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Lay Summary

Literature Review: Maternity services support women and birthing people through
pregnancy and childbirth. Research has shown that women from ethnic minority backgrounds
are more likely to experience poor maternity care than White women. Also, maternity care
researchers tend to group all ethnic minority women together. This means differences
between ethnicities may not be considered properly. Therefore, we chose to focus on South
Asian women. South Asian women are women from India, Pakistan, Bangladesh, Sri Lanka,
Nepal, Bhutan, and the Maldives. Little is known about South Asian women’s experiences Of
maternity care in the United Kingdom. Therefore, we aimed to find all the current research in
this area. We found 12 studies. We summarised these 12 studies using a method called
‘thematic synthesis’ which developed four themes. Firstly, ‘(in)ability to express maternity
needs.” This reflected the difficulties some South Asian women had with communicating and
being assertive with maternity healthcare professionals. Secondly, ‘uncompassionate
relationships with maternity healthcare professionals,” showed how some South Asian
women felt neglected and stereotyped. Thirdly, ‘integrating maternity care with cultural
identity,” described how some South Asian women had difficulties balancing cultural
pressures or traditions with maternity advice. Fourthly, ‘family being a part of maternity
care,” reflected how most South Asian women valued their husband and family’s support
through pregnancy and childbirth, including attending maternity appointments. From our
findings, we have suggested new areas to research and improve its quality. Also, to help
maternity healthcare professionals and maternity services improve their care for South Asian
women.

Empirical Report: Research has shown that ethnic minority women may be more likely to
experience a traumatic birth. Specifically, not enough South Asian women take part in

childbirth-related research or use the National Health Service. Therefore, we aimed to explore



how South Asian women make sense of their birth trauma and how they seek support. Our
study was advertised through charities, specialist postnatal research groups and social media.
Eight South Asian women with experiences of birth trauma took part. They completed an
online or telephone interview. We used a method called ‘interpretative phenomenological
analysis’ to analyse these interviews, which developed four themes. Firstly, ‘the power of
maternity healthcare professionals.” Most South Asian women felt that maternity healthcare
professionals were dominating and powerful. This led to feeling undignified, violated,
ignored, and dismissed by professionals and the National Health Service. Secondly, ‘loss of
connection’ described how most South Asian women felt disconnected with reality during
childbirth. Also, South Asian women experienced a loss of bonding time (time to connect)
with their baby and a loss when their partner could not be there during childbirth, causing
distress. Thirdly, ‘disentangling discrimination’ reflected how most South Asian women
recognised their own experiences of discrimination (sexism and/or racism) during childbirth.
Fourthly, ‘pervasive cultural stigma in motherhood,” captured how most South Asian women
felt cultural pressures to cope well. Often, they felt ashamed for needing emotional support.
Our findings helped to find ways to improve future research and clinical practice for South

Asian women experiencing birth trauma.



Vi

Acknowledgements

I would like to dedicate this thesis to my Dadiji and Babaji. Babaji was incredibly

proud of my academic achievements.

Firstly, 1 would like to thank the eight women who took the time to share their
experiences so openly and honestly with me. | feel hugely privileged to have heard your
stories and how you trusted me with them, they will stay with me for the rest of my career. |
hope through this research | have offered you a space for your voices to be truly heard and
captured them honourably.

Secondly, thank you to Dr Vyv Huddy for agreeing to take on a project that enabled
me to pursue an area | am passionate about. It was important for me that this project was
meaningful, so your support has meant a lot to me. Thank you also for being so open,
showing genuine interest and guiding me through this research. | have valued our supervision
sessions, deep reflections, and expertise along the way.

Dr Emma Williamson, I have valued your compassionate and warm approach through
supervision, thank you. Your passion for maternal mental health is so inspiring and an extra
thank you for allowing me the privilege to work with you.

| also want to give thanks to some fantastic people | have met along the way when
trying to make this research possible. Thank you to Jen, Farah, Priya, Community of
Cultures, Support Me CIC, and Make Birth Better for your generosity, warmth, and
enthusiasm with recruitment and feedback.

Thank you to Charlotte Merriman, my clinical tutor, you have been so kind and caring
through training.

Tansy Warrilow, thank you, you inspired and reminded me that I had the ability to

pursue this project and make it work. | am grateful to have had your support through training.



Vil

My special trainee friends, Margaret Lyons and Charlotte Grahame thank you for
your unwavering support. You are the kindest, strongest, and inspirational women, you have
really made my last 3 years and couldn’t imagine training without you.

Thank you to all my lovely Bristol friends you kept me going throughout and
provided respite when it was all getting too much. I am so excited to move closer to you!

To the Skane-Davis family, thank you for the encouragement, support, and interest
throughout the doctorate, | cannot wait to become an ‘official” member of the family.

To my dearest family, thank you for your constant support, care and always believing
| could do it! A special thank you to Mum and Dad for proofreading my final drafts.

Finally, thank you to Will, I have no doubt | have been the most well-fed trainee ever!
You have kept me grounded with your humour, never doubted my ability to get the work
done (it turns out I CAN do it) and been my biggest cheerleader. | am incredibly grateful with

how much support you have shown me and excited for the next chapter!



viii

Contents

[ =Tod o = 11 o] USRS i
Structure and WO COUNTS .......coiiiiieieie ettt i
LAY SUMMATY ..ottt ettt hb et e s b b e e bt e s hb e e bt e e be e et e e nbeeenbeenreas \Y;
ACKNOWIEUGEMENTS ... .ttt e e s ae e steena e be e be e st e sreenreenee e Vi
(00 01 1=] o TP O PTOUR TP viii
Section 1 LItErature REVIEW......ccue ittt 1
01 Vo ST PR 2
INEFOTUCTION. ...ttt et b e bbbt e st e s e se et e b e nbe s be b e e b e eneeneeneas 4
Disparities in Maternity Care.........coooiiiiiirieiiei e 4
The Importance of Relationships with Maternity Healthcare Professionals ......................... 5
Ethnic Minority Women’s Experiences of Maternity Care ............ccocevveveinienieeninineneennennns 6
Experiences from Maternity Healthcare Professionals............cccocccovveieiiieiiiie e, 6
Previous SYStEMALIC REVIBWS ..........coiiiiiiiieiiisieiieee ettt 7
Policies and CliNiCal GUIANCE ........c.oiiiuiiiiiiiiieeeee e 8
Clinical Psychologists in Maternity SErVICES .........ccoceiiririiieniiiieienese e 8
RALIONAIE ...ttt st b e ens 9
REVIBW AlIMIS ... ettt ee et r e st e e e s e ste e te e s e s seesseeneesseenseeseeaseenseeneenneenseeneennes 10
1YL= a0 ST SO PR PRSP 11
SEAICH STIFALEQY ...viviieitiiteetie ettt bbbt bbbt 11
Data Management and SCrEENING ........ecvvieieieeieiiee ettt sre e ans 12
ol [0 (] O 4 (=] o - OSSPSR 13

