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Abstract
Globally, a large proportion of birthing mothers, and a to a lesser extent their partners, experience birth trauma 
each year, and yet access to adequate post-natal trauma support is rarely available. Untreated birth trauma has 
been shown to negatively impact the family in terms of the parents’ relationship with one another, and long-
term negative consequences for the child. Despite a drive towards integrating mental health support into 
maternity services and a call to provide mental health support for couples rather than solely the birthing mother, 
there is little research exploring what birthing couples find helpful in recovery from birth trauma. The current 
research interviewed six couples using an Interpretative Phenomenological Approach in order to explore their 
understanding of what supported their recovery from birth trauma. Four themes were identified: ‘We need 
validation’, ‘Feeling paper thin’, ‘This is a system failure’ and ‘Birth trauma is always going to be a part of you’. The 
data describes an understanding of parents’ feelings of vulnerability and loss of trust in services to provide support 
following birth trauma. Further, parents’ need for validation and repositioning of control away from healthcare 
professionals when considering the availability and knowledge of the support options available is discussed. 
Clinical implications for supporting parents following birth trauma are explored, including an identified need for 
trauma informed care communication training for all healthcare professionals involved in maternity care, and the 
requirement for sources of therapeutic support external from the parent dyad in order to maintain the couples’ 
interpersonal relationship.
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Background
Trauma, as defined by DSM-V [1] is comprised of per-
ceived threat, and emotional response. Approximately 
14.3% of mothers experience these two criteria after 
experiencing a traumatic childbirth, however when 
purely considering the threat aspect, it is thought that 
almost 30% of mothers meet this criteria [2]. Factors 
associated with traumatic birth include obstetric com-
plications, first time births, emergency caesarean sec-
tion, as well as fear, lack of control, negative appraisal 
of past deliveries, negative ratings of healthcare profes-
sionals, and interpersonal difficulties [2–4]. Leinweber 
et al. (2022) developed a woman centered definition of 
birth trauma, “A traumatic childbirth experience refers 
to a woman’s experience of interactions and/or events 
directly related to childbirth that caused overwhelm-
ing distressing emotions and reactions; leading to short 
and/ or long-term negative impacts on a woman’s health 
and wellbeing.” This definition highlights the importance 
of healthcare provider interaction in the experience of 
trauma for birthing women [5].

Access to trauma support, which can include both 
psychological therapy and psychotropic medication, 
is associated with better outcomes for the mother and 
the child. Specifically, reduction of psychological dis-
tress, the child’s social-emotional development [6], the 
mother-baby bond, and the mother’s satisfaction with 
their spousal relationship [7]. Research and clinical inter-
vention have predominantly focused on trauma support 
for mothers, with little support for the birthing part-
ner. This is problematic, as traumatic birthing experi-
ences can also influence the birthing partner [8]. When 
one person within a couple experiences symptoms of 
PTSD following a traumatic birth, the other partner is 
more likely to also experience symptoms [9]. Up to 7% of 
fathers and partners are thought to experience symptoms 
of PTSD following bearing witness to a traumatic birth 
[10]. Critically, the couple’s interpersonal relationship is 
an important area of consideration when understanding 
recovery from PTSD after a traumatic childbirth. Little 
is known about how couples recover following traumatic 
childbirth, and what support may be helpful in overcom-
ing psychological symptoms of trauma within a dyad 
during this period. However, theories have arisen citing 
communication between the couple as vital for recovery 
from PTSD, allowing processing of the trauma [11]. For 
example, Sautter et al. [12] found that Iraq veterans and 
their partners found joint recovery from trauma symp-
toms using ‘empathetic communication skills’, reporting 
the importance of couples’ connectedness and communi-
cation. Furthermore, an adaptation of the ‘systemic trau-
matic stress model’ for couples has been developed [13], 
highlighting ‘chronic stress, attachment, identification, 

empathy, conflict and physiological responses’ as the 
mechanisms of systemic trauma within a couple.

Internationally, there are calls for mental health care to 
be improved during the perinatal period, and for support 
to be integrated into maternity services [14]. Interna-
tional studies of the status quo of support available fol-
lowing traumatic childbirth demonstrate that only one 
country, the Netherlands, holds national policies on the 
‘screening, treatment and prevention of a traumatic birth 
experience’. Most of the 18 countries included provided 
a form of ‘informal support’ however this was not sub-
stantiated with formal training for those delivering the 
support [15]. Despite the movement towards perinatal 
mental health provision to extend to couples rather than 
purely the birthing mother, there is very little evidence to 
suggest what helps couples – rather than just the mother 
- recover from psychological symptoms after traumatic 
childbirth. The literature that focuses on recovery has 
identified a gap in qualitative approaches to identify what 
couples’ themselves find helpful [16]. Therefore, this 
study explores couple’s experiences of trauma following 
childbirth, and their journey to recovery. Specifically, the 
focus is on how the couple interact with each other and 
the health system during this time.

Methods
This study uses Interpretative Phenomenological Analy-
sis (IPA), an approach that seeks to generate contextual-
ized knowledge, to generate novel insight into participant 
experiences [17]. The data presented here were captured 
from in-depth, online interviews with couples.

Participants
Couples who self-reported that at least one member 
of the dyad found their labor and/ or childbirth experi-
ence traumatic, were invited to take part. The childbirth 
was required to be within 6 months to 2 years prior to 
the interview; this timeframe was to allow for process-
ing of the trauma to enable discussion around poten-
tial recovery, however within recent memory [10]. This 
time-period also aligns with the extension of perinatal 
provision in the UK, to support families up to two years 
postnatally. A full list of inclusion and exclusion criteria 
can be found in Table 1.

Procedure
Recruitment and interviews were conducted in line with 
the Code of Ethics and approved by NHS ethics (REC ID: 
20/LO/0082). All procedures were performed in accor-
dance with relevant guidelines. Sampling was purposive, 
with an advertisement (Appendix 1) shared via social 
media, and a third sector support organization for par-
ents. Couples were invited to take part in an interview 
focusing on their recovery from traumatic childbirth, 
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and could contact the researcher to arrange a time and 
date for the interview. Interviews were conducted by the 
first author, a trainee clinical psychologist, via Micro-
soft Teams, and ranged between 1.5 and 2  h in length. 
All interviews were audio-recorded and transcribed ver-
batim; participants were provided with the opportunity 
to take a break or terminate the interview if needed. All 
couples were provided with a £10 voucher as a thank you 
for their support.

