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a b s t r a c t

Purpose: As midwives witness and attend the whole process of childbirth, they have a better under-
standing of which factors may cause traumatic childbirth. However, because most of the studies paid
their attention on mothers, little is known about psychological birth trauma from the perspective of
midwives. This study aims to gain a full understanding of which factors may contribute to psychological
traumatic childbirth from the perspective of midwives.
Methods: A qualitative research was conducted using in-depth interviews, which involved fourteen
midwives from the maternal ward of a tertiary hospital. The interviews were recorded and transcribed,
and then, Colaizzi's method was used to analyze the contents of the interviews.
Results: We proposed four themes and eight subthemes on the influencing factors of psychological
traumatic childbirth from the perspective of midwives: low perceived social support (lack of support
from family and lack of support from medical staff), hard times (protracted labor in the first stage and
futile efforts during the second stage), poor birth outcomes (poor birth outcomes of the mother and poor
birth outcomes of the baby), and excruciating pain (unbearable pain of uterine contraction and labor pain
was incongruent with the mother's expectations).
Conclusion: Medical staff should pay attention to psychological traumatic childbirth and its effects, and
emphasis on the screening and assessment of birthing women with negative feelings so that their
psychological traumatic childbirth can be prevented and decreased.
© 2019 Korean Society of Nursing Science, Published by Elsevier Korea LLC. This is an open access article

under the CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).
Introduction

Childbirth is one of the most crucial moments in a woman's
lifetime. Although it could be a joyful event to mothers, it may lead
to psychological birth trauma (PBT) to many other birth givers [1].
PBT, also referred to as psychological traumatic childbirth, is
defined as the serious maternal psychological harm caused by the
events occurring before and during childbirth [2,3], which can
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manifest as intense fear, helplessness, loss of control, and horror
[4]. The reported prevalence of psychological traumatic childbirth
ranges from 20% to 30% [5]. Murphy and Strong [6] explored new
mothers' experiences of psychological traumatic childbirth and
found that a difficult birth experience can have long-lasting psy-
chological effects on mothers. Among others, 3.1% of women with
psychological traumatic childbirth reported postnatal post-
traumatic stress disorder (PTSD) after birth [7]. Psychological
traumatic childbirth affects not only the mental health of birthing
woman but also the mothereinfant relationship, partnership, and
subsequent childbirth after a previous traumatic birth [8]. It in-
creases medical consumption as well. A study by Turkstra et al. [9]
reported that psychological traumatic childbirth resulted in more
visits by mothers to general practitioners and utilization of more
additional services such as maternal health clinics.

PBT has far-reaching consequences. Once it happens, it is diffi-
cult to heal and may last a long time [10]. At present, because there
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are no effective therapeutic methods to treat psychological trau-
matic childbirth [11], the emphasis on preventive measures is
needed. However, studies on its influencing factors are scarce. To
our knowledge, there were only two studies have explored the
factors related to PBT in birthing women, and both of them were
from the perspective of birthing women. Another literature review
indicated that women with previous mental health disorders, ob-
stetric emergencies, neonatal complications, and poor quality of
provider interactions were risk factors for traumatic childbirth [12].
Boorman et al [13]. reported that preexisting psychiatric morbidity,
being a first-time mother, and experiencing an emergency
caesarean sectionwere predictors of traumatic childbirth. Although
studies from the perspective of mothers can help us gain an intu-
itive and vivid understanding of influencing factors for their psy-
chological traumatic childbirth, maternal perspective alone is not
enough to paint a full picture of psychological traumatic childbirth
because the birthing process involves not only mothers but also
significant others, in particular, midwives.