(D L W = Tox 1 o OSSPSR 14
THEMALIC SYNTNESIS ...t 14
QUANTTY ASSESSIMENT ... eieiieiti ettt st sb e st e e st e et e e s beearbeesbeeaneeesseaebeeareeas 15
RETIEXIVITY ...ttt bbbt 17
RESUIES ...ttt bbbttt n e b e b nt e nne e nte e enes 17
QUATITY ASSESSIMENT. ...ttt ettt bbbttt b bbb bt b e ne e 19
THEMALIC SYNTNESIS ...t e et re e reanbeesaee s 26
(In)ability to Express Maternity NEEUS..........coouiirieieieie et 29
DEegrees OF PASSIVITY.....cc.uoiiieiiiiii ettt e e eena e eens 29
Speaking English Unlocks BEtter Care..........cccoeieiiieienieiieieieieie e 30
Uncompassionate Relationships With MHPS ... 31
NEGIECHING NEEUS ...ttt e e te e e e e sreeaeenes 32

Subjected t0 SEIrEOTYPING .. .coviiieiieie ettt sb e sre e 33



Integrating Maternity Care Advice with Cultural Identity ............cccoocevveiiiiieiiciecce e, 33
Family Being a Part of Maternity Care..........cocuveieiiiiieiiiiseeeeeee e 34
Significance of Female RelationShips.........cccieiiiiiiicce e 35
HUshands are an AQVOCALE.........couiiiriieie ettt 36
DIISCUSSION ...ttt bbbkttt b e ettt bbbt ekt e b e st e st et b s b e b e et e et e e ne e e e 37
Linking Findings with Previous RESEAICH ...........ccooiiiiiiiiiiiecece e 37
(In)ability to Express Maternity NEedS..........ccovevveiieieere i 37
Uncompassionate Relationships With MHPS ..., 38
Integrating Maternity Care Advice with Cultural Identity ............cccoccovvveviiiiiiccicien, 39
Family Being a Part of Maternity Care..........coccoeieiiiiiiiiiieeeee e 39
Strengths, Limitations and Research Implications............ccccoceiveiieieiiece e 40
CHNICAl IMPIICALIONS ... 42
(070 ] T [ 1] o] ARSI 44

R (T T Aol TSR 45
TS ) Y o] o T=T o [ ot ST 63
APPENTIX A ettt bbb bR bttt b bbbttt nn s 64
APPENAIX B ..ottt et e e e nra et e e e teeteaneenres 65
APPENTIX C et b ettt b bbb bttt bt bbbt 66
APPENAIX Dottt e et et e e e ra e reaeenneas 67
APPENTIX E .ot b bbb 68
APPENAIX F oottt et e et e et e e e raereaeenneas 74
FA o] o 1=] 1o | G C T USSR P TP PP PR PRPPOPIR 79
APPENAIX H..oee ettt e e et e e et et e e e e e te e e nreas 82
Section 2 EMPITICAl STUTY ..o 86
FA 01 = T PSSR UR PR PRPRRP 87
1 oo 11T [ o USSR 89
BIFtN TTAUMA ...ttt ettt b et et e s ne e nbe e e nres 89

2 I 0o N o 1 5 USRS 89
Relevant Theory and TheoretiCal ISSUES ..........ccveiviiiieiie e 90
The Cognitive MOdel OF PTSD ......ooiiiiiiiiiieeee s 91

The Diathesis-Stress MOel ..........ooooiiiiiiie s 91
Women’s Experiences of BT ..o 92
Maternal Ethnic Health INeqUAlItIeS ...........ccovviiiiiiiiceece e 93
RALIONAIE ...t e s te et re et e e e nre e nnes 94
RESEAICI ATMS L.ttt et e et e s ae et e neeanes 94
IMBENO ...t b bbbttt bbbttt 95



ST 1141 0] oo OSSPSR 95
SAMPIE SHZE.....eee bbb 96
PaNICIPANTS. ....c.vieeeeite ettt et e e s e e te st et e e e e st e s re et e e ne et e e neeaneenreennennes 96
Defining BT 10 PartiCIPANTS ......c..ooviiiiiiiiiiiisiisieieie et 98
CheckIist TOr PartiCIPANTS .......c.ccveiieiecie sttt nte e e e e 98
T (01 T o USRS 98
PIOCEAUIES ...ttt bbbttt b e bbbt b e s et et e b bbbt reene e 99
(DU O] | [=Tod o] o [PPSR 100
SEMI-STFUCTUIE INTEIVIEW .....eoviiieie ettt 102
Public and Participant INVOIVEMENT ...t 102
Data ANAIYSIS . .euviitiecieeie et et et e e e re e r e re e re e 102
Philosophical Underpinning..........ccooeoiiiniiiiiiieiese e 102
Coding and ANAIYSIS ......c..oiieiece e 103
RESEAICN QUAITTY ...t 103
SENSITIVIEY 10 CONIEXL......c.eiiiieiecie ettt sre e ens 104
RETIEXIVITY ... bbbttt 104
Commitment anNd RIJOUF..........eciiiieiieie et ens 104
Coherence and TIaNSPAIEINCY ........ccuiiriririeieiesie ettt sbe bt ee e e eneens 104
Impact and IMPOITANCE .........coveiieiie et sre e ans 105
RESUIES ...ttt ettt n et eer e Rt teen e e Re e be et e nRe e teeneenneereans 105
The POWET OF IMIHPS.......oiiiie et 106
Coerced into Procedures / INTEIVENTIONS ..........coeierieriiinesieieee e 106
Undignified and VIOlated............ccooviiiiii e 107
IgNOred and DISMISSEU. ........eiiiiiieieie ettt sb e 108
Let DOWN DY the NHS ... 109
0TI ] o T £ [ o PSSR 110
Loss of Reality DUrNg DEIIVEIY .......ccvoiiiieiiece et 110

L 0SS Of BONAING EXPEIIENCES .....c.voiuiiiiiiiiieiieieie ettt 111
L0SS OF PArtnNership .....cceocuiiieiicce e 111
Disentangling DISCIHIMINATION ......c..ocviiiiiiiiiiiieiee et 112
Pervasive Cultural Stigma in Motherhood.............cccoooviiiiiiiii e 113
Keeping up the HUSion of COPING........coiiiiiiiiieeee e 113
The Shame of Needing Emotional SUPPOIt .........cccovviiiiiie i 114

3 1111531 o] o PSSP 115
The POWET OF IMTHPS. ...t 116
0TI o) ] T £ [ o PRSP 117
Disentangling DiSCrMINALION ........cccviiiiiiiieiie et srae e 117
Pervasive Cultural Stigma in Motherhood. ...........ccooiiiiiiiiiiiic e 118
Strengths, Limitations and Research Implications.............coovviiiiininie s 119