Interviews
Participants took part in a semi-structured interview 
which was developed in consultation with a service user 
advisor and a specialist perinatal clinical psychologist 
(Appendix 2) with questions around the psychologi-
cal symptoms of trauma after birth, and what helped or 
hindered recovery from these symptoms as a couple. 
The interview aimed to develop a narrative of the par-
ticipants’ worldview of their situation, rather than a gen-
eralizable account of how other people may experience 
childbirth, seeking depth rather than breadth of under-
standing [17]. Informed by IPA, interviews contained 
minimal probing, and followed lines of inquiry relevant 
to what participants deemed important to discuss.

Data Analysis
IPA used to analyse the transcripts. IPA was deemed 
appropriate given the aim of understanding the par-
ticipants interpretation of their experience of traumatic 
childbirth. IPA stems from a phenomenological stance 
of double hermeneutics, giving credence to the research-
ers interpretation of the participants understanding of 
their experience. Interpretation and meaning is garnered 

from participants discourse, with the theoretical under-
pinning of IPA relating to the meaning participants 
make from their world experiences [18]. To preserve 
participant confidentiality all participants were assigned 
pseudonyms. The first author read each interview tran-
script multiple times, recognizing emerging themes and 
patterns, followed by re-reading the transcript and nam-
ing overarching categories that captured these themes. 
Further repetition of this process was required to select 
meaningful quotes and phrases substantiating the identi-
fied themes. This process was repeated for each interview 
transcript individually before pulling together identified 
themes across interviews. Coding was initially guided 
by the research questions, in line with Smith et al.’s [17] 
staged process, with the author identifying descriptive 
and linguistic comments. Further reading of transcripts 
led to the development of conceptual codes, which were 
reviewed and edited by the two remaining authors. The 
researcher’s own views and assumptions were regularly 
reviewed and discussed between authors as an integral 
part of the analysis process. This analysis and interpreta-
tions were supported by drawing on trauma theories of 
shattered assumptions [19, 20], emotional processing [21] 
and post-traumatic growth [22, 23]. The COREQ frame-
work on qualitative reporting [24] was followed during 
write up of analysis and results.

Reflexivity
The author undertaking interviews also experienced 
pregnancy and childbirth during the same period as the 
participants, her prior experiences and understandings 
of personal childbirth were discussed with the research 
team. This exercise was completed and revisited to chal-
lenge the first author’s pre-understandings and ensure 
pre-understandings did not dominate the discourse in 
interview or mislead the analysis of the participants expe-
riences. The researcher did not personally experience 
childbirth as traumatic, nor experience any difficulties 
with mental health difficulties following childbirth, there-
fore was mindful to hold in mind and reflect on their own 
childbirth experience regularly when analyzing the data.

Results
Participants
Participants (described in Table  2) comprised of six 
heterosexual couples, aged between 20 and 40 years, in 
which at least one member of each couple reported expe-
riencing the birth as traumatic. All participants were first 
time parents with a child under the age of 2 years. One 
couple had birthed twins, and all remaining couples had 
singular childbirths. All but one of the couples gave birth 
in the United Kingdom under the care of the National 
Health Service (NHS), the remaining couple gave birth 
under the French National Healthcare System.

Table 1 ; Inclusion and Exclusion Criteria
Inclusion criteria
• Couple experienced a traumatic childbirth, as 
determined by the mother/partner.
• Childbirth occurred between 6 months and 2 
years before participation. This was included to 
allow for processing of the trauma enough to 
be able to talk about potential recovery support 
(as in Ayers, 2007), however not so long ago 
that couples can’t remember the experience. 
This also fits in with the new model of perinatal 
services working, as individuals may soon still 
be under the care of the team up until 2 years 
after the birth of their child.
• Both members of the couple able to provide 
informed consent
• Both members of the couple over the age of 
18 years old
• Both members of the couple willing to con-
sent to take part

Exclusion criteria
• Baby has died
• Baby has spent time 
in neonatal intensive 
care or special care; 
this is due to the 
nature of this being 
traumatic in itself, 
and making the focus 
on recovery from 
birth trauma less 
clear in the research.
• No known child 
protection cases on-
going for the parents
• One/both of the 
parent’s fluency of 
English does not 
allow for an interview
• One/both of the 
couple lacking 
capacity to provide 
informed consent
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Findings
Four themes, each formed of subthemes, described how 
couples made sense of their birthing experience, and 
their process of recovery (Table 3). The focus lies on the 
emerging narrative surrounding the couples’ relation-
ships to each other and their health care system. The four 
themes are described below.

Throughout analysis it became evident that mothers 
spoke more frequently than their birthing partners; as 
such exemplar quotes are predominantly from mothers. 
However, mothers often used ‘we’ pronouns to describe 
the experience, and the presence of the father during the 
interview will undoubtedly have affected their descrip-
tion of the experience, a concept which is discussed fur-
ther later in the paper.

Theme 1: ‘We need validation’
All participants reported a need for validation of their 
physical and emotional pain from friends, family and 
healthcare professionals. Support received both during 
and after the birthing process sometimes contributed to 
couple’s distress. This emerged as most mothers feeling 
that their voice was not heard during their birthing expe-
rience. As Alice explains,

‘I just wasn’t respected, there was no dignity. There 
was. I didn’t matter at all. I was done to, not done 
with.’ (Alice).

Alice’s experience resulted in her feeling that she was 
treated as an object rather than a human being. Respect 
and dignity were lacking in her treatment by healthcare 
professionals.

Fathers rarely spoke about their voice during the birth-
ing process which could be interpreted as it being the 
mother’s story to tell.

In contrast, Polly spoke of the options she was given 
during in her post-natal care, which for her, promoted a 
sense of being heard by her healthcare team,

‘it was all getting too much and then one of those… 
it was a student nurse and she just saw that I was 
upset. I was, and she just said, you know do you, 
would you want to be in touch with psychology team 
and I said yes and that was it’.

For Polly, her distress was recognized and validated dur-
ing the experience, whereas others, like Alice, felt this 
was overlooked.

Table 2 An introduction to participants
Alice & Ed Alice and Ed are a White British married couple in 

their late 20’s, who have one 7-month old child,. Their 
trauma related largely to how health care profession-
als responded to them during the labour. Alice had a 
background in a healthcare profession

Susan & Peter Susan and Peter are a White British married couple 
in their 30’s who have 10 month old twins. They de-
scribed the birth as traumatic with intensive medical 
intervention, but the lasting trauma impacts come 
heavily from the poor aftercare they received. Susan 
has had 6 sessions of therapy and Peter is considering 
taking up individual therapy too. Susan returned to 
work when the twins were 6 months old.

