantifying the impact that a caring profession can have on
professionals’ relationship to compassion. The concept of CS relates to the positive gain from
caring for others (e.g. feelings of gratification or purpose) (Sacco & Copel, 2018).
Conversely, CF relates to the negative impact of a cumulative process of caring for others
within an environment which exposes the individual to stress and does not provide
opportunities to restore and recover. CF presents with physical, emotional, social, spiritual
and intellectual effects on the individual and in all impacts the care they provide (Coetzee &

Klopper, 2010; Peters, 2018).

The Professional Quality of Life measure (ProQOL) is a commonly used measure
which assesses levels of CS and CF (Stamm, 2010). Compassion Satisfaction is measured as
an individual subscale and Compassion Fatigue is assessed via two subscales Burnout (BO)
and Secondary Traumatic Stress (STS). The ProQOL suggests that the concept of CF occurs
when professionals experience high levels of emotional exhaustion and disconnection from
work (BO) alongside symptoms directly related to witnessing the trauma of others, such as
high arousal levels, intrusions and poor sleep (STS). The ProQOL manual suggests that those
who score low on CS and high on the two CF subscales are most at risk of not only poorer

personal psychological wellbeing but also reduced quality of care for others (Stamm, 2010).
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Whilst the ProQOL is a commonly used measure in research of compassion in
healthcare staff, the psychometric properties of the measure, and conceptual validity of the
concepts of CS and CF have been criticized. There are inconsistent findings regarding the
construct validity and factor structure of the ProQOL measure, with findings suggesting poor
fit to the proposed three factor structure, questioning whether CS and CF can be viewed as
distinct concepts (Singh et al., 2024)and whether the BO and STS scales within CF are
distinct (Hemsworth et al., 2018; Heritage et al., 2018) Further to questions around the
measure’s psychometric properties, it has been argued that inconsistent use of terms around
CF, BO, STS and vicarious trauma, has led to a lack of clarity in defining each concept within
research more widely (Fernando III & Consedine, 2014). In addition, some argue that the
concepts of CS and CF as measured by the ProQOL do not account for more personal,
dynamic and situational factors which may impact compassionate care in the moment, and
call for frameworks which better capture lived experiences of healthcare providers and their

motivations (Coetzee & Laschinger, 2018; Pierdziwol, 2022; Vaccaro et al., 2021).

Coetzee and Laschinger (2018) extend concepts from the ProQOL manual, using
review of research into compassion, empathy and the Conservation of Resources theory
(Hobfoll, 1989), to further understand factors related to CF, CS and compassion in those who
provide care for others. The model suggests that where resources, including workplace,
individual, and energy level factors are sparse, and individual is more likely to feel
overwhelmed by the needs of a patient and in turn focus on their own needs and distress rather
than those of the patient. In turn, this leads to uncompassionate care which means they are
more likely to receive poor feedback from patients which can induce compassion stress (a
precursor to CF). In cases where compassion stress is not acknowledged, and actions are not
taken to rebuild resource the cycle may continue and lead to the development of CF.
Conversely, in environments where professionals feel well resourced, they are more able to

provide successful compassionate care, gain good feedback and CS is felt.
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A lack of compassionate care can have negative consequences for families being cared
for within maternity services, as highlighted by the 2024 parliamentary enquiry (APPG,
2024). Interactions with healthcare professionals can be a contributing factor to birth being
perceived as traumatic (Reed et al., 2017). As such, the implementation of trauma informed
care has been recommended within midwifery (APPG, 2024). However, it is important to
consider that the uptake of a trauma informed care response by professionals can be impacted
by the team’s capacity for change, staffing levels and resources available (Huartson et al.,
2022; Huo et al., 2023; Qin et al., 2024). In addition, professionals with higher levels of CS
have shown more positive attitudes towards trauma informed care (Baker et al., 2021; O’toole
& Dobutowitsch, 2023). As such, to implement the recommended changes within maternity
care, it is important to have an understanding of compassion, CS and CF within maternity
professionals to ensure that services are best set up to improve the wellbeing of both patients

and professionals.

To our knowledge, there is no systematic review in the current literature which
reviews compassion and its related factors in maternity and obstetric professionals, despite
compassion being a key concept in midwifery guidelines and maternity professionals being
exposed to a number of factors known to reduce compassionate care. As such, this review

aims to answer the following questions:

1. What are the levels of CS and CF among maternity care staft?
2. What are the factors related to levels of compassion, CS and CF among maternity care

staft?

Method

The review was preregistered on PROSPERO (protocol number: CRD42024603262)

and PRISMA guidelines (Appendix B) were followed throughout (Page et al., 2021).
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Eligibility criteria
Eligibility criteria are outlined using the Participant, Intervention, Comparison

Outcome, Study design (PICOS) framework (Harris et al., 2014) in Table S1.

Table S1

Inclusion and exclusion criteria for inclusion in the review.

Inclusion criteria Exclusion criteria

Population

e Healthcare professionals

Intervention/Exposure

e Exposure to working in
maternity/obstetric services
e Any intervention with maternity staff

where baseline compassion data is

available
Comparators
e Any comparison/control group (data e Where data relating to
related to maternity/obstetric staff to maternity/obstetric staff is not
be extracted only) distinctly available.
Outcome
e Validated self-report measure of e (Qualitative reports of compassion
compassion levels, compassion e Compassion rated by others (e.g. by

fatigue or compassion satisfaction parents)
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Inclusion criteria

Exclusion criteria

(e.g. PROQOL or The Compassion

Scale).

e Factors related to compassion levels.

Study design

¢ Quantitative empirical research

e Any study design where baseline or
observational mean or median
compassion scores are provided

e Published in a peer reviewed article

Where measures only of related
concepts (e.g. burnout or secondary
traumatic stress) are used without
reference to a score of compassion,
compassion fatigue or compassion

satisfaction.

Qualitative studies

Book Chapters

Reviews

Background articles

Study protocols

Conference abstracts, presentations or
posters

Unpublished research

Search strategy

Search terms were developed using the PICOS framework as a guide. Three groups of

terms were used to capture the key areas of interest: (1) Healthcare workers, (2) Working in

maternity care, (3) Compassion. Subject headings were used to aid the search where databases

allowed this function. Full search terms are available in Accompanying Material A.

Information sources

Searches were performed via Pubmed, Web of Science, CINAHL, Embase, Medline

and PsycInfo on the 11" November 2024. There was no specified date range for the searches.
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Following review of full texts, hand searching of references was carried out to identify any

further papers for inclusion.
Selection process

Screening of search returns was carried out using Rayyan (Ouzzani et al., 2016). A
total of 2,656 documents were returned via initial searches, following removal of duplicates,
1301 documents were included for title and abstract screening. All titles and abstracts were
screened by one reviewer, with a second reviewer (a trainee clinical psychologist) blind
screening 10% independently. Where there were any discrepancies, it was agreed that these
would be resolved by discussion and, following this, if just one reviewer felt a paper should

be brought forward to full text review, this would be included.

At full text review, all texts were screened by one reviewer, with a second reviewer
screening 10% of texts. Where there were discrepancies, a third reviewer (supervisor and
associate professor in clinical psychology) was available to support reaching a consensus. An
overview of each stage of screening can be found within the PRISMA flow chart in Figure 1

(Page et al., 2021)
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Identification of studies via databases and registers
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Identification of studies via other methods

Records removed before
screening:

Duplicate records removed
(k = 1,355)

Records marked as ineligible
by automation tools (k =0 )
Records removed for other
reasons (k=0)

Records identified from:
Reference searching (k = 0)

Records excluded**
(k=1,242)

Reports not retrieved
(k=0)

Reports sought for retrieval

Reports excluded (k= 33):
Review (k = 4)

No maternity/obstetric
professionals (k =6 )

Poster presentation/ conference
abstract (k =19)

Wrong outcome measure (k = 2)
Paper retracted by journal (k = 1)
Data for midwives requested but
not provided (k = 1)

(k=0)
!

Reports assessed for eligibility
(k=0)
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Figure S1

PRISMA flowchart of screening process for studies included in review

Data Collection

\4

Reports excluded:
Reason 1 (k = 0)
Reason 2 (k = 0)
Reason 3 (k = 0)
etc.

Data extraction was completed by a single reviewer, extracted study characteristics are

summarised in Table S2.

Quality and risk of bias assessment

Quality assessment was completed by one reviewer, using the QualSyst appraisal tool

(Kmet et al., 2004). This tool was considered appropriate as it is possible to quality assess

studies with various methodologies. For quantitative studies, the QualSyst consists of 14

items, to be scored as follows: ‘yes’ =2, ‘partially’ = 1, ‘no’ = 0. On occasions where items

were not relevant to an individual study’s design (for example, Item 5 ‘If interventional and

random allocation was possible, was it described’ as irrelevant for observational studies)

criterion were marked not applicable and no score was given, these items were then not
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included in calculation of overall score. Overall quality scores on the QualSyst range from 0-
1, scores were calculated by dividing the total score given by the maximum possible score.
Qualitative descriptors of quality were assigned to studies scores using cut-offs suggested by
Lee et al. (2005): Strong ( >0.80), Good (0.71-0.80), Adequate (0.50-0.70) or Limited

(<0.50). Scores and qualitative descriptors for included studies can be found in Table S2.
Effect measures

For the meta-analysis, raw mean scores for CS, BO and STS from the ProQoL were

the included effect measures.
Synthesis methods

RStudio was used to conduct analysis, using the ‘metamean’ function from the ‘meta’
package for random effects models provide pooled means and 95% confidence intervals for
CS, BO and STS. A random effects model was chosen to account for variability in true effect
sizes across study samples. Between-study variance was measured using the restricted
maximum likelihood method and Hartung-Knapp adjustments were applied to confidence

intervals. Heterogeneity of effect sizes was assessed using I°.

Due to heterogeneity in methodological approaches across included papers, for
example, different statistical analysis methods, different groupings of variables and
inconsistent reporting of results, findings related to factors associated with compassion

concepts were synthesized narratively.
Reporting bias assessment

Publication bias was conducted using Egger’s test, alongside visual inspection of

funnel plots.
Certainty assessment

Leave-one-out influence analysis, including visual plots of influence statistics, was

carried out to assess for any studies having an influence over the pooled mean results.
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Table S2
Study Characteristics summary
Reference Country Population Sample Study design Compassion Qualsyst score
size related (Descriptor)
measure
Ak et al. Turkey Midwives 181 Cross-sectional, The 0.91 (strong)
(2021) working in single time point Compassion
delivery online Scale
rooms questionnaire (Turkish
completion version)
Allen et al., Australia Obstetrics 23 Comparative ProQOL 0.91 (strong)
2017 and study evaluating version 5
gynaecology effectiveness of
doctors wellbeing



TRAUMA AND COMPASSION IN PERINATAL SERVICES

41

Reference Country Population Sample Study design Compassion Qualsyst score
size related (Descriptor)
measure
intervention.
Median baseline
scores provided
Angeby et al., Sweden Midwives on Compassion Cross sectional, ProQOL 1 (strong)
2022 labour wards satisfaction questionnaire modified
291, version
Compassion (based on
fatigue 290 Heritage et

al) Swedish

version
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Reference Country Population Sample Study design Compassion Qualsyst score
size related (Descriptor)
measure
Aydin Dogan Turkey Midwives 310 Correlational, Compassion 1 (strong)
et al., 2023 working in cross sectional, fatigue short
Turkey single time point, scale
google form
questionnaires
Bak- Poland Midwives, 31 Cross-sectional, ProQOLS5 0.95 (strong)
Sosnowska et Nurses, single time point (Polish
al., 2021 Doctors with comparison translation)

a minimum

of 1 year of

between staff
groups. Paper

questionnaires
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Reference Country Population Sample Study design Compassion Qualsyst score
size related (Descriptor)
measure
professional
experience
Beaumont et England Student 103 Cross sectional Compassion 0.95 (strong)
al., 2016 Midwives quantitative for others
survey scale,
ProQOL 5
Cankaya & Turkey Maternity 266 Cross sectional, ProQOL R- 1 (strong)
Dikmen, 2020 nurses and survey v

midwives
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Reference Country Population Sample Study design Compassion Qualsyst score
size related (Descriptor)
measure
Cohen et al., Israel Professional 93 Cross sectional, ProQOLS5 0.91 (strong)
2017 midwives correlational.
Included
qualitative data of
descriptions of
traumatic events
Dirik et al., Turkey Obstetricians 107 Cross sectional, Compassion 0.91 (strong)
2021 and survey fatigue-short
gynecologists scale

in public and
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Reference Country Population Sample Study design Compassion Qualsyst score
size related (Descriptor)
measure
private
hospitals
Dobrina et al., Italy Midwives 48 quasi ProQOLS5 0.89 (strong)
2023 and allied experimental Italian
health before-after version
professionals intervention
working in study. Provides

maternal and

child health

median pre
Interventionscores
for CS, BO and

STS
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Reference Country Population Sample Study design Compassion Qualsyst score
size related (Descriptor)
measure

Ergin et al., Turkey 80 midwives 80 Cross sectional The 0.91 (strong)
2020 who actively compassion

work in the scale

delivery (turkish

rooms version)
Guzzon et al., Italy Midwives 286 Cross sectional, ProQOLS5 1 (strong)
2024 convenience Italian

enrollment, version

google forms

questionnaire
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Reference Country Population Sample Study design Compassion Qualsyst score
size related (Descriptor)
measure

Hajiesmaello Iran Midwives 380 Cross-sectional, ProQOLS5 1 (strong)

et al. (2022) with an single time point Persian
academic online version
midwifery questionnaire
qualification, completion
who have
worked a

minimum of
1 year in
prenatal care

or labour and
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Reference Country Population Sample Study design Compassion Qualsyst score
size related (Descriptor)
measure
childbirth
services
Katsantoni et Greece Maternity 121 Cross sectional, ProQOL-IV 0.95 (strong)
al., 2019 and self administered Greek
gynaecology questionnaire translation
care
providers
(registered
nurses,

midwives
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Reference Country Population Sample Study design Compassion Qualsyst score
size related (Descriptor)
measure
and assistant
nurses)
Mashego et South Nurses with 83 Cross sectional ProQOL R- 0.86 (strong)
al., 2016 Africa 2-5+ years of v
experience in
maternity
wards
Mizuno et al., Japan Nurses and 255 Cross sectional ProQOLS5 0.95 (strong)
2013 midwives survey Japanese
working in version
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Reference Country Population Sample Study design Compassion Qualsyst score
size related (Descriptor)
measure

abortion and
childbirth

services

Muliira & Uganda Officially 224 Cross sectional ProQOLS5 0.91 (strong)
Ssendikadiwa, registered
2016 Midwife by

the Uganda

Nurses and

Midwives

Council,

directly

involved in
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Reference

Country

Population Sample

size

Study design Compassion
related

measure

Qualsyst score

(Descriptor)

O'Riordan et

al., 2020

Ireland

maternal
health care
services
offered at the
Health

Centres

Midwives 40
and doctors

in training

working in

obstetrics

Pilot pre and post ProQOLS
intervention

study, reports pre

intervention cross

sectional data

0.91 (strong)
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Reference Country Population Sample Study design Compassion Qualsyst score
size related (Descriptor)
measure
and
gynaecology
Quetal., China Midwives 206 Cross sectional ProQOL R- 1 (strong)
2022 who are multi centre IV chinese
registered survey version
nurses
working in
the delivery
room for at

least 1 year
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Reference Country Population Sample Study design Compassion Qualsyst score
size related (Descriptor)
measure
Rahman et al., America Community 75 Cross sectional, ProQOLS5 0.94 (strong)
2023 healthcare qualtrics survey
workers
working in

maternal and

infant

services
Ross et al., United Home 75 Cross sectional, ProQOLS 0.91 (strong)
2023 states of visitors in online survey

america maternal
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Reference Country Population Sample Study design Compassion Qualsyst score
size related (Descriptor)
measure
infant and

child services

Segal & Israel Active 191 Cross sectional, ProQOLS5 1 (strong)
Kagan, 2023 midwives self administered Hebrew
questionnaire version

Wallbank, UK Midwives 15 Intervention ProQOLS5 0.65 (adequate)
2010 and doctors study. Pre and

working in post measures

obstetrics completed for

and control group and

gynaecology treatment group.
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Reference Country Population Sample Study design Compassion Qualsyst score
size related (Descriptor)
measure
Pre intervention
scores reported
Wang et al., China (1) working 311 Cross sectional, ProQOLS5 1 (strong)
2023 registered convenience chinese
nurses sampling, mobile version
(midwives phone
should hold a questionnaire

maternal and
child health
certificate);

(2) more than
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Reference Country Population Sample Study design Compassion Qualsyst score
size related (Descriptor)
measure
1 year of
work
experience.
Xu et al., United Labour and 165 Mixed methods. ProQOLS5 0.95 (strong)
2023 States of delivery Crossectional
America clinicians online
questionnaires.
Telephone

interviews for
Qualitative

information
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Reference Country Population Sample Study design Compassion Qualsyst score
size related (Descriptor)

measure

Yilmaz- Turkey Active 119 Descriptive cross The 0.95 (strong)

Esencan et al., employee sectional, face to compassion

2022 midwives face interview scale
(turkish

version)
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Results

In total, 26 studies were included in the review (Table S2). Turkey was the most
common country (n=6, 23.08%), followed by America (n=3, 11.54%), China (n=2, 7.69%),
Israel (n=2, 7.69%), Italy (n=2, 7.69%), the United Kingdon (n=2, 7.69%), Australia (n=1,
3.85%), Greece (n=1, 3.85%), Iran (n=1, 3.85%), Ireland (n=1, 3.85%), Japan (n=1, 3.85%),
Poland (n=1, 3.85%), South Africa (n=1, 3.85%), Sweden (n=1, 3.85%), and Uganda (n=1,

3.85%). Publication dates ranged between 2010 and 2024.
Compassion domains measured

Of the 26 studies that met the inclusion criteria, four used a measure of overall
compassion for others. Three of these were Turkish studies using the Turkish version of The
Compassion for Others Scale (Akin, Aksoy, et al., 2021; Ergin, Ozcan, et al., 2020; Yilmaz-
Esencan et al., 2022), and one was an English study using the original version of the same

scale (Beaumont et al., 2016; Pommier et al., 2020).

Two studies used the Compassion Fatigue Short scale (Adams et al., 2006; Aydin
Dogan et al., 2023; Dirik et al., 2021). The most common measure used was the ProQoL, used

by 21 studies (Stamm, 2005).
Meta-analysis of compassion satisfaction, burnout and secondary traumatic stress

Of the 21 who used the ProQol, a total of 16 studies reported mean and standard
deviation scores for subscales on versions IV, R-IV or 5 or the measure. Four studies did not
report means and standard deviations so were not included in the meta-analysis (Allen et al.,
2017; Dobrina et al., 2023; Guzzon et al., 2024; Segal & Kagan, 2023). One study (Angeby et
al., 2022) used an adapted version of the ProQol, based on recommendations by Heritage et
al. (2018) which results in different subscales, as such this study was not included in the meta-
analysis. One study (Muliira & Ssendikadiwa, 2016) calculated a mean of item responses
rather than a total summed score for CS, as such, this study was not included in the meta-

analysis for CS, but was included for BO and STS as typical scoring had been used.
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Compassion satisfaction

The pooled mean CS score was 37.57 (95% CI: 35.05-40.09) (Figure S2). According
to cut-off scores provided by Stamm (2010)a score of 37.57 would be classified as a

‘moderate’ level of CS.

Burnout

The pooled mean BO score was 23.94 (95% CI: 20.65-27.24) (Figure S3). According
to cut-off scores provided by Stamm (2010) a score of 23.94 would be classified as a

‘moderate’ level of BO.

Secondary Traumatic Stress

The pooled mean STS score was 21.15 (95% CI: 18.98-23.32) (Figure S4). According

to cut-off scores provided by Stamm (2010) a score of 21.15 would be classified as a ‘low’

level of STS.
Mean Mean

Study Mean SD Total Weight IV, Random, 95% CI IV, Random, 95% CI
BakOSosnowska etal 2312 56200 31 62% 2312[21.14;2510] -
Hajiesmaello et al 11.93 42000 380 63% 11.93[11.51,12.35]
Wallbank 2391 69100 15 58% 23.91[20.41; 27 41] —
Wang et al 2611 37000 311 63% 26.11[25.70; 26.52] ’
Qu et al 2430 49990 206 6.3% 24.30[23.62,24.98] ,
Rahman et al 21.29 53000 75 63% 21.29[20.09; 2249 =i
Beaumant et al 2290 48000 103 63% 2290[2197;2383] =
Katsantoni et al 1958 44900 121 63% 1958[18.78; 20.38]
Muliira & Ssendikadiwa 3690 62200 224 63% 3690[36.09; 37.71] §
O'Riaordan et al 2580 76900 40 61% 2580[2342;2818] HEE—
Cohen et al 1323 48500 93 63% 1323[1224,1422] =
Xuetal 2410 6.1000 165 6.3% 2410[23.17,25.03] |
Ross et al 2177 53700 75 6.3% 21.77[20.55;22.99] ™
Cankaya & Dikmen 3065 8.1600 266 6.3% 3065[29.67,31.63] =
Mashego et al 30.70 53000 83 6.3% 30.70[29.56; 31.84] .
Mizuno et al 26.90 53000 255 6.3% 26.90[26.25; 27.59]
Total (95% CI) 2443 100.0% 23.95[20.65; 27.24] -

Heterogeneity: Tau® = 37.9484: Chi® = 4986 51, df = 15 (P = 0); P = 99.7% ! ! ! !
15 20 25 30 35

Figure S2

Pooled mean scores for compassion satisfaction subscale
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Mean Mean
Study Mean SD Total Weight IV, Random, 95% CI IV, Random, 95% CI
BakOSosnowska etal 38.06 59500 31 6.5% 38.06[3597;40.15] —
Hajiesmaello et al 4178 58800 380 68% 41.78[41.19; 4237 =
Wallbank 37.36 69200 15 5H9% 37.36[33.86; 40.86) —
Wang et al 3075 75300 311 68% 3075[2991,3159 ==
Qu et al 3482 76150 206 6.8% 34.82[3378; 35.86] |
Rahman et al 4133 63600 75 67% 41.33[39.89; 4277 —h—
Beaumaont et al 41.60 46000 103 68% 41.60[40.71;42.49) i =
Katsantoni et al 30.38 74700 121 67% 30.38[29.05 3171 =
(O'Riordan et al 4140 39100 40 67% 41.40[40.19;4261] .
Cohen et al 4310 6.0000 93 67% 43.10[41.88; 44.32) N
Xu et al 4040 6.0000 165 68% 4040[39.48;41.32) L
Ross et al 4081 7.0100 75 66% 40.81[39.22;42.40) P
Cankaya & Dikmen 3034 88700 266 6.8% 3034[2927;3141]
Mashego et al 3790 88000 83 66% 37.90[36.01;39.79) —
Mizuno et al 3360 68000 255 68% 3360[32.77;3443) - ;
Total (95% CI) 2219 100.0% 37.57 [35.05; 40.09] —— e

Heterogeneity: Tau® = 20.3768: Chi- = 1127.38, df = 14 (P < 0.0001): F=988% ' ' I T T T T 1
30 32 34 36 38 40 42 44

Figure S3

Pooled mean scores for burnout subscale

Mean Mean
Study Mean 5D Total Weight IV, Random, 95% CI IV, Random, 95% CI
BakOSosnowska etal 23.35 6.0000 31 6.0% 23.35[21.24; 2546] ——
Hajiesmaello et al 2434 50900 380 64% 24.34[23.83;2485]
Wallbank 16.49 36000 15 61% 16.49[14.62; 18.36] N
Wang et al 2392 50900 311 64% 2392[23.35;24.49]
Qu et al 2148 52370 206 64% 21.48[20.75; 22.20] ,
Rahman et al 1776 68800 75 62% 17.76[16.20; 19.32] -
Beaumont et al 21.80 51000 103 63% 21.80[2082;22.78] -
Katsantoni et al 1961 74500 121 6.3% 19.61[18.25; 20.94] e
Muliira & Ssendikadiwa 2290 6.6900 224 64% 2290[22.02;23.78] P
O'Riordan et al 18.80 47100 40 62% 18.80[17.34; 20.26] -
Cohen et al 1260 66000 93 62% 1260[11.26,1394]
Xuetal 2360 7.0000 165 63% 2360[2253;2467] B
Ross et al 2076 82300 75 61% 2076[18.90;2262] N
Cankaya & Dikmen 1865 85500 266 6.3% 18.65[17.62; 19.68] = i
Mashego et al 31.10 89000 83 61% 31.10[29.19;33.01] =
Mizuno et al 2130 55000 255 64% 21.30[2062;21.98]
Total (95% CI) 2443 100.0% 21.15[18.98; 23.32] .ot

Heterogeneity: Tau® = 15.9092; Chi® = 554 52, df = 15 (P < 0.0001); > = 97.3% ! ! ! !
15 20 25 30

Figure S4

Pooled mean scores for secondary traumatic stress subscale
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Sensitivity analysis

Leave-one-out influence analyses were carried out for CS, BO and STS
(Accompanying Material B). For CS, the smallest effect size was 37.17 (95% CI = 34.60-
39.74, I>= 99%) and the highest was 38.09 (95% CI = 35.65-40.54, I>= 99%). For BO, the
smallest effect size was 23.07 (95% CI = 18.73-22.31, I>= 100%) and the highest was 24.76
(95% CI =19.80-23.65, I>= 99%). For STS, the smallest effect size was 20.52 (95% CI =

18.73-22.31, I?= 97%) and the highest was 21.72 (95% CI = 19.80-23.65, 1> = 96%).