(O [T T Cor= 1IN [ 4] o] 1 o= U1 To] 13RS 120



Xi

(O] T 11 ES{ o] AU PR PR PRPP 121
RETEIBINCES ...ttt ettt ettt r e Rt r e R e et n e nRe e teeneenre et e 123
TS ) Y o] o 1=T T [ ot PRSP 142
APPENTIX A bbbt b R et b et bbbt ae e 143
A o] 1= 1T [ = TSR 144
APPENTIX C et b bbb b bR bRt bbbt bbb 148
A o] 1= 1T [ I SRS 150
APPENTIX E ..ottt 154
APPENAIX F oot a et e e et e a e reena e raere e 156
Fa o] 1=] 1o 3 G C T USSP P PR PP PR PRPRPPPO 158
APPENAIX H..ooee et et e et e e r et e et e reenr e re et e 161
APPENTIX |t bbbttt b et bttt 162
FAN o] 0L 0 L OSSPSR 163
APPENTIX K.ttt bbbt bbbt 165
APPENAIX L .ttt ettt et r e e et e ara e reerr e raere e 167
APPENTIX M bbb bbb bttt bbbt 168
APPENAIX N ..ottt et e et e e b e et e e r e e e ba e et e nre e re e e nreereens 171
APPENTIX Ot bbbttt bbb bbbttt b et bbbt 173
APPENAIX P oottt te e b e e et e e e re e e reereans 174
APPENTIX Q.. b bbb bbb bt b bbbt 175
APPENAIX R .ot ettt e bt e e b e et et e are e re e e reereens 176
FaN o] 1=] 1o 3 G TS USSP PP PRPRPRPPRO 177

FAN o] 0L 00 LG TSSOSO 182



Section 1 Literature Review
South Asian Women’s Experiences of Maternity Care in the UK: A Systematic Review and

Thematic Synthesis



Abstract

Objectives

Research suggests that many South Asian women underutilise antenatal support
offered by maternity services. Additionally, South Asian women are more likely to
experience poor maternal outcomes, compared to White women, likely to adversely impact
maternal mental health. Therefore, this systematic review aimed to explore South Asian
women and birthing people’s experiences of maternity care in the United Kingdom.
Methods

Three databases were searched for published peer-reviewed qualitative studies. The
Critical Appraisal Skills Programme checklist for qualitative research was used to appraise
the quality of included articles.
Results

Twelve articles met the inclusion criteria. Using Thomas and Harden’s (2008)
approach for thematic synthesis, four themes were developed ‘(in)ability to express maternity
needs,” ‘uncompassionate relationships with maternity healthcare professionals,” ‘integrating
maternity care with cultural identity,” and ‘family being a part of maternity care.’
Conclusions

The review highlighted how South Asian women in the UK have varied maternity
needs which are often unmet and unexpressed to maternity healthcare professionals. Most
South Asian women experienced maternity healthcare professionals as uncompassionate,
discriminatory, and with varied sensitivity to their cultural identity and family systems.
Practitioner Points
= Utilise clinical psychologists in maternity services to support maternity healthcare

professionals deliver culturally sensitive psychologically informed care



= Increase provision, consistency, and quality of professional interpreters/link workers to
improve maternity care interactions

= Maternity healthcare professionals/services to engage with unconscious bias and cultural
awareness training

= Maternity policies to be developed reflecting the maternity, emotional, psychological, and
cultural needs of South Asian women/birthing people and their collectives

Keywords: Maternity; antenatal; pregnancy; childbirth; South Asian; ethnic minority;
thematic synthesis



Introduction

Childbirth is an intense and transformative psychological experience which can be
promoted through supporting the woman?, physically, emotionally, and socially (Olza et al.,
2018). Maternity care describes healthcare services providing care through pregnancy to
postnatal care. Experiences of maternity care in the United Kingdom (UK) have worsened
thus, not meeting the needs of women (Care Quality Commission, 2023; Knight et al., 2022).
Subsequently, the National Health Service (NHS) Maternity Transformation Programme has
set out clear ambitions to improve maternity care to prevent poor physical health and mental

health outcomes, particularly from women from ethnic minority? backgrounds (NHS, 2021).
Disparities in Maternity Care

There has been increasing recognition of ethnic maternal health inequalities, with
ethnic minority women experiencing a higher risk of dying in pregnancy, stillbirth, and
neonatal deaths compared to White women (Knight et al., 2022; Matthews et al., 2022;
Mothers and Babies Reducing Risk through Audits and Confidential Enquiries [MBRRACE-
UK], 2023). Also, higher mortality rates exist for Black or Asian infants than White infants

(MBRRACE-UK, 2021).

1 This current review recognises the importance of gender-inclusive language to represent all
maternity service users. However, the research outlined throughout this review represented or
assumed participants identified as cisgender women. Therefore, the review uses the term
‘women,’ as used in the research. The researcher acknowledges that this may exclude other
gender identities and gender-additive approaches such as ‘women and birthing people’ are
recommended. Therefore, the researcher uses ‘women and birthing people’ where possible,
namely when discussing wider implications/recommendations for future work (Green &
Riddington, 2020).

2 There is no consensus on the appropriate terms regarding ethnicity and race in research,
however, the term ‘ethnic minority’ is embedded in within the NHS guidance and consistent
with the UK government’s recommendations therefore this term is used throughout the
review (Bhopal, 2004; Government Digital Service, 2023; NHS, 2021)



In light of ethnicity being a risk factor for maternal and perinatal deaths, an NHS
maternity provider investigated serious obstetric clinical incidents to explore differences
between ethnic minority and White women (Farrant et al., 2022; Knight et al., 2022). There
were no significant differences in the proportion of clinical incidents, although there was a
trend towards Pakistani, Bangladeshi, Black African and Black Caribbean women being at
higher risk (Farrant et al., 2022). This may be due to factors beyond ethnicity such as having
a pre-existing medical problem. However, findings suggested that ethnic minority women
involved in clinical incidents, had a lower frequency of pre-existing medical problems or
obstetric problems than White women. (Farrant et al., 2022). Such maternity care disparities
increase the risk of ethnic minority women developing perinatal metal health problems

(Watson & Soltani, 2019).

The Importance of Relationships with Maternity Healthcare Professionals

Women place importance on the interpersonal behaviours of maternity healthcare
professionals (MHPs) (Downe et al., 2015; McLeish & Redshaw, 2019). A positive birth
experience has shown to reflect a sense of empowerment and capability during the transition
to motherhood (Karlstrom et al., 2015; MacLellan et al., 2022). A trusting relationship with
midwives throughout pregnancy has shown to instil a sense of ability to cope with the
challenges of childbirth (Leap et al., 2010). Consequently, this has been reported to reduce
the use of pharmacological pain relief during labour and childbirth (Leap et al., 2010).
Additionally, experiences with MHPs have shown to be crucial for reducing feelings of
powerlessness and low self-esteem, regardless of pregnancy complications (Lynn et al., 2011;

McLeish & Redshaw, 2019).



