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Abstract
Vaginal birth may result in damage to the levator ani muscle (LAM) with subsequent pelvic floor dysfunction and there may be
accompanying psychological problems. This study examines associations between these somatic injuries and psychological
symptoms. A qualitative study using semi-structured interviews to examine the experiences of primiparous women (n = 40) with
known LAM trauma was undertaken. Participants were identified from a population of 504 women retrospectively assessed by a
perinatal imaging study at two obstetric units in Sydney, Australia. LAM avulsion was diagnosed by 3D/4D translabial ultra-
sound 3–6 months postpartum. The template consisted of open-ended questions. Main outcome measures were quality of
information provided antenatally; intrapartum events; postpartum symptoms; and coping mechanisms. Thematic analysis of
maternal experiences was employed to evaluate prevalence of themes. Ten statement categories were identified: (1) limited
antenatal education (29/40); (2) no information provided on potential morbidities (36/40); (3) conflicting advice (35/40); (4)
traumatized partners (21/40); (5) long-term sexual dysfunction/relationship issues (27/40); (6) no postnatal assessment of injuries
(36/40); (7) multiple symptoms of pelvic floor dysfunction (35/40); (8) “putting up”with injuries (36/40); (9) symptoms of post-
traumatic stress disorder (PTSD) (27/40); (10) dismissive staff responses (26/40). Women who sustain LAM damage after
vaginal birth have reduced quality of life due to psychological and somatic morbidities. PTSD symptoms are common.
Clinicians may be unaware of the severity of this damage. Women report they feel traumatized and abandoned because such
morbidities were not discussed prior to birth or postpartum.
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Introduction

Maternal birth complications in the form of levator ani muscle
(LAM) damage are more common than generally assumed
(Dietz 2013).

Anecdotal evidence suggests these injuries may be a mark-
er for psychological trauma (Skinner and Dietz 2015). This
study of maternal birth experiences examines the association
between traumatic vaginal delivery and psychological symp-
toms. Unexpected and unexplained birth events may be par-
ticularly distressing; childbirth is commonly viewed as a pre-
dictable and positive life experience (Ayers and Ford 2009).
Surprisingly, maternal reports of pelvic organ prolapse, sexual
dysfunction, and fecal and/or urinary incontinence are rarely
investigated formally as compromising psychological health
after birth; often they are regarded as negligible and likely to
improve over time.

Brief summary Symptoms of postpartum post-traumatic stress disorder
(PTSD)were commonly reported bywomenwho delivered vaginally and
sustained unexpected and unexplained major pelvic floor trauma.

* Hans P. Dietz
hans.dietz@sydney.edu.au

Elizabeth M. Skinner
eskinner@uni.sydney.edu.au

Bryanne Barnett
bryanne74@bigpond.com

1 Sydney Medical School Nepean, The University of Sydney, 62
Derby St, Kingswood, NSW 2747, Australia

2 School of Psychiatry, University of New South Wales (UNSW),
Sydney, Australia

3 Raphael Centre, St John of God Health Care, 36-38 First Ave.,
Blacktown, NSW 2148, Australia

Archives of Women's Mental Health (2018) 21:341–351
https://doi.org/10.1007/s00737-017-0802-1

http://crossmark.crossref.org/dialog/?doi=10.1007/s00737-017-0802-1&domain=pdf
mailto:hans.dietz@sydney.edu.au


Contemporary literature usually defines somatic damage as
“perineal trauma” in the sense of episiotomy and perineal
tears. While there is ample literature on women’s experience
of perineal birth trauma (Priddis et al. 2013; Williams et al.
2005), the interviews reported here specifically examine the
consequences of LAM avulsion, although some participants
also sustained severe perineal trauma. Since the advent of
translabial 3D/4D ultrasound, clinicians now classify “pelvic
floor trauma” differently. Major damage of this type encom-
passes of the levator ani muscle “avulsion” (Dietz 2004) or
detachment of the puborectalis component of this LAM from
the pelvic sidewall. Perineal injuries are significant but noted
as separate traumas with different origins. Clinicians rarely
identify LAM injury in labor wards or during the puerperium
since it is commonly occult: overlying vaginal muscularis is
more elastic, stretching without tearing even after the under-
lying muscle has exceeded its elastic limit (Dietz et al. 2007).