In addition, no influential studies were identified in visual plots of influence statistics
(standardized residuals, DFFITS values, Cook’s Distance, Covariance ratio, leave-one-out >

and Q values, hat value and study weights) for CS, BO or STS (Accompanying Material C).

Visual inspection of funnel plots (Accompanying Material D) suggested possible
asymmetry for CS and STS. Results of Egger’s test of publication bias did not suggest
significant asymmetry, providing no strong evidence of publication bias (Table S3). It should
be noted that, given high levels of heterogeneity, tests of publication bias should be

interpreted with caution (Harrer et al., 2021).

Table S3

Results of Egger’s test of publication bias for each subtest of the ProQOL

Intercept 1 p
Compassion -2.026 -0.30 0.766
Satisfaction
Burnout 9.190 0.91 0.377
Secondary -6.251 -1.85 0.087

Traumatic Stress
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Narrative Synthesis of Factors Related to Compassion, Compassion Satisfaction and

Compassion Fatigue

To allow for meaningful synthesis of data, it was agreed by the research team that
variables that were included in four or more studies would be included in the narrative
synthesis of factors related to compassion, CS and CF. A summary count of related factors
measured across all included studies can be found in Accompanying Material E. Related

factors are grouped into ‘individual factors’ and ‘workplace factors’ for narrative synthesis.

Individual factors

b

Individual factors assessed in four or more studies were ‘years worked’, ‘age’,
‘education’, ‘marital status’ and ‘physical health’ of the professional. Results are summarized

in Accompanying Material F.

Years worked

The number of years working in healthcare was analyzed in 16 studies, a majority of
which found no significant relationship between years worked and compassion-related
variables. Where significant results were found, these suggest the impact of years working is
seen specifically in higher BO levels on the ProQoL (Cohen et al., 2017; Dirik et al., 2021)
and indifference levels on the Compassion Scale (Akin, Aksoy, et al., 2021; Ergin, et al.,
2020) these subscales both measure levels of emotional attachment to the work. However,
given inconsistent results throughout, it is not possible to draw meaningful conclusions, this
may be due to potential confounding variables such as level of education, seniority and

number of traumatic events witnessed.

Age

The impact of age was assessed by 14 studies, a majority found no significant

relationship between age and compassion related variables. Where significant results were



TRAUMA AND COMPASSION IN PERINATAL SERVICES 64
found, these provide mixed and inconsistent findings, whilst there was some evidence of a
relationship between age and compassion and CS (Akin, Aksoy, et al., 2021; Ergin, et al.,
2020; Hajiesmaello et al., 2022; Rahman et al., 2023a) a lack of controlling for confounding
variables (such as years in profession, physical health, education and seniority) and lack of
reporting of post-hoc tests to provide further detail mean it is difficult to draw meaningful

conclusions.

Education

10 studies analysed the impact of education. Whilst there is some evidence that those
with lower education levels, or who had more recently left education, show higher
compassion satisfaction and lower burnout (Guzzon et al., 2024; Hajiesmaello et al., 2022;
Muliira & Ssendikadiwa, 2016; Qu et al., 2022; Wang et al., 2023) the absence of reporting
post-hoc analysis in several studies mean it is difficult to draw conclusions regarding the full

nature of the relationship between education and compassion related variables.

Marital Status

Of the 10 studies which assessed the impact of marital status, a majority found no
significant relationship between marital status and compassion related variables. Where
significant results were found with regards to marital status, these are inconsistent or lacking
in detail regarding direction of relationship, as such meaningful conclusions cannot be drawn

(Akin, Aksoy, et al., 2021; Muliira & Ssendikadiwa, 2016; Yilmaz-Esencan et al., 2022).

Physical health of professional

Five studies assessed the impact of the professional’s personal physical health on CS,

CF, BO and STS. No studies explored the impact of physical health on compassion for others.

Results indicate that professionals’ physical health plays a role in compassion related
variables with levels poor physical health being positively related to CF and its subscales BO

and STS (Muliira & Ssendikadiwa, 2016; Qu et al., 2022; Rahman et al., 2023a; Wang et al.,
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2023). With regards to CS, the results are less conclusive, with just one study finding a
negative association with CS and poor physical health (Wang et al., 2023), all other studies

finding no significant effect.

Workplace factors

Workplace factors assessed in four or more studies were job satisfaction, shift
patterns, traumatic births experienced and average weekly hours, results are summarized in

Accompanying Material G.

Job satisfaction

Eight studies assessed the impact of job satisfaction. There was consistent evidence
across studies that general job satisfaction has a positive association with compassion related
variables, with higher job satisfaction being associated with greater overall CS, compassion,
kindness, mindfulness and lower BO, STS, separation and disengagement. Just one study
found no significant association between job satisfaction on burnout and three did not find a

relationship with STS.

Two studies further analysed specific aspects of job satisfaction using the Job
Satisfaction Survey (Spector, 1985). Rahman et al. (2024), found that higher satisfaction with
the nature of work, communication, contingent rewards, fringe benefits and pay, were
significantly related to lower BO. Higher satisfaction with fringe benefits and pay were
related to lower STS and higher satisfaction with the nature of work was associated with
higher CS. Ross et al. (2018) found similar results with regards to the relationship between
satisfaction with the nature of work and BO scores, but found that satisfaction with operating
conditions was negatively associated with BO and positively associated with CS and higher
satisfaction with contingent rewards was associated with higher CS. In combination, results
suggest that overall job satisfaction plays a part in compassion, however, more research into
specific elements of job satisfaction will help to further understand the nature of this

relationship.
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Shift patterns

Seven studies assessed relationship between shift type and compassion, results provide
evidence that the primary style of shift work plays a role in compassion related variables.
Having a ‘shift work’ pattern (working both days and nights) tended to have a negative impact
on compassion, shift work was associated with increased levels of CF, BO and STS and
reduced levels of overall compassion and the kindness subscale of compassion (Aydin Dogan
et al., 2023; Ergin, Ozcan, et al., 2020a; Qu et al., 2022). Working only day shifts was
associated with higher CS and reduced scores on the indifference subscale, when compared to
working only night shifts, and an increased number of night shifts was associated with lower
CS (Akin, Erkal Aksoy, et al., 2021; Wang et al., 2023). Two studies assessing the impact of
shift pattern did not find significant results, one of these was comparing rotating shifts to day
shifts only, and the other did not involve night shifts comparing evening shifts to morning

shifts or a mix of the two (Hajiesmaello et al., 2022; Segal & Kagan, 2023).
Traumatic births experienced

Six studies assessed the relationship between compassion and witnessing a traumatic
birth whilst working, all of which found significant results relating to the relationship between
a higher number of traumatic births experienced and domains of compassion. For overall
compassion levels, witnessing traumatic birth experiences was associated with reduced
compassion. When assessing subscales of the Compassion Scale, number of traumatic births
witnessed was positively associated with indifference in two studies and negatively associated
with kindness in one (Akin, Erkal Aksoy, et al., 2021; Ergin, Ozcan, et al., 2020). Significant
positive correlation between traumatic births experienced and BO was found in two studies
(Qu et al., 2022; Segal & Kagan, 2023). An increase in traumatic births was also associated
with an increase in STS scores in two studies (Katsantoni et al., 2019; Qu et al., 2022). In all,
results suggest that exposure to traumatic births is associated with midwives’ reduced ability

to provide compassionate care.
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Average weekly hours

67

Four studies investigated the impact of average weekly hours worked, two of which

yielded a significant negative association between average weekly hours and CS, one study in

China and another in America (Qu et al., 2022; Rahman et al., 2023b). However, two studies,

also in China and America, using similar categories for weekly hours found no significant

relationship between weekly hours worked and CS (Ross et al., 2018; Wang et al., 2023). No

studies reported significant relationships between weekly hours and Compassion or CF, BO

and STS.

Model of Compassion Fatigue (Coetzee & Laschinger, 2018)

Individual and workplace factors identified within the review can be conceptualized as

‘resources’, ‘patient demands’ and ‘resource appraisal’ when considering the Coetzee and

Resources
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An adaptation of the Model of Compassion Fatigue to include factors related to compassion, CS and CF in

the maternity and obstetric population (Coetzee & Laschinger, 2018)
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Laschinger model of Compassion Fatigue. Figure S5 provides an adaptation of the model to

the midwifery context, based on the results of this review.
Discussion

This review aimed to provide an estimate of the levels of CS and CF (including
subscales of BO and STS) in maternity and obstetric professionals and provide a synthesis of
current literature regarding factors related to compassion in this population. Pooled mean
ProQOL scores from the included studies suggest moderate CS and BO and low STS in this
population. A narrative synthesis of factors related to compassion was presented, identifying a

number of ‘Individual’ and ‘Workplace’ variables assessed in the literature.
Compassion Satisfaction, Compassion Fatigue and related factors

The pooled means from the meta-analyses suggest a pattern of moderate CS and BO
and low STS among the examined samples. Moderate CS and BO suggest a mix in feelings of
both gaining the positive reinforcement from providing care in the workplace, alongside also
feeling a sense of being overwhelmed or disconnected from work. Low STS scores suggest
that participants were not experiencing a significant level of negative symptoms related to
witnessing others’ trauma during their work. Stamm (2010) suggests that, when interpreting
the ProQoL subscale scores, a combination of high CS and moderate to low scores on the
subscales which relate to CF (BO and STS) is the most desirable pattern of results, suggesting
individuals who feel positive reinforcement from their work and do not have concerns on an
individual or organizational level with regards to their ability to do their work well. In cases
where there are high scores within CF subscales, and low scores for CS it is suggested that
individuals are overwhelmed and scared by work and feel they are unable to work effectively.
The pattern of results in the current study suggests that staff in maternity care experience both

positive and negative psychological impacts from their work.

It is possible that the combination of both moderate CS and BO scores reflects the

impact of the emotional intensity of the role, and potential for experiences at polar ends of
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emotional experiences, for example the positive connection and rewards come from healthy

births, alongside the potential for exposure to traumatic events and feelings of responsibility.
Low STS scores suggest that strategies to process and cope with exposure to trauma at work

are in place, this may be through personal coping skills or support via the workplace.

When compared to previous meta-analysis of ProQoL scores in registered nurses,
mental health nurses and oncology nurses (Lobo et al., 2024; Xie, Chen, et al., 2021; Xie,
Wang, et al., 2021) the pooled scores for maternity staff in the current review show a
consistent pattern to other staff groups, with levels of CS being the highest, followed by BO.
Scores from the current review show a ‘low’ level of STS based on cut-off scores, which is
similar to scores found in Mental Health Nurses, and lower than those found in general
registered nurses and oncology nurses. Across these reviews, maternity staff in the current
review show the highest pooled mean scores for CS and lowest for CF and BO (Stamm, 2010)

(See Accompanying Material F for summary table).

Compassion and related factors

With regards to factors related to CS, CF, BO and STS, the review provides mixed,
and at times, contradicting evidence across factors which could be grouped into personal and
workplace variables. The most consistent relationships across studies were found between
general physical health, job satisfaction, type of shift work and exposure to traumatic births.
Increased scores on CF and its related subscales were related to poorer self-rated physical
health, poorer job satisfaction mixed day-night shift work and a higher exposure to traumatic
births. Alternatively, CS was positively related to job satisfaction and with working solely day

shifts.

Although studies addressing compassion, rather than CS or CF, were included in the
review, only four studies measured compassion as a concept in its own right, with a majority
of papers using the ProQoL. Fernando III and Consedine (2014), argue that the focus on CS

and CF leads to a neglect in understanding compassion itself within the medical context. The
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results of this systematic review appear to support this argument, with a limited number of
quantitative studies addressing levels of compassion and factors associated with this in the

maternity and obstetrics population.

Where compassion was measured, studies found that increased overall job satisfaction
was associated with compassion for others. Conversely, a higher level of traumatic births
witnessed was associated with reduced compassion levels with increased scores on
indifference being shown. These results suggest that, in order to support professionals’ ability
to provide compassionate care, it may be beneficial to assess and address midwifery
professionals’ satisfaction in their job and provide support following traumatic events during

work.

With regards to the Transactional Model of Physician Compassion, this review
provides support for the influence of physician, clinical and environmental factors on
physician compassion. However, the evidence base does not yet provide support for the
impact of the more complex dynamic processes in play, such as intrapersonal dynamics, the
professional’s personal history, and any potential biases towards certain patient

characteristics, which may impact compassionate care on a situation-by-situation basis.

Application of the Model of Compassion Fatigue (Coetzee & Laschinger, 2018) within

midwifery

These results provide support for the use of aspects of the Coetzee and Laschinger
(2018) Model of Compassion Fatigue in understanding CS and CF in midwifery, in that
factors related to Compassion, CF and CS in this review can map into aspects of the model.
For example, general physical health would be an aspect of ‘condition resources’, the
inclusion of day-night shift work could deplete ‘energy resource’, and level of job satisfaction
is likely to be impacted by the level of resource overall and therefore relates to appraisal of
resources following a patient demand. The experience of traumatic births could be

conceptualized under the ‘patient demand’ domain, which, in cases of limited resource, would
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be appraised as a threat and in turn increase compassion stress. If this pattern persisted (e.g. a
higher number of traumatic births witnessed with no change in resource) the model would

anticipate development of CF (Coetzee & Laschinger, 2018).

Whilst the related factors identified in this review fit within this model, the review
does not provide support for the role of threat perception, empathy, self-reflection, personal
distress or positive and negative feedback on compassion in maternity care. Further research
concerning these vairiables is needed to fully understand the applicability of this model to
maternity and obstetric settings and provide a clearer understanding of how intrapersonal and

situational factors influence the provision of compassionate care in maternity settings.
Strengths and limitations

This review provides the first systematic review of research into compassion in
maternity and obstetric care to our knowledge. Given that compassion is emphasized across
guidelines for maternity care, a review of the current literature is key in further understanding
this phenomenon and supporting understanding of how best to facilitate compassionate care
within this population. The review also identifies key gaps in literature, for example, the lack
of studies examining compassion as a core concept, rather than CS and CF, and limited
insight into the impact of key contributing factors in models of compassionate care, such as

intrapersonal and interpersonal factors.

The cross-sectional nature of studies included in this review should be acknowledged
when interpreting results, it is not possible to infer causality from related factors in these
cases. However, the identification of related factors is helpful clinically regardless, as this
helps to identify factors and characteristics to be aware of when supporting maternity staff to

help consider when further support may be needed.

It is also important to consider concerns regarding the psychometric properties of the
ProQOL and the conceptual issues with CS and CF, and these should be held in mind when

interpreting results. Non-meta-analytic synthesis of data regarding factors related to
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compassion levels was limited due to inadequate reporting of analytic results, and variability
in analysis methods of these variables. In particular, it was not suitable to calculate a common
effect size across studies. Due to the considerable heterogeneity in designs, group
categorizations, measures, statistical analysis methods and reporting, comparison of common
effect size in this case would have been misleading. As a result, a narrative synthesis was
presented with preliminary conclusions to avoid overgeneralization from heterogeneous
findings. Future research should aim to use standardized measures, consistently defined
groups and comprehensive reporting of statistics (e.g., including results of post hoc tests to
identify which groups differ from each other following a significant omnibus test) with

regards to factors related to compassion, to allow for more robust synthesis in future.

Whilst the inclusion of a second reviewer improved reliability and accuracy during the
screening phase of this review, double rating was not carried out at the quality assessment

stage which could have further improved reliability.
Clinical implications and future research

Given the association between witnessing traumatic births and the provision of
compassionate care, CS and CF, it is important to provide support for professionals following
witnessing these events. The Model of Compassion Fatigue would suggest that support which
increases or replenishes resources (including object, condition, personal and energy)
following a traumatic birth would support staff moving forward in their ability to provide
compassionate care. This may be in the form of structured debriefs, consideration of shift

patterns, or increasing opportunities for peer support and reflection.

In addition, gaining an understanding of and addressing a team’s overall job
satisfaction, and factors which are increasing or decreasing job satisfaction, may be helpful in
supporting compassionate care. Interventions that encompass a holistic approach to wellbeing
including psychological and physical health alongside team functioning could improve

provision of compassionate care.
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Future research should aim to address the gap in the literature regarding compassion
itself, rather than related concepts of CS and CF. The current review identified four studies
using The Compassion Scale, to assess compassion for others, however, to our knowledge,
there is no scale targeting compassion specifically in maternity professionals. Given the
unique professional environment of midwifery, and the consistent mention of compassionate
care in maternity care guidelines, the development of a standardized scale for compassion
within this context may be beneficial in allowing future research to present a clear picture of

compassionate care in maternity services.
Conclusions

The findings of this review suggest that levels of CS and CF within maternity care are
relatively similar to other nursing populations. However, maternity staff who have poor
physical health, poor job satisfaction, work mixed shifts or witness a higher number of
traumatic births may be more likely to report relatively lower compassion or experience CF.
As such it is important to be mindful of the overall wellbeing of maternity team members,

particularly those who work mixed shifts or have witnessed multiple traumatic births.
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3 — How do mothers’ experiences of interactions with NHS staff during psychological
birth trauma impact support seeking and interactions with NHS professionals following

the traumatic birth event?

Abstract

Negative interactions with professionals during birth can be a contributing factor to a
psychologically traumatic birth experience. Despite attempts to improve maternity services,
women are still being impacted by negative interactions with professionals during birth, as
such, it is important that support for Perinatal Mental Health (PMH) is available and
accessible to those who need it. Research suggests that interpersonal trauma can lead to
reduced trust in others, and impact interpersonal skills, both of which are key in help seeking.
As such, the impact of interpersonal trauma may add further complexity to interpersonal
interactions within help seeking following traumatic births. The current study aimed to further
understand how mothers’ experiences of interactions with NHS staff during psychological
birth trauma impact support seeking following the traumatic birth event, as well as exploring
whether future interactions can facilitate or interfere with help seeking following the birth.
Semi-structured interviews were conducted with 15 participants who had experienced a
psychologically traumatic birth. Interview transcripts were analysed using reflexive thematic
analysis, five themes and subthemes were generated; 1) Help seeking as a battle (1a.
retreating to protect, 1b. Finding the power to fight, 1¢. Gathering reinforcements) , 2) ‘The
machine is still a machine’, 3) Women’s wellbeing should be fundamental to maternity and
perinatal care, 4) Compassion is key (4a. acknowledgement of distress, 4b. Commitment to
relieve distress), 5) Specialist psychological support is needed. Participants shared that their
experiences of interactions during birth had an impact on their help seeking behaviors
following, including developing strategies to feel safety within the NHS and distancing
themselves from NHS support. Aspects of care which support help seeking, such as
acknowledgment of mistakes and genuine, caring attempts to prioritize women’s wellbeing

were identified. The research highlights the importance of interpersonal interactions across
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maternity and perinatal services, and the need to acknowledge the potential interpersonal
trauma experienced during birth and make attempts to rebuild trust and support help seeking

with this in mind.

Introduction

Perinatal mental health

Estimates for the prevalence of mental health difficulties within the perinatal period,
during pregnancy and the year after birth, range between one in ten to one in four women
globally, with actual rates likely varying due to limited availability of data and reliance on
self-disclosure of difficulties (Masefield et al., 2023). Mental health difficulties during this
period of time can have widespread effects on the mother, the wider family and on the
systems around the family. Mothers may experience anxiety, depression, psychosis or Post
Traumatic Stress Disorder (PTSD) during the perinatal period (Cook et al., 2018; O'Hara &
Wisner, 2014) and the impact of these difficulties can be seen in maternal mortality rates
(Howard & Khalifeh, 2020). Parental relationships can also be impacted, increasing the strain
experienced within the relationship (Delicate et al., 2018). As well as impacting the wellbeing
of the parents, PMH difficulties have been associated with changes in infant development;
including difficulties with mother-child bonding, delays in developmental milestones and
differences in cognitive functioning (Hoffman et al., 2017; Simpson & Catling, 2016). On a
wider systems level, the longer-term impacts of Perinatal Mental Health (PMH) difficulties,
specifically perinatal depression and anxiety, have been estimated to cost the United Kingdom
£6.6 billion annually, with much of these costs being covered by the NHS or social services

(Bauer et al., 2016).