Lucy & Jack Lucy and Jack are a White British married couple in 
their late 20’s. This birth was their first child. Lucy’s 
birth involved an emergency C-section. Their son is 
14 months old. They described a traumatic childbirth; 
privately Lucy reported receiving good after care.

Tash & Colin Tash and Colin are a White British, married couple in 
their late 20’s and early 30’s. They have 1 10-month 
old child. Tash’s birth involved an epidural and a spon-
taneous vaginal delivery. Tash experienced health 
difficulties in her pregnancy, and consequently had a 
lot of healthcare appointments. She then experienced 
physical complications during labor, and postnatally 
was diagnosed with a a serious previously-undetected 
health condition with ongoing health consequences

Ivy & Stephen Ivy and Stephen are a White British, married couple 
in their early 30’s. The birth they discussed was their 
first experience of childbirth, and their baby is now 10 
months old. Ivy experienced instrumental interven-
tion during her birth.

Polly & Adam Polly and Adam are a couple in their 30’s with one 
son who is 2 years old. Adam is White French and 
Polly is White British. They live in France. Polly had an 
emergency C-section. She describes struggling with 
anxiety in the past. Polly reports having received bril-
liant health care and postnatal support in France.

Table 3 Themes and Subthemes
Theme 1. We need validation 2. Feeling paper thin 3. This is a system failure 4. Birth trauma is always 

going to be a part of you
Subthemes My voice was not heard Disconnect from my emotions Lost trust in the system Advocacy and representation

Responses from others compounded 
trauma

A need for Mum to be cared for Retraumatizing experiences My baby is OK!

Am I going mad? Shared experience versus shar-
ing trauma

You’re gonna say I’m an unfit 
Mum

Growing my family

Acknowledgement of system failure Knowledge, control and guilt Rediscovering our roles and 
identities
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For some participants, responses from others com-
pounded their traumatic experience, contributing to their 
distress. As Susan explains,

‘When I did try speaking to them, I was crying 
and they just looked at me. They, they never said: 
“Are you OK? Why are you crying?”… instead they 
openly, you know, sniffed at me or and walked away, 
stormed off ’.

This demonstrates Susan’s initial difficulty in raising her 
need for support, and the lack of emotional response 
received by professionals around her, which could be 
seen as being treated as inhumane or disrespectful care 
by care providers. Many of the mothers attempted to 
seek support from their friends and family, whose com-
ments were viewed as well-meaning, yet often invalidated 
their experience. As Alice explains,

People try and make you feel better instead of vali-
dating you often, don’t they? And I need validation. 
That’s what I’m after, or I need someone just to listen 
and I don’t need you to fix it. We just need you to 
hear me and see me and, and... and hear my pain.

Alice expresses a need for validation, which she repre-
sents as her own experience (‘I need someone’, ‘I need vali-
dation’, ‘My pain’), whilst also highlighting her partner’s 
need for support (“we just need you”). The distinction 
drawn between being heard and attempting to be ‘fixed’ 
demonstrates the simplicity in the support Alice feels 
she requires. Participants reported that close friends and 
family would attempt to ‘fix things’, as in Susan’s case,

whilst they [the family] were sympathetic they didn’t 
understand - the common thing that we heard was 
‘oh well, but you’re out now, you’re at home now. 
You’ve done. Your babies are fine. Just let it go, for-
get about it’ - and so we tried. I think that’s partly 
what drove the the burying it for for so long, because 
people were just telling us that, you know the medi-
cal professionals were telling us there was nothing 
wrong, and people that we knew socially were telling 
us, well, yeah, that’s a horrible experience, but time 
will heal everything.

Susan’s narrative shows friends, family and healthcare 
professionals dismissing their concerns and consequently 
re-writing her and her partners experience, implying that 
the outcome of healthy babies should be enough to over-
come the trauma felt. This rewriting of traumatic expe-
rience shows the lack of validation experienced when it 
was most needed.

Birthing partners, in this case fathers, were of para-
mount importance for all mothers in the recovery pro-
cess by providing mothers with validation about their 
experience, as in Ed’s comment.

‘You thought you maybe weren’t tough enough, which 
is ridiculous. ‘cause you’re tough as nails’ (Ed).

Mothers also validated their partners’ involvement in the 
process, as demonstrated in this exchange between Ivy 
and Stephen,

‘I’m just trying to be… a bit of a rock’ (Stephen). ‘It’s 
more than a rock. You’ve been like a mountain, even 
like a boulder… you’ve been. You’ve been incredible 
throughout this entire thing’ (Ivy).

Through these interactions, the provision of validation 
between the couple contrasted to the lack of validation 
experienced from outsiders to the relationship. However, 
whether these interactions and validation would occur 
organically, or were voiced due to the nature of the inter-
view was unclear.

For mothers and their partners, a narrative emerged 
around feeling that they had failed their newborn 
through the traumatic childbirth, and the lack of vali-
dation and support from the health system appeared to 
reinforce this belief. As Ed described,

It’s [people’s responses] kind of affected how you see 
yourself as a parent in that you feel like you’re not 
good enough as a parent.

Ed’s comments show that the absence of validating com-
ments not only reinforced the trauma experience for cou-
ples but also impacted on their sense of self with regards 
to parenting.

In direct contrast to Ed’s experience, Polly spoke of 
receiving support from her healthcare team in a timely 
manner,

I rang the number and it actually - I remember kind 
of dreading having to make the phone call. But the 
people on the other end of the line were just really 
sweet and really nice, and just made it happen really 
quickly.

Whilst like Susan, Polly speaks of the challenges of asking 
for support post birth, here, Polly’s healthcare team pro-
vided a timely response to her request for help. Simply, 
needing to ask for help made some participants feel like 
‘not good enough’ parents.

For some couples, this lack of support, validation and 
distress culminated in experiences,
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which we have drawn together in the subtheme ‘Am 
I going mad?’ For Susan, feeling invalidated left her 
questioning whether she was at fault for her emotional 
responses:

Maybe I’m blowing this up. I said, I said it to her 
[therapist] the other day, I said I still feel really 
guilty, like I’m wasting your time, like there’s not 
really anything wrong with me?

The lack of support from others left Susan feeling isolated 
and alone with her feelings, in turn causing her to feel 
guilt when accessing support. However, through support, 
and eventual validation from her therapist, Susan appears 
to reconcile her internalized blame;

So yeah, for me, that it was simply someone saying, 
no, you’re.. you’re not OK. It’s fine not to be OK and 
there’s some you know and and and you’re not not 
lying basically.