There is now substantial evidence from large epidemiolog-
ical studies (Gyhagen et al. 2013; Glazener et al. 2013) dem-
onstrating that vaginal childbirth, especially forceps delivery,
may be associated with pelvic organ prolapse (POP), anal and
urinary incontinence, and sexual dysfunction. A difficult de-
livery with resulting somatic LAM trauma may have psycho-
logical consequences. Postpartum trauma symptoms can hin-
der mother and baby bonding and maternal adjustment, neg-
atively affect children’s behavior and development (Garthus-
Niegel et al. 2017), adversely affect relationships, and dimin-
ish the quality of sexual and marital interactions (Iles et al.
2011; Fenech and Thomson 2014; Coates et al. 2014).
Recognition of birth-related post-traumatic stress due to life-
threatening complications with long-term mental health issues
has occurred only recently (Furuta et al. 2014; McKenzie-
McHarg et al. 2015); the literature does not include pelvic
floor dysfunction as a risk factor. Hence, we attempted, in a
qualitative study, to explore and describe women’s experi-
ences of major LAM pelvic floor trauma.

Methods

Mothers with documented full unilateral or bilateral LAM
avulsions were approached for interviews. Informed consent
was obtained and semi-structured interviews undertaken with
a focus on individual experiences. The template comprised
open-ended questions on antenatal, intrapartum, and postpar-
tum care (see Appendix 1). The interviewer was a midwife
with extensive professional experience. Data used in this anal-
ysis was obtained retrospectively from participants of the Epi-
No trial (Kamisan Atan et al. 2016) and corresponding birth
records at two major hospitals in Sydney from May 2013 to
October 2014. Primiparous women with major LAM avulsion
were identified from a population of 504 women who had
returned for a postnatal appointment in the context of this trial.

Pelvic floor injuries were diagnosed by 3D/4D translabial ul-
trasound 3–6 months after the birth of a first child at term,
following an uncomplicated singleton pregnancy. Multislice
imaging was employed according to a previously published
methodology (Dietz 2007; Dietz et al. 2011).

Main outcome measures

The main outcome measures comprised efficacy of hospital
antenatal education regarding comprehension of birth process;
existence of informed consent to explain potential intrapartum
interventions; memory of intrapartum intervention, e.g.,
syntocinon induction, length of second stage, mode of deliv-
ery, forceps/vacuum, epidural, episiotomy, and perineal tears;
and birth weight of baby. Other aspects were clinicians’ atti-
tudes and advice during birth; incidence and/or efficacy of
postnatal assessment of injuries and follow-up; referrals to
address symptoms of pelvic floor dysfunction; occurrence of
sexual health education after delivery; reactions and coping
behavior of mother and partner regarding pelvic floor dys-
function and bladder and bowel changes (if any); clinician
response to maternal symptoms; maternal emotional state dur-
ing and after delivery; short/long-term coping mechanisms;
and long-term medical follow-up.

Interviews

Women were invited to participate in this study by telephone/
email. Options to engage in an interview for 35–40 min were
proposed as being via telephone, in a clinical environment
face-to-face, or by Skype software application. All partici-
pants received a written invitation with information about
questions and consent forms. No participants agreed to inter-
views being audiotaped so the interviewer took written notes
which were then emailed to the participants for formal autho-
rization as an unbiased record. Women were given the oppor-
tunity to add or change information on these scripts.

Ethical considerations

This study received ethical approval from the local Human
Research Ethics Committees (NBMLHD 07-021 and SLHD
RPAH zone X05-0241). Consideration was given to the per-
sonal nature of questions and responses; anonymity, confiden-
tiality, valid consent, and the right to withdraw from the study
were emphasized. All participants were offered clinical and
psychological consultation if required.

Analysis

Thematic analysis of purposeful sampling (Braun and Clarke
2006; Gale et al. 2013) was undertaken by two researchers
with an inductive approach. A framework method analysed

342 E. M. Skinner et al.



data and consistent coding matched identified themes in the
template.

Saturation of answers was noted at 14 when no new themes
were introduced. In-depth analyses of key themes took place
across the data set and were observed to be 10. These were
renamed “statement categories” and reduced to four main
overarching themes. Experiences of each participant remained
connected to their account within the matrix so the context
was not lost. Themes were observed to complement and clar-
ify retrospective quantitative findings on the EpiNo database.
Examples where thematic data converged with quantitative
findings were women with sexual dysfunction and multiple
somatic pelvic floor symptoms displayed psychological trau-
ma and reported marital disharmony (themes 2 and 3) after
sustaining forceps deliveries, long second stages, and/or
macrosomic babies (see Tables 1 and 2).

Results

The following statement categories and clinical attributes
were identified within the context of the interview and quan-
titative findings (see Table 2, Table 3, and Table 4).