In mainland China, the work scope of midwives is vaginal de-
livery [14]. As witnesses to the whole process of labor and delivery
of mothers, midwives have a full understanding of what causes
traumatic childbirth. Exploring psychological trauma from the
perspective of midwives can add a different view to the existing
knowledge because it represents the attempts to understand
mothers' psychological trauma in a more professional manner. In
addition, midwives' understanding of mothers' psychological
traumatic childbirth can help rapidly identify their psychological
trauma and provide targeted interventions to them [11]. Although
there has been hardly any study on the evaluation of PBT by mid-
wives, there is a considerable amount of research exploring their
assessment and management of maternal mental health problems
[15,16]. These studies indicated that midwives are potentially an
indispensable part in the management of PBT. Nevertheless, little is
known about midwives' perspectives on psychological traumatic
childbirth. Consequently, understanding contributing factors for
PBT from the perspective of midwives is needed.

Most of the research studies on influencing factors of mothers'
traumatic childbirth are quantitative, which focus on enumerating
influencing factors [13,17]. The phenomenological approach of
qualitative research can help to obtain the subjective perceptions
and feelings of midwives after witnessing the occurrence of psy-
chological traumatic childbirth. Therefore, this study used
descriptive words and in-depth interviews that could provide an
angle of view to comprehensively and deeply understand contrib-
uting factors to psychological traumatic childbirth from the
perspective of midwives. What is more, this study not only pointed
out which factors may conduce to psychological traumatic child-
birth but also described how these factors could contribute to it.
Hence, the aim of this study is to gain a better understanding of
factors contributing to traumatic childbirth from the perspective of
midwives qualitatively.

Methods

Study design

The qualitative descriptive research used Colaizzi's phenome-
nological approach. The details are described as follows according
to the standards for reporting qualitative research.

Setting and sample

A purposive sampling approach was used to collect data. Four-
teen midwives from a maternity ward of a tertiary hospital from
March to May 2018 were selected as participants. The inclusion
criteria were as follows: (1) licensed midwives and (2) years of
working � 1 year. The exclusion criterion was as follows: midwives
in in-service training.
Ethical consideration

This study was approved by the Ethics Committee of Tongji
Hospital, Tongji Medical College, and the Huazhong University of
Science and Technology. The study was approved by the head nurse
from the Department of Gynecology and Obstetrics. Informed
consents were obtained from all participants. Participants were
also informed that they have the rights to withdraw from the study
at any time. Anonymity of all participants was ensured by allocation
of name codes. Our study guaranteed that all the information in the
study was used only for research purpose.
Data collection

This study used face-to-face, semistructured in-depth in-
terviews to collect information. Before the interview, we explained
the purpose and themethods of our study to the interviewees. After
their informed consents were obtained, real-time recording of the
interview using a digital sound recorder was carried out. The in-
terviews were conducted at a time and place convenient for the
interviewees. The interview questions were as follows: “In the first/
second/third stages of labor, what do you think can lead to psy-
chological traumatic childbirth of the birthing woman?” At the end
of the interviews, the researchers asked the following question to
the interviewees: “For the interview, what else do you want to
share?” In this way, more information was obtained. Facial ex-
pressions and body movements of the interviewees were heeded,
and notes were taken down during the interviews. The interviews
lasted 30~62 mins. The interviews were conducted until saturation
of collected datawas achieved. After collating data, we returned the
data to the interviewees to see if the data were in accordance with
what they expressed. Any inconsistency in the interview results
was discussed and timely corrected.
Data analysis

One researcher transcribed the interviews verbatim in 24 hours
after the interview. The method of Colaizzi [18] was used to analyze
the collected data. The researchers repeatedly read the data liter-
ally, extracted out the useful information, coded repetitive infor-
mation, and eventually summarized this information as themes.
The Colaizzi method includes 7 steps: (1) read all the contents of
interview; (2) extract significant statements; (3) formulate mean-
ings; (4) organize the collection of meanings into clusters of
themes; (5) integrate the clusters of themes into an exhaustion
description; (6) establish the fundamental structure of the phe-
nomenon identified by an unequivocal statement; and (7) return to
interviewees for further information [19].
Results

Fourteen registered midwives participated in our study. All of
themwere females and had a bachelor's degree. The mean age was
31.79 years (ranging from 26 to 49 years); the mean midwifery
working year was 5.89 years (ranging from 1 to 31 years). The
majority (71.4%) weremarried, and half of themweremothers. Four
themes and eight subthemes were proposed, which are shown in
Figure 1.
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Figure 1. Themes and subthemes of influencing factors for psychological birth trauma from the perspective of midwives.