Traumatic birth experiences

A traumatic birth can be defined as an emotionally distressing childbirth causing
ongoing distress and can be associated with increased anxiety, depression and PTSD

symptoms in the perinatal period (Bell et al., 2016; Delicate & Ayers, 2023; Ertan et al.,
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2021; Giirber et al., 2017; Simpson & Catling, 2016). In qualitative explorations of women’s
experiences of birth trauma, women report feeling invalidated and unheard, experiencing a
lack of compassion and in some cases violence from professionals, these interactions lead to
reduced feelings of safety. Women highlight that their care experience, and interactions with
professionals, can be key contributors to the distress experienced during birth, and PTSD
responses following, irrespective of whether the birth would be classed as a medical trauma
(Lyndon et al., 2018; Reed et al., 2017; Simpson & Catling, 2016; Watson et al., 2021). The
impact of perceived support during labour has also been assessed using quantitative measures;
in a prospective longitudinal study recruiting from NHS maternity clinics in the United
Kingdom, lower rated support during birth was associated with increased PTSD symptoms at
3 weeks and 3 months post-partum in women who had a history of trauma prior to birth (Ford
& Ayers, 2011). Additionally, a prospective longitudinal study in Australia, which did not
control for prior trauma, found that mothers’ perception of inadequate intrapartum care was
associated with increased levels of trauma symptoms (Creedy et al., 2000). The diathesis
stress model of birth related PTSD includes a lack of support from staff during birth as a birth
related risk factor to developing PTSD, alongside subjective birth experience, having an

operative birth and dissociation during birth (Ayers et al., 2016).
Maternity and perinatal service context

In the past decade, several policies have been released with the goal of improving care
within the antenatal and perinatal periods. The 5 Year Forward View made a commitment to
increase the number of women provided specialist mental health support within the perinatal
period (NHS England, 2014). The NHS Long Term Plan was released in 2019, this plan
involved investments into PMH services, with a view to improving families’ access to support
during this period (NHS England, 2019). The implementation of the Maternity
Transformation Programme suggests improvement of the birth experience through
personalised care and support planning (NHS England, 2023). However, despite continued

attempts to improve care within the perinatal period, a parliamentary enquiry suggests that
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women accessing maternity and perinatal services are still experiencing poor interactions with

professionals within NHS services, which have contributed to their trauma (APPG, 2024).
Help seeking in the perinatal period

Given the potential long term impacts of poor PMH, it is important for women with
PMH difficulties to access specialist mental health support to improve outcomes during the
perinatal period, however, the literature suggests that women do not always seek support or
acknowledge their distress (Lavender et al., 2016; Slade et al., 2021). As such, a greater
understanding of barriers and facilitators to help seeking in the perinatal period is crucial in

ensuring PMH support is reaching those who need it.

The Health Belief Model (HBM) provides a framework for health related help-seeking
which can be applied to mental health settings (Henshaw & Freedman-Doan, 2009;
Rosenstock et al., 1988). The model suggests that individuals are more likely to help-seek
based on six factors; receiving prompts towards help, alongside beliefs that they have a high
chance of being impacted by the problem, believing the impact of the problem would be
severe, believing they would benefit from the help offered, limited perceived or actual barriers
or costs to engaging in help seeking and confidence in their own ability to succeed and engage

with the help.

Whilst families are offered routine appointments with midwives and health visitors to
check in on the wellbeing of mother and baby, not all women are receiving onward referrals
to specialist mental health support when required (NHS England, 2020; Webb, Uddin, et al.,
2023). Routine midwifery and health visitor appointments could act as prompts towards help
which the HBM suggests would facilitate help-seeking. However, qualitative research
suggests that there are perceived barriers to accessing or asking for support, including
concerns around service capacity, worries about stigma and a lack of trust in professionals

(Jones, 2019; Rice et al., 2022).
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The MATRIx models provide frameworks to further understand processes involved
when accessing PMH support, based on two systematic reviews of the literature into barriers
and facilitators of implementing PMH care and women seeking support to access this care.
The Barriers to Perinatal Mental Healthcare MATRIx model outlines barriers to support
within individual, health professional, interpersonal, management, commissioner, government
and societal categories, acknowledging the complexities of the systems that women need to
access to receive psychological support. The model acknowledges the impact of interpersonal
interactions, namely language barriers, and a lack of trust, open communication and shared
decision making. The model suggests that at the point of ‘deciding to consult’ around mental
health, a previous lack of open and honest communication between women and health

professionals can act as an interpersonal barrier (Webb, Ford, et al., 2023; Webb et al., 2024).

In the context of a psychologically traumatic birth, where interpersonal interactions
with NHS professionals are perceived as a contributing factor to the trauma, it may be that
further interactions with the NHS are triggering of distressing symptoms, further impacting
help seeking. Traumas where the actions of another person are involved and perceived to be
causing harm can be referred to as interpersonal trauma (Bell et al., 2019). Interpersonal
traumas have been associated with increased levels of PTSD symptoms, reduced levels of
trust in others, reduced self-compassion and difficulties with interpersonal skills (Bell et al.,
2019; Bistricky et al., 2017; Thomas et al., 2021). In addition, core criteria of PTSD as set out
by the Diagnostic and Statistical Manual of Mental Disorders (DSM-5) include the presence
of emotional distress and/or physical reactivity after exposure to traumatic reminders and
avoidance of trauma related reminders (American Psychiatric Association, 2013). Trauma
related reminders can be exact matches to the trauma, or related stimuli, typically with a
sensory or emotive link to the traumatic experience (Ehlers et al., 2002). In addition,
avoidance of potential triggers is common in those who have experienced traumatic events.

Given the potential for a reduction in trust for others following interpersonal trauma,
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alongside the potential triggering stimuli of interacting with the NHS, individuals help

seeking behaviours via the NHS may be impacted following their birth.
Aims

Whilst the impact of interpersonal interactions during a traumatic birth is well
documented, as well as the influence of interpersonal interactions between women and
professionals at the point of accessing PMH support, the potential interplay between negative
interactions during birth and experiences of help seeking following is not yet well understood.
To date, there is no research exploring how women’s experiences of interactions with NHS
professionals during traumatic birth impact support seeking with NHS professionals following

the birth. As such, this study aimed to answer the following overarching question:

- How do mothers’ experiences of interactions with NHS staff during psychological
birth trauma impact support seeking/interactions with NHS professionals following the

traumatic birth event?
With further exploration of the following aspects:

- Are there aspects of interactions during and immediately after birth which

interrupt/facilitate support seeking in the months following birth?

- Can interactions with NHS professionals following the birth (e.g. health visitor

appts, health checks etc) support help seeking? If so, how?

Methods
Ethical considerations

Ethical approval for this study was granted by The University of Southampton Ethics
Committee (reference: 91352) and the London- Surrey Research Ethics Committee (REC
reference :24/L.0O/0810, IRAS project ID: 340679). Hampshire and Isle of Wight Healthcare

NHS Foundation Trust Local Research and Development team approvals were also granted.
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Fully informed consent was gained, participants were made aware that they could
withdraw at any point during the interview, and prior to anonymization of transcripts, see
Appendices C and D for participant information sheets and consent forms. Participants were
provided with a debriefing form following their interview, this form gave details of relevant

mental health support available (Appendix E).

Given the emotive nature of the interview topic, participants were offered a telephone
call with the interviewer prior to the interview to plan the interview process and environment
to be as supportive as possible of individual needs. Suggestions were made by the interviewer
regarding having a trusted person available around the time of the interview and considering
whether face-to-face or online was preferred. This also acted as an opportunity for the
interviewer and participant to meet, and it was hoped this would facilitate a trusted and open

interview environment.
Patient and Public Involvement

Patient and Public Involvement (PPI) was implemented throughout the study; the PPI
group consisted of two individuals who had previously experienced a traumatic birth. Both
individuals also had experience of working within a caring role professionally. Their
backgrounds as both previous patients and caring professionals enabled them to provide both

experiential and practical perspectives.

PPI contributors contributed to the design of the study, including development of
research questions, ethical considerations and development of participant materials. This
process ensured that the study remained relevant and meaningful to those it aims to support.
In addition, PPI supported the development of a psychologically safe method, supporting
decisions such as having the telephone call prior to the main interview and offering interviews

rather than focus groups.

During analysis, PPI contributors offered helpful insights into theme development,

interpretation and naming of themes. For example, when conceptualizing theme one and its
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subthemes, PPI emphasized the importance of changes in help-seeking being posed as active
choices made by participants to empower and protect themselves and their families, rather
than passive changes. This supported decision-making around the use of the metaphor of a

battle and the language chosen to name subthemes.
Participants and recruitment

Participants were 15 mothers who identified as having a psychologically traumatic
birth and were willing to talk about their experience, further demographic details can be found

in Table E1.

In line with recommendations from previous research, and discussion with our PPI
group, no fixed definition or measure was used to quantify a birth which qualified as
traumatic to ensure validation of participants experiences (Beck, 2004). To aid potential
participants in deciding whether to take part, they were provided with the following definition
as a guide; “an emotionally distressing childbirth causing ongoing distress” (Delicate &
Ayers, 2023). Participants had to have experienced their psychologically traumatic birth
between 6 months to 5 years ago, the lower limit allowed time for the event to be processed,
and the upper limit was deemed appropriate to allow accurate recall, as well as coinciding
with the implementation of the NHS long term plan (NHS England, 2019). All participants
had to have given birth within an NHS setting, as it is likely that experiences of private care

bring about different interactions and dynamics between families and professionals.

Cases where the baby spent time in Neonatal Intensive Care Units (NICU) or cases of
baby loss were excluded from the current study. This decision was deemed appropriate due to
these experiences being considered unique, in addition, there are specific bodies of research
targeting these experiences separately. Inclusion and exclusion criteria were developed and

approved by the PPI group.

Participants were recruited via online posters shared by The Birth Trauma

Association, Black Mothers Matter and by Hampshire and Isle of Wight Healthcare NHS
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Foundation Trust. Posters were shared on both public social media profiles, and private

mailing lists (Appendix F).

Participants were invited to email an expression of interest and were then sent an
initial confirmation of inclusion criteria as well as a demographic questionnaire via Qualtrics

(Appendix G).

Participants also answered ten items from the Trauma Screening Questionnaire (TSQ),
this questionnaire is a freely available validated screening measure for PTSD, recommended
by NICE guidelines. NICE suggests that individuals who score 6 or more positive responses
on this measure are at risk of having PTSD (Brewin et al., 2002; NICE, 2022). Given the
varying lengths of time since birth, and differing access to treatment for participants in the
current study, participants were asked, “Please answer the following questions in relation to
your experiences after your birth experience”, rather than the typical ratings of ‘at least twice
in the past week’. Given this adaptation and retrospective ratings provided, the TSQ was not
used as a screening measure for current PTSD i1n this study, rather it was used to gauge the
level of PTSD experienced following the birth to give an indication of the impact of birth

experience.

Participants were selected for interviews using purposive sampling, aiming for a
balance of age, ethnicity, level of qualification and support received, where the sample

allowed.
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Table E1

Participants demographic information

91

Characteristic N(%)
Age

20-24 1(6.67)
25-29 2(13.33)
30-34 5(33.33)
35-39 5(33.33)
40-44 2(13.33)
Ethnicity

English/Welsh/Scottish/Northern Irish/British 6(40)
White and Black African 2(13.33)
Indian 2(13.33)
African 2(13.33)
Caribbean 1(6.67)

White and Black Caribbean

1(6.67)
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Multiple ethnic background (Chinese, Jamaican, English) 1(6.67)

Highest level of qualification

NVQ Level 1, Foundation GNVQ, Basic Skills 1(6.67)

5+ O levels (passes)/CSEs (grade 1)/ GCSEs (grades A* -
(), School Certificate, 1 A level/ 2-3 AS levels/ VCEs, Higher 1(6.67)

Diploma

2+ A levels/VCEs, 4+ AS levels, Higher School Certificate,

3(20)
Progression/ Advanced Diploma
NVQ Level 3, Advanced GNVQ, City and Guilds
1(6.67)
Advanced Craft, ONC, OND, BTEC, RSA Advanced Diploma
Degree (e.g. BA, BSc) 5(33.33)
Higher degree (e.g. MA, PhD) 2(13.33)
NVQ level 4 - 5, HND, RSA Higher Diploma, BTEC
1(6.67)
Higher Level
Professional qualifications (e.g. teaching, nursing,
1(6.67)

accountancy)

Support received
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None

Formal therapy via the NHS

Discussions with NHS GP

Discussions with Health Visitor

Discussions with NHS midwife

Formal therapy via private organization

Formal therapy via charitable organization

Other private support

Other charitable support

Support via family

Support via friends

Other (‘multiple NHS Debriefs”)

TSQ Score

4(19.05)

3(14.29)

3(14.29)

2(9.52)

3(14.29)

1(4.76)

3(14.29)

1(4.76)

1(4.76)

93
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2 2(13.33)
3 1(6.67)
4 0

5 0

6 0

7 1(6.67)
8 5(33.33)
9 4(26.67)
10 2(13.33)

Interviews

An indicative topic guide (Accompanying Material G) was developed by the research
team consisting of three clinical psychologists, two of whom work within PMH, and a trainee

clinical psychologist. The topic guide for interview was also developed with the PPI group.

Semi-structured interviews were completed (all participants opted to complete these
via Microsoft Teams), open-ended questions were used throughout, to ensure participants
could provide in-depth answers. Towards the end of the interview, participants were also

offered the chance to add any further comments to encourage them to share the entirety of
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their experience (Leech, 2002). Interviews lasted between 32 and 85 minutes (Mean = 57

minutes).

Field notes were taken by the interviewer, and time was taken to reflect on each

interview following completion, using a reflexive log (Appendix H).

Interviews were recorded and transcribed using Microsoft Teams, transcripts were
checked for accuracy, formatted and pseudonymized by the interviewer. All identifiable

information, including hospital and staff names, was removed or pseudonymized.
Data analysis

Following transcription, interviews were entered into NVivo to support analysis.
Transcripts were then analysed using an inductive reflexive thematic analysis using the six
phases set out by Braun and Clarke (2006a) ensuring emphasis on the active and reflexive role
of the researcher throughout and using the stages as an iterative and flexible process to ensure
rich and reflexive analysis (Ahmed et al., 2025; Braun & Clarke, 2021b) . Phase one,
familiarization in the data was carried out through transcription of interviews, reading and
rereading of the data and reflection and recording of thoughts and ideas within reflexive log.
Phase two, coding, was carried out using NVivo, two rounds of inductive coding were
completed, refining codes throughout the process. Both semantic and latent codes were
created, and where relevant, multiple codes were attributed to the same segment of text. This
process was active and interpretive, shaped by the researchers influence, rather than
reliability-driven, as such, there was no use of predefined code books or coding reliability

processes (Braun & Clarke, 2021a, 2021Db).

Initial themes were then generated in phase three, and initial mapping of ideas and
theme development was aided by hand drawn visual mapping throughout the development
process (Appendix I). The themes were reviewed at phase four, returning to review of the
whole data set and codes to ensure themes represented the richness of the data, with the aid of

further visual mapping and reflection with the PPI group. Phase five involved defining and
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naming themes, theme names were also developed with the PPI group. During phase six,
writing of the report, it was held in mind that writing is embedded in the process of analysis,
telling the story of the data and continuing to reflect on themes and how they represent the
data (Braun & Clarke, 2021b). Throughout all phases, the use of reflective log, supervision
and PPI meetings was integral to maintain openness and avoid a fixed mindset to analysis. In
all, these practices enhanced trustworthiness and rigor of analysis by encouraging
transparency, reflexive awareness and opportunities for critical discussions (Braun & Clarke,

2025; Pearson et al., 2025)
Reflexive account

It is important to acknowledge the researchers’ influence throughout this project. As a
trainee clinical psychologist and NHS professional, who is also a woman who hopes to give
birth via the NHS and has personal connections to individuals who have had traumatic birth
experiences, the primary researchers’ experiences and beliefs will have played a role in their
approach to the project. The intersectionality of their identity gave a unique perspective,
holding reflections from the perspective of themself as both patient and professional in mind.
Through the use of a reflective log, supervision and PPI meetings to encourage self-
awareness, a balance of subjectivity and self-awareness was used as an analytic tool to
support interpretation and build meaning from participants experiences (Braun & Clarke,
2022; Gough & Madill, 2012). As an NHS professional and researcher, a notable influence
throughout the project was the acknowledgement that taking part in this project would
represent another interaction with a professional in relation to their birthing experience. This
influenced the design of the study, with increased attention placed on ensuring that
interactions between participants and researchers were trauma informed throughout. This also
informed the interview environment, placing emphasis on providing positive interactions and
empowering participants to tell their stories. Upon reflection in supervision following the
initial interviews, an acknowledgment of this dynamic was integrated into the opening of the

interview, to ensure participants felt safe and empowered as well as providing the researcher
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with the ability to prompt and guide the interview back to the primary research questions
when needed. This made for a balance of a trauma informed interview environment,

alongside the need to gather the relevant data.
Results

Through thematic analysis of the data, five themes were generated, providing an
exploration of the impact that interactions with professionals during birth had on subsequent
help seeking, and the aspects of professional care which can facilitate or hinder subsequent
help seeking. Subthemes were constructed within two of these themes, an overview of the

resultant themes and subthemes can be found in Table E2.

Many participants described moments during their experience where they felt blame
and shame, feelings which had stayed with them long after the birth experience. They also
expressed hope that, by sharing their stories, they could help bring about changes in services
and improve the experiences of future families. In development of themes, particular attention
was given to the language used to reflect the overall importance of empowerment for
participants and their dedication to improvement of maternity and perinatal services reflected
in the stories they told. This focus was discussed and held in mind throughout the process of

theme development with PPI.
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Table E2

Summary of themes and subthemes

Theme Subthemes

1. Help seeking as a battle la. Retreating to protect

1b. Finding the power to fight

lc. Gathering reinforcements

2. ‘The machine is still a machine’”:
Continued negative interactions

reinforce loss of trust in the system

3. Beyond the baby: the importance of
creating space to talk about women’s

wellbeing

4. Compassion is key 4a. Acknowledgement of distress

4b. Commitment to relieve distress

5. The value of specialist psychological

support

1. Help seeking as a battle

When discussing their help-seeking via the NHS following their birth, participants
described a need to develop strategies to protect themselves and their families from the
potential of further harm. Participants expressed anger and sadness about the way they had
been treated during birth and feelings of fear that this would happen again, meaning that they
were preparing for the worst when they inevitably did need to access NHS services again. The

strategies employed bore resemblance to strategies that may be considered when preparing to
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face a battle; retreating, fighting, and gathering reinforcements. Many participants moved
back and forth between these strategies, making a choice depending on the situation presented

to them.

1a. Retreating to protect. Some participants described distancing themselves from
the NHS, or professionals related to their birth experience, as a direct result of the interactions
they experienced during their birth. This distancing often took place in response to a loss of

trust and a fear of repeated negative interactions.

PPT1 But me interacting with the midwives and all those GPs had, I never
gave them the true feelings that I had or anything that I had health wise or
mentally, I never expressed them to them because I never trusted their services

at that time.

PPT4 I felt a bit sort of broken down and defeated by it all and wanted to
almost retreat and not see them [healthcare professionals] because I didn't trust

them.

PPT8 had an experience during birth where she was left alone in distress, the midwife
which visited her at home following this was one of the professionals who left her during the
birth. Her prior experiences with this professional acted as a barrier to help-seeking during

these follow-up visits:

PPT8 So I was just in my imagining another situation where I'm I'm in pain.

Or maybe she came for the visit, and I need help. Will she walk out again?

For some participants, their experiences during birth impacted the way they viewed
themselves, for example, seeing themselves as weak, a burden, a problem or undeserving of
support after they had left the hospital. This self-view then played a role within help-seeking,

further distancing them from the NHS and healthcare professionals.
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PPT11 I was thinking that everyone is so mad at me [due to the nature of
interactions] that no one would help me.

It's all my fault.

PPT12 expressed apprehension around help-seeking when asked to reflect on how her

experience of being told she was ‘labour wards problem’ during birth impacted her after:

PPT12 I probably asked for, was so apprehensive to ask for help,
asked for help a lot less because of being seen as a problem. Didn't want to be

seen as a problem or an inconvenience.

In some cases, retreating came in the form of seeking alternative support. Some
participants felt unable to express themselves with professionals who were connected to their
birth experience, or attend the location of the birth, but were able to seek support via

alternative NHS routes such as the GP.

PPT3 So I was having to make all these arrangements saying can you make

sure these five members of staff are not here because I can't see them.

PPT 8 I did not feel comfortable really being open. You know, I could tell that
GP I didn't like my experience, but the midwife was asking me my experience,
and in my mind, I'm wondering why are you asking me this and you know, you

made me feel uncared for.

For others, further distance was created by seeking support from non-NHS routes to

avoid having to experience further negative interactions.

PPT1 So I had a midwife, but yes, I was recommended one, but I also had my

own [private midwife] because I felt people are not listening

PPT9 But yeah, I've always been like an advocate for the NHS and I thought,

you know, use it, it’s good. I would never ever thought I would consider going
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private. But it's it's purely based on feeling like a nuisance to them [during

birth].

Participants also reflected on the potential of having future children, and their
experience of interactions with NHS professionals played a role in this decision making, with
some considering retreating entirely, not having another child for fear of going through the
same experience, and others looking to alternative services to allow them some control over

who will be responsible for their care.

PPT12 We're so burned by what happened on the NHS, we're thinking about
going private. I think that's quite important because even now, after three years
of making sense of it and coming to terms with it, I'm still like, I'm not going
to touch that with a barge pole like I don't, I don't know what's going to happen

in that situation and I will be vulnerable, and I can't assure my own safety.

PPT3: I love being pregnant so much, subsequent children were definitely on
the table.

Both my husband and I now are like it was such an awful experience with
these people, don't think we could do it again because of it being so left up to

chance with who you might experience.

For some participants who did seek subsequent support via the NHS, a level of
distancing still remained in their internal views around the support, holding a level of

scepticism and not holding out hope for fear of being let down.

PPT 5 and then, you know, it's kind of saying stuff and you automatically
you're a bit like, yeah, this action, I'm always a believer in actions speak louder
than words we’ll see. I don't necessarily... I think you’re just again saying

what we want to hear.
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1b. Finding the power to fight. Rather than retreating, there were occasions where
participants were actively engaged with NHS professionals, but they felt the need to put in
place proactive strategies to avoid further harm. Participants reported taking their own notes
due to previous inconsistent communication, or misrepresentation in notes. Others carried out
their own extensive research to help them to feel prepared and empowered following
experiences where they had felt pressured into decision making without being given all the

information, or their own preferences had been dismissed.

PPT2 It's almost paranoia with doctor's appointments like mmm OK, but what
you've said like I have this urge to like want to write it down and you know

want to log it. And like “you’ve said this you've said this”.

PPT12 So I think and I feeling like I didn't have access to that knowledge in
the midst of my birthing experience, I think was what ended up allowing me to
give other people the power. And that's why things took the sort of journey that
they did.

So I think now what I've internalized from that is become more knowledgeable
about this whole experience. And then when you're in it, you won't feel as
uncertain and you don't need to go to somebody else and defer and think well,

you must know best. I think that's what it was.

For many of the participants, these strategies came alongside a personal growth
following their traumatic experience. Since going through an experience where they felt
powerless and disregarded, they had come through the other side feeling empowered and able

to advocate for themselves more readily.