After analysis, we identified four overarching themes:

Theme 1: Lack of accurate information
about potential birth complications resulting in pelvic
floor morbidities (statement categories: 1–3, 6)

A core finding was women reported they would have pre-
ferred accurate information on potential complications of
vaginal birth, along with options about given clinical situa-
tions. Predominant issues that obscured understanding of
somatic trauma and its effects were reported to be inade-
quate preparation in scheduled classes. Mothers had not
understood what was happening to them and felt educators
idealized birth. “…I felt brainwashed -classes are biased
towards natural birth and seem to romanticize delivery.”
Many noted they knew motherhood would be difficult but
became overwhelmed when physical and emotional health
or relationships were compromised to such an extent. Some
participants felt the need to warn other pregnant women.
“...I had to bite my hand to stop myself telling other women
how bad birth and delivery will be.” Conflicting advice
exacerbated the impact of traumatic intrapartum events.
“…The doctor wanted to take me to theatre ...but the mid-
wife wanted to wait.” Women stated they were traumatized
by unexpected and unexplained procedures and distress ex-
tended into the postnatal period. “…No one checks you after
birth in the hospital or later – it stays hidden. I feel isolated
and abandoned.”Most complained that clinicians dismissed
injuries that were obvious to women and did not offer as-
sessment. “… No one informed me about damage down

there. I had never heard of pelvic organ prolapse or rectocele
until I had them? … Now I have to live with debilitating
injuries and life afterwards.” Most mothers undertook pel-
vic floor muscle exercises but resigned themselves to dam-
age when there was no positive effect. Lack of therapeutic
efficacy seemed to exacerbate psychological issues.
Interview findings noted altered body image. “…I hate my
body it has never returned to normal.” Women wondered
why they had not been informed of risks and warned. “…
Overall, it has been a nightmare of no medical accountabil-
ity, no support, lack of continuity…. My life has been se-
verely affected by a terrible labour and delivery that left me
with a blown out pelvic floor.”

Theme 2: Impact on partner and sexual relationships
(statement categories: 4, 5)

Interviewees’ reported communication between partners re-
garding “sex” was strained and both parties felt “…let
down” by both antenatal and postnatal clinicians who had
told them sex would return to normal after birth. When this
did not eventuate, women became anxious and blamed
themselves; many stated these inaccurate facts had adverse-
ly affected their sexual lives and marital harmony. Most
participants said they were unsure whether partners really
understood their sexual dysfunction post birth. Resumption
of sexual activity was delayed for up to a year postpartum,
and it was experienced as emotional and invasive, some-
times initiating flashbacks of delivery. Some women stated
they wanted vaginal plastic surgery or asked the interviewer
to talk to their partners. Many believed men thought their
complaints or silence was an excuse to avoid sex; most
participants said they had no sensation and just wanted sex
over; one woman said she felt like a “…sausage is between
my legs and sex is impossible”; varying degrees of pain,
dryness, and scarring were all noted up to a year or more
later “…Every aspect of my life has been affected including
my relationship with the baby’s father who has left me. How
can I ever navigate sex with another partner?”

Theme 3: Somatic and psychological symptoms
(statement categories: 6–9)

Open-ended questions regarding bladder, bowel, and sexual
function yielded a number of explicit responses: many report-
ed symptoms of prolapse such as a vaginal bulge or dragging
sensation; vaginas were perceived as altered and “not belong-
ing” to the woman, “…my whole vulva was hanging out – I
could see it in the mirror from behind and it did not seem part
of me – everything is unrecognizable down there.”

Urinary incontinence varied from a total lack of control in
the first months postpartum to stress incontinence when
exercising “…after I change my baby’s nappy I need to
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change mine.”Multiple symptoms of bowel dysfunction were
reported, but anal incontinence was rarely mentioned in inter-
views, although evident in quantitative data of assessments by
doctors. In about 2/3 of women, somatic symptoms were
paired with psychological symptoms suggestive of PTSD,
such as flashbacks, dissociation, avoidance reactions, and anx-
iety. Women reported that they were “…shell shocked,” “…in
a bad / terrible place,” “…did not tell anyone,” “…detached,”
denying symptoms; needing to flee from the hospital to the
security of home; “…numb;” experiencing poor bonding with
baby. Many were still numb at the time of their ultrasound
appointment (performed as part of the parent study) 3–
6 months after birth and did not retain information or under-
stand injuries “…I was in shock...why am I unable to get any
health professional to understand? I feel abandoned.” “… I am
weak and do not measure up as a mother.” “…This is a hidden
injury; I can not tell anyone.”