D. Huang et al. / Asian Nursing Research 13 (2019) 270e276272
Low perceived social support

Lack of support from family
The low perceived support from family is mainly caused by the

pressure that families put on the birthing woman during birthing
process and by the lack of care for the mother after childbirth.

Stress from family. In China, many families prefer boys to girls,
especially those coming from rural areas. Their expectation is that
the birthing woman should give birth to a boy. The pressure fam-
ilies put on the birthing woman to deliver a boy results in great
harm to the mother if the sex of the baby does not meet their
expectation.

M1: “We transferred a mother and her baby out of the delivery
room. When the family was told that the baby was a girl, they became
very cold and detested. This change in attitude caused great harm to
the mother, since I saw she wiped her tears secretly. I think this kind of
trauma may hurt the birthing women forever.”

M5: “It's not easy to give birth to a baby. However, if the baby is a
girl, the family can't accept it. It makes the mother feel devastated!” If
the mother is not voluntary but pressurized by the family to deliver a
baby, the traumatic childbirth can result in extreme consequences.

M11: “Low perceived family support, for example, the divergence
between family and birthing woman on the way of delivery can also
lead to traumatic childbirth. Once there was a mother who was forced
by her family to have a vaginal birth. The family thought this way of
delivery would be better for the baby, but the woman felt that she was
being punished and tortured. So she didn't cooperate with us and
closed her legs tightly, resulting in the final fetal asphyxia. For a person
with such an extreme personality, the response to this stress can be
intense.”

Postpartum neglect. During the pregnancy period, the birthing
woman is the centerpiece of the family. However, after childbirth,
the spotlight shifts from the mother to the baby. Thus, the mother's
need for care is ignored, making the mother feel abandoned.

M1: “She thought that her family didn't care for her anymore, and
they just valued the baby. She feels she has a rough time during
childbirth and should be comforted first, yet, the family put her second
to the baby.”

M14: “Some families paid more attention to the baby than to the
mother. After delivery, they hurried to take over the baby and care for
him/her, but forgot the mother who had just suffered intense pain to
give birth and needed to be cared. The mother was depressed because
of being forgotten.”
Lack of support from medical staff
During the process of delivery, birthing women rely on medical

staff, who can quell their fears and ensure safety for them and their
children. The lack of support from medical staff will make the
birthing woman panic and helpless.
Lack of effective communication. Delivery is such a dangerous pro-
cess that makes birthing womenworry about the safety of the baby
and themselves. If medical staff does not explain to the birthing
woman about what happens during emergency situations, she will
feel frightened.

M5: “Two days ago, the birthing woman was in the second stage of
labor, however the fetal heart rate kept declining, and an emergency C-
section (cesarean section) was required. The doctor spoke to the
mother about the situation for communicating with the mother and
her family members was very important. We told her why the fetal
heart rate dropped, and why she needed to have a C-section, so that
she and her family could accept the decision of C- section. If we didn't
tell them, they would not have accepted the decision.”

M14: “Some mothers don't accept lateral episiotomy, however, if
fetal heart rate drops or the baby is too big to go through the birth
canal, we consider to conduct lateral episiotomy. Communicating with
the birthing women in advance is necessary to tell themwhy they need
lateral episiotomy and how the wound heals, so that they can accept it.
If we don't communicate with them, the psychological trauma can be
substantial.”
Poor service. Birthing women are weak while suffering labor pains.
Sometimes owing to the busy work of midwives or birthing
women's poor cooperation, the reproachful tone of midwives adds
pain to them as well.

M1: “During the second stage of labor, some birthing women could
not bear the pain, they shouted and cried loudly. Some of us midwives
loathed them, and said ‘others don't feel painful, why are you not like
the others!’.”