PPT5 “So in a way that's maybe a good thing and you know, I don't necessarily
accept what they say. You know, you know, used to be. Oh, thank you very
much for seeing me. Great.

You walk out the door going. What a bloody waste of time that was.
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I'm a bit like I know it's going to be a waste of time going in, so let's just go in
with all guns blazing. Right, this is what...you know, I don't accept that. I'm
sorry.
You know, I would like some help and support and it's your responsibility to

provide that, So what you're going to do?”

PPT11 “I guess if that has taught me anything was to be more informed and
advocate more for myself. Rather than just staying silent or taking whatever

advice is given to me”

For some, this growth and empowerment was further reinforced by their identity as a
mother and a need to protect and advocate for their child within the NHS. For many, the need
to advocate for their child was a key motivator to reengage with NHS support, rather than for
support for themselves. For example, for PPT4, this initial reengagement to advocate for her
son then initiated further growth in her own personal help- seeking, which she had previously

retreated from due to a lack of trust since her birth experience:

PPT4 I felt a bit sort of broken down and defeated by it all and wanted to
almost retreat and not see them because I didn't trust them.

Whereas now I’ve sort of gone the other way, because I've sort of turned into a
bit of a Mama bear trying to fight for [Sons name].

It's it's worked in my favour slightly for me as well sort of trying to sort of put
my foot down and say no, I'm telling you, this is what's happening and you will
listen to me, even though they're not, I've I've got that sort of oomf behind me
now.

But it has taken this long [four years] and I don't know if if [sons name] hadn't
got all these complications going on and I was purely fighting for myself, I
don't think I still don't think I've had would have had the confidence and I think

I still would be quite fearful of speaking up.



TRAUMA AND COMPASSION IN PERINATAL SERVICES 104

Whilst many participants felt a sense of empowerment in taking control by doing their
own research and putting in boundaries following their traumatic experience, there were also
occasions where the fight was due to a necessity. For example, participants described having
to go to extremes such as putting in complaints, or expressing extreme distress to gain

support, and once support was offered having to chase this to ensure it was followed through.

PPT6 So I just at one point when I felt like myself, slipping [deterioration in
mental health], I just kept calling, calling, calling like non-stop.

And then when they realised, OK, this is more than baby Blues. This is more
than postpartum. This is she's...She's really crying for help here. I think that's

finally when they started to take me a little bit more serious.

1c. Gathering reinforcements

To further build feelings of safety following their birth experience, participants often
shared their experience of seeking support from family, friends and other women who had
been through similar situations. For some, family support was needed to be able to attend
appointments, return to the location of the trauma or to encourage further help-seeking. For
others, these ‘non-professional’ reinforcements provided the care, guidance and validation

that had been lacking during their interactions with professionals during the birth.

PPT12 So I think it was more luckily my network around me and when you
mentioned as well how I felt more confident after being discharged, I think I
felt I had access to that network now, I wasn't just in hospital and whoever
turned up was hopefully going to help me.

This is my network. I know they've got my back.

For PPT9, there was a notable occasion where she was reluctant to access physical
health support, despite being in a lot of pain, due to previous interactions leaving her feeling
like professionals saw her as “in their way” and that they didn’t care. Without her partner

supporting her and telling her she needed to go; she may have deteriorated into sepsis:
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PPT9 I wouldn’t have gone, and I would probably be dead because they told

me it would've just gone into sepsis, and I would have just died.

2. “The machine is still a machine”: Continued negative interactions reinforce loss of trust

in the system

The impact of interactions with professionals during birth was often reinforced by
continued difficulties in interactions with NHS professionals long after the traumatic birth

event, which reinforces hesitancy around help-seeking.

Participants described the core themes from their interactions with professionals
during birth, such as feeling like they were in ‘a cattle market’ or ‘a tiny little cog’ in the
machine, being mirrored in their interactions following birth and said that this further
negatively impacted their feelings around help seeking. PPT2 extended the latter metaphor to

express the impact of the response she received after following the NHS complaints system:

PP2 1It's really scary because the machine's still a machine.
The complaint responses, if anything, it's made me just think, well, they don't

carc

Many participants experienced a similar phenomenon, where they continued to
experience feelings of being abandoned, not listened to, invalidated or dismissed after
delivery. In addition, strict adherence to protocol, feelings of pressure to be coping in a certain

way were mirrored following the birth and further left participants feeling uncared for:

PPT4 And I just constantly felt like throughout this whole process, with
everything, I've not been listened to by health professionals and it's always
what they say goes, no matter how much I sort of bang on and try and tell them

otherwise, I'm still not believed.

For many participants, their beliefs around care provided by the NHS were directly

negatively impacted by their experiences of multiple poor interactions throughout their
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maternity and perinatal care. When reflecting on her choice to consider private maternity care
in future, PPT12 expressed how the NHS care she had received changed her feelings towards

the care that the NHS could provide:

PPT 12 When I am a healthcare professional who advocated, up until my
birthing experience, I was always like, yes, I know it's got its flaws, but the
NHS is a British institution and it’s upheld by such brilliant values,
compassion and care and courage. And yet my experience of that was

completely different.

For some, this change in beliefs about NHS care was attributed to further systemic
factors, including the wider culture of the NHS, political context and more general societal
beliefs around the prioritisation of mothers’ wellbeing. Leaving them feeling relatively alone

within a system which does not appear to inherently prioritise their needs.

PPT13 I think I think I just feel generally heartbroken for the NHS like
generally. And I, having gone through it [Birth experience and trying to get
appointments following this] and like I could you know, I can see it like I can
see the effects of all of the austerity of all the cuts. And it's just anger, like, and

I just. I I'm not confident that anyone's going to fix it like, you know.

These systemic difficulties were further confounded for participants from global
majority backgrounds, who shared how their knowledge and experiences of racial disparities
and discrimination within maternity and wider NHS care further impacted their experiences of
gaining support from the NHS. Participants were often left questioning whether the way they
were treated was due to their ethnicity, and whether this experience would be repeated given

their knowledge of this behaviour within the NHS:

PPT11 I think the midwives, I think some of them were, like so dismissive.
Maybe they think of people like me like you see this colour and you think the

person is less educated or whatever. But you know, just dismiss them, don't
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take them seriously.

I think that was the there was an element of that.

PPT8 If I had a good experience, I would have taken that route [NHS support].
But there’s that fear that's stopping you from? I really felt not... it felt racist in

a way, and I didn't want to experience that again.
3. Beyond the baby: the importance of creating space to talk about women’s wellbeing

When reflecting on their experiences, and considering their beliefs and feelings around
seeking support, many participants shared finding it difficult to express themselves and
ask for support during their midwife or health visitor appointments following the birth, as
the topic of their wellbeing was rarely approached in a thorough manner. Participants
perceived that their previous interactions had reinforced a feeling that their needs were not
important and so they felt reluctant to share or were not aware that support would be

available if they did.

PPTI I was never made to feel important in the whole thing [birth experience
and appointments following] and I just think you check the baby, but you don't

check the mum over

As a result, participants expressed the need for conversations around their
psychological wellbeing to be opened by the professionals involved in their care and for more
information regarding their wellbeing and the potential psychological needs to be available
throughout the process to help normalise help seeking and prioritise their wellbeing

throughout.

PPT8 I would have wanted to get more help, like professional help.

But I didn't feel like there was an open room like you get to be told there is this
and this and this and it's like you'll have to advocate and ask, is there any?

Any support? And I didn't want to ask that because it was not just offered

openly.
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PPT9 Where is the harm in... like they have with the leaflets up on the walls in
like waiting rooms and stuff like that. So it's not like they don't exist... ... Like
there's no harm in just letting them know that there is help afterwards, because
I didn't feel like there was. I didn't know there was going to be any help

afterwards.

Further to opening conversations around wellbeing, participants expressed that it is not
enough to do this in a tokenistic manner, with ‘tick-box’ mentioning of psychological
wellbeing often reinforcing feelings that their needs were not being prioritised. PPT 2 shared
that, after a long list of physical check ins with the health visitor, ‘emotional wellbeing’ was
the final category to check in on, and little time was made to meaningfully discuss this or

consider support:

PPT2 One time I think my health visitor would put “weepy”. That was the that
was how it was described. I was weepy and it's a what does that like? What
does it actually mean?

What does that tick on their little like you know?

Sheets or whatever like that. What point is weepy a problem?

Is 1t? If I'm weeping three times?

How many times do I have to be weepy for someone to do something about it?

Participants expressed the importance of providing space for these conversations
regardless of the individual’s background, birth experience or how they present in
appointments. For some participants they felt that they may have presented as ‘coping’, due to
not feeling able to express their emotions and so it was important that these conversations

were not only opened up to individuals who showed obvious signs of distress.

For example, PPT15 had an extended stay in hospital following her birth due to

medical complications, during this time she felt unsupported, uncared for and snapped at by
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professionals which led her to ‘people please’, in an attempt to return home away from these

interactions:

PPT15 I just went into this completely like, efficient, helpful, I’'m fine, mode
because I thought the better, the less I cry, the more likely they are to let me go

home. If I keep crying, they probably won't let me go home.

In reality, she acknowledged that what she needed was for somebody to prioritize her

wellbeing to help her feel supported:

PPT 15 And in terms of having someone to turn to in hospital [during extended
hospital stay following birth], did anyone say now let's just talk about how
you're feeling in all this. That's all they needed to say.

They needed somebody just to take the time out, come and hold baby for me
for 5 minutes and sit and just say we're a bit worried about how you're very
tearful.

Can you talk to us?

The importance of timing of psychological support offered was mentioned by
participants, however, preferences ranged from prior to birth to before leaving hospital and

after leaving hospital to give time to process.

Examples of successful experiences in which psychological wellbeing was made
integral to care throughout were provided by PPT 7 and PPT14 who received support prior to
birth due anxiety levels, were provided strategies to implement during the birth and felt
generally supported throughout even though their experience was traumatic. In contrast to a
majority of participants, PPT7 expressed that her birth would have been a ‘disaster’ without
the support she received from professionals. Following her birth, further conversations
regarding her wellbeing were opened up by professionals involved, which again helped her to

express herself and access support:
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PPT7 So if they weren't having those conversations, I think I wouldn't have
been able to share because creating those conversations created...they sparked
those discussions that made me comfortable to tell them how I was feeling
inside of me, so those discussions were very helpful and I appreciate, I

appreciate them for engaging me in those thought provoking discussions.

4. Compassion is key

In sharing their experiences, participants provided both positive and negative
examples of accessing NHS services. Positive experiences shared the common factor of a
compassionate approach being provided by the professional involved; conversely, when

describing negative experiences, a lack of compassion was described.

Compassion can be defined as ‘a sensitivity to suffering in self and others, with a
commitment to try to alleviate and prevent it’ (Gilbert, 2014). Two subthemes were

generated, which reflected the two aspects of compassion within this definition.

4a. Acknowledgement of distress. It was important for many participants to receive
acknowledgement of the mistakes that had been made during their care, and the distress this

had caused for them and their family.

PPT 1 they [maternity team] were very apologetic and....We all make

mistakes. At least they acknowledge they were ... That was a mistake.

It was important that, where mistakes were identified, a genuine apology was received
and the appropriate response carried out to provide concrete evidence that this apology was
genuine. For PPT 2, although an apology was received, a felt lack of acknowledgement of the

distress caused by behaviour from staff meant that the apology did not seem genuine:

PPT 2 they’ll [NHS Staft] verbally say sorry over the phone, but the bigger
people, won't acknowledge the deep-rooted systemic issue, which is very... |

would say... aggressive towards patients
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PPT 3 shared both positive and negative experiences of interacting with the maternity
team at her hospital following her birth. In the first instance during a birth debrief she was not
treated with compassion, which compounded her feelings of distress around the experience.
Following this, she was referred to a matron midwife, who took a more compassionate

approach, acknowledging the distress caused:

PPT 3 But she [matron midwife] just took the time to listen, and she
apologised.

There was no defensiveness.

She worked through the notes with us, and she did explain what certain bits

meant as well

As a result of this experience PPT 3 was able to work with this matron to support the

implementation of policy changes which she found a valuable experience.

4b. Commitment to relieve distress In addition to acknowledging the distress
caused, it was important that professionals showed commitment to relieve this distress
through the approach they used when interacting with participants following the birth. Key
compassionate aspects of interactions which facilitated support seeking were showing
genuine care, listening, validating and then following up with support such as practical

strategies, onwards referrals or guidance around where to access more specialist support.

PPT14 This was all new to me so.
It was that depression, but they came through, they guided me.
They talked me through everything, and they gave me hope that things will get

better.

When participants experienced these aspects of care, they felt supported and a level of

trust was rebuilt, facilitating further help seeking if needed.
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PPT10 It was about learning who I was as a person and what I needed. And
she built such a trust that, I mean, I liked her so much, and I just thought she

was brilliant. And I trusted her to have my best interests at heart.

Whilst a listening ear and validation were important to participants, they expressed

that this was only helpful in combination with dependability, following up with the support

that was offered, ensuring that participants could trust that if they opened up, the appropriate

support would be provided. For example, PPT 6 expressed the difference between the GP,

who listened, but left her with no further support, and a health visitor who facilitated onward

referrals and signposted to a variety of support with psychological, physical and financial

needs:

PPT6 they [GP] just basically just said oh it’s a bit of baby Blues. It’s that you
know you'll get over it type of thing.

And then I remember one day telling [health visitor] and she was like, no.
And then she referred me down here's there’s a place called [team name] but
they have like, Oh my gosh, what is it called like a service for people who've

had kids. If you got mental health problems and whatever.

Further, to ensure distress was truly acknowledged and relieved, it was important to

participants that the care they received was personalized to them as an individual. This

involved taking into account their circumstances, experiences, background and preferences as

a person and taking time to consider the bigger picture, in addition to the processes and

guidance they have to follow.

PPT14 First, they should try to understand and view the patient from a
different perspective, because we are not the same. What I was going through

it's different from what the other person will go through

PPT12 So they can come around to understanding that and have the time to do

that with them and understand like I mentioned to you the culture, the
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intersections of everything, the culture, their age, their preferences, their
marital status, all of that within that, because that plays into who they want to

be as a mum.

PPT10 That was something that's so important to me as well. She was a black
counsellor. I think that has also made a huge difference for me and previously
none of the therapists through NHS or even when I had a private one. Once
before London had been for some it doesn't matter, for some it does. But there
are. Yeah, there's things that they can understand that someone who is white

couldn't in the whole experience as well of being black
5. The value of specialist psychological support

Whilst there were steps that could be taken to support wellbeing via maternity,
perinatal health professionals and GPs, participants expressed the need for specialist
psychological support being available as an option. For some participants, a separation
between physical and psychological health teams allows them to feel more open to seeking

psychological support.

PPT1 And that's how I was recommended now to a therapist because, she,
because I was not expressing that that side of me being vulnerable to the

hospital midwives and the GPs.

For PPT1, following psychological therapy, she was able to return to the hospital of
her birth and speak with the professionals involved. This facilitated them acknowledging the

mistakes that were made, which helped her to change her feelings towards them:

PPT1 I was about to end up our therapy. And when you want to, you have to
interrupt those triggers that trigger those thoughts. You have to experience
them.

So I the hospital was one of my triggers and I had to go to that to the hospital

again so that I can now be able to cope up with that, like, come up with a
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solution to deal with that. And when I went there, I told them about now what I
said my complaints and they were apologetic.. So right now, I can go to the

hospital confidently and not feel those thoughts or any trauma at all.

For others, the process of accessing specialist support was more challenging,
experiencing difficulties with referral criteria, geographical location or referrals never being
followed up. This lack of support confounded feelings of not being able to trust professionals

or feel cared for by the NHS.

PPTS5 He was like, yeah, it sounds like you’ve both [PPT5 and partner] got
PTSD.

You're going to need trauma counselling. You know, I was like, right. Great.
Where do we sign up? Sounds great. He was like, oh, no, because you live in

[Location name]. We can't offer you any support.
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The Health Belief Model

Results can be understood within the Health Belief Model, with a combination of
factors related to negative interactions linking to aspects of the model which would suggest

reduced help-seeking, as illustrated in Figure E1.

Perceived Benefits and
Perceived barriers

Reduced trustin NHS's ability to
provide benelits, due 1o previous
interactions

Subsequent negative
experiences reinforce lack of
trustin help

Perceived susceptibility

and severity Perceived threat
Decreased help-
Feel as though their —_— e.g. poor perinatal — seeking
wellbeing isn'ta mental health

problem/isn’t important
because itisn'tprioritized

Perceived Self-efficacy

Reduced by change in self-view

because of interactions during

birth {e.g. I'm the problermn, I'm
weaalk)

Cuestoaction

Limited prompts from NHS
professionals.

Lack of available information
about perinatal mental health
support

Figure E1
Health Belief Model applied to the impact of negative professional interactions on help-

seeking following birth
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Discussion

The present research aimed to explore how interactions with professionals during a
psychologically traumatic birth impact subsequent help seeking, and whether there are aspects

of professional interactions following birth which facilitate/interrupt help seeking.

The results suggest that interactions with professionals during birth are taken into
consideration by women when accessing subsequent NHS support. Women may be reluctant
to express themselves or seek support due to fear of repeated negative interactions. As a
result, strategies may be employed to cope with this fear, for some, this may involve
distancing themselves from the NHS where possible, for others this may manifest in building

strategies to empower themselves in future interactions.

Results suggest that interactions following birth can both further reinforce negative
beliefs around support seeking or rebuild trust and facilitate help seeking. A lack of
acknowledgement of the trauma and limited genuine conversations about women’s mental
health during midwifery and health visitor appointments were expressed as barriers to help-
seeking. Conversely, results suggest help-seeking can be facilitated by a compassionate
approach which acknowledges previous mistakes, whilst also providing genuine care and
support to open conversations around wellbeing and relieve distress. This reflects wider
literature which has consistently suggested that care which centers on emotional support,
collaboration and building relationships improves outcomes, whilst overly procedure focused,
dismissive interactions increase psychological harm and negative appraisals of services

(Kahraman & Gokge Isbir, 2023; Karlsdottir & Leap, 2025; Tan et al., 2025).

Research into help-seeking in the perinatal period suggests that stigma around mental
health, lower mental health literacy and a lack of supportive care can deter women from
accessing mental health support (Daehn et al., 2022; Webb, Uddin, et al., 2023). The present
findings align with this, with women feeling unable to start conversations around their mental

health where conversations around this are not opened by professionals. This may be
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particularly relevant for individuals who experienced negative interactions during a traumatic
birth, as these prior interactions may reinforce feelings of stigma and undermine the
individuals’ concerns about their mental wellbeing. Combined, this underpins the importance
of maternity and perinatal professionals leading open, informative conversations to facilitate

help-seeking.

Whilst previous research suggests that poor interactions during birth experience may
leave individuals more likely to need support, due to an increase in PTSD symptoms, the
current study suggests that access to this support may be further impacted by professional
interactions both during and following birth. The current study complements previous
literature, highlighting the impact professional interactions on PMH (Creedy et al., 2000; Ford
& Ayers, 2011; Reed et al., 2017; Simpson & Catling, 2016). Current findings expand on this,
suggesting further acknowledgment should be made with regards to the impact of prior
interactions during a traumatic birth on subsequent help-seeking behaviours, for example, the
MATRIx models of barriers and facilitators to PMH support could be strengthened by
acknowledging that women who have experienced a traumatic birth may be more reluctant to
seek help, or less trusting of help offered following a traumatic birth, due to their experiences

of interpersonal interactions during birth (Webb, Ford, et al., 2023).

Results can be further contextualised by common responses to trauma or intense
psychological distress, including the ‘fight or flight’ response and avoidance of trauma related
reminders (Ehlers et al., 2002; McCarty, 2016). In the current study, help-seeking responses
to negative interactions during trauma were grouped into ‘retreating’ and ‘fighting’ strategies.
Interestingly, these responses bare resemblance to fight or flight responses to psychological
stress, on one hand, individuals may not access services following birth trauma ‘fleeing’ a
situation which is perceived as dangerous. Alternatively, they may employ more defensive or
‘fight’ strategies, such as taking extra notes during appointments or refusing to follow

professional advice without their own research, to achieve a felt sense of safety.
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Previous research suggests that, in cases of interpersonal trauma, there may be an
impact on trust in others, self-compassion and difficulties with interpersonal skills (Bell et al.,
2019; Bistricky et al., 2017; Thomas et al., 2021). The current study provides evidence of
similar responses to interpersonal trauma in the case of traumatic birth experiences where
interactions with professionals played a role, trust in professionals was lost, participants’
views of themselves as deserving of support was negatively impacted and interpersonal
relationships were negatively impacted. Interestingly, whilst Bistricky et al. (2017) found that
experiences of non-birth related interpersonal trauma were associated with higher avoidant
attachment and lower self-compassion which were in turn associated with lower interpersonal
skills, the change in interpersonal skills reported by our participants (e.g., being able to speak
up and advocate for themselves and their child) was described as empowering and more

indicative of a feeling of ‘post traumatic growth’ (Tedeschi & Calhoun, 2004).
Strengths and Limitations

Given that this study was a qualitative study, based on retrospective accounts of birth
experiences and resultant help seeking, the potential influence of help-seeking behaviours or
attitudes prior to birth were not accounted for. The diathesis-stress model of childbirth-related
PTSD suggests that a prior history of PTSD or psychological difficulties are vulnerability
factors for the development of birth related PTSD (Ayers et al., 2016), it is possible that
participants prior experiences of mental health, trauma or help-seeking impacted their
interpretations of interactions during and following birth. As such, it may be that subsequent

help-seeking behaviours were not exclusively a result of interactions during birth.

With regards to exploring help-seeking behaviours in this study, there is a potential
that the sample holds a bias towards women who felt able to reach out and express interest in
the study and had reached a point where they were comfortable in expressing their
experiences. As such, it is possible that the views of individuals who did not feel ready or able

to express their experience were not captured in the sample. Within our sample, just two
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participants expressed feeling generally supported by interactions throughout their experience,
however, it may be that other women who had a supportive experience were not accessing the

services/forums used for recruitment at the time of advertisement.

Whilst there may be limitations through volunteer bias, with regards to demographic
characteristics of the sample more widely, participants represent a diverse spread of
characteristics across age, ethnicity, and level of qualification. Through purposive sampling
and targeted advertisement (for example via Black Mothers Matter) we were able to hear the
voices of individuals from groups that are often underrepresented in research, adding a level

of depth to the data.