Theme 4: Dismissive reactions from postnatal
clinicians (statement categories: 5–10)

Women reported health care providers dismissed their at-
tempts to enquire about postpartum birth damage symptoms
and they became anxious, numb, and isolated, especially
when clinicians did not offer assessment or treatment options.
At interview, they exhibited shame and stigma about vaginal
injuries that had been clinically viewed as normal outcomes of
birth and often said “…I just put up with the consequences- it
is part of having a baby.” Another said: “I was in shock –
devastated and unable to get any health professional to under-
stand. I was overwhelmed by their incompetence and uncon-
cerned manner.” Interviewees reported clinicians rarely
allowed them to discuss personal/sexual problems and
dismissed their concerns with comments like “…it will get
better.” Women had hoped for more information and noted:

Table 1 Framework method for thematic analysis

Framework method for analysis Comments

1. Transcription of data 40 Word documents were developed and women’s self-edited
responses transcribed to interview templates.40 hard copies
were also prepared with large margins for coding

2. Familiarization with 40 participant responses and immersion
in the raw data. After each interview, the researcher (also the
interviewer) pinpointed particular phrases, incidents, or types
of behavior in each script

Interviews were separated into 3 sections: 1–14; 15–29; 30–40.
These were read in sections several times to locate emerging

index themes and categories specific to 40 participants and
then transcribed onto 3 Excel files. Both researchers
scrutinized these regarding agreement

3. Generation of initial coding occurred with 1–14 interviews as
a base line. Other sections were then scrutinized. Codes were
developed into an analytical framework that identified key
words, concepts, images, and reflections as a foundation for
themes. These were rechecked by each researcher to ensure
validity and consistency

Each document was read line by line to capture the participant’s
own words and maintain women’s experience at the center of
the account with a constant comparison to the rest of the data.

Data reduction was utilized to create categories re codes.
Researchers agreed on the initial codes. At this stage,
saturation seemed to be at 14 interviews

4. Codes were indexed into subthemes and themes from participant
responses

These were developed in order to accurately depict the common
data within the context of the research, e.g., were psychological
consequences linked to somatic injuries?

5. Recognition of how themes were patterned to tell an accurate story
about the data

This process involved understanding themes and how they fitted
together with the given codes. Qualitative themes were also
observed to complement and clarify retrospective quantitative
obstetric findings on the EpiNo database. Examples of this
convergence are included in Table 2a of results regarding
“obstetric details of participants”

6. 10 themes were summarized and renamed as “category statements”
and later reduced to 4 overarching themes. All data was recorded
on an Excel document/matrix spreadsheet.

The researchers defined/described each “category statement”
and which aspects of data were being captured

7. Data was interpreted 4 main themes emerged as “over- arching” interpretive
propositions that explained aspects of the data and
were articulated by interrogating data categories through
comparison between and within cases.

Adapted from (Gale et al. 2013)

Analytical framework the set of codes organized into categories and jointly developed by 2 researchers to manage and organize the data, Categories
during the analysis process, codes were grouped into clusters around similar and interrelated ideas or concepts, Code the descriptive or conceptual label
that was assigned to excerpts of raw data, Data the written texts of the women’s interviews, Indexing systematic application of codes from the agreed
analytical framework to the whole dataset, Matrix the Excel spreadsheet containing cells that summarized women’s data using columns and rows,
Themes interpretive concepts or propositions that described aspects of women’s data and were the final output of the analysis of the whole dataset
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“…GP’s are not of any use when you mention intimate stuff-
they are too busy.”

Discussion

Main findings

This study increases our knowledge regarding postpartum
psychological experiences of women known to have suf-
fered major somatic pelvic floor damage. It offers insight
into mothers’ coping behavior concerning lack of antena-
tal information on risk factors of vaginal births; postpar-
tum impact on marital relationships; discovery of unex-
pected somatic vaginal symptoms; and feeling dismissed
by clinicians. During interviews, women were given an
opportunity to reflect on antepartum, intrapartum, and
postpartum issues that had previously been unidentified.
Many exhibited adverse coping behaviors that included
the following: anxiety, avoidance, detachment from
babies/ partners, and numbing; distress that sexual rela-
tions were almost impossible and involved unwelcome
flashbacks of the birth; feelings of stigma that their bodies
had not met the required standards of a natural birth; a
belief had failed as mothers and could not tell anyone.
Women stated that contact with researchers in this study

had been a welcome chance to debrief because no one
else believed them. Most said they had never heard of
rectoceles, cystoceles, or vaginal prolapses and wondered
why clinicians had not informed them prior to delivery.

A significant finding is that participants displayed psycho-
logical trauma symptoms as maladaptive “coping behaviors”
to unexpected and unexplained somatic injuries and were un-
able to move forward.

Ayers’ team in the UK (Ayers et al. 2015) have extensive
research regarding the causes and effects of PTSD after birth
and propose that substantial empirical studies now demon-
strate a proportion of women develop postpartum PTSD due
to events of birth. Related symptoms of anxiety, numbness,
avoidance, dissociation, and flashbacks of traumatic deliver-
ies, as specified in the Diagnostic Statistical Manual ofMental
Disorders-V (U.S. Department of Veteran Affairs 2017), are
observed to have potentially wide-ranging consequences.
Minimal research exists on prevention, assessment, and inter-
vention of this often-undisclosed perinatal mental illness, and
many women do not typically receive the treatment they need
to recover because they feel stigmatized and conceal distress.
These UK studies purport contributing factors of stigma may
be both external and internal, the former involving stigmatiz-
ing attitudes of the general public and the latter where mothers
believe this negative appraisal applies to them (Moore et al.
2016).