This demonstrates a time where Susan did receive the 
validation she, and other participants were seeking and 
the positive impact it had on her. This impact relieved 
the internalized self-stigma Susan had created, assuming 
others accusing her of lying.

Participants spoke of the experience of relief and vali-
dation when a system failure had been acknowledged 
either by the health care service or someone externally, 
which is the point when they were finally ‘heard’. Alice 
described that moment:

We’re talking about a system failure. We’re not talk-
ing about you as an individual, or you know you 
having unrealistic expectations or you not behaving 
and doing what the system you know. This is a sys-
tem failure. This is…It’s not on you.

The acknowledgment of an external failure brought vali-
dation, and reduced blame on the parents. Alice’s power-
ful statement ‘it’s not on you’, demonstrates the blame she 
was holding for herself prior to the acknowledgement of 
a system failure. Likewise, Lucy’s experience of a private 
birth debrief held similar relief;

‘it made me feel like I wasn’t mad and that what 
happened wasn’t very good and people who are in 
charge made mistakes, and it wasn’t my fault’.

The idea of being ‘mad’ was raised again by Lucy, suggest-
ing that participants sense of self was being altered by the 
invalidating experiences occurring, and only when the 
system was interrogated and held to account, could these 

couples reduce the burden of the self-stigma they were 
experiencing.

Theme 2: feeling ‘paper thin’
This theme explores how participants felt after their trau-
matic birthing experience. A common narrative was that 
the couples were left feeling vulnerable, and more sus-
ceptible to stress than before. The combination of hav-
ing a newborn baby, and experiencing a traumatic birth, 
often left couples feeling unable to cope. One key aspect 
of managing these vulnerabilities was a need to ‘discon-
nect from their emotions’. Peter and his partner avoided 
seeking support for a long time, attributing their difficul-
ties to the challenges of supporting a newborn. As Peter 
explained.

‘We were exhausted and for a long while, although 
we were aware of things like the night terrors and 
the crying and bits and pieces we, we didn’t get to a 
point where we could begin to consider that actually 
something had been wrong for a long, a long while’.

Peter demonstrates the avoidance of acknowledging the 
impact that birth trauma was having on them as a couple, 
despite being faced with the outward, more tangible psy-
chological symptoms of trauma. Similarly, Polly describes 
her physical and emotional avoidance from tasks follow-
ing birth trauma

It’s hard to describe it, but just I couldn’t even look 
at the [baby’s cot] manual and even attempt it. It. 
My anxiety was so high that just even a basic task 
was just not even doable.

Polly’s avoidance extended to the physical tasks involved 
in child raising, as her distress took a more physical form 
when finding herself unable to approach tasks due to anx-
iety. Couples frequently described noticing this period 
of vulnerability retrospectively in discussion together, 
rather than knowing this was happening at the time. It 
appears that couples experienced a period of emotional 
numbing in the early stages which acted as a protective 
factor whilst needing to adjust to life with a newborn. 
Partners highlighted their emotional numbing in their 
differing coping styles;

‘for me I probably just kind of… put that in a box 
and like you say I was kind of in survival mode of 
just need to do this, need to do that. we get that 
done. You know you’ve had that real need to go back 
over things and try and re-process things.’ (Ed).

Ed’s description of putting the trauma in a box is a clear 
analogy outlining the difficulty that they faced when 
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needing to raise a baby following birth trauma. The baby’s 
needs are inferred as the immediate task to address, and 
processing the traumatic experience was put on hold, 
seemingly unintentionally. Other couples experienced 
similar patterns, with partner’s being more likely to avoid 
the emotional connection to the trauma,

‘I’m… stoic I I’m. I’m good at the emotional detach-
ment from the event itself ’ (Peter),

Peter’s comment interestingly places positive connota-
tion with emotional detachment, praising it as a useful 
defense mechanism in the process, and associating it with 
positive characteristics such as stoicism. Partners high-
lighted different ways of processing the event, involving 
engaging in sports and hobbies rather than talking about 
it,

‘I’m not a talker…like I like to go to the gym and do 
judo. So that’s sort of a stress relief for me, and seeing 
friends there’ (Colin),

‘I think the thing I do I really obsessively were those blasted 
forms for filling in how much of the babies are eating and 
drinking’ (Peter).

These comments both demonstrate the partners’ ten-
dencies to focus on practical tasks rather than speaking 
to the emotional experience itself, however whilst Colin 
frames this as a ‘stress relief ’, Peter highlights his focus as 
more of an avoidance technique, demonstrating differ-
ing intention behind the action. Partners also raised their 
need increase their domestic role whilst mothers recov-
ered emotionally from birth trauma, including childcare, 
as well as caring for their partner and general running of 
the home. Colin explains this as a potential catalyst for 
avoiding engaging emotionally with what was happening,

‘I knew you was struggling, you know, physically but 
also I think I avoided picking up the psychological 
stuff just because of I had to do majority of the other 
things you know myself.’ (Colin).

Here, Colin shows his inability to engage with emo-
tions due to the overwhelming nature of chores he took 
on whilst his wife was struggling psychologically. Colin 
initially acknowledges that his wife was struggling, but 
denies his own struggles, showing a priority for his wife’s 
psychological wellbeing rather than his own.

For Stephen, the difficulty came from being required to 
have sole responsibility for their newborn before he felt 
ready, owing to Ivy being in hospital.

‘there was a night or two where I was just really 
upset and I was really struggling because I thought 

I’d have a bit… a few weeks to kind of get up to speed 
and you know, change my share of nappies kind of 
supervised.’ (Stephen).

Stephen here, talks about the role of his wife as his 
‘supervisor’ in child raising, perhaps showing his uncer-
tainty in his new role, and the emotional difficulties 
stemming from the inability to have support whilst ‘get-
ting up to speed’. The lack of thinking space afforded to 
partners during this process may have contributed to the 
difference in gendered coping styles described. Partners 
also held a role in supporting mothers to re-connect with 
their emotions during this period; Stephen describes a 
difference in how Ivy relates to him post-birth.

‘I think when you’ve had these issues before and you 
were letting it out on me and, having, having rage 
and stuff. It was kind of fine. Or you know, you know 
I could kind of cope with it, but you didn’t wanna be 
doing that.’ (Stephen).