PPI input in co-development of the topic guide and generation of themes supported the
development of a project which is relevant and applicable to the care of women who have
experienced a traumatic birth, as well as allowing space for discussions which facilitated the

researchers’ reflexivity within the project.
Future research

A longitudinal study of the impact of interactions during birth on help seeking, whilst
controlling for variables such as pre-birth experiences of trauma and pre-birth attitudes
towards help seeking would contribute further to understanding of how best to support

women throughout their experiences of maternity and perinatal services.
Clinical implications

The current study has clinical implications for midwives, health visitors and wider
healthcare professionals. Namely, when supporting women who have experienced a
psychologically traumatic birth, it is important to explicitly offer the opportunity to discuss
their psychological wellbeing in a compassionate manner, holding in mind that their previous
experiences of interactions with professionals may be impacting their current feelings about
NHS support. It is important to avoid the use of brief tick-box’ check ins around

psychological well-being and take time to build a trusting relationship.
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It should be held in mind that women who have experienced a psychologically
traumatic birth may distance themselves or show more defensive strategies when accessing
subsequent NHS support. In these cases, implementation of the principles of the trauma
informed care approach may be beneficial as a guide; building a sense of safety through
transparency, collaboration, empowerment and a sensitivity to individuals backgrounds

(Butler et al., 2011; Raja et al., 2015).

Results also acknowledge the wider systemic difficulties within the NHS and the lack
of time and resources available for professionals to allocate to more personalized care
surrounding wellbeing. Further consideration of the time and resources available to provide
compassionate, personalized support should be considered when allocating funding towards
maternity and perinatal teams, given the negative impact this has on mothers’ mental health,

and the potential long-term costs to the NHS from poor PMH.

For specialist PMH teams, it is important to acknowledge that whilst there is the need
for these services, substantial barriers to gaining access to the services might exist, including
lack of awareness or a disinclination to engage because of perinatal experiences. As such,
these teams should ensure that information regarding their services is readily available to both
women and maternity professionals. Collaboration between physical and mental health
services should be a priority, for example offering outreach support, training, supervision and
reflective practice within health settings to ensure the acknowledgment of mental health needs

is embedded in perinatal health services.

Conclusion

To conclude, the current study adds to previous research highlighting the importance
of considering the role that professional interactions play in the development and maintenance
of poor psychological wellbeing in women who have experienced a traumatic birth. Further,

these interactions play a role in women’s beliefs and behaviours related to help seeking, and
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the development of a compassionate care system, which prioritizing the wellbeing of birthing

women throughout is crucial in ensuring that women access the support they need.
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Accompanying Materials

Accompanying Material A: Search terms
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Terms
Population Healthcare Nurs* OR
workers: Healthcare OR
Midwives, Support
“Healthcare assistant*” OR
Workers,
Obstetricians, Doctor* OR
Consultants, Profession*OR.
Nurses, Doctors )
Provider* OR
Staff OR
NHS OR
Midwi* OR Obstet* OR
Consultant*
Intervention/ Working in “Maternal health service®”
Exposure maternity/obstetric OR “Maternity care” OR
care Matern* OR Birth* OR
Obstret™
Control n/a n/a
Outcomes Compassion levels compass* OR “compassion

Compassion

fatigue

Compassion

Satisfaction

fatigue” OR “compassion

satisfaction”
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Accompanying Material B: Leave-one-out analysis

Forest plot representing leave-one-out analysis, sorted by effect size for Compassion

satisfaction

Sorted by Effect Size

Omiting Cohen et al f 4.80-39.74]; F = 99%

Omitting Hajiesmaello et al t :4.63-39.90]; I* = 89%

Omitting Beaumont et al ; 4.63-39.97]; I° = 99%

Omitting O'Riordan et al t 4.64-39.94]; I* = 99%

Omitting Rahman et al f 4.65-39.95]; 1° = 89%

Omitting Ross et al f 4 67-40.01]; I = 99%

Omitting Xu et al f 4.68-40.05]; I = 99%

Omitting BakOSosnowska et al To2-40.28]; I’ = 99%

Omitting Mashego et al TE240.27]; 1 = 99%

Omitting Wallbank . TBT-40.30]; 1 = 99%

Omitting Qu et al I =TUEn.46]; 1 = 99%

Omitting Mizuno et al — =—TETs0); 1 - 9e%

Omitting Wang et al T TITETES], I - 53%

Omitting Katsantoni et al t SBIETSA] I = 99%

Omitting Cankaya & Dikmen t TETETSA] I = 99%
SIB 3I8 4-IU

Effect Size (Random-Effects Model)

Forest plot representing leave-one-out analysis, sorted by effect size for Burnout

Sorted by Effect Size

Omitting Muliira & Ssendikadiwa t 4-25.00]; 1 = 100%
Omitting Mashego et al ¥ 1-26.88]; I* = 100%
Omitting Cankaya & Dikmen t 1-26.881; I = 100%
Omitting Mizuno etal f "4-27.26]; * = 100%
Omitting Wang et al : =27.32]; 1 = 100%
Omitting O'Riordan et al f 27,35 X = 100%
Omitting Qu et al 27 46L 1 = 100%
Omitting Xu et al T27.47]; I = 100%
Omitting Wallbank 777 48); I* = 100%
Omitting BakOSosnowska et al :- B27.54]; = 100%
Omitting Beaumont et al — T7T55] I = 100%
Omitting Ross etal f =Tl = 100%
Omitting Rahman et al t TZ7B4] I = 100%
Omitting Katsantani et al t =TT I = 100%
Omitting Cohen et al f IO = 100%
Omitting Hajiesmaello et al t TS = 99%

EIU 2I2 2I4- 2IE 2I8

Effect Size (Random-Effects Model)
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Forest plot representing leave-one-out analysis, sorted by effect size for Secondary

Traumatic Stress

Omitting Mashego et al
Omitting Hajiesmaello et al
Omitting Wang et al

Omitting Xu et al

Omitting BakOSosnowska et al
Omitting Muliira & Ssendikadiwa
Omitting Beaumont et al
Omitting Qu et al

Omitting Mizuno et al

Omitting Ross et al

Omitting Katsantoni et al
Omitting O'Riordan et al
Omitting Cankaya & Dikmen
Omitting Rahman et al
Omitting Wallbank

Omitting Cohen et al

Sorted by Effect Size

8.73-2231);
8.65-23.22);
8.67-23.26);
8.68-23.29];

8.70-23.32);

T78-23.44];

B.00-23.47];

T.ol1-23.48];

B.o0-23.517;

i) 58],

TOU-Z3.62];

TUZ-23.63];

T T0-23.65];

T.o0-23.65];

% 71-23.36];
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1 =97%
i = 97%
I =97%
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P =97%

P eoT%

1" =98%
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Effect Size (Random-Effects Model)
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Accompanying Material C: Influence Statistic

Influence statistics for Compassion Satisfaction
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Influence statistics for Secondary Traumatic Stress
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Accompanying Material D: Funnel Plots

Funnel plot for compassion satisfaction
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Accompanying Material E: Summary and frequency count of related factors measured across studies

Total number of
studies including

variable

16

14

11

10

Yilmaz-Esencan et al.,

Xu et al., 2023

Wang et al., 2023

Wallbank, 2010

Segal & Kagan, 2023

Ross et al., 2023

Rahman et al., 2023

Qu et al., 2022

O'Riordan et al., 2020

Muliira & Ssendikadiwa,

Mizuno et al., 2013

Mashego et al., 2016

Katsantoni et al., 2019

Hajiesmaello et al., 2022

Guzzon et al., 2024

Ergin et al., 2020

Dobrina et al., 2023

Dirik et al., 2021

Cohen et al., 2017

Cankaya & Dikmen, 2020

Beaumont et al., 2016

Bak-Sosnowska et al.,

Avdin Dogan et al., 2023

Angeby et al., 2022

Allen et al., 2017

AKkin et al., 2021

O

O

Years

working

Age

Educatio

Marital

status
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Total number of
studies including

variable

Yilmaz-Esencan et al.,

Xu et al., 2023

Wang et al., 2023

Wallbank, 2010

Segal & Kagan, 2023

Ross et al., 2023

Rahman et al., 2023

Qu et al., 2022

O'Riordan et al., 2020

Muliira & Ssendikadiwa,

Mizuno et al., 2013

Mashego et al., 2016

Katsantoni et al., 2019

Hajiesmaello et al., 2022

Guzzon et al., 2024

Ergin et al., 2020

Dobrina et al., 2023

Dirik et al., 2021

Cohen et al., 2017

Cankaya & Dikmen, 2020

Beaumont et al., 2016

Bak-Sosnowska et al.,

Avdin Dogan et al., 2023

Angeby et al., 2022

Allen et al., 2017

AKkin et al., 2021

N

O

Job

satisfacti

on

Work

schedule
(shifts)

Monthly

traumatic

birth
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luding

Total number of
ies inc
variable

stud

Yilmaz-Esencan et al.,

Xu et al., 2023

Wang et al., 2023

Wallbank, 2010

Segal & Kagan, 2023

Ross et al., 2023

Rahman et al., 2023

Qu et al., 2022

O'Riordan et al., 2020

Muliira & Ssendikadiwa,

Mizuno et al., 2013

Mashego et al., 2016

Katsantoni et al., 2019

Hajiesmaello et al., 2022

Guzzon et al., 2024

Ergin et al., 2020

Dobrina et al., 2023

Dirik et al., 2021

Cohen et al., 2017

Cankaya & Dikmen, 2020

Beaumont et al., 2016

Bak-Sosnowska et al.,

Avdin Dogan et al., 2023

Angeby et al., 2022

Allen et al., 2017

AKkin et al., 2021

Physical

condition
/health

Average

weekly

hours

Children

Number

of clients
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luding

Total number of
ies inc
variable

stud

Yilmaz-Esencan et al.,

Xu et al., 2023

Wang et al., 2023

Wallbank, 2010

Segal & Kagan, 2023

Ross et al., 2023

Rahman et al., 2023

Qu et al., 2022

O'Riordan et al., 2020

Muliira & Ssendikadiwa,

Mizuno et al., 2013

Mashego et al., 2016

Katsantoni et al., 2019

Hajiesmaello et al., 2022

Guzzon et al., 2024

Ergin et al., 2020

Dobrina et al., 2023

Dirik et al., 2021

Cohen et al., 2017

Cankaya & Dikmen, 2020

Beaumont et al., 2016

Bak-Sosnowska et al.,

Avdin Dogan et al., 2023

Angeby et al., 2022

Allen et al., 2017

AKkin et al., 2021

O

Type of

hospital

Occupati

onal

Status

Income

Monthly

extra
shifts

Race
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Total number of
ies inc
variable

stud

Yilmaz-Esencan et al.,

Xu et al., 2023

Wang et al., 2023

Wallbank, 2010

Segal & Kagan, 2023

Ross et al., 2023

Rahman et al., 2023

Qu et al., 2022

O'Riordan et al., 2020

Muliira & Ssendikadiwa,

Mizuno et al., 2013

Mashego et al., 2016

Katsantoni et al., 2019

Hajiesmaello et al., 2022

Guzzon et al., 2024

Ergin et al., 2020

Dobrina et al., 2023

Dirik et al., 2021

Cohen et al., 2017

Cankaya & Dikmen, 2020

Beaumont et al., 2016

Bak-Sosnowska et al.,

Avdin Dogan et al., 2023

Angeby et al., 2022

Allen et al., 2017

AKkin et al., 2021

Metrapol

ian area

Social

support

rating

scale

GAD 7

ACEs

Scale
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Total number of
ies inc
variable

stud

Yilmaz-Esencan et al.,

Xu et al., 2023

Wang et al., 2023

Wallbank, 2010

Segal & Kagan, 2023

Ross et al., 2023

Rahman et al., 2023

Qu et al., 2022

O'Riordan et al., 2020

Muliira & Ssendikadiwa,

Mizuno et al., 2013

Mashego et al., 2016

Katsantoni et al., 2019

Hajiesmaello et al., 2022

Guzzon et al., 2024

Ergin et al., 2020

Dobrina et al., 2023

Dirik et al., 2021

Cohen et al., 2017

Cankaya & Dikmen, 2020

Beaumont et al., 2016

Bak-Sosnowska et al.,

Avdin Dogan et al., 2023

Angeby et al., 2022

Allen et al., 2017

AKkin et al., 2021

Role

certainty

scale

Impact of

events

scale

Self-

compassi

on scale

PTSD

levels
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Total number of
ies inc
variable

stud

Yilmaz-Esencan et al.,

Xu et al., 2023

Wang et al., 2023

Wallbank, 2010

Segal & Kagan, 2023

Ross et al., 2023

Rahman et al., 2023

Qu et al., 2022

O'Riordan et al., 2020

Muliira & Ssendikadiwa,

Mizuno et al., 2013

Mashego et al., 2016

Katsantoni et al., 2019

Hajiesmaello et al., 2022

Guzzon et al., 2024

Ergin et al., 2020

Dobrina et al., 2023

Dirik et al., 2021

Cohen et al., 2017

Cankaya & Dikmen, 2020

Beaumont et al., 2016

Bak-Sosnowska et al.,

Avdin Dogan et al., 2023

Angeby et al., 2022

Allen et al., 2017

AKkin et al., 2021

O

Whether

considere

d giving

up

midwifer

y/changin

g jobs

Maslach

burnout

tory

mven

ining

Tra

about
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Total number of
ies inc
variable

stud

Yilmaz-Esencan et al.,

Xu et al., 2023

Wang et al., 2023

Wallbank, 2010

Segal & Kagan, 2023

Ross et al., 2023

Rahman et al., 2023

Qu et al., 2022

O'Riordan et al., 2020

Muliira & Ssendikadiwa,

Mizuno et al., 2013

Mashego et al., 2016

Katsantoni et al., 2019

Hajiesmaello et al., 2022

Guzzon et al., 2024

Ergin et al., 2020

Dobrina et al., 2023

Dirik et al., 2021

Cohen et al., 2017

Cankaya & Dikmen, 2020

Beaumont et al., 2016

Bak-Sosnowska et al.,

O
Avdin Dogan et al., 2023
Angeby et al., 2022
Allen et al., 2017
O
Akin et al., 2021
-m _IM. o0 o ”Lm .m
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Total number of
ies inc
variable

stud

Yilmaz-Esencan et al.,

Xu et al., 2023

Wang et al., 2023

Wallbank, 2010

Segal & Kagan, 2023

Ross et al., 2023

Rahman et al., 2023

Qu et al., 2022

O'Riordan et al., 2020
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Muliira & Ssendikadiwa,

Mizuno et al., 2013

Mashego et al., 2016

Katsantoni et al., 2019

Hajiesmaello et al., 2022

Guzzon et al., 2024

Ergin et al., 2020

Dobrina et al., 2023

Dirik et al., 2021

Cohen et al., 2017

Cankaya & Dikmen, 2020

Beaumont et al., 2016

Bak-Sosnowska et al.,

Avdin Dogan et al., 2023

Angeby et al., 2022

Allen et al., 2017

AKkin et al., 2021
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Total number of
ies inc
variable

stud

Yilmaz-Esencan et al.,

Xu et al., 2023

Wang et al., 2023

Wallbank, 2010

Segal & Kagan, 2023

Ross et al., 2023

Rahman et al., 2023

Qu et al., 2022

O'Riordan et al., 2020

Muliira & Ssendikadiwa,

Mizuno et al., 2013

Mashego et al., 2016

Katsantoni et al., 2019

Hajiesmaello et al., 2022

Guzzon et al., 2024

Ergin et al., 2020

Dobrina et al., 2023

Dirik et al., 2021

Cohen et al., 2017

Cankaya & Dikmen, 2020

Beaumont et al., 2016

Bak-Sosnowska et al.,

Avdin Dogan et al., 2023

Angeby et al., 2022

Allen et al., 2017

AKkin et al., 2021

(SWEM

WBS)

Number
of

operation

S

performe

Perceptio
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Empower
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Total number of
ies inc
variable

stud

Yilmaz-Esencan et al.,

Xu et al., 2023

Wang et al., 2023

Wallbank, 2010

Segal & Kagan, 2023

Ross et al., 2023

Rahman et al., 2023

Qu et al., 2022

O'Riordan et al., 2020

Muliira & Ssendikadiwa,

Mizuno et al., 2013

Mashego et al., 2016

Katsantoni et al., 2019

Hajiesmaello et al., 2022

Guzzon et al., 2024

Ergin et al., 2020

Dobrina et al., 2023

Dirik et al., 2021

Cohen et al., 2017

Cankaya & Dikmen, 2020

Beaumont et al., 2016

Bak-Sosnowska et al.,

Avdin Dogan et al., 2023

Angeby et al., 2022

Allen et al., 2017

AKkin et al., 2021

midwifer

y scale

Frankfur

Emotiona
1 Work

Scale

(FEWS)

Number

of second

trimester
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Total number of
ies inc
variable

stud

Yilmaz-Esencan et al.,

Xu et al., 2023

Wang et al., 2023

Wallbank, 2010

Segal & Kagan, 2023

Ross et al., 2023

Rahman et al., 2023

Qu et al., 2022

O'Riordan et al., 2020

Muliira & Ssendikadiwa,

Mizuno et al., 2013

Mashego et al., 2016

Katsantoni et al., 2019

Hajiesmaello et al., 2022

Guzzon et al., 2024

Ergin et al., 2020

Dobrina et al., 2023

Dirik et al., 2021

Cohen et al., 2017

Cankaya & Dikmen, 2020

Beaumont et al., 2016

Bak-Sosnowska et al.,

Avdin Dogan et al., 2023

Angeby et al., 2022

Allen et al., 2017

AKkin et al., 2021

abortion

cases

igion

Rel

Stress

factors

related to

abortion

Number

of first

trimester
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luding

Total number of
ies inc
variable

stud

Yilmaz-Esencan et al.,

Xu et al., 2023

Wang et al., 2023

Wallbank, 2010

Segal & Kagan, 2023

Ross et al., 2023

Rahman et al., 2023

Qu et al., 2022

O'Riordan et al., 2020

Muliira & Ssendikadiwa,

Mizuno et al., 2013

Mashego et al., 2016

Katsantoni et al., 2019

Hajiesmaello et al., 2022

Guzzon et al., 2024

Ergin et al., 2020

Dobrina et al., 2023

Dirik et al., 2021

Cohen et al., 2017

Cankaya & Dikmen, 2020

Beaumont et al., 2016

Bak-Sosnowska et al.,

Avdin Dogan et al., 2023

Angeby et al., 2022

Allen et al., 2017

AKkin et al., 2021

abortion

cases

Involvem

ent in

non-

midwifer

y

activities

at work

Perceived
Wellbein

g Scale
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luding

Total number of
ies inc
variable

stud

Yilmaz-Esencan et al.,

Xu et al., 2023

Wang et al., 2023

Wallbank, 2010

Segal & Kagan, 2023

Ross et al., 2023

Rahman et al., 2023

Qu et al., 2022

O'Riordan et al., 2020

Muliira & Ssendikadiwa,

Mizuno et al., 2013

Mashego et al., 2016

Katsantoni et al., 2019

Hajiesmaello et al., 2022

Guzzon et al., 2024

Ergin et al., 2020

Dobrina et al., 2023

Dirik et al., 2021

Cohen et al., 2017

Cankaya & Dikmen, 2020

Beaumont et al., 2016

Bak-Sosnowska et al.,

Avdin Dogan et al., 2023

Angeby et al., 2022

Allen et al., 2017

AKkin et al., 2021

Personali

ty

(introvert

/extrovert

Sleep

Quality

Cooperat

ion with

team

Relations

h

th

ip wi
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luding

Total number of
ies inc
variable

stud

Yilmaz-Esencan et al.,

Xu et al., 2023

Wang et al., 2023

Wallbank, 2010

Segal & Kagan, 2023

Ross et al., 2023

Rahman et al., 2023

Qu et al., 2022

O'Riordan et al., 2020

Muliira & Ssendikadiwa,

Mizuno et al., 2013

Mashego et al., 2016

Katsantoni et al., 2019

Hajiesmaello et al., 2022

Guzzon et al., 2024

Ergin et al., 2020

Dobrina et al., 2023

Dirik et al., 2021

Cohen et al., 2017

Cankaya & Dikmen, 2020

Beaumont et al., 2016

Bak-Sosnowska et al.,

Avdin Dogan et al., 2023

Angeby et al., 2022

Allen et al., 2017

AKkin et al., 2021

child-

bearing

mothers

Whether

work was

recognize

Heavy

daily

workload

ici

Ethn
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luding

Total number of
ies inc
variable

stud

Yilmaz-Esencan et al.,

Xu et al., 2023

Wang et al., 2023

Wallbank, 2010

Segal & Kagan, 2023

Ross et al., 2023

Rahman et al., 2023

Qu et al., 2022

O'Riordan et al., 2020

Muliira & Ssendikadiwa,

Mizuno et al., 2013

Mashego et al., 2016

Katsantoni et al., 2019

Hajiesmaello et al., 2022

Guzzon et al., 2024

Ergin et al., 2020

Dobrina et al., 2023

Dirik et al., 2021

Cohen et al., 2017

Cankaya & Dikmen, 2020

Beaumont et al., 2016

Bak-Sosnowska et al.,

Avdin Dogan et al., 2023

Angeby et al., 2022

Allen et al., 2017

AKkin et al., 2021

Number

of births

Organisa

tional

Commit

ment

Question

naire

Connor-

Davidson

Resilienc

e Scale
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luding

Total number of
ies inc
variable

stud

Yilmaz-Esencan et al.,

Xu et al., 2023

Wang et al., 2023

Wallbank, 2010

Segal & Kagan, 2023

Ross et al., 2023

Rahman et al., 2023

Qu et al., 2022

O'Riordan et al., 2020

Muliira & Ssendikadiwa,

Mizuno et al., 2013

Mashego et al., 2016

Katsantoni et al., 2019

Hajiesmaello et al., 2022

Guzzon et al., 2024

Ergin et al., 2020

Dobrina et al., 2023

Dirik et al., 2021

Cohen et al., 2017

Cankaya & Dikmen, 2020

Beaumont et al., 2016

Bak-Sosnowska et al.,

Avdin Dogan et al., 2023

Angeby et al., 2022

Allen et al., 2017

AKkin et al., 2021

(CD-

RISC-10)