M4: “Once a first-time mother tried her best to push the baby out
during the second stage but her effort went in vain, we were very
worried about her baby's safety, we scolded her for not pushing
appropriately with a harsh tone, which sounded like accusatory to her.
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She felt hurt and cried sadly, since she had tried her best but not been
understood.”

M13: “Some women reported after delivery that we were aggres-
sive. If somebody didn't cooperate during the process, we would crit-
icize them for the sake of mother and baby, which made them think us
aggressive.”

Insufficient company by midwives. Unfamiliar environment and
unknown stages of labor make the birthing woman fearful. Lack
of company from relatives or the midwives makes them feel
lonely and helpless.

M2: “Putting aside the birthing woman and letting her feel pain
alone were ruthless, which may make her in panic.”

M14: “Maybe because of staff shortage, there were only two
midwives on night shift. Sometimes there were several expectant
mothers in the delivery room at the same time, we were too busy to be
with everyone. Some mothers who were not accompanied during the
labor process told us they felt lonely and being abandoned. Accom-
panying the birthing woman is very important, which could make
difference for the labor stage. Talking with her could give courage and
confidence to her.”

Dignity is not properly protected. Chinese people are conservative
and exposing private parts can be a great challenge for them.
Although vaginal delivery is a commonprocess and birthingwomen
are preparing to expose their private parts, their privacy should be
properly protected. During the process of delivery, improper action
of medical staff may cause great harm to the birthing woman.

M4: “One birthing woman said ‘I feel that I'm not a human being
now, I am like a lamb to the slaughter.’ In the labor room, she was
asked to expose her perineum for an obstetric examination and there
was a male doctor around, she dared not to refuse but stared at him all
the time.”

M5: “Sometimes, when the professor conducted clinical teaching,
there were a group of students watching their private parts, which
made them feel shameful.”

Hard times

Protracted labor in the first stage
The first stage of labor can be very long, especially for primip-

aras. The protracted term of pain makes the birthing woman lose
hope.

M2: “Many women said that, when it took 10 hours or more, they
didn't feel much pain, but had a mental breakdown.”

M3: “Some birthing woman had longer first stage of labor and they
felt discouraged and hopeless.” The long labor time and the pressure
from other birthing women may make things worse.

M12: “If the first stage of labor was longer than others, the birthing
woman might have some bad feelings. She might thought that she
must have some problems so that her first stage of labor was longer.
She would feel more frightened and lose hope for natural delivery.”

Futile efforts during the second stage
The most important thing of the second stage of labor is that the

birthing woman breathes and pushes at the behest of midwives to
make sure that the baby can be delivered successfully. In this stage,
many birthing women push improperly, leading to futile efforts, and
they feel exhausted.

M12: “The main harm in the second labor process to the woman
was that the process was too long, and she exerted herself for a long
time but her effort went in vain. She felt despair and hopeless. Every
minute she yearned for a leap forward since she was so tired and
exhausted.”
M9: “She had exerted herself so much, however, the prolonged
descend made her exhausted and depressed.”

Poor birth outcomes

Poor birth outcomes of the mother
Inappropriate obstetric interventions. Most birthing women antici-
pate natural childbirth; however, an emergency cesarean section,
lateral episiotomy, delivery with forceps, and manual removal of
the placenta not only go against their expectations, but also lead to
bad psychological impacts on them.

M5: “The woman had exerted herself for a long time, but the baby
didn't descend because of malpresentation. At that moment, we told
her she needed an emergency C-section, she agreed but looked dis-
heartened. Although both the mother and the baby were safe, the
mother blamed us for not being able to identify the situation in
advance and make the best choice for her, causing that she suffered
twice and left her child in danger.”

M7: “She may be afraid of delivery with forceps. Actually, I'm afraid
about the intervention, too. Because forceps can hurt the brain of fetus,
which may cause cerebral palsy. It can also cause injury to the fetus
and the birth canal.” The fear of lateral episiotomy felt by many
birthing women is not because of pain, but because of some psycho-
logical barriers.