This observation by Stephen shows the beginning of 
growth and positive change following trauma, as he 
describes Ivy’s improvement in relating to him. Ivy in 
response, acknowledged the change as a result of appre-
ciating the vast support that Stephen had provided her, 
and not wanting to display her previous coping style in 
front of their newborn,

‘I didn’t want to be doing that. I didn’t want to do 
it to [baby] and I didn’t want to be getting upset at 
you ….I’m so hugely thankful for like the love and 
support that you have just kind of given me uncondi-
tionally throughout all of this’ (Ivy).

Whilst showing a difference in their relational style, Ivy 
is also providing further validation to Stephen and using 
this as an opportunity to show gratitude to Stepehen for 
how he has supported her.

A consequence of emotional numbing, and in a context 
where families were struggling but not receiving support, 
a dialogue opened across participants that there was ‘A 
need for Mum to be cared for.’ Almost all mothers felt 
there was a lack of support, and that healthcare support 
that was received was aimed at the newborn child. Ivy 
spoke of the lack of support her and her partner received 
post birth:

We had nothing in that first year. Nobody checked in 
on how I was doing. None of the midwives asked how 
I was after the birth.

Ivy’s comment describes a sense of abandonment by 
health care professionals, indicating that she felt staff 
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held a responsibility to check on her following birth 
trauma. Furthermore, Ivy indicates a sense of distrust in 
the midwives who did not enquire about her wellbeing 
despite witnessing what she went through; this further 
adds to a lack of validation as even the professionals who 
were present during the experience did not demonstrate 
care and compassion Ivy desired.

Mothers wanted to know about where they could 
get support and care they felt they really needed and 
deserved post birth trauma. Where postnatal care for the 
mother was felt inadequate, mothers often sought sup-
port from online peer groups, where the subtheme of 
‘Shared experience versus sharing trauma’ became appar-
ent. This is used to describe how couples often noticed 
that their vulnerability post-birth meant that they found 
it difficult to listen to other couples’ experiences of 
trauma. For example, Ed noticed that Alice did not always 
benefit from the group discussions with other families,

‘Ed: It’s interesting ‘cause I hope you don’t mind me 
saying, you found those groups a bit 50/50. Some of 
them are really helpful and supportive and some of 
them really didn’t help.
Alice: Yeah.
Ed: Some of them really just made you like focus on 
the bad bits and like you know in not helpful way.
Alice: and I, I guess that’s the playoff of not accessing 
individualized support in that it’s not tailored to you 
and what’s helpful for somebody else, or what some-
body else needs might not be what you need. Uh, and 
might not be helpful for you.’

Ed was tentative about sharing something that Alice did 
not find helpful, however Alice agreed with his observa-
tion, expanding it by demonstrating the difficulty with 
accessing support that was not “tailored”.

Lucy and Jack found that by sharing the experience of 
birth trauma between them, they were able to make posi-
tive interpersonal changes in their relationship,

‘We’re actually, I think, much better at communi-
cating that beforehand. I would probably just, just 
bottled it up or not said anything or just carried 
on regardless, but I think we’re much better now at 
openly saying look this, this isn’t working or or what-
ever’ (Lucy).

Lucy’s comment shows further positive growth that can 
emerge from experiencing a shared trauma between a 
couple, and that despite being through birth trauma, they 
are now able to address difficult emotions more openly 
with one another rather than avoiding the conversa-
tion. Lucy also noticed a shift in Jack’s responses to her 
difficulties,

‘Jack knows the things that could potentially trigger me 
and he, he’s much better now than he ever was before we 
had children at recognizing when I need to have a break’.

This shows interpersonal change in both directions 
within the relationship, and perhaps the impact that 
trauma has on supporting a couple to notice and respond 
to each other’s emotional responses more acutely.

Within Alice and Ed’s relationship there was a nar-
rative that they had always had a good method of com-
municating with one another, which was protective when 
recovering from birth trauma and enabled them to work 
well together, however Ed highlighted the importance 
of being responsive to each other’s needs at a particular 
point in time,

‘One of the things that’s been helpful is talking it 
through with each other. But I’ll put provision on 
that, that it’s finding the space to do it when you’re 
both able to do it, I think because of the sleep depri-
vation, because of the way that you handle it differ-
ently. Sometimes one of you needs to talk about it 
and the other one of you needs to not talk about it, 
right?’ (Ed).

Here, Ed extends the process of being more attuned to 
his partner’s emotional responses to also acknowledging 
when his partner is not able to talk about the difficul-
ties they are experiencing and allowing each other space 
within the relationship dynamic. Ed acknowledges differ-
ences in coping strategies and shows an ability of mental-
ization for Alice.

For some, social and professional support provided 
participants a relief from discussing trauma response 
within their couple; participants discussed decision mak-
ing about the difference between personal and profes-
sional support and being a burden to loved ones. Ivy felt 
that the support she was seeking from her husband post-
birth was becoming detrimental on their relationship,

‘I knew that I I wanted to talk to someone else that 
wasn’t just Stephen I didn’t want to I I felt like… If 
I continue to burden Stephen with this it was going 
to have really detrimental effect on our relationship, 
like I’m his wife and his best friend and mother of 
his child and stuff like that like there there were… I 
didn’t want to just be the person he needed to look 
after, the person that had issues’.

Here, Ivy describes the roles that she holds within her 
relationship with Stephen, and in particular the roles that 
Ivy holds as more important, or indeed more preferable 
and comfortable for her. Ivy felt that seeking support 
from Stephen resulted in her role within the relation-
ship shifting, and described this as ‘detrimental’ showing 
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a preconception for Ivy of what it means about her to 
require emotional support from a partner.

For other couples, seeking external help was more help-
ful in terms of the approach that a professional could take 
versus a loved one; Alice and Ed for example, debated 
that validating support needed to come from a profes-
sional source, Ed said.

‘You need to hear it from someone else than me. Those 
sorts of things, and like the feeling of not being good 
enough, you need someone else to tell you ‘cause you think 
I just say it, ‘cause I’m your husband’.

In this comment, Ed taps into the idea that a partner, by 
definition, should be invariably supportive, which could 
remove the authenticity of validation received by Alice 
from him. He uses this as evidence that a professional 
needs to be involved when rebuilding Alice’s sense of self 
and confidence as a parent post-birth trauma. For Polly 
and Adam, professional support was required, with the 
justification being that supporting one another was dif-
ficult due to the need to simultaneously look after their 
child, as Adam described,

‘I don’t think I could be the best help. It would be 
very difficult for her to talk to me about, you know 
what’s going on in her head because I think we were 
focusing on at the same time on the baby’.