Ethnic Minority Women’s Experiences of Maternity Care

Ethnic minority women were less likely to report positive experiences in maternity
care compared to White women (Care Quality Commission, 2023; Henderson et al., 2013).
Ethnic minority women reported positive maternity care when MHPs met their medical,
emotional, psychological, and social needs (Higginbottom et al., 2019). However, ethnic
minority women experiencing negative care was underpinned by experiences of MHPs being
perceived as rude, discriminatory, and unmet cultural and/or social needs (Higginbottom et

al., 2019).

Typically, women who worried less about labour and birth were more likely to report
no problems and feeling ‘very well’ in themselves (Henderson et al., 2013). However, there
have been differing experiences between women, with ethnic minority women being more
likely to worry during labour and birth, compared to White women (Henderson et al., 2013;
Redshaw & Heikkilg, 2011). Ethnic minority women were less likely to report compassionate
treatment, feel sufficiently involved in decisions and trust healthcare professionals in their
antenatal care (Henderson & Redshaw, 2013). However, other ethnic minority women have
perceived that their ethnic background did not matter in relation to the maternity care

received, representative of equitable care (Puthussery et al., 2010).

Experiences from Maternity Healthcare Professionals

Research has consistently reported that MHPs experience challenges when meeting
the needs of ethnic minority women, despite striving to provide equitable maternity care
(Aquino et al., 2015; Bowler, 1993; Chitongo et al., 2022; Lyons et al., 2008). Although,
some MHPs show some understanding and consideration for religious and cultural practices
(Hassan et al., 2020). Often MHPs have perceived working with ethnic minority women as an

increased demand to workload and held negative views towards these women, especially



when women’s cultural and religious practices conflicted with their clinical practices (Aquino
et al., 2015; Bowler, 1993; Chitongo et al., 2022; Lyons et al., 2008). Mostly, MHPs found it
easier to meet the needs of ethnic minority women when they were UK-born because they
perceived that their needs were like White women (Puthussery et al., 2008). These
experiences have considered to be underpinned by unconscious bias and racism (Aquino et
al., 2015; Bowler, 1993; Chitongo et al., 2022; Lyons et al., 2008; Puthussery et al., 2008).
Unconscious bias describes associations that reflexively change perceptions, thus influence
behaviour, interactions and decision making (Fitzgerald & Hurst, 2017).

Previous Systematic Reviews

A recent systematic review explored ethnic minority women’s experiences of
maternity care (Toh & Shorey, 2023). This further indicated the struggles and fears for ethnic
minority women. Negative experiences represented ineffective communication, cultural and
religious sensitivity, and disregard for women’s needs (Toh & Shorey, 2023). Whilst this
review highlighted the importance of enhancing understanding of ethnic minority women, the
systematic review included women from different countries (Toh & Shorey, 2023).
Therefore, reflected a wide range of different maternity care systems and its underpinning

organisational and financial structures.

Ethnic minority women’s experiences of maternity services, specifically, in the UK,
have also been systematically reviewed and synthesised (MacLellan et al., 2022). Findings
suggested that ethnic minority women experienced mistreatment, communication failures and
poor maternity care due to a technocratic system (MacLellan et al., 2022). Additionally,
positive maternity care was described as atypical, whilst being valued by ethnic minority
women. Although the review highlighted systemic influences and positioned from a
midwifery perspective, specific clinical and research implications to improve maternity care

for ethnic minority women were lacking. For instance, with regards to addressing the



emotional and psychological needs, which advocates for research conducted from a

psychological perspective.

Both these systematic reviews utilised the term ‘ethnic minority” which assumed
homogeneity of women from different ethnic minority groups and disregards differences
with, and between, ethnic minority groups (MacLellan et al., 2022; Toh & Shorey, 2023). For
instance, a secondary analysis of survey data recognised differences in maternity care
experiences within, and between, Black women and South Asian (SA) women (Henderson et
al., 2013). It is recommended to focus on ethnicity specific groups where possible (Barnett et

al., 2019; Commission on Race and Ethnic Disparities, 2021).

Policies and Clinical Guidance

The NHS Long Term Plan (2019) has committed to improve maternal outcomes and
continuity of care antenatally and postnatally. Also, it advocates for the needs of ethnic
minority women to be identified which can be incorporated into their reproductive and
pregnancy healthcare provision (MBRRACE-UK, 2021). The clinical guidance recommends
that antenatal women are offered regular check-ups, information, and support (National
Institute for Health and Care Excellence [NICE], 2021). This includes meeting the clinical,
psychological, and emotional needs of antenatal women (NICE, 2021). Especially, when
mental health difficulties are common during pregnancies and exacerbated when pregnancy
complications arise, threatening women’s psychological wellbeing (The British

Psychological Society [BPS], 2016).

Clinical Psychologists in Maternity Services

The NHS Maternity Transformation Programme has recommended clinical
psychologists to be embedded within maternity services (BPS, 2016; NHS, 2021). Clinical

psychologists support with the stepped care approach of women’s diverse individual needs



such as medical, social, and psychological needs in maternity services (Ickovic et al., 2019;
BPS, 2016). The stepped care approach includes advising, supervising, and training other
MHPs to support women with psychological needs (BPS, 2016). This may significantly
improve psychological support for MHPs in relation to providing psychologically informed

care plans to prevent or limit women’s experiences of distress (BPS, 2016; NHS, 2021).

Rationale

Maternity and perinatal research often group ethnic minority women as a
homogenous group (MacLellan et al., 2022; Toh & Shorey, 2023; Watson et al., 2019).
Whilst similarities may present within women from different ethnic minorities, this excludes
the unique historical, cultural, general health status, genetics, and differences in service use
(Ekezie et al., 2021). The largest ethnic minority group in England and Wales represents
South Asian ethnicity, which includes people from India, Pakistan, Bangladesh, Sri Lanka,
Nepal, Bhutan, and the Maldives (Minority Rights Group International, 2022; Office for
National Statistics, 2022). Specifically, SA traditional practices may include, following
specific diets, activities, Ayurvedic (traditional medicine) during pregnancy and childbirth
(George et al., 2022). SA women in the United States and Canada have perceived positive
experiences with maternity services when MHPs were open to their cultural practices
(George et al., 2022; Grewal et al., 2008). However, some SA women felt the medical advice
did not suit their cultural beliefs or assumed the MHP would not understand their culture

(George et al., 2022).

SA women often utilise healthcare services when requiring urgent care or during
significant life course events such as pregnancy and childbirth (Pallegadda et al., 2014).
However, during pregnancy and childbirth SA women do not seem to utilise all the antenatal

support offered by maternity services, for instance have lower attendance rates for antenatal
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classes, which poses a negative impact on the women, infant, and the wider family (Bauer et
al., 2016; Grewal et al., 2008). Specifically, SA women are at increased risk of adverse
pregnancy outcomes in relation to weight management during pregnancy, gestational
diabetes, and preterm labour (Delanerolle et al., 2021; Sheikh et al., 2022; Slack et al., 2018).
Consequently, this increases the likelihood of experiencing high-risk pregnancy and mental
health difficulties such as antenatal/postnatal depression, antenatal/postnatal anxiety, and
post-traumatic stress disorder (Delanerolle et al., 2021; Isaacs & Andipatin, 2020; Sheikh et

al., 2022).