Table 2 Obstetric details of participants

Obstetric Details Quantitative data extracted from EpiNo database

Gestation at birth 38–41 weeks

Normal vaginal delivery n = 14

Vacuum extraction n = 8

Forceps instrumentation
These women exhibited 3–4 trauma symptoms as per DSM-5

(U.S. Department of Veteran Affairs 2017)

n = 18 (participants who experienced forceps delivery and
exhibited 3–4 emotional trauma symptoms)

Length first stage labor Duration: 90–1440 min
Mean: 620 min

Length second stage labor
Participants displaying 3–4 trauma symptoms (as per DSM-5)

experienced lengthy second stages > 120 min (2 h)
1 participant endured second stage for 314 min and was so

traumatized; she refused verbal interview but still wished
to be part of the study and offered her responses via email
on the template. This was accepted 16 of these 18 participants
with long second stages of labor disclosed sexual dysfunction

Duration 22–317 min
Mean 60 min
n = 18 (participants who endured second stages of labor

> 120 min) as per list:
125, 126, 127, 145, 148, 159, 164, 177, 178, 180, 187,

189, 193, 219, 220, 283, 314, 317 min
n = 1 (participant who endured labor for 314 min)
n = 16 (participants who disclosed sexual dysfunction)

Birth weight of baby
Participants who delivered babies > 4000 g displayed 3–4

trauma symptoms (as per DSM-5)

Range of weights 2400–4680 g
Mean 3600 g
n = 4 (delivered babies > 4000 g)

Identification of LAM avulsion (levator ani muscle) in delivery suite n = 0

Identification of OASIS (obstetric anal sphincter injuries) at delivery n = 5

3D/4D ultrasound diagnosis of LAM n = 40 Mean 114 days after delivery

3D/4D ultrasound diagnosis of OASIS n = 22 Mean 114 days after delivery
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Participants in our study exhibited comparable symptoms,
along with negative perceptions of shame and failure from
unforeseen somatic vaginal injuries. Women reported they
did not really understand their physical damage and mental
health consequences due to insufficient antenatal discussion
of birth risk factors. This correlates with research that notes a
plausible reason women do not seek help is their lack of in-
formation (Jorm et al. 2006). Studies linking PTSD-related
symptoms as psychological sequelae of somatic pelvic floor
damage are absent in the worldwide literature and not includ-
ed in Ayers’ research; this cohort appears to be unidentified
and unrecognized.

Refusal of audiotaped interviews by women in this study
also seemed to reveal substantial symptoms of anxiety and
stigma regarding disclosure of birth damage because they
did not want to upset maternity clinicians. One author pro-
posed that affected mothers’ inherent distress is a direct result
of trauma sustained in the labor ward and yet women feel
bound to be grateful to the very people who caused that dam-
age (Hilpern 2003).

Usually, qualitative research relies on mothers’ own reflec-
tions of morbidities (Herron-Marx et al. 2007) and does not
employ accurate assessment as observed in this study. There is
evidence in the literature of analogous poor data regarding
postnatal care that notes lack of insight into what comprises
normal postnatal pelvic floor recovery and severe morbidities;
women are typically uniformed about pelvic floor dysfunction
and discuss options with friends who falsely tell them injuries
will resolve (Buurman and Lagro-Janssen 2013). One review

observes there is a profound silence in the research that sur-
rounds this pivotal postpartum period (Borders 2006).

Most agree that an imperative exists to explore ways of
enabling women to discuss physical, psychological, sexual,
and social demands related to childbearing and decide whose
responsibility this is, when leading strategic development of
postnatal services. Our participants reported they were “in the
dark” and encountered significant challenges finding physical
assessment so they remained silent. Undisclosed perinatal
mental health issues are known to result in adverse outcomes
for women and their families. This research observed a direct
association between somatic injury and psychological trauma
after birth that was frequently undisclosed.

Strengths and limitations

This interview study built on quantitative data that had retro-
spectively been diagnosed in women with LAM avulsion
(Dietz 2013) to clarify qualitative findings. An objective di-
agnosis of major somatic trauma was implemented, thus
avoiding the detection bias inherent in intrapartum clinical
diagnosis. Contrary to the original study plan, we were unable
to audiotape interviews. Women were fearful their negative
perceptions of maternity care might be quoted back to clini-
cians despite the caveat of privacy and confidentiality.
Disclosure of these traumas was difficult and appeared to re-
flect stigmatized belief processes that women’s bodies had
failed them.