The focus between the couple here lies on the baby, 
and feels as though the priority in the post-natal period 
between a couple needs to be on the child, and therefore 
focus on each other’s wellbeing is neglected somewhat.

Theme 3: this is a system failure
The theme arising with the most data representation was 
that of a poor relationship with the health system, cul-
minating in a sense of having ‘Lost trust in the system’ 
post-birth. Participants generally reported plummeting 
standards in postnatal care, as summarized by Tash:

‘the aftercare at the moment in our hospitals. We 
found it a bit…it was hard to stomach it, right?’.

Tash singles out her aftercare as problematic, using the 
analogy of it being hard to digest. In particular, many par-
ticipants spoke of the challenges of seeking support from 
a healthcare system that had let them down. As Alice, a 
health worker stated,

‘I questioned whether I could even work for this sys-
tem that hurts people in this way and therefore why 
would I want to go and seek support from the very 
system. I felt like the abused child asking the abusive 
parent for the love and care that they needed and I 
couldn’t bring myself to do that. I was like I’ll just go 

private.’.

Alice’s complete lack of trust in a service that she worked 
for, shows the detrimental impact that her postna-
tal care had on her perspective of healthcare systems. 
The comparison of the health care system to an abu-
sive parent draws a powerful image holding the health-
care professionals to account for the abuse experienced, 
implying a level of intent as with an abusive parent-child 
relationship.

After the traumatic birthing experience, and perceived 
lack of postnatal care, most participants has lost trust 
within the healthcare service, contributing to a delay in 
help-seeking. Ivy recounted,

‘there was just nothing, there was a big lack of it. 
And I think that’s why it’s taking me this long to try 
and start … feeling more comfortable talking about 
obviously, and I’m getting the help that I certainly 
need’.

Ivy’s comment shows her discomfort in disclosing how 
she feels, relating this to the lack of care provided, this 
is perceived as the lack of care and validation provided 
by health care services causing a discomfort and distrust 
in sharing her experience with others. Lucy described the 
poor care she received as more purposeful

I had some horrendous midwives who assaulted me, 
who were very rude to me and did things me that 
should never be done to anybody.

.The description of Lucy, and other participants’ expe-
riences is one of disrespectful and abusive behaviour 
by midwives, however Lucy was the only participant to 
name the experience as assault. The obstetric violence 
experienced by participants is rarely named as such 
despite the clear descriptions of disrespectful and abusive 
interactions. Participants also described services putting 
them through retraumatizing experiences, particularly 
the birth debrief sessions offered by maternity staff. Par-
ticular reference was made to the lack of thought given to 
the location,

‘And then when we went for the debrief at the hos-
pital nobody thought about the fact they stuck us in 
the room opposite the room I’d labored in. Uh, so I 
was a mess’ (Alice),

and the skills of staff holding these sessions, ‘I know how 
dangerous like can be to be reliving trauma with someone 
who’s not skilled enough to support you through that’ (Ed).

Alice recalling being a ‘mess’ gives a sense of how 
unclear and disjointed she felt after being made to revisit 
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the location of her birth trauma, whilst Ed’s use of the 
word ‘dangerous’ shows how serious, delicate and impor-
tant the resolution of birth trauma experiences were for 
him. Couples recounted high expectations for the debrief, 
but feeling dissatisfied afterwards, as Peter describes,

‘cause that’s all the lady did. She just read out time-
stamp notes and that was it. I’ve no idea what the 
point of it was.’.

Peter’s observation highlights the lack of empathy pro-
vided the medical intervention, where his and his part-
ners needs were not being met, and the ‘timestamp notes’ 
are an insult to the parent’s time and vulnerability in 
seeking support.

For some couples, there was a perception of the power 
held by a healthcare system and the threat felt as a new 
parent attempting to navigate this system, summarized as 
‘You’re gonna say I’m an unfit Mum’. For Susan, this was 
particularly prevalent when she was attempting to alert 
healthcare professionals that she needed help,

‘I was so anxious to say there’s something wrong, I 
need help. Please don’t take my babies away - ‘cause 
I’m thinking you’re gonna say I’m an unfit Mum’.

Susan’s experience highlights the power imbalance within 
the system between the mother and health care pro-
fessionals, where mother’s feel that the extent of their 
trauma means their babies may be removed from their 
care. The power held within the system was particularly 
evident in the language used by professionals. For exam-
ple, when Lucy attempted to access support from a peri-
natal service the words used, such as ‘assess’ and ‘qualify’ 
highlight the judgement and inaccessibility of the system;

they assessed me on the phone and said, oh, you 
know we have to assess you to see if you actually 
need it? So they assessed me and then said, Oh yes, 
you know you do qualify for help.

Many couples referred to the midwife six-week checkup 
appointment, when asked about their mental health; 
couples’ referred to this as a ‘tick box loaded question’ 
(Alice), or as not being able to answer it honestly due to 
the threat of how services may respond; ‘.

I’m not going to tell you about [it] because you’re 
going to send social services around - no I haven’t 
[had suicidal thoughts]. So I answered no. And and 
and so that that was it’ (Susan).

Susan’s lack of trust in the system led to her being unable 
to honestly answer a question about suicidal thoughts, as 

such, the question had no meaning or authenticity. The 
power imbalance is evident in the way she describes her 
fear of social services being sent around. On the contrary, 
couples described feeling less threatened and failed by 
services when they had access to information about sup-
port available; when parents held ‘Knowledge and con-
trol’. Lucy reflected,

I wish I could have told myself that you know that 
there was help out there because actually when you 
look as a new parent like now, I have loads of places 
I can signpost people to, but I didn’t know any of 
those.

Lucy’s comments here feel hopeful and positive follow-
ing access to information; she describes having ‘loads’ of 
places for struggling parents to access, however the disap-
pointment in not knowing these when she required them 
herself. For some couples, the lack of support related to 
a lack of understanding of what they were experiencing,

‘I mean, I had all manner of weird things at that 
point, that we didn’t. We never thought it was 
trauma’ (Susan),

Susan’s description demonstrates the confusion felt dur-
ing that time, using words like ‘weird’ to explain her expe-
riences. For others, the difficulty related to not knowing 
where specifically to seek help for birth trauma,

‘I’ve had therapy in the past for unrelated things, 
so I’m not, you know it’s not unfamiliar to me, but 
I still… This was completely different and, and 
I’d never felt like this, so I wasn’t sure where to go.’ 
(Lucy).