M1: “She was afraid that a lateral cut would affect her sexual life.”
M12: “Two months after childbirth, she was not satisfied with her

sexual life, but she was embarrassed to discuss it with her husband
since she was a traditional Chinese woman. She felt she was not a
perfect woman and this was a mental obstacle she could not over-
come.” Many midwives said that some birthing women had an
adherent placenta and the placenta could not come out naturally,
which needed manual removal of the placenta. This procedure might
result in massive hemorrhage and make the birthing woman feel very
uncomfortable and frightened.

Severe complications. Complications during delivery include cervi-
cal laceration and postpartum hemorrhage, which make the
birthing woman feel frightened. Long-term complications include
poor wound healing of the perineum and leakage of urine.

Early complications. M4: “The woman's cervix was lacerated, we
needed to expose her wound with a vaginal retractor and stitch it up.
She gritted her teeth and looked miserable. On the first day after giving
birth, I went to examine her wound. She was so nervous and scared
that she refused the anal examination which made her recall of the
painful images of childbirth. Postpartum hemorrhage was dangerous
and could lead to maternal death, the mother experienced the shift
from conscious to comatose which made she very afraid.”

M9: “A young mother suffered from post-partum hemorrhage, she
was pale and tired, the monitor screen showed her heart rate at 118
beats per minute, I saw fear in her face as all medial staff gathered
around her.”

M13: “She said ‘I didn't know why my blood pressure was very low.
I couldn't breathe. I felt like I was dying. I could hear them all, but I
couldn't speak. After the rescue, I still felt horrible, that was an un-
forgettable nightmare.”

Long-term complications. M1: “She is a medical worker in the
same hospital as I am. Everything was OK during the delivery process,
but her perineal wound was severely dehisced after she was dis-
charged from the hospital. The healing process was long and had a
great impact on her life which put her in a bad mood. She believed that
the poor recovery of her woundwas caused by our improper operation.
So she was not willing to see our obstetrical staff for a long time.”

M6: “After giving birth to a baby, the mother failed to do rehabil-
itation exercises for pelvic floor muscle, which led to muscular flac-
cidity. As a result, she experienced stress urinary incontinence. I know
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several people who were younger than 40 years old had encountered
this problem. When they sneezed or coughed, they had urinary
leakage. Some of them said that they wore diapers. I think this kind of
harm is tremendous.”

Poor birth outcomes of the baby
All the midwives thought that the birth outcomes of the baby

were the most important factor influencing the mother's psycho-
logical health status. Each mother wants to deliver a healthy baby.
When an emergency situation happens, the mother prefers to
protect the baby's life to her own life. Neonatal complications and
stillbirth are two main conditions inflicting pain to the mother.

Neonatal complications. Most of the infants with complications
need to be transferred to the neonatal intensive care unit for further
observation and treatment. Maternal separation makes mothers
feel fretful. They will be remorseful if their infants develop
complications.

M5: “If the mother delivers an infant with complications, she will
feel very anxious. She has to face the fact that the baby is premature,
until the baby is discharged from neonatal department. As a matter of
fact, the problems related to prematurity cannot be solved at once.
Many problems emerge during the growing process of the baby.”

M12: “Her baby was admitted to the neonatal intensive care unit
due to intrauterine hypoxia caused by a third degree of fecal amniotic
fluid contamination. She didn't want to talk with anyone. Our soothing
words made her feel more guilty, as soon as someone came to comfort
her, she cried before she could say anything. She said it's all her fault.”

Stillbirth. Stillbirth does great harm to the mother, especially for
women during the third trimester and women having difficulties in
conceiving a baby.

M4: “There was a woman whose baby had been more than
39 weeks. One day at home she suddenly felt no fetal movement, so she
rushed to the hospital. B ultrasound showed that the baby had died.
This was her first baby. After induced labor, when I talked to her, she
trembled and cried.”