Country
of birth

Only
child

Emotiona

1labour

scale

Report of

adequate
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luding

Total number of
ies inc
variable

stud

Yilmaz-Esencan et al.,

Xu et al., 2023

Wang et al., 2023

Wallbank, 2010

Segal & Kagan, 2023

Ross et al., 2023

Rahman et al., 2023

Qu et al., 2022

O'Riordan et al., 2020

Muliira & Ssendikadiwa,

Mizuno et al., 2013

Mashego et al., 2016

Katsantoni et al., 2019

Hajiesmaello et al., 2022

Guzzon et al., 2024

Ergin et al., 2020

Dobrina et al., 2023

Dirik et al., 2021

Cohen et al., 2017

Cankaya & Dikmen, 2020

Beaumont et al., 2016

Bak-Sosnowska et al.,

Avdin Dogan et al., 2023

Angeby et al., 2022

Allen et al., 2017

AKkin et al., 2021

institutio

nal

support

Reason

for

choosing
professio

n

Care with

professio

nal ethics

codes




155

TRAUMA AND COMPASSION IN PERINATAL SERVICES

luding

Total number of
ies inc
variable

stud

Yilmaz-Esencan et al.,

Xu et al., 2023

Wang et al., 2023

Wallbank, 2010

Segal & Kagan, 2023

Ross et al., 2023

Rahman et al., 2023

Qu et al., 2022

O'Riordan et al., 2020

Muliira & Ssendikadiwa,

Mizuno et al., 2013

Mashego et al., 2016

Katsantoni et al., 2019

Hajiesmaello et al., 2022

Guzzon et al., 2024

Ergin et al., 2020

Dobrina et al., 2023

Dirik et al., 2021

Cohen et al., 2017

Cankaya & Dikmen, 2020

Beaumont et al., 2016

Bak-Sosnowska et al.,

Avdin Dogan et al., 2023

Angeby et al., 2022

Allen et al., 2017

AKkin et al., 2021

Would

choose

professio

n again

Knowled

ge of

professio

nal ethics

codes

Members

hip to

professio




156

TRAUMA AND COMPASSION IN PERINATAL SERVICES

luding

Total number of
ies inc
variable

stud

Yilmaz-Esencan et al.,

Xu et al., 2023

Wang et al., 2023

Wallbank, 2010

Segal & Kagan, 2023

Ross et al., 2023

Rahman et al., 2023

Qu et al., 2022

O'Riordan et al., 2020

Muliira & Ssendikadiwa,

Mizuno et al., 2013

Mashego et al., 2016

Katsantoni et al., 2019

Hajiesmaello et al., 2022

Guzzon et al., 2024

Ergin et al., 2020

Dobrina et al., 2023

Dirik et al., 2021

Cohen et al., 2017

Cankaya & Dikmen, 2020

Beaumont et al., 2016

Bak-Sosnowska et al.,

Avdin Dogan et al., 2023

Angeby et al., 2022

Allen et al., 2017

AKkin et al., 2021

nal

associatio
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Accompanying Material F: Results summary for individual factors relating to compassion, compassion satisfaction and compassion fatigue

Reference Measure Groups Results

Years worked (k=16)
Akin et al., The Compassion a) 1-10 years One-way ANOVA revealed significant results for overall compassion score (F=4.197, p=
2021 Scale (including 0.017 c>b) and Indifference subscale (F=5.540, p=.005 b>c).

subscales
Kindness,
Indifference,
Common
Humanity,
Separation,
Mindfulness and

Disengagement)

b) 11-20 years

c) 21 + years

No significant results found for Kindness (F= 1.518, p=.222), Common Humanity (F= 1.332,
p=.0.266), Separation (F= 1.299, p=.275), Mindfulness (F= 0.081, p=.922) or Disengagement

(F= 1.364, p=258).
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Angeby et al.,

2022

Aydin Dogan

etal., 2023

a)  >20,

ProQoL modified No significant differences by years worked group for Compassion Satisfaction (¢ (288) =-1.27,

b) <20

version based on p=0.21, Cohen’s d= 0.18) or Compassion Fatigue (¢ (287) = -0.05, p=0.96, Cohen’s d= 0.09)

Heritage et al,
(2018)
(subscales:
Compassion
Satisfaction and
Compassion

Fatigue)

a)<l year

Compassion MANOVA of Compassion Fatigue and moral sensitivity questionnaires by years worked and

b)1-5 years

Fatigue Short shift style found no significant impact of years worked on Compassion Fatigue (F=1.645,

¢)6-10 years

Scale p=.179, mp2=0.016) and no significant impact of the interaction between years worked and

d)11 years and shift type (F=1.255, p=278, np2=0.025).

above
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Bak- ProQoL
Sosnowska et

al., 2021

Cohen et al., ProQoL
2017

Dirik et al., Compassion
2021 Fatigue Short

Scale

n/a continuous variable

n/a continuous variable

a) 0-5 years

b) 6-10 years

c) 11-15 years d) 16-33

years

Spearmans rank correlation found no significant relationship between years worked and

ProQoL scores. No statistics reported.

Spearmans rank showed a significant positive correlation between years worked and scores on

the Burnout subscale (,= .21, p <.05).

No significant correlation found between years worked and Compassion satisfaction (ry=-.10,

p>.05) or Secondary Traumatic Stress (rs= .01, p>.05).

One-way ANOVA found a significant difference in overall Compassion Fatigue (F (104) =
3.039, p <0.05) and Burnout (F (104) =2.794, p <0.05). Bonferroni post hoc tests showed
significant difference between groups C and D (C>D) for both overall Compassion Fatigue

and Burnout.

No significant results were found with regards to the impact of years worked on Secondary

Traumatic Stress (F (104) =2.386, p > 0.05).
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Erginetal.,  The Compassion

2020 Scale (including
subscales
Kindness,
Indifference,
Common
Humanity,
Separation,
Mindfulness and

Disengagement)

Hajiesmaello ProQoL

etal., 2022

a)10 years and less

b) 11-20 years c) 21

years and above

For correlation: n/a

continuous variable

n/a continuous variable

No significant differences found between years worked groups on overall compassion or its

subscales (using Kruskal-Wallis H test)

Spearman’s rank correlation found a significant positive correlation between scores on

Indifference subscale and years worked (5= .260, p=0.022).

No significant correlations found for total Compassion (ry=-.072, p=0.534) or Kindness (=
0.076, p=.510), Common Humanity (= .020, p=.0.859), Separation (= .031, p=.788),

Mindfulness (= -.019, p=.867) or Disengagement (r= .088, p=.442).

Univariate linear regression yielded no significant results for the relationship between years
worked and Compassion Satisfaction (B =0.188, f =0.101, p =.05), Burnout (B =-0.074, B =

-0.028, p = .59) or Secondary Traumatic Stress (B =0.033, § =-0.021, p = .69).
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Mashego et  ProQoL a) <1 Mean comparisons found no significant difference between groups for Compassion
al., 2016 b) 2-5 Satisfaction (p = .753), Burnout (p = .863) or Secondary Traumatic Stress (p = .956).

c)>5
Mizuno et al., ProQoL n/a continuous variable  No statistically significant correlations found between years worked and ProQoL scores. No
2013 statistics reported.
Quetal, ProQoL a) <5 One-way ANOVA found no significant differences in Compassion Satisfaction (F=1.553,
2022 b) 6-10 p=214).

o) =11 Kruskal-Wallis tests showed no significant differences for Burnout (H=0.266, p=.876) or

Secondary Traumatic Stress (H=0.465, p=.792).

Rahman et al., ProQoL a)>1 year No significant difference was found between the two groups for Compassion Satisfaction (B=
2023 b)< 1 year 3.27, p = .063), Burnout (B=-1.32, p = .301) or Secondary Traumatic Stress (B=~-0.71, p

= .709)
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Ross et al.,

2023

Wang et al.,

2023

Xu etal.,

2023

ProQoL

ProQoL

ProQoL

a)>1 year

b)1 year

a)< 4 years
b) 5-10 years
c)11-15 years

d) > 16 years

n/a continuous variable

No significant difference was found between the two groups for Compassion Satisfaction (f= -
2.16, p = .246), Burnout (B=-1.28, p = .308) or Secondary Traumatic Stress (f=1.56, p

— 512).

One-way ANOVA found a significant difference in Compassion Satisfaction (F=4.576,

p=.004).

Stepwise multiple linear regression found that years worked was a significant predictor of

Compassion Satisfaction (B =-1.426, p =-0.170, t=-3.706, p <.001).

No significant results were found for Compassion Fatigue (F= 0.174, p=.914) when compared

by years worked groups.

Pearson Correlations found no significant correlations between years worked and Compassion
Satistaction (= 0.01, p>.05), Burnout (= -0.03, p>.05) or Secondary Traumatic Stress (7= -

0.12, p>.05)
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Yilmaz- The Compassion a)0-5 No significant difference between years worked groups on overall compassion (p=0.559).
p
Esencan et al., Scale (includin b)6-10 . . )
” g Kruskal-Wallis tests showed no significant difference between subscale scores per years
2022 subscales c)11-15 . 5 _ ) 5 _
worked groups; Kindness (x°= 3.809, p = .577), Indifference (y°=2.666, p =.751) Common
Kindness, d)16-20 s . 2 - 2
Humanity (y~=4.517, p = .478), Separation (y°= 2.718, p = .743), Mindfulness (y“ = 7.543, p
Indifference, €)21-25 .
= .183) or Disengagement (y*>=2.687 , p = .745)
Common f=26
Humanity,
Separation,
Mindfulness and
Disengagement)
Age (k=14)
Akm et al., The Compassion 2)20-40 T-tests revealed significant results for overall compassion score (= -2.566, p=0.012, b>a) and
p
o b)41-60 . B
2021 Scale (including Indifference subscale (=2.472, p=.014, a>b).

subscales
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Aydin Dogan

etal., 2023

Dirik et al.,

2021

Kindness,
Indifference,
Common
Humanity,
Separation,
Mindfulness and

Disengagement)

Compassion n/a continuous variable

Fatigue Short

Scale

Compassion 2)29-35

Fatigue Short b)36-42
€)43-63

Scale

No significant results found for Kindness (= -1.504, p=.134), Common Humanity (= -1.622,
p=.107), Separation (= 1.197, p=.233), Mindfulness (= -0.539, p=.590), or Disengagement

(t= 1.241, p=216).

Linear regression found that Compassion Fatigue scores increased with age (= 0.07, p =.002).

Note: overall regression model including Secondary Traumatic Stress, Burnout and Moral

Sensitivity explained 98% of variance in Compassion Fatigue.

One-way ANOVA found no significant age differences for Secondary Traumatic Stress (F
(104) = 0.229, p > 0.05), job burnout (F (104) = 1.163, p > 0.05) or overall compassion fatigue

(F(104) = 0.749, p > 0.05).
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Erginetal.,  The Compassion a)<30
2020 Scale (including b) 31-40
subscales
c)>40
Kindness,
Indifference,
Common For correlation: n/a
Humanity, continuous variable
Separation,
Mindfulness and
Disengagement)
Guzzon et al., ProQoL n/a continuous variable
2024
Hajiesmaello ProQoL n/a continuous variable
etal., 2022

Kruskal-Wallis tests showed a significant difference between at least one age group for the
Separation subscale (y2=11.401, p = .003). No post-hoc tests are included to explain which
groups were significantly different. No significant group differences were found in Kruskal

Wallis tests for overall compassion or any other subscales.

Spearman correlation found a significant positive correlation between Age and the

Indifference subscale (7= .240, p =0.034.

No further significant correlations were found for overall compassion or any other subscales.

No significant correlations found between socio-demographic characteristics and ProQoL

scores. No specific statistics reported.

Univariate linear regression yielded a significant positive relationship between age and

Compassion Satisfaction (B =0.208, B =0.120, p = .01). No significant relationship was found
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between age and Burnout (B =-0.084, B = -0.034, p = .50) or Secondary Traumatic Stress (B =

0.029, p=-0.019, p = .71).

When included in a multivariate regression involving perception of empowerment, years
worked, satisfaction with profession and level of education the impact of age on Compassion

Satisfaction was no longer significant (B = 0.082, B = 0.046, p = .66).

Mashego et  ProQoL 2)20-31 Mean comparisons found no significant difference between groups for Compassion
al., 2016 b)32-43 Satisfaction (p = .105), Burnout (p =.175) or Secondary Traumatic Stress (p = .365).

c)44-49

d)50+
Mizuno et al., ProQoL n/a continuous variable  No statistically significant correlations found between years worked and ProQoL scores. No
2013 statistics reported.
Muliira & ProQoL a)18-30 Pearson’s Chi-squared test showed no significant difference in age groups for level of
Ssendikadiwa, 6)31-50 Compassion Satisfaction (2 (3, n =224) = 8.641, p =.072)., Burnout (x> (3, n =224) = 4.491, p
2016 ©)z 50

=.344) or Secondary Traumatic stress (> (3, n =224) = 7.416, p =.105).
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Quetal, ProQoL

2022

Rahman et al., ProQoL

2023

Ross et al., ProQoL

2023

Wang etal., ProQoL

2023

a)< 30
b)31-40

c)=>41

n/a continuous

n/a continuous

a) 18-29

b) 30-39

¢) 40-49

One-way ANOVA found no significant differences in Compassion Satisfaction (F= 1.357,

p=260).

Kruskal-Wallis tests showed no significant differences for Burnout (H=1.300, p=.552) or

Secondary Traumatic Stress (H=2.610, p=.271).

Linear regression found a significant positive relationship between age and compassion
satisfaction (B=0.17, p = .008).

No significant relationship was found between age and Burnout (B=-0.09, p = .094) or

Secondary Traumatic Stress (B=-0.07, p =.353).

No significant relationship was found between the age and Compassion Satisfaction (= 0.08,

p =.266), Burnout (= -0.003, p =.950) or Secondary Traumatic Stress (= 0.07, p = .453).

One-way ANOVA found no significant differences in Compassion Satisfaction (F=1.718,

p=.163) or Compassion Fatigue (F=0.174, p=.914) when compared by age group.
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d)>50
Yilmaz- The Compassion a) 19-25 No significant difference between age group on overall compassion (p=0.926).
Esencan etal., Scale (including b) 26-30 Kruskal-Wallis tests showed significant difference between subscale scores of Kindness (3> =
2022 subscales
Y ¢) 31-35 13.315, p = .021) and Mindfulness (x*>= 12.991, p = .023) by age. Post-hoc analysis to
Kindness, i _ i
determine which groups differed were not reported.
i d) 36-40
Indifference,
No significant results were found for other subtests; Indifference (y>=6.204, p =.287)
Common e) 41-45
. Common Humanity (x*>=2.779, p = .734), Separation (3*>= 3.689, p = .595) or Disengagement
Humanity, f) > 46
: 2=4, = 454

Separation, (" =469 p >4)

Mindfulness and

Disengagement)

Education (n=10)

Erginetal., = The Compassion a) Vocational school Kruskal-Wallis test showed no significant between education status groups total Compassion
2020 Scale (including of health scores (p>.05)
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subscales b)Upper secondary

Kindness, education

Indifference, c)Bachelor’s degree

Common d)Master’s degree

Humanity,

Separation,

Mindfulness and

Disengagement)
Guzzon et al., ProQoL Time since completing  Linear regression found inverse correlation between time since completing education and
2024 education: Compassion Satisfaction (B =—1.571, p = 0.028).

a)Newly graduated  No significant association with Burnout or Secondary Traumatic Stress.
b)5-10 years

¢)> 10 years
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Hajiesmaello ProQoL

etal., 2022

Mashego et

al., 2016

ProQoL

a) Associate degree
b)Bachelor’s degree
c)Masters degree or

higher

a)Matric
b)Diploma
c)Degree

d)Post-grad

Univariate linear regression found that those with an associates degree had significantly higher
Compassion Satisfaction (B =12.412, f = 0.135, p =.009) and lower Burnout (B = -14.994,

=-0.114, p = .02).

When included in a multivariate regression involving perception of empowerment, age, years
worked and satisfaction with profession having an associate’s degree was associated with
higher Compassion Satisfaction (B =-15.294, 3 =-0.112, p =.01) and lower Burnout (B =

11.705, B = 0.123, p = .005).
Level of education did not have a significant impact on Secondary Traumatic Stress.

Having a master’s degree or higher gave no significant difference in scores.

Mean comparisons found no significant difference between groups for Compassion

Satisfaction (p = .955), Burnout (p = .274) or Secondary Traumatic Stress (p =.596).
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Mizuno et al., ProQoL

2013

Muliira & ProQoL
Ssendikadiwa,

2016

Quetal.,, ProQoL

2022

Segal & ProQoL

Kagan, 2023

Not reported

a) Associate degree
b)Bachelor’s degree

c)Master’s degree

a) Associate degree
and below
b)Bachelor’s degree

and above

a)No academic
degree

b)Bachelor’s degree

No statistically significant correlations found between years worked and ProQoL scores. No

statistics reported.

Pearson’s Chi-squared test showed a significant difference between education groups on levels
of Burnout (3 (3, n =224) = 16.726, p =.002) and Secondary Traumatic stress (> (3, n =224) =

9.66, p =.047). Post-hoc tests were not reported to further understand this difference.

There was no significant difference in education groups for level of Compassion Satisfaction

(x2(3,n=224)=2.12, p =.714).

A t-test found no significant differences in Compassion Satisfaction by education group (= -
0.804, p=.423).

Mann-Whitney U tests showed no significant differences for Burnout (U=-1.701, p=.089) or

Secondary Traumatic Stress (U=-1.223, p=.221).

No significant results for relationship between level of education and ProQoL scores. No stats

reported.
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Wang et al.,

2023

Yilmaz-
Esencan et al.,

2022

ProQoL

The Compassion
Scale (including
subscales
Kindness,
Indifference,
Common
Humanity,

Separation,

c)Master’s degree

a) Associate degree
b)Bachelor’s degree
c)Master’s degree

and above

a)High school
b)Associate degree
c)Bachelor’s degree

d)Graduate degree

One-way ANOVA found a significant difference in Compassion Satisfaction scores by
education level group (F=5.131, p=.006). No stats are given to reveal which groups were

significantly different.

No significant results were found for Compassion Fatigue (F=2.367, p=.095) when compared

by years worked groups.

No significant difference between education groups on overall compassion (p=0.117).

Kruskal-Wallis tests showed significant difference between subscale scores of Indifference (>
=48.091, p = .044) and Separation (y>= 11.622, p = .009), by level of education. Post-hoc

analysis to determine which groups differed were not reported.

No significant results were found for other subtests; Kindness (y>=0.120, p =.0.989)
Common Humanity (x*= 2.490, p = .477), Mindfulness (x*= 1.069, p = .785) or

Disengagement (x>=3.589 , p = .309).
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Mindfulness and

Disengagement)

Marital Status (k=10)

Akin et al.,

2021

The Compassion
Scale (including
subscales
Kindness,
Indifference,
Common
Humanity,
Separation,
Mindfulness and

Disengagement)

a)Married

b)Single

T-tests revealed significant results for overall compassion score (= -2.488, p=0.014, b>a) and

Disengagement subscale (=2.392, p=.020, a>b).

No significant results found for Kindness (= -1.453, p=.148), Indifference (+=1.869, p=0.063),
Common Humanity (= -0.495, p=.621), Separation (= 1.754, p=.081), Mindfulness (= -

0.749, p=446).
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Dirik et al.,

2021

Ergin et al.,

2020

Compassion
Fatigue Short

Scale

The Compassion
Scale (including
subscales
Kindness,
Indifference,
Common
Humanity,
Separation,
Mindfulness and

Disengagement)

a)Married

b)Single

a) Married

b) Single

Independent-samples t-tests found no significant difference between marital status groups in
secondary trauma (¢ (105) = —0.065, p > 0.05), job burnout (¢ (105) = 0.624, p > 0.05), or

overall (£ (105) = 0.407, p > 0.05).

Mann-Whitney U test showed no significant difference between marital status groups on

overall compassion score or any subscales. No statistics reported.
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Guzzon et al., ProQoL a)Single No significant correlations found between socio-demographic characteristics and ProQoL
g
2024 b)Married scores. No specific statistics reported.
c¢)Divorced
d)Widowed
Hajiesmaello ProQoL a)Single Univariate linear regression found no significant difference between marital status groups for
g
et al., 2022 b)Married Compassion Satisfaction (B = 0.107, p = 0.069, p = .17) Burnout (B = -1.445, p = -0.033, p
=.52) or Secondary Traumatic Stress (B =-0.194, B =-0.007, p = .88).
Mashego et  ProQoL a)Single Mean comparisons found no significant difference between groups for Compassion
g
al., 2016 b)Married Satisfaction (p = .480), Burnout (p = .416) or Secondary Traumatic Stress (p = .148).
¢)Widowed
Muliira & ProQoL a)Single Pearson’s Chi-squared test showed a significant difference between marital status groups on
Ssendikadiwa, b)Married/partnered levels of Burnout (2 (2, n =224) = 7.922, p =.019) and Secondary Traumatic stress (3 (2, n

2016 =224) = 6.24, p =.044).
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Quetal.,

2022

Wang et al.,

2023

Yilmaz-
Esencan et al.,

2022

ProQoL

ProQoL

The Compassion
Scale (including
subscales
Kindness,

Indifference,

a)Married
b)Single
c¢)Divorced or

widowed

a) Unmarried

b)Married

c¢)Divorced/widowed

a)Married

b)Single

There was no significant difference in education groups for level of Compassion Satisfaction

(% (2, n=224)=1.35, p =.508).
An ANOVA found no significant difference in Compassion Satisfaction score by marital status
(F=1.026, p=.360).

Kruskal Wallis tests showed no significant differences for Burnout (H=0.074, p=964) or

Secondary Traumatic Stress (H=0.351, p=.839).

One-way ANOVA no significant difference in Compassion Satisfaction (F=1.953, p=.144) or

Compassion Fatigue (F= 2.426, p=.090) by marital status group

No significant difference between marital status groups on overall compassion (p=0.617).

Kruskal-Wallis tests showed significant difference between subscale scores of Kindness (3> =
5.184, p =.0.023) and Common Humanity (y3>=4.613, p = .032), by marital status. With

married individuals showing significantly higher Kindness and Common Humanity.
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Common No significant results were found for other subtests; Indifference (%*>= 004, p = .948),
Humanity, Separation (x> = 3.109, p = .078), Mindfulness (x*>= 0.908, p = .341) or Disengagement (>
Separation, =0.555 , p = .456).

Mindfulness and

Disengagement)

Physical health of professional (k=5)

Muliira &
Ssendikadiwa,

2016

Quetal.,

2022

ProQoL Self-rated perceived Pearson’s Chi-squared test showed a significant difference between physical health rating
physical wellbeing: groups on levels of Burnout (3 (2, n =224) = 21.015, p =.000) and Secondary Traumatic stress
a) Positive (%% (2, n=224) = 35.08, p =.000).
b)Negative There was no significant difference in physical health rating groups for level of Compassion

Satisfaction (%? (2, n =224) = 1.35, p =.508).

ProQoL a) Very good An ANOVA found no significant impact of health condition on Compassion Satisfaction score

b)Good (F=2.217, p=.087).

c)Neutral
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Rahman et al., ProQoL

2023

Ross et al.,

2023

Wang et al.,

2023

ProQoL

ProQoL

d)Not good

n/a number of poor
physical health in the
past month as a

continuous variable

n/a number of poor
physical health in the
past month as a

continuous variable

a)Well

b)Fair

Kruskal Wallis tests showed a significant difference between health condition groups for

Burnout (H=24.854, p=.000) and Secondary Traumatic Stress (H=9.017, p=.0.029).

Multiple linear regression suggests that poorer health condition was a significant predictor of

higher Burnout (B = 0.929, § = 0.162, t= 2.684, p=.008).

Linear regression found a significant positive relationship between number of poor physical

health days and Secondary Traumatic Stress (B=-0.28, p = .034).

No significant relationship was found between poor physical health days and Compassion

Satisfaction (f=-0.17, p = .164) or Burnout (f=0.14, p =.101).

No significant relationship was found between days of poor physical health and Compassion
Satisfaction (= -0.06, p = .555), Burnout (= -0.12, p = .073) or Secondary Traumatic Stress

(B=-012, p = .347).