Table 3 Characteristics of
participants Characteristics of interviewed participants

No. of women invited n = 70

No. of women invited n = 40

No. of women declined n = 29

No. of women removed from dataset n = 1 (participant was interviewed but did not return consent)

No. of years interviewed after delivery Range 1–4

Mothers’ age in years at delivery Range 21–40.5 years

Mean age 32.9 years

Ethnicity of participants Caucasian n = 37

Asian descent n = 3

Participants in public hospital care with
public clinicians

Public clinicians and care n = 37

*subsidized by Australian Government

Participants in public hospital care with
private clinicians

Private clinicians n = 3

*private health insurance

No. of face-to-face interviews n = 5 participants (clinical office at university)

No. of Skype interviews n = 4 participants

No. of telephone interviews n = 30 participants

No. of interviews via email only n = 1

Length of interviews Range 30–218 min

Mean 64 min (often entailed debriefing)
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One interview was conducted by email because a dis-
tressed woman requested this alternative mode during a
30-min discussion inviting her to be part of the study. She
explained that even after 2 years, she was still experiencing
trauma symptoms and wanted to be included; it seemed
urogynecologists from this research had assisted her

debriefing at her 3-month postnatal ultrasound appoint-
ment, but she noted: “…I have unfinished business about
this labour.” It was decided this data should be allowed
because the authors believed her input was credible and
added to the data set by highlighting the intense psycholog-
ical trauma she experienced after events of birth and

Table 4 Identified statement
categories from 40 interviews of
primiparous women after birth
trauma

Identified statement categories and women’s comments n = 40

1. Subjectively inadequate antenatal education resulting in poor preparedness for birth

“…I thought we were not given accurate information at all.”

“…Poor standard of education – a waste of time.”

“…I felt brainwashed -classes are biased towards natural birth”

29

2. No information provided by clinicians on potential postnatal pelvic floor morbidities

“… No one informed us about damage down there. I had never heard of pelvic organ
prolapse or rectocele until I had them?”

“… Now I have to live with this debilitating injury and life afterwards.”

“…Too much idealistic talk about relaxing and breathing before”

36

3. Conflicting advice from clinicians before, during, and after birth

“…Conflicting opinions from clinicians in front of us seemed very

disconcerting to my partner and myself – who is right?”

35

4. Partners traumatized by unexpected events

“…My partner was of no use ... he was in shock I am sure.”

“…He never speaks about the birth – if it is brought up he closes down.”

“… He explained the birth to friends ... and they thought baby and I had died.”

21

5. Long-term sexual dysfunction/relationship issues

“…I did not have sex for 2 years –and now it is not at all good- it’s just too difficult
to navigate.”

“…My partner thinks I am avoiding sex – can you explain the damage to him- I can’t.”

27

6. Nil postnatal assessment of pelvic floor or perineal injuries

“…GP’s are of no help – they never assess you down there and community nurses only

check baby.”

36

7. Multiple symptoms of pelvic floor dysfunction (urinary and/or fecal incontinence,
female organ prolapse, chronic pain, dyspareunia) causing lifestyle alteration

“…I feel like my insides are falling out- how can I manage lifting and work –

I can’t stand for long periods?”

“…Unable to do exercise - everything hangs out or I wet myself. I need to be near toilets”

“…How do I explain a vaginal prolapse to my boss?”

35

8. “Putting up” with injuries that clinicians did not assess

“…No one else in the mother’s group has this problem.”

“…If I had a broken arm I could tell people – no one can see this...”

36

9. Symptoms of postpartum post-traumatic stress disorder (PTSD): poor baby bonding,
flashbacks during sex, dissociation, avoidance, and anxiety.

“…I never doubted that I had PTSD after that delivery.”

“....I could not attach to my baby for 6 months and they thought I had PND.”

“... I booked in for a termination next pregnancy but managed to change my mind when

CS was offered because I really wanted to have a 2nd baby.”

NB: All symptoms met formal criteria for DSM-5 (see references (U.S. Department of
Veteran Affairs 2017; American Psychiatric Association: Diagnostic and statistical
manual of mental disorders (DSM–5) 2013; City University London 2016))

27

10. Dismissive reactions from poorly informed clinicians to maternal injuries/symptoms

“...The midwife said that this was OK... but I knew it was not normal and I felt abandoned.”

“…The doctors and midwives really did not understand the situation and left me with this
terrible injury.”

26
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discovering injuries. Her replies were articulate and demon-
strated an authentic voice.