M6: “There was a woman whose antenatal checks were normal,
however her baby suddenly died in the uterus. I think if I were the
woman, I would feel it was difficult to accept the fact.”

M9: “A friend of mine experienced stillbirth. Her baby died in the
uterus of a twisted umbilical cord. When it happened, she broke down
and couldn't accept it. Although she recovered gradually with the
support of her family, every time she looked back, she was very sad and
worried about the health of her next baby. I think the impact of the
event will never fade away until she has a healthy baby.”

Excruciating pain

According to many midwives, severe pain is an important factor
for psychological traumatic childbirth. Some midwives think the
pain of delivery can reach 9e10� if rated on a 10-point scale. A long
term of pain causes great harm to the woman, which can make the
birthing woman despair or even lose their hope.

Unbearable pain of uterine contraction
Because the pain of uterine contraction is intense, some birthing

women are tortured by the pain, although they can tolerate some
pain in daily life.

M8: “At first, some mothers hoped for a natural birth. Then, they
felt so painful and could not tolerate it. At last they gave up natural
delivery and choosed cesarean section.”

M9: “A mother said she could barely stand the pain and wanted to
escape by dying or jumping out of a building. Of course. This kind of
people were few, but the pain of childbirth was really intense and
unbearable.”
Labor pain was incongruent with the mother's expectations
The hospital investigated in this study has developed a tech-

nique of labor analgesia. Many midwives think the technique of
labor analgesia is a blessing for mothers who choose natural de-
livery, especially for women who cannot stand the pain. However,
this technique has side effects. It raises the expectancy value of pain
relief of birthing women and decreases the pain tolerance of them,
which leads to their negative experiences.

M2: “I think if the woman comes for the technique of labor anal-
gesia, she expects less pain. When her uterine contraction is irregular,
weak, or last for a short time, she already cannot stand the pain. As a
result, she will feel more painful than the person who doesn't receive
labor analgesia.”

M12: “She thought that labor analgesia would be a great relief for
her pain, but she found herself still in severe pain even with the
anesthesia technique. She couldn't accept the discrepancy and each
contraction made her feel unbearable.”
Discussion

Previous studies mainly focused on traumatic birth experience
of mothers [1,4,5,10], although they involved some factors of birth
trauma, they were sporadic and incomprehensive. All participants
in our studyweremidwives andwomenwith rich work experience,
with the longest service time being 31 years, and more than a third
of them had childbirth experience, so we can believe that the fac-
tors extracted from their perspectives were more objective and
comprehensive. To our knowledge, this is the first study to explore
the influencing factors of PBT from a professional midwife's point of
view. The study showed that mothers did experience PBT during
their childbirth period, and this concurred with the studies by
Ayers [20] and Beck [8].
Improving social support systems

This study showed that lack of support from family and lack of
support from medical staff were two main reasons resulting in
traumatic childbirth of mothers. This result accorded with that of
the studies from Taghizadeh et al. [5] and Simpson and Catling [12].
The present study showed that stress from family and postpartum
neglect could result in birth trauma. In countries such as India,
China, and some Arabic countries, son preference exists [21].
Yet whether the preference causes the mother's childbirth trau-
matic or not has not been researched. Our finding added new
knowledge to the influencing factors of traumatic childbirth: the
gender of the baby can be a stressor for birthing women. It is
necessary to abandon the custom of favoring boys over girls to
reduce the incidence of PBT. Our study indicated that lack of sup-
port from medical staff included lack of efficient communication,
poor service, insufficient accompanying by midwives, and
improperly protected dignity of mothers. These results were
consistent with the findings by Simpson and Catling [12] that poor
quality of health-care providers' interactions was amajor risk factor
for PBT. The study by Beck [8] also suggested that being stripped of
mothers' dignity was one of the attributes of a traumatic birth.
Evidence revealed that presence of other close persons who could
provide support during labor and delivery could benefit the birth-
ing woman physically and psychologically [1]. Women supported
by family members and medical teams are more likely to express
their needs freely [1], which will contribute to a positive birth [22].
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Using strategies to help mothers go through hard times