Here, Lucy shows that even as someone who has accessed 
therapy in the past, she was confused about what she was 
experiencing following traumatic childbirth.

Theme 4: ‘Birth trauma is always going to be a part of you’
All participants described the process of recovering from 
birth trauma as a couple, and understanding where they 
were on the path to recovery. Some couples used analo-
gies, such as of recovery being like a book,

‘it feels like you know if there’s a story it feels like 
half the pages have been torn out or chopped up and 
missing, and they’re all in the wrong order in and 
just feeling like, OK, well, we’ve put the book together 
as much as we can. And and here’s what we’re going 
to fill in the blanks with.’ (Alice).
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Alice’s analogy helps us to understand how confused and 
unclear the path to recovery is for her; she describes her 
story as feeling incomplete, being lost in a system of try-
ing to understand her experiences.

Rather than determining recovery as an end point to 
achieve, frequent comments indicated that the experi-
ence is something that might always be with them,

‘we discussed this the other night um, I don’t think you’ll 
ever get over fully over the trauma, because it’s always 
going to be part of you’ (Jack).

This powerful statement by Jack acknowledges the life 
altering experience that they have been through as a cou-
ple, demonstrating the sheer magnitude of birth trauma. 
Couples described channeling their trauma into produc-
tive activities, and a common theme included Advocacy 
and representation for others who might be in their posi-
tion. Some participants, such as Peter, worried about 
people going through this experience in the future,

cause our fear, our great fear was that, that thought 
that Susan had in the hospital will happen to some-
body, somewhere, someday. And that is the reason 
for doing this stuff [research]. It’s because you just 
don’t want that to happen.

Peter’s empathy towards his wife’s birth trauma extends 
to the general population, and his use of the words ‘great 
fear’ show the extent that he wishes for no one else to 
experience what she has experienced. The lack of control 
and power in his words is compensated by the regained 
power in taking part in research and advocating for peo-
ple who could be in this position in the future.

A marker of recovery reflected by participants related 
to their baby’s progress and development, which placates 
participants’ concerns about the long-term implications 
of birth trauma. This is described in a subtheme named 
My baby is OK! As Ivy states,

She [baby] doesn’t hate me and I’ve not broken her 
because of the awful stuff that.. that’s happened 
before.

Ivy’s use of language shows the fear she held about the 
lasting impacts of her experience on her baby. The relief 
felt in her words, that her child has developed healthily is 
demonstrative of her perceived negative impact that birth 
trauma may have had on her child. Other participants felt 
that they were still on this journey of realization, but sim-
ilarly described their babies’ wellbeing as a motivator for 
recovery, such as Susan,

‘I need to get to a place where I reconcile myself that 
my babies are happy and that that’s fine. The job… 
we’ve done a fine job’.

Susan’s description implies that she remains on the jour-
ney to reconciliation, but that her babies happiness is 
paramount to her recovery. Her description of their par-
enting as a ‘fine job’ seems to provide a modest account 
of raising happy twin babies.

A frequent topic during discussing recovery was the 
concept of Growing my family. For some couples this was 
the moment they identified that they were overcoming 
birth trauma, such as Lucy,

when we kind of started discussing about having a 
second child, uh, I think when you’re starting to have 
those conversations, you’re definitely, you know, on 
on the path to to being healed.

Another narrative that arose during discussion about liv-
ing with birth trauma, was the couples’ desire to begin 
‘rediscovering their role and identity’ both individually 
and as a couple. For some, this related to a new identity, 
such as for Lucy,

‘it [birth] completely changes you as a person uhm, 
you you know a baby is born and a mother is also 
born and and that saying is is so true’.

Lucy’s powerful statement highlights the changes that 
she feels a person goes through when becoming a parent, 
however there is a sense of hope felt for the ‘new’ per-
son that she is becoming. For others, this involved redis-
covering parts of their pre-birth selves that they had lost 
touch with, such as Colin, who wanted to;

‘get into a position where we can say you know, oh 
I wanna go out with a friend or something you you 
know and that’s fine. You can leave him with me, 
that’s fine’.

Colin’s comments imply a yearning for normality that 
existed pre-birth and trauma, and that being the marker 
of recovery for him.

For others, the exploration into role and identity related 
to them as a couple, as described by Tash,

‘we’ve sort of taken on our role as parents, but then 
we’ve kind of almost forgotten our role as a couple, 
and I think that’s that’s taken a huge back step as 
being husband and wife. We are Mum and Dad 
essentially, and I think we’ve sort of gotten a bit lost 
in that, and I think that’s what I’d like certainly 
achieve is being more of like the couple that we were 
before we had [baby]’.

Similarly, Tash describes a preference to hold onto 
elements of their pre-parent relationship, and the 
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importance of remembering their existence as a couple 
rather than solely parents. Other couples described par-
enthood as being an opportunity to co-construct a new 
role in unison;

‘you are creating something new, and and you kind 
of. You can create that together and you can shape 
it. Yeah, and that can be a really positive empow-
ering thing. And it’s not fixed. It’s something that’s 
developing’ (Alice).

Alice shows the dynamic nature of discovery and recov-
ery following birth trauma, discussing the developing 
roles they are co-constructing along the way. The descrip-
tion of creating something new holds hope and positivity 
for them as a couple.

Discussion
This research brings a novel understanding of six cou-
ples’ experiences of recovering from traumatic child-
birth within the past two years. Using an in-depth IPA 
approach the authors were able to make interpretations 
of the participants’ own sense-making of their lived expe-
riences of jointly recovering from traumatic childbirth. 
This addresses a previous gap in knowledge into couples’ 
experiences of birth trauma, allowing consideration of 
ways clinical services can best support two-parent fami-
lies during this time. Whilst the majority of comments 
made and analysed were spoken by mothers, the process 
of interviewing couples’ together and the presence of the 
partner has highlighted the couples’ systemic recovery 
from birth trauma. Many mothers used the term ‘we’ to 
describe what they experienced, and in some instances, 
spoke on behalf of their partner to describe their shared 
experience. Existing literature around birth trauma sug-
gests that when partners are interviewed alone, they 
identify that their experience is not justified, or that it is 
not ‘their story to tell’ [25, 26] as such, our approach adds 
a novel perspective to the current birth trauma litera-
ture by understanding the systemic couples experience 
together.