Comments: “…There is a big push towards natural deliv-
ery... they all say that you were made for it and this is how it’s
going to be… even if the baby is sideways and won’t turn, we
will try everything to get him out naturally…because that’s
what everyone wants... I still think about my delivery all the
time- it is always on my mind. I experience anxiety, panic
attacks and flashback…I would like that delivery to be erased
from my brain if possible.”

We were mindful that these interviews had the potential of
distressing participants, so endeavored to assist women with
amenable options to protect their mental health. Recent research
has shown writing about traumatic events can decrease postpar-
tum symptoms of anxiety or PTSD (Thompson et al. 2015).
Although transcribing responses during interviews was not the
intention, the process elicited optimal data because women
could add/change information later on the template. Generally,
the choices of phone, face to face, or Skype gave flexibility and
facilitated rapport and respect that enabled women to speak
freely. Mothers gave birth in public hospitals and represented
the majority from a publicly funded Australian health care sys-
tem that entitles all residents to subsidized treatment from
accredited clinicians. A few had private obstetricians but all
practitioners are regulated by a national agency. Recruitment
of participants was problematic because women hesitated to
trust the study or interviewer and skill was required to reassure
them. All aspects of the interview required reassurance as
regards privacy and confidentiality. Sensitive questions on sex-
ual dysfunction entailed diplomacy; many women were not pre-
pared to go into detail; participants addressed these issues later in
writing or not at all. Findings of anxiety and “avoidance of
disturbing memories” emerged during interviews. Taped inter-
views may have yielded poorer information on sensitive topics.
Participants collaborated regarding consent forms and self-
editing of the template, but at times took weeks to return their
version as a record. Women were often emotional during inter-
views, necessitating empathy, as well as extensive knowledge of
maternity and mental health issues. All participants were offered
clinical and psychological follow-up and often remained in con-
tact with the interviewer. Fifteen women were given details of
available urogynecologists and/or psychologists. In NSW, mid-
wives do not have the scope of practice to assess major pelvic
floor trauma such as levator avulsion and 3rd/ 4th degree tears;
urogynecologists’ expertise is essential for this degree of somat-
ic trauma; all clinicians are mandated to adhere to Maternity-
Towards Normal Birth (Anonymous 2010), and this policy does
not include risk factors of pelvic floor complications; perineal
injuries are frequently confused with themore recently classified
LAM damage; maternity units do not formally assess antenatal
fetal weight regarding macrosomia to forewarn women of risks
to pelvic floor function. The interviewer corresponded with rel-
evant clinicians regarding participant compliance. This was

deemed judicious despite time restraints, given the risk of seri-
ous psychological morbidity after severe somatic damage.
During each interview, vigilance concerning mental distress
was essential and the option of abandoning the interview was
canvassed repeatedly. None of the 40 women exited the study
during data acquisition. The interviewer received debriefing ses-
sions with a hospital counselor.

Interpretation

Major somatic trauma after vaginal birth in the form of levator
avulsion is one of the main causes of pelvic floor dysfunction
with potential for lifelong morbidity. Correspondingly, undis-
closed perinatal mental health issues are a major public health
concern. Women in this study sustained LAM avulsion with
resultant morbidities and exhibited significant psychological
morbidities in the form of anxiety, PTSD symptoms, and stig-
ma. Participants were often relieved to be interviewed and
expressed comments like: “…your study is a lifeline, no one
else seems to believe me and I do not know where to turn for
help.” Themes demonstrated they experienced multiple barriers
to help-seeking behavior and felt abandoned by a medical sys-
tem that did not recognize or identify either trauma. How can
clinicians address some of the issues raised by our inter-
viewees? The solution, like the problems described, is complex.
Providing potentially alarming details about physical and psy-
chological complications needs to be done in such a way as to
enhance the contract of care and mutual respect rather than
increasing anxiety; this may require additional training for mid-
wives, obstetricians, GPs, and other involved clinicians. This is
particularly urgent in view of a recent UK Supreme Court de-
cision, which explicitly affirms the autonomy of the obstetric
patient (Montgomery v Lanarkshire Health Board 2015).

Conclusions

Women in this study suffered considerable somatic and psy-
chological morbidities, including pelvic organ prolapse, uri-
nary and/or fecal incontinence, sexual dysfunction, and PTSD
symptoms. It seems their reports were dismissed by clinicians
as foreseen issues after birth. Participants’ undisclosed post-
partum mental health issues could be seen as a serious by-
product of a health care system that has not recognized or
identified women’s assertions of somatic birth injury. Poor
knowledge and stigma noted in this study also appear to have
been barriers to help-seeking behavior that adversely affected
lifestyle. Psychological symptoms uncovered in our inter-
views suggest a possible formal diagnosis of PTSD in some
women: a disorder that occurs secondary to exposure to
stressors that are outside the usual range of human experience.