Systematic reviews are considered the gold standard for informing clinical decision
making, policy and practice whilst evaluating the quality of the evidence available (Chai et
al., 2021; Pussegoda et al., 2017). The saturation of maternity-related systematic reviews has
been acknowledged however, there is a need to review and synthesise findings from SA
women to advance current knowledge, as little is known (Smith et al., 2011). Exploring the
experiences of SA women can help to identify how to provide more sensitive and better-
quality maternity care. This review supports the NHS plans to tackle maternal health

disparities (NHS, 2021; The NHS Long Term Plan, 2019).

Review Aims

The review question is ‘what are South Asian women/birthing people’s experiences of
maternity care in the UK?” The review aims to systematically explore and synthesise SA

women/birthing people’s experiences of maternity care in the UK.
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Method
The review question was developed using the SPICE framework which refers to
setting, perspective, intervention/interest of phenomenon, comparison, and evaluation, suited
to qualitative research (Booth, 2006). SPICE enabled the Researcher (AS) to define the

setting and perspective to limit results applicable to SA women/birthing people in the UK.

Scoping searches relevant to the research question were performed using Google
Scholar in January 2023. The review was registered on PROSPERO on 8" February 2023

(CRD42023396945).
Search Strategy

A comprehensive search from three databases: Scopus (version 1970-present),
MEDLINE via Web of Science (version 1950-present) and PsyclInfo via Ovid (version 1806-
present) were conducted to identify literature published until 12" April 2023. The databases
were searched from inception because this review has not been conducted before, thus aimed

to capture and form a comprehensive meta-synthesis of available qualitative evidence.

The grey literature facilitates increasing the scope to access more studies however,
this was not consulted to limit the literature search, as sufficient papers were identified
(Mahood et al., 2014). Additionally, there is limited guidance on how to systematically
search the grey literature, thus restricted to academic peer-reviewed studies (Mahood et al.,

2014).

The search terms are presented in Table 1, guided by the SPICE framework, and used
Boolean terms (Appendix A). The search terms were refined in consultation with a specialist
librarian. To supplement the systematic searches, forward citation searching using Google

Scholar and manual backward citation searching was conducted on all included studies, and
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relevant systematic reviews identified during the searches, to locate additional studies

(Haddaway et al., 2022).

Table 1

The Search Syntax Corresponding to the SPICE Framework

SPICE Search Terms
Setting NHS OR “National Health Service” OR UK OR “United Kingdom” OR
GB OR “Great Britain” OR Britain OR England OR Wales OR
Scotland OR Ireland OR British OR English OR Welsh OR Irish OR

Scottish

Perspective “South Asia*” OR India* OR Pakistan* OR Bangladesh* OR Bhutan*
OR Nepal* OR Maldives OR “Sri Lanka*” OR “ethnic minorit*” OR
migrant*

Intervention “Maternity service” OR “maternity care” OR antenatal OR pregnanc*

OR postnatal OR perinatal OR childbirth OR childbear*

Comparison -

Evaluation Experience* OR Perception* OR View* OR Attitude* OR Perspective*
OR Qualitative

Data Management and Screening

All literature were exported from each database and managed using EndNote 20.5
(Lorenzetti & Ghali, 2013). Records were organised alphabetically, and duplicates were
removed manually and double-checked using Microsoft Excel. Titles and abstracts were
screened for inclusion by the Researcher (AS) using a predefined inclusion criteria.
Subsequently, relevant full-text papers of titles and abstracts were obtained. The relevance of

each study was assessed according to the inclusion criteria.
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The inclusion criteria were developed and guided by the SPICE framework and

Polanin et al., (2019)’s recommendations, shown in Table 2. The inclusion criteria were

consulted with a Specialist Clinical Psychologist (EW) which resulted in clarifying the

boundaries of standard maternity care in the UK (Appendix B). The inclusion criteria were

piloted on 30 articles prior to screening all titles and abstracts, with no subsequent

amendments (Polanin et al., 2019). To increase the review rigour, an independent reviewer

(CG) randomly checked 50% of the included articles against the inclusion criteria to ensure

transparency and reproducibility (Porritt et al., 2014).

Table 2

Inclusion Criteria

Inclusion

Exclusion

Setting

Perspective

Intervention

Comparison
Evaluation

Study design

UK
SA women/birthing people

Maternity care (antenatal to

postnatal care)

Experiences
Qualitative
Mixed-methods studies

containing relevant data

Non-UK

Asylum seekers, refugees, undocumented
UK status and impact of COVID-19
because these represent unique
experiences

Postnatal care after >8 weeks after
childbirth which is in accordance with
NHS maternity care remit.

Specialist services, for example, neonatal
intensive care unit, termination of
pregnancy and in-vitro fertilisation
Standardised measures

Quantitative, systematic reviews, literature
reviews, conference posters, notes,

opinion/letter pieces
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Data Extraction

Data extraction was performed in two stages. Firstly, extracting publication and study
characteristics and secondly, extracting the results/findings. The results/findings included
verbatim and non-verbatim statements relating to SA women’s experiences of maternity care.
A second Researcher and Research Supervisor (VH) checked the received data, and a third
Researcher (EW) was available to consult and resolve any discrepancies prior to meta-

synthesis.

Thematic Synthesis

This review utilised thematic synthesis, considered useful for policymakers and
practitioners (Booth et al., 2016). The thematic synthesis aimed to integrate the findings of
studies exploring the lived experiences of SA women/birthing people’s maternity care in the
UK. A guide of 8-12 papers was set a priori, despite no rules for what is considered a suitable
number of studies or adequate data for a meta-synthesis (Booth et al., 2016; Lewin et al.,

2015).

Thematic synthesis was guided by Thomas & Harden’s (2008) three-stage iterative
process: coding of text ‘line-by-line,” developing ‘descriptive themes’ and generating
‘analytical themes.” The extracted results/findings of the included studies were entered into
NVivo. The Researcher (AS) independently coded each line of text according to its meaning
and content (Thomas & Harden, 2008). The codes were ‘free’ codes without a hierarchical
structure and the use of line-by-line coding aimed to translate concepts between studies and
categorise using codes (Appendix C). The dataset was checked for consistency of
interpretation and new codes were generated. The Researcher (AS) checked for similarities

and differences between the codes to organise them into descriptive themes (Appendix D for
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an example). This produced a meta-synthesis close to the original findings of the included

studies.

To ensure applicability to the review question and go beyond the studies’ findings, the
descriptive themes developed from the inductive analysis of study findings were scrutinised.
One-by-one, the descriptive themes were critiqued in relation to the review question. This
iterative process was repeated until no new analytical themes sufficiently captured the

descriptive themes. Two supervisory team members (EW and VH) checked the themes.