Participants demonstrated experiences with strong 
narratives emerging around their relationship with the 
health care systems as well as the effect on interper-
sonal relationships. Participants demonstrated a lack 
of security in their position in relation to health care 
professionals, and a need for enhanced validation dur-
ing a time when they felt most vulnerable. Many of the 
experiences that participants described were of obstet-
ric violence from healthcare professionals; although the 
intent may differ from a typical abusive relationship, the 
described behaviour of healthcare professionals were 
nonetheless disrespectful and abusive. The experience 
of birth trauma left participants feeling less resilient 

than their ‘usual selves’, and the proceeding interactions 
with health care staff, friends and family therefore had a 
larger effect on them. This is concordant with established 
theories of trauma symptom development [27], whereby 
trauma stimuli such as interactions with staff continue 
to impact the couples’ negative appraisal of their experi-
ence thus resulting in dysfunctional cognitive strategies 
such as attempted avoidance and leading to continued 
reliving of the trauma experience. Power and threat posi-
tions between participants and health care systems were 
also described, with participants describing feeling out of 
control of their own experiences, leading them to ques-
tion their emotional responses. Moving on from the trau-
matic experience centered around allowing some release 
of control, or being validated by external agencies that 
their experience was due to a system failure. For some, 
part of their recovery involved moving beyond their dis-
trust in healthcare systems by disproving this assump-
tion and accessing adequate support. However, some 
participants ultimately delayed access to support due to a 
breakdown in trust with services. This response is in line 
with the established shattered assumptions theory [19, 
20] where the assumption generally held by participants 
before their birth trauma experience was one of trust in a 
system that would adequately support them.

The recovery of the couples can be interpreted through 
established trauma theories; in the current study par-
ticipants identified an avoidance or inability to identify 
trauma difficulties during the first weeks to months of 
their newborn’s life. This is an inherent difficulty in the 
treatment of trauma following childbirth, as parents are 
required to ‘survive’ the initial days adjusting to life with 
a newborn, which participants’ described leads to an 
unintentional avoidance of some trauma stimuli such as 
avoiding connecting with their difficult emotions about 
the trauma, or avoiding tasks such as building baby fur-
niture. This avoidance is described in the Emotional 
Processing Theory [21] which considers that emotional 
processing is key in the recovery and evasion of long-
term pathology related to trauma. Impairments in emo-
tional processing, such as avoidance, are proposed to lead 
to long-term trauma symptom development. Further-
more, parents in this study entered the childbirth process 
with differing knowledge of birth trauma and levels of 
trust in services, but a strong theme surrounded the cog-
nitive shattering of the belief in the care and support that 
the health service will provide for them during a time of 
need. This is in line with the ‘shattered assumptions’ the-
ory [19, 20] describing that humans hold consistent, core 
assumptions or internal representations about them-
selves and the world, which when challenged or ‘shat-
tered’ can lead to the development of trauma symptoms. 
The current study identifies that this is relevant for new 
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parents, particularly in relation to their relationship with 
healthcare services.

Participants described the fundamental changes to 
their personalities and actions following their birth 
trauma experience, in terms of the desire to advocate and 
represent other people who may follow their path. There 
was a narrative of increased compassion for people who 
may follow in their footsteps. This relates to the theory 
of post-traumatic growth coined by Tedeschi & Calhoun 
[22, 23] and widely described in trauma literature cross-
culturally, describing positive change following a trauma 
incident. In the case of the current research, post-trau-
matic growth appears to be experienced both intrinsically 
through increased compassion for themselves and others, 
and better communication skills with their partner, as 
well as practically through the support for other people.

Strengths and limitations
The current exploration of couples’ experiences of recov-
ery from traumatic childbirth focuses on the couples’ 
accounts; a novel perspective within the evidence base 
to date. Due to the nature of IPA, there is an element of 
interpretation that has been made by the researcher.

Participants were not diagnosed as having experienced 
birth trauma or posttraumatic stress by a mental health 
clinician, which may vary the homogeneity of partici-
pants’ experiences. However, in each couple at least one 
member reported trauma symptoms which appeared to 
be consistent with the DSM criteria [1] for post-trau-
matic stress disorder.

Clinical and research implications
An overarching implication is the evident development 
of trauma psychopathology being compounded by the 
language and communication used by health care profes-
sionals, which in this case of this study, often fell under 
the remit of disrespectful and abusive care by profession-
als. This was not just contained to the labor and birth 
itself; perceived abusive behaviour and language used 
post-birth had a significant impact on participants’ over-
all sense of their ability to be a ‘good enough’ parent in 
the context of a traumatic birth. Training on communi-
cation styles is essential for all health care professionals 
working with parents at all stages of pregnancy, child-
birth and post-natal recovery including an understanding 
of emotional processing following trauma and validation 
techniques. This communication should aim to support 
parents to feel validated in their experience and response, 
and overcome the sense of guilt reported by couples fol-
lowing traumatic childbirth. Furthermore, to navigate 
the issue of trust in services, and encourage a timely and 
honest approach to support, services need to be commis-
sioned with a trauma-informed approach in mind. Mid-
wives are not routinely provided with trauma-informed 

care training [28] which could prevent compounding a 
re-experiencing of trauma for couples. This study demon-
strates that trauma-informed care in maternity services 
could involve considering the loss of trust that parents 
may feel in relation to health care services, as well as 
issues pertaining to location of services, staff training 
and a sense of control for service users. A key point aris-
ing from this study is the element of control gained from 
knowledge provided about service options, and what 
interventions may entail. This reduces perceived threat 
from parents around consequences of disclosing their 
mental health difficulties postnatally and dissipates issues 
of client-service trust. Services further need to consider 
couples intrapersonal coping styles and skills, building 
on these within a therapy context to promote recovery 
and move towards post traumatic growth [22, 23]. This 
includes considering factors such as the couples’ need to 
speak to someone external for support in order to reduce 
the impact of trauma experienced on their interpersonal 
relationship as well as a consideration of practical fac-
tors such as who cares for the child whilst therapy is in 
progress.

Conclusion
The current research explores couples’ worldview of their 
recovery from traumatic childbirth with a focus on what 
aids and hinders recovery within the systemic relation-
ship. This study identifies the importance of language 
used by healthcare professionals, and the need to support 
parents to feel validated, particularly to reduce feelings 
of guilt resulting from their experience. A knowledge of 
services and control over intervention is important for 
mothers and their partners when considering recovery, 
and parents’ highlight the need for external support in 
order to reduce the burden on their interpersonal rela-
tionships. The current findings have clear implications 
for the development and adaptation of perinatal mental 
health services to provide trauma-informed support for 
parents in the post-natal period, with validation central 
to the approach.
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