Independent samples T-tests found a significant difference in Compassion Satisfaction (=

8.666, p<001) and Compassion Fatigue (= 22.303, p<001) scores by physical condition group
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c¢)Poor with poorer physical health groups showing lower Compassion Satisfaction and higher

Compassion fatigue

Stepwise multiple linear regression found that poor physical condition was a predictor of

higher levels of Compassion Fatigue (B =5.073, = 0.155, t=3.592, p <.001).
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Accompanying Material G: Results summary for workplace factors relating to compassion,

compassion satisfaction and compassion fatigue

Reference Measure Groups Results
Job Satisfaction (k=8)
Ak et al., The a)satisfied T-test revealed significant results for the
. b)not . _
2021 Compassion Mindfulness subscale (= 2.022, p=.045,
Scale (including satisfied a>b)
subscales
Kindness,
No significant results found for overall
Indifference,
compassion score (7= 1.049, p=.296)
Common
Kindness (= 1.313, p=.195),
Humanity,
Indifference (+=-0.665, p=.507).
Separation,
Common Humanity (= 1.753, p=.081),
Mindfulness
Separation (= 0.631, p=.481), or
and
Disengagement (= 0.184, p=.854).
Disengagement)
Bak- ProQoL a)Definitely Kruskal-Wallis H test showed
Sosnowska et good significant difference between self-
al., 2021 b)Good assessment of work situation group and
c)Bad compassion satisfaction (H = 25.89, p
d)Definitely 1y 4nd burnout (H = 35.54, p < .01).
bad

Better assessment of work situation was
related to higher Compassion

Satisfaction and lower Burnout.
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Erginetal.,  The a)Satisfied
2020 Compassion b)Partially
Scale (including ~ S2fified
subscales c)Not
Kindness, satisfied
Indifference,
Common
Humanity,
Separation,
Mindfulness
and
Disengagement)
Hajiesmaello ProQoL 1-10 scale
etal., 2022 2)Low (<4)
b)Moderate
(5-7)
c)High (=8)

Kruskal-Wallis H test found significant
difference between satisfaction group
and overall compassion score (y>=
9.739, p =.0.008) and subscales of
Kindness (x*>= 13.138, p = .0.001),
Separation (x> = 7.360, p = .0.025) and

disengagement (%= 6.884, p = .0.032).

Satisfaction was related to higher overall
Compassion and Kindness and lower

Separation and Disengagement.

Univariate linear regression yielded
significant results for the relationship
between job satisfaction and
Compassion Satisfaction (B =3.192, B =
0.512, p <.001), Burnout (B = -4.345, B
=-0.490, p <.001) or Secondary
Traumatic Stress (B =-1.363, B =-

0.353, p <.001).

Higher job satisfaction was related to
higher Compassion Satisfaction and
lower Burnout and Secondary Traumatic

Stress.
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Muliira &
Ssendikadiwa,

2016

Quetal.,

2022

ProQoL

ProQoL

Job Satisfaction
Subscale from
the Michigan
Organizational
Assessment

Questionnaire

a) Poor

b) Moderate

c¢) Good

a)Very
satisfied
b)Satisfied
c)Neutral

d)Dissatisfied

Pearson’s Chi-squared test showed a
significant relationship between Job
Satisfaction in the past year and
Compassion Satisfaction (x? (3, n =224)

= 52.18, p =.000).

There was no significant impact of Job
Satisfaction group on Burnout (3 (3, n
=224)=4.231, p =.376) or Secondary
Traumatic stress (32 (3, n =224) = 4.302,

p=376).

An ANOVA found a significant impact
of job satisfaction on Compassion

Satisfaction score (F= 30.626, p=.000).

Kruskal Wallis tests showed a
significant difference between job
satisfaction groups for Burnout scores
(H=33.462, p=.000) but not Secondary
Traumatic Stress scores (H=4.329,

p=.0.228).

Multiple linear regression suggests that
lower job satisfaction was a significant

predictor of lower Compassion

Satisfaction (B = -4.068, = 0.390, t=-
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Rahman et al., ProQoL

2023

Job Satisfaction
Survey,
Including
subscales:
Communication,
Contingent
Rewards,
Coworkers,
Fringe Benefits,
Nature of Work,
Operating
Conditions,
Pay, Promotion

and Supervision

7.100, p=.000) and higher Burnout (B =

0.945, B = 0.138, t= 2.095, p=.037).

Lower levels of overall job satisfaction
were associated with higher Burnout (3
=-0.10, p <0.001) and Secondary

Traumatic Stress (B =-0.1, p = 0.02).

Higher levels of Compassion
Satisfaction were associated with higher
levels of satisfaction with the nature of

work (B =0.99, p <0.001).

Lower Burnout scores were associated
with higher satisfaction with the nature
of work (B =-0.51, p=0.004),
communication ( =-0.45, p =0.014),
contingent rewards (B =—-0.343, p =
0.0254), fringe benefits (f =—-0.336, p =
0.010), (B=-0.51, p = 0.004), and pay

(B=-0.317, p = 0.0305).

Lower levels of Secondary Traumatic
Stress were associated with higher
satisfaction with fringe benefits (f =—
0.55, p=0.003) and pay (B =-0.465, p

=0.0265)
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Ross et al.,

2023

ProQoL

Job Satisfaction
Survey,
including
subscales;
Communication,
Contingent
Rewards,
Coworkers,
Fringe Benefits,
Nature of Work,
Operating

Conditions,

Pay, Promotion

and Supervision

Level of overall job satisfaction had a
significant relationship with Burnout (=
-0.11, p =.0004) and Compassion
Satisfaction (= 0.2, p <.0001). Higher
job satisfaction was associated with
lower Burnout and higher Compassion

Satisfaction.

No significant difference was found
between job satisfaction and Secondary

Traumatic Stress (p=-0.1, p =.0707).

Higher levels of Compassion
Satisfaction were associated with higher
levels of satisfaction with contingent
rewards (B = 0.721, p =0.003), nature of
work (B =0.658, p =0.008, operating
conditions (B = 0.863, p =0.0006), pay
(B=0.450, p =0.02) and promotion (B =

0.424, p =0.04).

Lower Burnout scores were associated
with higher satisfaction with the nature
of work (B =-0.477, p=0.003) and
operating conditions (= -0.621,

p=.0001).

Lower levels of Secondary Traumatic

Stress were associated with higher
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satisfaction with operating conditions

(B=-0.703, p=".02).

Shift Pattern (k=7)

Akin et al.,

2021

Aydin Dogan

et al., 2023

Ergin et al.,

2020

The a) Only day shift
Compassion b) Only night
Scale (including shift
subscales

c) Shift work
Kindness,
Indifference,
Common
Humanity,
Separation,
Mindfulness

and

Disengagement)
Compassion a)24 hours

Fatigue Short b)Night shift

Scale c)Day shift

The a) Only day shift

Compassion b) Only night

Scale (including shift

Kruskal-Wallis tests showed that shift
pattern had a significant impact on
overall compassion (x*>=7.261, p
=.027, a>b) and indifference (y*>=

10.723, p = .005, a< b, ¢).

A MANOVA found that shift style had a
significant impact on levels of
Compassion Fatigue (F=3.474, p=.032,
np2=0.023). With those who work 24
hour shift work having the highest level

of Compassion Fatigue.

Kruskal-Wallis tests showed a
significant difference in total

Compassion (2= 6.420, p = .040) and
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subscales ¢) Shift work

Kindness,

Indifference,

Common

Humanity,

Separation,

Mindfulness

and

Disengagement)
Hajiesmaello ProQoL a)Day shifts
et al., 2022 b)Rotating
Quetal., ProQoL a)Day shift
2022 b)Day-night

shift

Kindness (y>= 11.484, p = .003) scores
when comparing shift style groups. No
post-hoc tests are included to explain
which groups were significantly
different, but those working shift work
showed the lowest scores on overall

Compassion and Kindness.

Univariate linear regression found no
significant difference between day shift
and rotating shift groups and their scores
on Compassion Satisfaction (B = -0.562,
B=0.019, p=.71), Burnout (B = 1.658,
B=-0.063, p =.22) or Secondary
Traumatic Stress (B =-5.931, B3 =-

0.075, p = .14).

A t-test found a significant impact of
shift pattern on Compassion Satisfaction

score (F=2.195, p=.029, a>b).

Mann-Whitney U tests showed a
significant difference between job

satisfaction groups for Burnout scores

(U=-3.737, p=.000, b>a) and Secondary
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Segal & ProQoL a) All shifts

Kagan, 2023 b)Only
morning
shifts
c)Morning
and evening
shifts
d)Only

evening shifts

Wang et al., ProQoL Number of night

2023 shifts:

a)0
b)0-1
c)2-3
d)3-4

e)>5

Traumatic Stress scores (H=-2.621,

p=.0.009, b>a).

Multiple linear regression suggests that
shift pattern was a significant predictor
of Burnout (B =1.846, B =0.165, t=
2.886, p=.004) and Secondary
Traumatic Stress (B = 1.894, B = 0.160,

t=2.460, p=.015).

No significant results for relationship
between shift pattern and ProQoL

scores. No stats reported.

Kruskall-Wallis tests found a significant
difference in Compassion satisfaction
(H=17.847 p=.001) when compared by
number of night shifts. No significant
relationship was found between number
of night shifts and level of Compassion

Fatigue (H=7.608, p=.107).
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A stepwise linear regression found that a
higher number of nightshifts was a
significant predictor of lower
Compassion Satisfaction (B =-3.712, B

=-0.121, t= 2.861, p<0.01).

Traumatic Births Experienced (k=6)

Akin et al.,

2021

Cohen et al.,

2017

The
Compassion
Scale (including
subscales
Kindness,
Indifference,
Common
Humanity,
Separation,
Mindfulness
and

Disengagement)

ProQoL

Monthly

traumatic births:

a)None
b)1-10

c)11 or more

n/a continuous

variable

Kruskall-Wallis test revealed a
significant relationship between

traumatic births experienced and
Indifference score (y>=7.189 , p=0.027,

b>a).

No significant results were found for
found for overall Compassion (3=
5.381, p=0.068) Kindness (y*=4.265 ,
p=0.119) , Common Humanity (3=
2.184, p=.336), Separation (x*= 1.606,
p=.448), Mindfulness (x*= 0.231,
p=.891) or Disengagement (= 3.027 ,

p=0.220) .

The number of exposures to traumatic
births was positively and significantly

correlated with Burnout (r=.22, p <.05).
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Ergin et al.,

2020

Katsantoni et

al., 2019

The Monthly
Compassion traumatic births:
Scale (including a) None
subscales
b) 1-5

Kindness,

) c) 6-10
Indifference,
Common d) 11 or more
Humanity,
Separation,
Mindfulness
and
Disengagement)
ProQoL Experienced

traumatic birth:

a)Yes

b)No

189
No significant relationship with
Compassion Satisfaction or Secondary

Traumatic Stress, no statistics reported.

When comparing number of traumatic
birth groups, Kruskal-Wallis test
showed a significant difference in total
Compassion scores (y>= 15.940,
p=.001), Kindness (y°= 14.759,
p=.002) and Indifference (y°= 9.461,

p=.024).

No significant results were found for
Common Humanity (y*= 6.669, p=.083),
Separation (y*= 6.235, p=.101),
Mindfulness (x*= 7.735, p=.052) or

Disengagement (*=3.694, p=.296).

T-test revealed that those who cared for
a woman who experienced a traumatic
birth experience reported significant
higher levels of Secondary Traumatic

Stress (t=4.77, p <0.001).

No significant results reported for
Compassion Satisfaction or Burnout and

experience of traumatic birth.
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Quetal.,

2022

Segal &

Kagan, 2023

ProQoL

ProQoL

Average
exposure to

traumatic

birth events per

month

in recent years:

a)2 or less
b)3-5

¢)6 or more

One-way ANOVA found a significant
differences in Compassion Satisfaction
by traumatic birth experience group (F=
7.401, p=.001). Kruskal-Wallis tests
showed significant differences for
Burnout (H=15.088, p=.001) and
Secondary Traumatic Stress (H=9.965,
p=.007). Post-hoc analysis is not
available to show which groups differed

significantly.

Multiple linear regression suggests that
exposure to traumatic birth was a
significant predictor of Burnout (B =
1.386, B =0.144, t= 2.484, p=.014) and
Secondary Traumatic Stress (B =1.612,

B=0.160, = 2.414, p=.017).

Correlation analysis found that higher
frequency of traumatic events was a
predictor of higher Burnout level (= .42,
p<.001) and higher Secondary

Traumatic Stress (= .28, p<.01).

No significant relationship between
frequency of traumatic events and

Compassion Satisfaction were reported.
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Average weekly hours (k=4)

Quetal., ProQoL

2022

Rahman et al., ProQoL

2023

a)40 or less
b)41-50

¢)51 or more

a)5-35 hours
b)Over 35

hours

One-way ANOVA found a significant
differences in Compassion Satisfaction
by weekly hours worked groups (F=
20.263, p=.000). Kruskal-Wallis tests
showed significant differences for
Burnout (H=12.625, p=.002) but not

Secondary Traumatic Stress (H=0.367,

p=.832) when scores were compared

between average weekly hours groups.
Post-hoc analysis is not available to
show which groups differed

significantly.

Multiple linear regression suggests that
exposure to traumatic birth was a
significant predictor of Compassion
Satisfaction (B =-2.929, p =-0.286, t= -

5.560, p=.000).

Linear regression found that those
working over 35 hours a week had lower
Compassion Satisfaction (= -3.47, p

= .0172).
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Ross et al., ProQoL a)5-35 hours

2023 b)Over 35

hours

Wang etal., ProQoL a)<40 hours

2023 b)40-49
hours
¢)50-59

hours

d)> 60 hours

No significant relationship was found
between hours worked and Burnout (=
1.72, p=.1011) or Secondary Traumatic

Stress (B=-2.31, p = .1427).

No significant differences in
Compassion Satisfaction (f=0.37, p
=.8159), Burnout (B=-0.05, p =.9641)
or Secondary Traumatic Stress (= 1.29,
p =.5261) when comparing the two

hours worked groups.

T-tests found no significant difference in
Compassion Satisfaction (z =1.887,
p=.132) or Compassion Fatigue (¢
=2.615, p=.132) when compared hours

worked groups.
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Accompanying Material H: Table showing pooled mean comparisons between staff

groups from current and previous meta-analyses

Accompanying Materials Table

Pooled mean scores for Compassion Satisfaction, Burnowt and Secondary Trawmatic Stress from the

current study and recent mela-analyses carried out in registered nurses, menial health nurses and

oncology nurses. Qualitative descriptors provide an interprefation of scores based on cut off provided

in the BroQol manual
Population Clompazzion Crualitatma Bumowt Crualitztnea Secondary Crualitztra
satizfaction descriptor descriptor Traumatic descriptor
Stress
Current  Matemuty, 3757955 CI:  Moderate 23.94 Moderate 21.15{95%  Low
study obstefmies and  33.03-40.09) 3% CI: 18.58-
gvnecology CL 2330
staff 20.63-
27.24)
Xie, Fegisterad 3512 {95% CI: DModerate I6.64 Muoderate 25.24(93%  MModerate
Chen, 2t Mursas 32.22-34.03) (53% CI: 24.650—
al CL: 23.79)
(2021) 26.01-
2127
Loboet  Mental Health 32.79(93%0C1  NModerste 499 Moderate 2199 Low
al Murs=az =19.37-36 (83 CI (B3Cl=
(2024) = 18.93-
2375 25.08)
26.23)
Xie, Omeology I547(95% CI:  Moderate 24.94 Moderate 2448 (93%  MModerate
Wang, et  Mursas 35.34-37.41) 3% CI: 23.36-
al CL 23.60)
C2021) 2347
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Accompanying Material I: Indicative Topic Guide

Indicative Topic Guide

Study Title: How do mothers' experiences of interactions with NHS staff during
psychological birth trauma impact support seeking/interactions with NHS professionals
follewing the traumatic birth event?

Ethics/ERGO number: 81352
IRAS number: 340878

Add to start- acknowledgment re: interactions and needing to interrupt or refocus answers.
Reminder of the main focus - interactions and how these impact help seeking.

1. Please can you tell me about your interactions with NHS professionals during your birth
experience? [If there are any aspects of the birth experience you do not wish to share, this
iz ok, we are mainly interested in how you experienced interactions with MHS
professionals during this time)

Prompt- You mentioned X con you tell me g bit more about :f.'l's?‘f
Prompt- How did X interaction impact your experience?

2. How did this experience impact you in the year after your birth? [remove- captured in TS0
re trauma symptoms and leaves focous for interactions)

3. Please tell me about your experiences interacting with NHS professionals in the year
following your birth?

Prampt if any difficulty recoiling- you might want to think about health visitor or midwife
sppointments, or GF appointments you hogl

Prompt- You mentioned X positive/negative experiences, do you hove any examples of any
positive/negative experiences?

4. How did your experience of interactions with professionals during youwr birth impact the
w3y you interacted with NHS professionals following the birth?

Prompt- if any difficulty answering offer exampies from their experiences mentioned previously, e.9.
you mentioned feeling/experiencing X during the birth, how did this impoct your interactions with
NHS professionals after birth?

5. Did you seek/ consider seeking support for the psychological difficulties you experienced
a5 a result of your traumatic birth?

Prompt- How was this experience for you?

6. How did your prior interactions with NHS professionals impact your decisions around
seaking support?

Prompt- You mentioned feeling X can you tell me o bit more gbout this?
Prompt- You mentioned doing X how did this relate to your previous experiences with professionals?

Prompt- You mentioned X, do you think this would have been different hod you felt maore
(supported/understood gigl during your birth 2 If 50 How?

Prompt- iF all negative, con you tell me ghout any positive interactions and whether these hod an
impact?

W1 22/07 /2024



TRAUMA AND COMPASSION IN PERINATAL SERVICES 195

Prompt- iF all positive, con you tell me ghout ony negative interoctions and whether these hod on
impact?

7. How do you think NHS professionals can support women in seeking help following a
traumatic birth experience?

Prampt- if not mentioned- What wowld you find porticularly unhelpful?
Prompt- if not mentioned- What would you find heloful?

Prompt- if mentioned o negotive impact of previous experiences on help sseking- How can NHS
prafessionals repair the relationship following negative experiences during hirth?
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Appendix A : Journal choice and guidelines

The Journal of Psychology, Health and medicine was chosen due to its relevant aims with
regards to topics of interest and readership. The journal aims to reach individuals working in
health contexts, including psychologists and healthcare professionals, as such, is relevant to

the topic area of both the systematic review and empirical papers in this thesis.

The journal provides no strict requirements with regards to formatting or reference style, but
suggests the following elements: Title page, abstract, key words, introduction, methods,
results discussion alongside acknowledgments and declaration of interest statements. For the
thesis, acknowledgements and declarations are provided within the standard thesis template,
these will be amended as appropriate when each paper is submitted to the journal for peer

review.

The journal provides a word limit of 7000 words, a 300-word unstructured abstract, and 3-8
key words. For the empirical project this word count has been exceeded, this is due to the
words used for quotations of the interview data in the results section. This decision was made
following discussion in supervision to allow readability, and ensure that the voices of the
participants, who have experienced being unheard, are shared. At the point of submission for
peer review this will be discussed with the journal and edited as appropriate, perhaps creating

supplementary materials including quotes.

Further information regarding the journal guidelines for authors can be found via the
following link:

https://www.tandfonline.com/action/authorSubmission?show=instructions&journalCode=cph

m20#checklist-what-to-include



https://www.tandfonline.com/action/authorSubmission?show=instructions&journalCode=cphm20#checklist-what-to-include
https://www.tandfonline.com/action/authorSubmission?show=instructions&journalCode=cphm20#checklist-what-to-include
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Appendix B PRISMA guidelines

Section and

Checklist item

Topic
TITLE
Title 1 7 Identify the report as a systematic review.
ABSTRACT
Abstract 2 7 See the PRISMA 2020 for Abstracts checklist.
INTRODUCTION
Rationale 3 | Describe the rationale for the review in the context of existing knowledge.
Objectives 4 | Provide an explicit statement of the objective(s) or question(s) the review addresses.
METHODS
Eligibility criteria 5 | Specify the inclusion and exclusion criteria for the review and how studies were grouped for the syntheses.
Information 6 | Specify all databases, registers, websites, organisations, reference lists and other sources searched or consulted to identify studies. Specify the
sources date when each source was last searched or consulted.
Search strategy 7 | Present the full search strategies for all databases, registers and websites, including any filters and limits used.
Selection process 8 | Specify the methods used to decide whether a study met the inclusion criteria of the review, including how many reviewers screened each record
and each report retrieved, whether they worked independently, and if applicable, details of automation tools used in the process.
Data collection 9 | Specify the methods used to collect data from reports, including how many reviewers collected data from each report, whether they worked
process independently, any processes for obtaining or confirming data from study investigators, and if applicable, details of automation tools used in the
process.
Data items 10a | List and define all outcomes for which data were sought. Specify whether all results that were compatible with each outcome domain in each
study were sought (e.g. for all measures, time points, analyses), and if not, the methods used to decide which results to collect.
10b | List and define all other variables for which data were sought (e.g. participant and intervention characteristics, funding sources). Describe any
assumptions made about any missing or unclear information.
Study risk of bias 11 | Specify the methods used to assess risk of bias in the included studies, including details of the tool(s) used, how many reviewers assessed each
assessment study and whether they worked independently, and if applicable, details of automation tools used in the process.
Effect measures 12 | Specify for each outcome the effect measure(s) (e.g. risk ratio, mean difference) used in the synthesis or presentation of results.
Synthesis 13a | Describe the processes used to decide which studies were eligible for each synthesis (e.g. tabulating the study intervention characteristics and
methods comparing against the planned groups for each synthesis (item #5)).
13b | Describe any methods required to prepare the data for presentation or synthesis, such as handling of missing summary statistics, or data
conversions.
13c | Describe any methods used to tabulate or visually display results of individual studies and syntheses.
13d | Describe any methods used to synthesize results and provide a rationale for the choice(s). If meta-analysis was performed, describe the
model(s), method(s) to identify the presence and extent of statistical heterogeneity, and software package(s) used.
13e | Describe any methods used to explore possible causes of heterogeneity among study results (e.g. subgroup analysis, meta-regression).
13f | Describe any sensitivity analyses conducted to assess robustness of the synthesized results.
Reporting bias 14 | Describe any methods used to assess risk of bias due to missing results in a synthesis (arising from reporting biases).
assessment
Certainty 15 | Describe any methods used to assess certainty (or confidence) in the body of evidence for an outcome.
assessment
RESULTS
Study selection 16a | Describe the results of the search and selection process, from the number of records identified in the search to the number of studies included in

the review, ideally using a flow diagram.
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Appendix C Participant Information Sheet

University of
@Southampton

Participant Information Sheet

Study Title: How do mothers’ experiences of interactions with NHS staff during psychological birth
trauma impact support seeking/interactions with NHS professionals following the traumatic birth
event?