Quality Assessment

Quality assessments were completed to appraise the methodological quality of the
included studies, establish research rigour, and inform research recommendations (Ryan et
al., 2013). There is a lack of consensus around what constitutes quality qualitative research
(Sandelowski & Barroso, 2002). Therefore, quality assessments did not inform whether
studies were removed, establishing all relevant studies was deemed to contribute to a
balanced summary (Gopalakrishnan & Ganeshkumar, 2013; Soilemezi & Linceviciute,
2018). Removing studies based on the quality score could risk erroneous conclusions as
scores may be influenced by the selection bias of the quality assessment tool itself (Mgller &
Myles, 2016).

Currently, there is an absence of guidance on how to select an appraisal tool for meta-
synthesis (Soilemezi & Linceviciute, 2018). Considering the aims and priorities of the
review, the commonly utilised Critical Appraisal Skills Programme (CASP) qualitative tool
was chosen because it is advocated by the Cochrane Qualitative and Implementation Methods
Group, recognised as contributing to high-quality evidence-based healthcare (CASP, 2018;

Long et al., 2020; Majid & Vanstone, 2018) (Appendix E).
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The CASP tool consisted of ten items with ‘yes’ responses scored as 1-point, ‘can’t
tell’ scored as 0.5-points and ‘no’ scored as 0-points (Butler et al., 2016; CASP, 2018;
Finazzi & MacBeth, 2022). The CASP tool for all studies was completed by the researcher

(AS) and an independent reviewer (CG), with four discrepancies resolved through discussion.

A scoring system for the CASP tool was developed to indicate low quality or bias
(Soilemezi & Linceviciute, 2018). Informed by existing systematic reviews and literature, the
following criterion was developed, scores of 9-10 on the CASP indicated ‘high’ quality,
scores of 7.5-9 indicated ‘moderate’ quality and scores <7.5 indicated ‘low’ quality (Butler et
al., 2016; Finazzi & MacBeth, 2022). Although scores <6 are recommended to be excluded,
reflecting poor quality, this review did not exclude studies based on these scores (Butler et

al., 2016; Finazzi & MacBeth, 2022).

Sensitivity analysis can assess the impact of including lower quality studies and weigh
in favour of findings from higher quality studies in a meta-synthesis (Boeije et al., 2011;
Carroll et al., 2012). However, integrating sensitivity analysis may not meaningfully impact
meta-synthesis findings and can reduce transferability (Long et al., 2020). Additionally,
lower quality studies can contribute novel insights not provided by adequate studies, thus

sensitivity analysis was not completed (Dixon-Woods et al., 2006; Long et al., 2020).

To support the transparency in reporting, the ‘preferred reporting items for systematic
reviews and meta-analyses’ (PRISMA) 2020 Checklist supplemented with the ‘enhancing
transparency in reporting the synthesis of qualitative research’ (ENTREQ) checklist, were
completed by an independent reviewer (CG) (Page et al., 2021; Tong et al., 2012)

(Appendices F-G).
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Reflexivity

Reflexivity is crucial for high quality qualitative research and recommended
throughout the research process (Barrett et al., 2020; Tong et al., 2007). The Researcher (AS)
was a Trainee Clinical Psychologist, working in a specialist NHS maternity service (a
multidisciplinary team consisting of psychologists and specialist midwives). AS identified as
a cisgender woman, with British Indian ethnicity, thus shared some cultural experiences with
participants. However, AS did not have experience of childbirth. To manage these influences,
a reflexive log was completed throughout the research process and discussed in supervision

with the supervisory team (EW and VH).

Results
The finalised literature search comprised of 12 articles published between 1990 and
2020, summarised in Figure 1. The study characteristics are presented in Table 3. A total of
244 SA women were represented, with no representation of birthing people. Two studies
comprised of healthcare professionals’ views however, data was easily separated and
excluded in the analysis (Goodwin et al., 2018; McFadden et al., 2012). One study contained

a distinct non-SA sample which was also excluded from the analysis (Woollett et al., 1995).



Figure 1

PRISMA Flow Diagram

Identification of new studies via databases and registers

i

Reports assessed for eligibility
(n=49)

5 Records identified from:
E [;Zi?r?;e; (EI 1= 2%)): Records removed before screening:
= Sgtr)pus (n _648) Duplicate records (n = 554)
= =
4 Web of Science (n =770)

Y

Records screened Records excluded
(n =987) o (n =938)

Y
. Reports sought for retrieval Reports not retrieved
g (n=49) o (n=0)
8
o
(%]

Y

Included

New studies included in review
(n=12)

Y

Reports excluded:
Mixed ethnicity samples (n=19)

No South Asian participants (n = 2)
No focus on maternity experiences (n=5)
Quantitative data only (n=5)

No qualitative data (n=3)
Opinion piece/ reflective piece /
poster/governmentpaper (n=4)

Identification of new studies via other methods

Records identified from:
Citation searching (n =1)

)
Reports sought for retrieval
(n=1)

v
Reports assessed for eligibility
(n=1)

Reports not retrieved
(n=0)

Reports excluded:
0(n=0)

18



19

Quality Assessment

The CASP appraisals are summarised in Table 3 (Appendix H for detailed CASP
scores). Overall, three articles were considered high quality, one article moderate quality and
eight articles low quality. Eleven articles included a clear research aim, with all studies
suitable for qualitative methodology. Although, three articles did not clearly justify the
research design. Nine articles clearly reported appropriate recruitment strategy. Nine articles
collected data that clearly addressed the research issue, for three articles, this was unclear.
Nine articles did not adequately discuss the relationship between the researcher and the
participants. Seven articles did not sufficiently discuss or report ethical approval or
considerations which were mostly represented by studies conducted in the 90s. Eight studies
did not clearly report or justify the processes for the data analysis. All studies reported a clear

statement of findings and represented valuable research.
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Table 3

Summary of the Study Characteristics

Participant Characteristics Methodology
Auth Particivant St?ge Qtf Parit Data Sample Analvsi Themes/ Key Quality
uthors (year) articipants macg:gl y anty collection methods natysis Findings Appraisal
Bowes & 20 women Antenatal Not Semi- Purposive Ethnographic  Experiences of Low
Domokos (19 Pakistani and reported structured sampling study maternity care were
(1996) Muslim and postnatal interviews varied between being
1 Libyan (Punjabi satisfied and
woman®) in interpreter unsatisfied.
Glasgow available)
Cross- 15 first and Postnatal Not Semi- Purposive Q- 6 factors: High
Sudworth et second (3-18 reported structured sampling methodology (1) Empowerment
al. (2011) generation months) interviews and high confidence
Pakistani (2) Isolation and
women in Focus groups need of professional
the West support
Midlands ~ (Urdu (3) Poor maternity
interpreter care
available) (4) Caring maternity
services and cultural
traditions

(5) Information and

% Included because majority of participants were SA
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Participant Characteristics