It seems that women who have sustained these somatic
vaginal injuries and resultant emotional distress could be
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greatly assisted by perinatal clinicians who acknowledge their
concerns and provide relevant diagnostic and therapeutic ser-
vices. This may include (1) routinely discussing potential
complications of vaginal delivery during antenatal consulta-
tions; how information and responsibility for decision-making
will be shared; transcribing this information into a Birth
Document that both patient and provider sign; (2) comprehen-
sively identifying and enquiring about physical and psycho-
logical problems during postpartum consultations; (3) validat-
ing maternal concerns as they arise; and (4) implementing
evidence-based assessment services with both partners being
included as appropriate.
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Appendix 1: Template of open-ended
questions for interviewees

Introduction

1. Confirm that the participant has signed the consent form.
2. Explain the interview can be discontinued if the partici-

pant wishes.
3. Indicate that the participant can withdraw their responses

later if required
4. Clarify there are no right or wrong answers.
5. Emphasize responses are strictly private and confidential.
6. Explain that some of the questions may be sensitive and

personal.
7. Affirm that the researchers appreciate the assistance of

participants.

Relevant participant information extracted from EpiNo da-
tabase

Participant name:
BMI (Pre-& during pregnancy):
Height:
Date/ mode/ duration of interview:
Maternal age at delivery:
Email:
Mobile/Landline no:
Mode of Delivery (induction, epidural, Forceps, Ventouse,

episiotomy, perineal and vaginal tears):
Ist Stage Labour duration:
2nd Stage Labour duration:

Baby weight/ head circumference/ position:
Estimated Date of Delivery:
Date of Delivery:
Gestation at delivery:
Postnatal Symptoms:

Domain 1: Pre/ Antenatal Care

& What did you know about childbirth at this stage?
& What did you understand about your body regarding

childbirth at this stage?
& What or who was the source of your information?

Domain 2: Antenatal Care

& Where did you go for antenatal care and education - if
anywhere?

& What can you remember about this experience?
& Can you tell me any information on childbirth and deliv-

ery you received during the antenatal period?
& What impact did this education have on you and your

partner at that time?
& Now you have delivered would you change anything

about your antenatal care and education?
& What were your expectations regarding childbirth, your

health and living with baby at home afterwards?

Domain 3: Labour and Delivery

& How did you deliver your baby?
& Can you describe the course of events?
& Did you understand what was happening?
& How did you feel when baby was born?
& What was your partner’s reaction during labour and

delivery?

Domain 4: Postnatal Period – in hospital

& Tell me about your experience in the postnatal ward?
& What physical changes to your body did you notice?
& When you passed urine or opened your bowels was there

any difference from before birth?
& Tell me about any psychological changes at this stage after

birth?
& Did these changes affect you while you were in hospital (if

relevant)?
& Did you notice that your perineal area (around vagina and

anus) felt any different?
& What was your experience of breast-feeding and time with

your baby?
& Did you notice that your vagina felt different after the

birth?
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& Who did you tell about any alterations to your perineal
area (if any)?

& What was your partner’s reaction to the postnatal stay?

Domain 5: Postnatal Period – adjustment at home

& Can you tell me about your physical health at this stage?
For example: passing urine, opening bowels, vaginal
sensation?

& How was your psychological health at this stage after the
birth?

& Did you tell anyone about any changes to your physical
and/ or psychological health?

& How was your relationship with your baby at this stage?
& How did you feel about your body image at this stage?
& Were your expectations prior to the birth similar to that

which occurred?
& How were you feeling about sex?
& What was happening with your partner at this time?
& Did you want to debrief about your delivery at this point?

Domain 6: Long term - after the birth of the baby /before
restorative surgery

& Can you tell me about your general physical health?
& Can you tell me about your emotional or psychological

health?
& Is passing urine the same as before you were pregnant?
& Is your vaginal area the same as before pregnancy?
& Are you able to use tampons?
& Have you noticed anything different about your bowel

habits?
& Can you tell me about your overall body image at this

stage?
& Do you think childbirth has affected your activities of

daily living?
& Are you able to discuss any changes to your urinary, bow-

el, vaginal or emotional health with anyone?
& Have you resumed sex with your partner? If so, does it feel

any different to before your pregnancy?
& Do you know how your partner is feeling about sex with

you at this stage?
& Do you still want to debrief or talk about your delivery?
& What are your memories of your labour ward and postna-

tal experiences now

Comments:

Confirmation of Accuracy of Interview Notes

This is an accurate account of my responses discussed with
the researcher from SydneyMedical School, Nepean Campus,
The University of Sydney. This research explores women’s

experiences of physical vaginal birth trauma. I have signed
and witnessed the relevant consent form and read the partici-
pant information sheet.

Name:
Date:
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