Researcher: Nicola Travis
Dr Pete Lawrence

Dr Sian Chapple

Dr Joanna Yilmaz

Ethics/ERGO number: 91352

IRAS number: 340679
Research Ethics Committee: London - Surrey Research Ethics Committee

You are being invited to take part in the above research study. To help you decide whether you
would like to take part or not, it is important that you understand why the research is being done
and what it will involve. Please read the information below carefully and ask questions if anything is
not clear or you would like more information before you decide to take part in this research. You
may like to discuss it with others but it is up to you to decide whether or not to take part. If you are
happy to participate you will be asked to sign a consent form.

What is the research about?

The aim of this project is to find out more about the experience of considering or seeking
psychological support for mothers who identify as having a psychologically traumatic birth. We
hope to find out more about the following questions:

- How do mothers’ experiences of interactions with NHS staff during psychological birth
trauma impact support seeking/interactions with NHS professionals following the
traumatic birth event?

- Are there aspects of interactions during and immediately after birth which interrupt or
facilitate support seeking in the months following birth?

- Can interactions with NHS professionals following the birth (e.g., health visitor appts,
health checks etc) support help seeking? If so, how?

We hope that, by exploring these experiences, recommendations can be made to professionals who
interact with women following birth to facilitate relationships and access to support where needed.

As a Trainee Clinical Psychologist at the University of Southampton, this research project will
contribute towards my Doctorate in Clinical Psychology.

Why have | been asked to participate?

We are aiming to recruit up to 15 mothers who identify as having ‘an emotionally distressing
childbirth causing ongoing distress’. We are recruiting women who gave birth in an NHS setting and
whose baby is now between 6 months and 5 years old.

You have been asked to participate following your response to our advertisement for participants
and confirmation that you meet these criteria.

[14/11/2024] [Version 2] [ergo: 91352, IRAS: 340679]
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Are you a non-English speaker and would you benefit from the presence of an interpreter?

We would welcome your participation in our study and we can conduct the interview meeting with
an interpreter.

We can offer an interpreter through an interpreter service, unless you specify a wish for someone to
attend the interview and interpret on your behalf. In either case, please let the research team know
by sending an email here: nt3n22@soton.ac.uk

We will send you a copy of the Participant Information Sheet and Consent form and ask you to
discuss the content of these forms with the interpreter, before consenting to participate in the
study.

The interpreter will receive a separate agreement form and will be paid for their time.
What will happen to me if | take part?

Following reading this participant information sheet you will be asked to read and sign a consent
form. Should you choose to consent to taking part, you will be asked to complete a survey to
provide demographic details (this includes information about yourself e.g. age, ethnicity, and your
experience following your birth) and contact details. When providing contact details, we will ask
whether you prefer to be contacted via telephone or email.

Following completion of the demographic questionnaire, you will be contacted by the researcher to
plan your interview. You will be offered a planning phone call, this is a chance to ask any questions
and to spend some time planning for the interview, considering any adaptations you may require
and coming up with a plan should you wish to pause or terminate the interview at any time. During
this phone call a time, date and location will be agreed for interview.

The interview will last roughly one hour. This will involve questions covering the following topics:

- Your birth experience.

- How your experience impacted you in the year after your birth

- Your experiences with NHS professionals

- Whether you considered seeking support for difficulties as a result of your birth
experience

- Your ideas about what NHS professionals can do to best support women who have a
psychologically traumatic birth experience.

Interviews will take place either online (via Microsoft Teams) or in person. Topics covered may be
emotive and we will agree a plan for taking breaks or terminating the interview should this be
necessary, there is no expectation for you to answer all of the questions. Should you wish to you
may end the interview at any time.

The interview will be recorded as an essential requirement for the study. For face-to-face interviews,
audio recording will be taken, for online interviews the recording function within Microsoft Teams
will be used, this records both video and audio, and takes a transcript of the interview. Recordings
will be used to aid transcription of the interview to be used as data for the project. When
transcribed any identifiable data will be removed or pseudonymised.

Following your interview, there are no further expectations from yourself. The transcript taken will
be included in the data set of up to 20 participants and then analysed by the researcher to find
themes from your experiences. These themes will be presented in a write up which may contain
quotes from your interview. Any quotes will be anonymised.

Are there any benefits in my taking part?
[14/11/2024] [Version 2] [ergo: 91352, IRAS: 340679]
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You will receive a £25 love to shop voucher for taking part in the study.

We also hope that the overall project will make positive changes to care offered by NHS staff
through pregnancy, birth and in the time following birth.

Are there any risks involved?
During the interview we will be discussing emotive topics, whilst we will take precautions to ensure
this is as manageable as possible for you, you may experience emotional distress as a result of

talking about these experiences.

If you feel this has an impact on your emotional wellbeing and you need further support, you can
find resources and support at the following links:

https://maternalmentalhealthalliance.org/membership/current-members/is_support/

https://www.birthtraumaassociation.org/peer-support

https://www.nhs.uk/nhs-services/mental-health-services/find-care-for-your-mental-health-before-
during-and-after-pregnancy/

We do not anticipate any physical risks to taking part.
What data will be collected?

We will collect demographic data including information about your age, ethnicity, where you gave
birth, the support (both social and professional) you have received following your birth and your
experience of symptoms related to trauma. We will also collect a transcript of our interview.

Your contact details (including your name) will also be collected, this information will be used for
the purpose of contacting you only. These details will be stored separately to demographic data and
interview transcripts.

Will my participation be confidential?
Your participation and the information we collect about you during the course of the research will
be kept strictly confidential.

Only members of the research team and responsible members of the University of Southampton
may be given access to data about you for monitoring purposes and/or to carry out an audit of the
study to ensure that the research is complying with applicable regulations. Individuals from
regulatory authorities (people who check that we are carrying out the study correctly) may require
access to your data. All of these people have a duty to keep your information, as a research
participant, strictly confidential.

Any paper data will be stored in locked cabinets. Digital data will be kept in password protected
files.

Recordings of interviews will be kept in password protected files until transcription is completed,
following transcription recordings will be deleted. When transcribed any identifiable data will be
removed or pseudonymised.

Information collected will be analysed and written up as a part of a thesis for the Doctorate in
Clinical Psychology, this will include some quotes from the data to illustrate the findings, quotes
included will not contain any identifiable data.

[14/11/2024] [Version 2] [ergo: 91352, IRAS: 340679]
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Do | have to take part?
No, it is entirely up to you to decide whether or not to take part. If you decide you want to take
part, you will need to sign a consent form to show you have agreed to take part.

What happens if | change my mind?

You have the right to change your mind and withdraw without giving a reason and without your
participant rights being affected.

Prior to your interview you can choose to withdraw by emailing the researcher Nicola Travis at
nt3n22@soton.ac.uk .

If you wish to withdraw part way through completing the interview, you can stop the interview at
any time by letting the researcher know, and recordings taken until this time will be deleted.

Following your interview, you can withdraw your data up to 2 weeks after the date your interview
concluded. This is because, following this, data will be anonymised.

What will happen to the results of the research?

Your personal details will remain strictly confidential. Research findings made available in any
reports or publications will not include information that can directly identify you without your
specific consent.

The project will be written up and submitted as part of a doctoral thesis, this will also be submitted
for publication in a relevant journal. This writeup will include a summary of the data collected and
analysed. This will include some quotes from the data collected, any quotes used will not include
identifiable data.

Where can | get more information?

You can contact myself, Nicola Travis, with any questions via email: nt3n22@soton.ac.uk

What happens if there is a problem?

If you have a concern about any aspect of this study, you should speak to the researchers (Nicola
Travis: nt3n22@soton.ac.uk) who will do their best to answer your questions.

If you remain unhappy or have a complaint about any aspect of this study, please contact the
University of Southampton Head of Research Ethics and Clinical Governance (023 8059 5058,
rgoinfo@soton.ac.uk).

Data Protection Privacy Notice

How will we use information about you?
For the purposes of data protection law, the University of Southampton is the ‘Data Controller’ for this study,
we will need to use information from you for this research project.

This information will include your name, contact details, and some demographic information. People will use
this information to do the research or to check your records to make sure that the research is being done
properly.

We will keep all information about you safe and secure.

Once we have finished the study, we will keep some of the data so we can check the results. We will write our
reports in a way that no-one can work out that you took part in the study.

The University of Southampton will keep identifiable information about you for 10 years after the study has
finished after which time any link between you and your information will be removed.

[14/11/2024] [Version 2] [ergo: 91352, IRAS: 340679]
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What are your choices about how your information is used?

e You can stop being part of the study at any time, without giving a reason, but we will keep all
anonymous information about you that we already have.

e We need to manage your records in specific ways for the research to be reliable. This means
that we won'’t be able to let you see or change the data we hold about you.

Where can you find out more about how your information is used?

You can find out more about how we use your information:

e by sending an email to University’s Data Protection Officer (data.protection@soton.ac.uk).

e by accessing the University’s general privacy policy:
https://www.southampton.ac.uk/about/governance/policies/privacy-policy.page

e by asking the research team by sending an email to nt3n22@soton.ac.uk

Thank you for taking the time to read the information sheet and considering taking part in
the research.

[14/11/2024] [Version 2] [ergo: 91352, IRAS: 340679]
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Appendix D Participant Consent Form

V2.0-14/11/2024
ele

57

CONSENT FORM

University of

Southampton

Study Title: How do mothers’ experiences of interactions with NHS staff during psychological birth
trauma impact support seeking/interactions with NHS professionals following the traumatic birth event?

Ethics/ERGO number: 91352

IRAS number: 340679
Version and date: Version 2, 14/11/2024

Thank you for your interest in this study. It is very important to us to conduct our studies in line with ethics
principles, and this Consent Form asks you to confirm if you agree to take part in the above study. Please
carefully consider the statements below and add your initials and signature only if you agree to participate
in this research and understand what this will mean for you. It is recommended that you take 24 hours to
consider your decision and please do reach out to the researcher (nt3n22@soton.ac.uk) if you have any
further questions.

The following requirements apply for the study, to take part you need to:

¢ Identify as having had a psychologically traumatic birth between 6 months and 5 years
ago;

e Have given birth in an NHS setting;

e Be aresident in the UK;

o Be over 18 years old;

o Be willing to discuss your birth experience and interactions with professionals in the time
following this;

¢ Be able to have an online interview (e.g., having a device with internet access) OR to travel

to the University of Southampton for a face-to-face interview.

The following exclusions apply to the study, if any of the following apply to you, you will not be

able to take part:

e Cases of baby loss;

o Cases where the baby spent time in the NICU.

This is because these are unique experiences and it is important that they are researched

separately, in their own right, to ensure the correct support is provided in these cases.

Ethics/ERGO number: 91352

IRAS number: 340679
Version and date: Version 2, 14/11/2024
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Mandatory Consent Statements
Please confirm below by adding your initials if you agree with the statements:
Participant
Mandatory Consent Statements Initials

| confirm that | read the Participant Information Sheet (explaining the study above and |
understand what is expected of me.

I confirm that | meet the above requirements for taking part in the study.

| was given the opportunity to consider the information, ask questions about the study,
and all my questions have been answered to my satisfaction.

| agree to take part in this study and understand that data collected during this research
project will be used for the purpose of this study.

| understand that if | withdraw from the study, it may not be possible to remove my data
once my personal information is no longer linked to the study data. | understand that |
can withdraw my data from the use in this study within two weeks following my
participation.

I understand that taking part in this study involves audio recording of my interview
(including video if taken place by MS Teams). | am happy for my interview to be
recorded and understand that the recording will be deleted immediately once
transcription is completed.

| understand that direct quotes from my interview answers may be used within the write
up of this project, and that any identifiable data will be removed from these quotations to
protect my anonymity.

| agree to take part in this study.

Name of participant Signature Date

Ethics/ERGO number: 91352

IRAS number: 340679
Version and date: Version 2, 14/11/2024
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Appendix E Participant Debrief Form

=4 _ University of
\&/Southampton
Debriefing Form

Study Title: How do mothers’ experiences of interactions with NHS staff during psychological birth
trauma impact support seeking/interactions with NHS professionals following the traumatic birth
event?

Ethics/ERGO number: 91352

IRAS number: 340679

Researcher(s): Nicola Travis

Dr Pete Lawrence

Dr Sian Chapple

Dr Joanna Yilmaz

University email(s): Nicola: nt3n22@soton.ac.uk

Pete: p.j.lawrence@soton.ac.uk

Version and date: Version 1, 31/05/2024

Thank you for taking part in our research project. Your contribution is very valuable and greatly
appreciated.

Purpose of the study

The aim of this research is to improve our understanding of women’s experiences of seeking support
following a psychologically traumatic birth. Previous research has suggested that the nature of
interactions with NHS professionals during the birth experience impacts women’s perception of their
birth experience and their mental health following this. As such, we were particularly interested in
whether women’s experiences with NHS professionals during birth impacted their support seeking
behaviours for mental health following their birth. We were also interested in whether there were any
aspects of NHS care which might facilitate or hinder support seeking in the years following birth.

We aim to answer the following overarching question:

e How do mothers’ experiences of interactions with NHS staff during psychological birth trauma
impact support seeking/interactions with NHS professionals following the traumatic birth event?

With exploration of the following areas in particular:

e Are there aspects of interactions during and immediately after birth which interrupt/facilitate
support seeking in the months following birth?

e Can interactions with NHS professionals following the birth (e.g. health visitor appts, health
checks etc) repair the relationship/support help seeking? If so, how?

We hope that the findings of this research can inform training and service planning within maternity
services to ensure women feel well supported.

[Version 1][31/05/2024] [ERGO:91352][IRAS:340679]
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Confidentiality

Results of this study will not include your name or any other identifying characteristics.

When this research is written up, it may include direct quotes from things you say during interview,
however, all quotes will be anonymised. No identifiable information will be included in the write up.

Study results

If you would like to receive a copy of the final report or a summary of the research when it is completed,
please let us know by using the contact details provided on this form.

Further support

If taking part in this study has caused you discomfort or distress, you can contact the following
organisations for support:

https://maternalmentalhealthalliance.org/membership/current-members/is_support/

https://www.birthtraumaassociation.org/peer-support

https://www.nhs.uk/nhs-services/mental-health-services/find-care-for-your-mental-health-before-
during-and-after-pregnancy/

Further information

If you have any concerns or questions about this study, please contact Nicola Travis at
nt3n22@soton.ac.uk who will do their best to help.

If you remain unhappy or would like to make a formal complaint, please contact the Head of Research
Integrity and Governance, University of Southampton, by emailing: rgoinfo@soton.ac.uk, or calling:
+ 44 2380 595058. Please quote the EthicssERGO number which can be found at the top of this form.
Please note that if you participated in an anonymous survey, by making a complaint, you might be no
longer anonymous.

Thank you again for your participation in this research.
[Version 1][31/05/2024] [ERG0:91352][IRAS:340679]



TRAUMA AND COMPASSION IN PERINATAL SERVICES 207

Appendix F Recruitment Poster

sy RESEARCH
PARTICIPANTS NEEDED

What is the research about?
Previous research tells us that interactions with NHS
professionals have an impact on women's birth
experiences.

We are interested in finding out more about whether
interactions with NHS professionals during birth impact
mothers experiences of seeking psychological support
via NHS services in the period following their birth.

Am | eligible to take | What willi need to do
part? if i take part?

We are looking for mothers who: If you are eligible for the study,
* Identify as having a you will be invited to an
psychologically traumatic interview where we will ask
birth, 6 months to 5 years about your birth experience
ago and your interactions with NHS
* Gave birth in an NHS setting professionals both during and
* Are age 18+ following your birth.

How do i take part?

If you are interested in taking part and want to find
out more, please contact Nicola Travis (trainee
clinical psychologist) via the following email:
nt3n22@soton.ac.uk

\\ You will recieve a voucher for your

time!
IRAS: 340679 ERGO: 91352
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Appendix G Qualtrics questionnaire

Demographic Questions

Study Title: How do mothers' expenences of interactons with MHS staff during
psychological birth trauma impact suppont seekingfinteractions with MHS
professionals following the traumatic birth event?

Researchers: hicola Travis Dr Pete Lawrence Or Sian Chapple Or Joanna Yilmaz
Ethics/ERGO number: 91352

IRAS number: 340679

What is your age?

What is your country of birth?

Howe do you describe your ethnicity?

'a._h' English ! Wlsh | Scomrish | Nomhesm Irish 7 Bridsh
e
il Irish

I':_'_:I Gy or Irsh Trevsller

() Ay ather Whits background, plesse describe:

() White and Black Camibean

() White and Black African

|T:I Amy ather muliple =thric backprourd, please desoibe:
() Incian

r:] P st

() Bangladeshi

|T:I Chinez=
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E Ay other dssan background, please desoribe:

|:-"' Bfricer
G Carihbenn

Ay other Black § Afvican | Caribbean background, plesss deconibe

.

{_‘; Arah

{_) Any other ethnic group. piease describe:

() Pretar not 10 say

Do you speak fluent English?
(O ves

() o

Which of the following qualifications do you hold? Fleass tick all boxes that apply.
If your exact qualification is not listed, please tick the box that contains the
mearest equivalant.

(:“;, 1. & O leweleiC SESAZECEs (any graces), Eniry Level, Foundation Diplome
ID BV Lewal L. Fodmdation GANVEL, Basic Shills

I:-x S+ O leyels ipatses WOSES (prade 1V GCSE: (Erades A0 .C), School Cemifcate, LAyl 2.3
< A5 Werels! VCES, Higher Diploma
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Which of the following gualifications do you hold? Please tick all boxes that apply.
If your exact qualification is not listed. please tick the box that contains tha
nearest aquivalent,

I'\-\_-'I 1 - 4 levetsfUSESGECES [amy graces), Emry Levs, houndaton Diploma
|:_:| Wy Lewed 1, Foundation GHVE), Basic Sklls

s B O [wels {passes)CSEs (grade 13 GCSEs (grades &7 .C), School Cemificate, 1 0 el 2.5
= AL levels! WOES, Higher Diploma

A W Lewel 2, Intermediate GHWD, City and Guilos Craft. ETEC RmtiGenesl Dioloma, RS
= DAploma

() Apprereiceship
() 2 Alevets?VCES, £+ A5 |ovels, Higher School Cenficans, Progression’ Advanced Diploma

D MWD Leved 3, Advanced GG City and Guilds Sckanced Cralt, JC. OND, BTEC.
Maboral, R4 Advanced Dyploma

(") Degree (5. BA, BSc)

[:] Higher degres (&g WA, Phi)

[::I MW lewel 2 - 5, HND, RS54 Higher Diploma, BTEC Higher Lewsl
If_:] Profassional qualfications (e g. teaching, MFHNg, BCCOUMEANCY)
I::I Cehizr vocamoralivork -relstad gualihcatons

I::I i uali A cators

Hawe your recelved support for your mental h2alth following your birth
exparience?

() es
() ho
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University of
@Southam pton

W will noww ask some questions about reactionsisymptoms which somatimes
occur following & traumatic event. Please answer the following questions in
relation to your expenences alter your birth experience,

Upsething thoughes o
remories aboul the sverd
st e COmE it your
mind againEe your il

Jpseting dreams about
e et

AR of Teeling a5
ought the evenl were
Fiappering agein

Faeling upser by reminders
of the svert

Bodily repcticns {such as a
fast haaitheat, sbomac)
chuming, swestiness.
dzzimess) when reminded
of the svert

Difficulny falling or Sising
aslEep
rritability o outbursts of
argar

Dxffhiculty cancenrating

Heightenedl asvareness of

potentisl dangsrs ta
yoursell and ofhers

Baing jurmpy of Slartlad ar
samething unexpected

e i RETEURE

- - -

| [ ] ]
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Appendix H Example excerpts from reflexive log

(interview 2) notes:

- Interesting analogy of maternity services being a machine and her being a tiny
cog

- Importance of consent (link with previous trauma)

- Most supported by husband

- Continuity of midwife coming to visit at 10 weeks was helpful, felt validated but
important to follow through with support (e.g. make referrals)

- Complaints procedure- didn’t trust response/feel was enough

- Ifyou are asking for information (e.g. re ACES) then use this information to inform
your practice

- Impact on future planning for another child — don’t trust proffessionals

- Impacton physical health appts etc fear around what will happen ‘paranioia
around drs appts’

- Felt support following was all about baby, or mums physical health

Interactions during birth experience, the headlines:

- Felt like a tiny cog in a machine (insignificant)

- Lack of consent ‘Assualt’

- Feltdisregarded

- Felt coerced into decisions

- Some positive aspects: ‘meeting in the middle’ taking on her views and
preferences, clear communication, respect.

Personal reflections: very keen to focus on experiences during birth, less detailed
around experiences of professionals following birth. Personally, did not feel
completely comfortable ‘moving on’ as felt ppt needed this part of their story to be
heard. This ppts birth was a more recent even than the last and she was still going
through the complaints process, and on a waiting list for therapy. | wonder whether
this impacted her answers as the birth experience was more fresh in her mind.

Thoughts when transcribing: This participant disclosed previous sexual assault
and talked about how this related to her experiences of not being asked for consent
during the birth. | wonder how previous traumas play into how individuals perceive
the interactions they have with professionals. However, this can’t be the only
influencing factor as this ppt acknowledged that there were some stand out positive
interactions and people they felt safe with- what was it about these people that
made the difference? “felt supported and heard”.

Thoughts when rereading: Interesting that this ppt described themselves as a
‘menace’ based on the way they have changed the way they interact with
professionals since birth, the lack of trust they feel, wanting to write things down
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(Interview 6) notes

General content:

- Both positive and negative interactions, all of which had long lasting impacts

- Prior mental health diagnosis of BPD. Ppt wondered whether this impacted how
professionals interacted with her

- Never forget the people who really helped

- Felt guilty for not requesting a new midwife when one wasn’t listening to her
symptoms

Interactions during birth experience, the headlines:

-Initially felt in the dark thing happened without people explaining ‘fobbed off’
- one midwife really helped by explaining exactly what was happening and why
- ignored until severely unwell ‘People like you are not in pain’

Post interview: “this felt like part of my healing journey” a few women have mentioned
how valuable the process has been for them and | feel very privileged to be a part of this
with them

Personal reflections: After discussing the previous interviews in supervision, | shared
with my supervisor that | felt the proportion of time spent talking about the birth
experience was out of balance as it is not the main focus of the project but that | was
finding it difficult to get this balance right whilst also allowing women to share the things
that are important to them and validate. Especially as the research is about the impact
of interactions and many women feel unheard and invalidated in their experiences so
far. We discussed naming this and explaining this at the beginning of the interview to
keep open honest communication, | did this today and this made it feel easier to guide
the conversations.

Thoughts when rereading: Although it wasn’t explicitly mentioned by the participant,
she mentioned some things which suggest she had limited resource available (e.g.
financial and family support) as she mentions having a ‘skinny christmas’ and not
having a mum herself. | wonder how this impacted her thoughts around help seeking
and professionals’ thoughts about her. For example, she was labelled a hypochondriac

Thoughts when coding: | noticed that this participant also had support prior to her birth
due to preexisting mental health difficulties, although their birth was traumatic, it
seemed they had more positive ideas about help seeking following the birth, despite
going through challenges in accessing this support.
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Appendix I Development of themes: visual maps
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