Methodology

- Stage 9f . Data Sample . Themes/ Key Quality
Authors (year)  Participants maé::glty Parity collection methods Analysis Findings Appraisal
support
(6) Importance of
midwifery care
Garcia et al. 6 women Postnatal 0-1 Semi- Retrospective ~ Framework 3 themes: Moderate
(2020) (3 Pakistani, (6-24 structured and analysis (1) Knowledge and
1 months) interviews purposive information of
Bangladeshi sampling pregnancy and
and 2 White perinatal mortality
British (2) Attitudes and
women*) in perceptions to
Luton pregnancy and
perinatal mortality
(3) Mothers’
experiences with
maternity services
Goodwin etal. 9 Pakistani Antenatal Not Interviews at 2 Purposive Thematic 3 themes: High
(2018) migrants reported time points sampling analysis (1) Family
(7 women; 1 (after first relationships
mother of a antenatal (2) Culture and
participant; 1 appointment religion
interpreter) and after (3) Understanding
and 11 second/ third different healthcare
midwives in antenatal systems
South Wales appointment)
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Participant Characteristics

Methodology

Stage of

- ) . Data Sample . Themes/ Key Quality
Authors (year)  Participants maé::glty Parity collection methods Analysis Findings Appraisal
(Urdu
interpreter
available)

Griffith (2010) 2 Postnatal 1-2 Interviews Purposive Narrative N/A Low

Bangladeshi (23 sampling (2 analysis

women in months -5 case studies)

East London years)
Jayaweeraet 9 low- Antenatal- 0- Semi- Purposive Not reported  Maternity benefits; Low
al. (2005) income lyear  unknown structured sampling Access to shops and

Bangladeshi  postnatal interviews services; Social

women in (6 interviews support; Antenatal

Leeds completed in and postnatal care;

Sylheti) Health and wellbeing

McFaddenet 23 Postnatal 1-6 In-depth Purposive Not reported  Ethnic identities; High
al. (2012) Bangladeshi (3 weeks- interviews sampling Breast-feeding

women, 4 6 years) (10 interviews support in the early

health completed in postnatal period;

service Sylheti) Community support;

managers Home context of

and 28 health
practitioners
in West
Yorkshire
and

Focus groups

breast-feeding
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Participant Characteristics

Methodology

Stage of

- ) . Data Sample . Themes/ Key Quality
Authors (year)  Participants maé::glty Parity collection methods Analysis Findings Appraisal
Northeast
England
Miller, (1995) 5 Postnatal Not In-depth Snowball Not reported  Practice of the Low
Bangladeshi reported interviews sampling Muslim religion;
Muslim (2 women) Attendance to
women in Group antenatal clinics;
Britain interview with Language difficulties
Bengali and use of antenatal
interpreter (3 services; The
women) influence of the
Imam; The take up
of parentcraft classes
Parvin et al. 25 first Postnatal Mean= 3 focus groups  Purposive Thematic 4 themes: Low
(2004) generation 3.9 (Sylheti sampling content (1) Bangladeshi
Bangladeshi interpreter analysis women’s
and British- used for all experiences of
Bangladeshi groups) giving birth in the
women in UK
Tower (2) Family
Hamlets, circumstances after

East London

birth — problems
within the home and
support from the
family

(3) Responses to
emotional distress
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Participant Characteristics

Methodology

- Stage 9f . Data Sample . Themes/ Key Quality
Authors (year)  Participants maé::glty Parity collection methods Analysis Findings Appraisal
and problems within
the family
(4) Experiences of
primary care services
in the postnatal
period
Woollett & 100 SA Postnatal Structured Purposive Qualitative ~ Pregnancy and Low
Dosanjh women and unknown interview sampling analysis antenatal care;
(1995) 43 non-Asian Childbirth;
in Newham, Experiences of
East London postnatal care
Woollett & 32 SA Postnatal 1-4 Semi- Purposive Content Feeding; Rest and Low
Dosanjh- women, East structured and snowball analysis recovery; Bonding
Matwala, London interview sampling and the mother-child
(1990a) (Punjabi, relationship;
Hindi and Relations with staff;
Urdu Language difficulties
interpreters
available)
Woollett & 32 SA Postnatal 1-4 Semi- Purposive Not reported  Reactions to Low
Dosanjh- women, East structured and snowball pregnancy; Changes
London interview sampling during pregnancy:
(Punjabi, nausea and changes
Hindi and in eating; Other
Urdu changes in




25

Participant Characteristics

Methodology

Stage of .
- ) . Data Sample . Themes/ Key Quality
Authors (year)  Participants maé::glty Parity collection methods Analysis Findings Appraisal
Matwala, interpreters pregnancy; Sex of
(1990b)* available) child; Antenatal

clinics; Sources of
information and
support about
pregnancy and birth;
Leaflets, books and
videos; Antenatal
classes; Support
from other people;
Experiences of
women who spoke
very little English

4 Same participants as Woollett & Dosanjh (1990a)
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Thematic synthesis developed four themes, presented in Table 4. Table 5

demonstrates the representation of themes within and between studies.

Table 4

Summary of Themes

Themes

Sub-themes

(In)ability to express maternity needs

Uncompassionate relationships with maternity
healthcare professionals

Integrating maternity care with cultural identity

Family being a part of maternity care

Degrees of passivity
Speaking English unlocks better care
Neglecting needs

Subject to stereotyping

Significance of female relationships

Husbands are an advocate
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The Representation of Themes
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Bowes &  Cross-  Garcia Goodwin Griffith Jayaweera McFadden Miller, Parvin  Woollett Woollett Woollett
Domokos Sudworth  etal. etal. (2010) et al. etal. (1995) etal. & & &
(1996) et al. (2020)  (2018) (2005) (2012) (2004) Dosanjh Dosanjh- Dosanjh-
(2011) (1995) Matwala, Matwala,
(1990a)  (1990b)
(In)ability to
express v v v v v v v v v v v
maternity needs
Degrees of v v v v v v v v
passivity
Speaking English v % v % % % v
unlocks better care
Uncompassionate
relationships 4 4 4 v v v v v v v
with MHPs
Neglecting needs v v v v v v v
Subject to v % % % % %

stereotyping
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Bowes &  Cross-  Garcia Goodwin Griffith Jayaweera McFadden Miller, Parvin  Woollett Woollett Woollett
Domokos Sudworth  etal. etal. (2010) et al. etal. (1995) etal. & & &
(1996) et al. (2020)  (2018) (2005) (2012) (2004) Dosanjh Dosanjh- Dosanjh-
(2011) (1995) Matwala, Matwala,
(1990a)  (1990b)
Integrating
m_aternlty care v v v v v v
with cultural
identity
Family being a
part of maternity v v v v v v v v v v
care
Significance of
female v v v v v v v v
relationships
Husbands are an v v % % % v

advocate
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(In)ability to Express Maternity Needs

The following sub-themes captured the internal processes for expressing maternity
needs. These represented SA women’s process of speaking up and asserting themselves with

associated facilitators and barriers.