Protracted first stage and futile efforts during the second labor
were two factors resulting in traumatic childbirth. Our study found
that protracted labor resulted in birth trauma, which was sup-
ported byModarres et al. [23] that postpartum PTSDwas associated
with labor duration. Studies indicated that labor duration was
significantly associated with childbirth fear among mothers [24],
and women were more likely to have traumatic birth when they
were feared and felt out of control during childbirth [25]. The
company of the father could reduce birthing women's anxiety and
help them go through the hard process [26]. Hence, encouraging
the father to accompany the birthing woman during the process of
birth might be an effective way to guard against the woman's birth
trauma. For birthing women, antenatal education helps adding
their sense of control and reducing negative experiences during
childbirth [27]. During the first stage of labor, medical staff needs to
explain why the stage of labor is longer to the anxious birthing
woman and relieve the stress caused by others. Thus, the birthing
woman could gain confidence during the process. For the second
stage of labor, more support should be delivered to help the
birthing woman go through the stage.

Providing explanation and consolation for poor birth outcomes

Women experiencing obstetric emergencies and having
neonatal complications were more prone to have traumatic child-
birth [12], which was accordedwith our study result that poor birth
outcomes of themother and baby could cause psychological trauma
to mothers. A study indicated that undergoing emergency cesarean
section was associated with postpartum PTSD, which was in line
with our study that an emergency cesarean section could cause
traumatic childbirth [23]. A study showed that some mothers felt
they were trapped and experienced the recurring nightmare of
their childbirth [28]. Beck [8] indicated that women who experi-
enced a previous traumatic birth tended to have a feeling of fear,
terror, anxiety, and panic during the whole period of pregnancy.
These studies corresponded with our study result that the mother
with stillbirth was anxious during the period of subsequent preg-
nancy and childbirth. There is a lack of effective trauma-focused
psychological therapies to treat traumatic stress symptoms in
women after psychological traumatic birth [29]; effective in-
terventions aimed at treating birth trauma need to be developed.
Providing explanation and consolation for poor birth outcomes are
recommended.

Applying technologies to relieve excruciating pain

Childbirth pain is a crucial influencing factor for postpartum
PTSD [30]. Some birthing women prefer a cesarean section to
natural delivery because of the excruciating pain [30]. These results
corresponded with our findings. Besides, we found that the
incongruence of pain and mothers' expectations could result in a
traumatic childbirth. This finding adds a new contribution to
research that the expectationereality discrepancy of pain is one of
the influencing factors for psychological traumatic childbirth. Pain
management is required for birthing women to prevent traumatic
childbirth. A study indicated that midwives significantly under-
estimated pain intensity at levels that mothers described as severe
[31]. Instead of evaluating pain subjectively, midwives should ac-
cess the pain level according to the feeling of the birthing woman.
The investigated hospital has applied technologies to relieve pain,
such as electrical stimulation and use of birth ball and doula chair.
Nevertheless, the effects of these technologies on pain relief are
limited according to the observation of our midwives. A meta-
analysis research study indicated that epidural analgesia is the
most effective method to relieve labor pain, and it does not impact
the mode of delivery and labor time [32]. However, the technology
was just newly introduced and applied in the hospital and still
needs to be developed and promoted by health-care professionals.

Limitations

This study just selected midwives as participants and mainly
discussed about birthing women with natural delivery. In the
future, different populations such as obstetric doctors and nurses
working in the operating room or maternity ward can be used as
study objects to explore the influencing factors of traumatic
childbirth.

Conclusion

This study explored the influencing factors for traumatic child-
birth by vaginal delivery from the perspective of midwives. Four
themes and eight subthemes were aforementioned. Medical staff
should pay attention to psychological traumatic childbirth and its
effects and put emphasis on the screening and assessment of
birthing women with negative feelings so that their traumatic
childbirth can be prevented or decreased.
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