Degrees of Passivity

The degree of passivity varied between SA women. Some SA women appeared to
choose passivity and complied with MHPs’ instructions because of how they perceived the
seniority of professionals (Miller, 1995). SA women were also satisfied with surrendering
decision-making and prepared for MHPs to take the responsibility to make decisions
(Woollett et al., 1995). Sometimes passivity was self-identified by participants, as a cultural
weakness whilst others recognised the value of being assertive and defended against being
passive (Woollett & Dosanjh-Matwala, 1990b). “They could tell you rather than wait for you
to ask because some Asians there they don’t know how to speak and they won’t push for
anything” (SA woman, postnatal, English speaking) (Woollett & Dosanjh-Matwala, 1990b,
p.70). For other SA women, compliance did not feel like a choice and instead felt a pressure
to comply with MHPs (Bowes & Domokos, 1996; Miller, 1995). “It’s difficult to be assertive
even when you have the language, | feel | was bossed around and | feel quite resentful about

that” (Bangladeshi woman, postnatal, English speaking) (Miller, 1995, p.306).

SA women withheld their assertiveness which presented as being appreciative of
maternity care however, SA women seemed unable to express their preferences for care,
despite wanting more midwifery support (Bowes & Domokos, 1996; Goodwin et al., 2018;
McFadden et al., 2012; Woollett et al., 1995). This coincided with a fear of being judged
(Bowes & Domokos, 1996; Garcia et al., 2020). However, assertiveness was developed when

SA women had experienced a previous childbirth (Cross-Sudworth et al., 2011). “It’s easier
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this time around. I’ve been quite confident. Personally, I feel I’'m quite a strong person. If
had any problem, you know, I would just ask” (Pakistani woman, postnatal, English

speaking) (Cross-Sudworth et al., 2011, p.463).
Speaking English Unlocks Better Care

SA women recognised that their ability to speak English influenced their maternity
care and building relationships with the midwife (Cross-Sudworth et al., 2011; Griffith, 2010;
Jayaweera et al., 2005; Parvin et al., 2004; Woollett & Dosanjh-Matwala, 1990a). SA women
experienced that speaking English would attract the care and attention of the midwife to meet
their needs, however if they were unable to speak English, their needs would remain unmet
(Griffith, 2010; Jayaweera et al., 2005; Woollett & Dosanjh-Matwala, 1990a). “They’re quite
good you see, the midwives, if you know English — they’ll come and see you” (Bangladeshi

woman, antenatal, English speaking) (Jayaweera et al., 2005, p.92).

English speaking SA women expressed concerns that non-English speaking SA
women were unable to express their needs if MHPs were not receptive to their lack of
English ability (Griffith, 2010; Woollett & Dosanjh-Matwala, 1990a). They perceived MHPs
as ignoring their maternity needs, withholding flexibility of care that may be offered to other
women and providing insufficient effort to communicate with SA women (Cross-Sudworth et
al., 2011; Jayaweera et al., 2005; Parvin et al., 2004; Woollett & Dosanjh-Matwala, 1990a).
However, some SA women were empathetic to MHPs and recognised their challenges of
providing care to SA women unable to speak English (Cross-Sudworth et al., 2011; Woollett
& Dosanjh-Matwala, 1990a). “They don’t give enough attention if you can’t speak English.
But I don’t know whether to blame the midwife because if they say something and the patient
ignores it then it’s like talking to a brick wall.” (SA woman, postnatal, English speaking)

(Woollett & Dosanjh-Matwala, 1990a, p.183).
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The availability of interpreters was variable and recognised as a valuable resource to
aid communication between SA women and MHPs (Jayaweera et al., 2005; Miller, 1995;
Parvin et al., 2004; Woollett et al., 1995). When SA women experienced easy access and
reliable interpreter support, they found this helpful and contributed to their satisfaction with
care (Jayaweera et al., 2005). “Brought an interpreter with them and explained everything
clearly” (Bangladeshi woman, postnatal, non-English speaking) (Jayaweera et al., 2005, p.
92). However, when interpreters were unavailable, this was problematic as they missed out
on support (Miller, 1995; Parvin et al., 2004). “Sometimes when you have a baby, a woman
comes from the hospital. Bengali girls don’t come with the midwife, we don’t understand
what they say, we just sit there staring at their faces.” (Bangladeshi woman, postnatal, Sylheti
speaking) (Parvin et al., 2004, p.256). SA women also positively experienced link workers as

an important source of information and support (Woollett et al., 1995).
Uncompassionate Relationships with MHPs

Two sub-themes reflected the impact and dynamic of interactions with MHPs.
Interpersonal aspects of maternity care were important to SA women, with trust being highly
valued (Cross-Sudworth et al., 2011; Woollett et al., 1995). SA women experienced hostility
from MHPs with some feeling punished during labour or when actively asking for help
(Bowes & Domokos, 1996; Cross-Sudworth et al., 2011; McFadden et al., 2012; Woollett &
Dosanjh-Matwala, 1990a). “When this one was born if I asked them to help me they would
get angry with me, making an angry face” (Bangladeshi woman, postnatal, Sylheti speaking)
(McFadden et al., 2012, p.e128). Sometimes these experiences developed a fear of interacting

with staff (Woollett & Dosanjh-Matwala, 1990a).
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Neglecting Needs

SA women regularly experienced being dismissed and overlooked by midwives and
nurses whilst recovering postnatally (Cross-Sudworth et al., 2011; Garcia et al., 2020;

Griffith, 2010; McFadden et al., 2012; Woollett & Dosanjh-Matwala, 1990a).

They [the midwives] didn’t [come], I was in hospital for a week and my actual
midwives didn’t even know that I was there, didn’t bother coming to see me until day
five when they came to see somebody else from the ward (Bangladeshi woman,

postnatal, English speaking) (Griffith, 2010, p.294).

SA women felt MHPs were unwilling to listen and did not respond to support (Cross-
Sudworth et al., 2011; Garcia et al., 2020; Woollett & Dosanjh-Matwala, 1990a). “When I
had my first baby, I really wanted help with bathing the baby; I asked a couple of times, but
she never came” (Pakistani woman, postnatal, Urdu speaking) (Cross-Sudworth et al., 2011,
p.464). The MHPs’ interactions were perceived as neglectful which influenced unrealistic
expectations for SA women to care for themselves and their baby, contributing to distress
(McFadden et al., 2012; Parvin et al., 2004; Woollett & Dosanjh-Matwala, 1990a). “The
nurse is there to help but they say ‘you do it yourself”” (Bangladeshi woman, postnatal,

Sylheti speaking) (Parvin et al., 2004, p.255).

However, there were infrequent exceptions whereby SA women received good
maternity care and experienced opportunities for sufficient postnatal recovery and emotional
support (Cross-Sudworth et al., 2011; Woollett et al., 1995; Woollett & Dosanjh-Matwala,
1990a). “I had two midwives; one was a student, and one was the regular there. The regular
lady she was so generally, like, caring and she actually put — like she put a smile on my face”

(Bangladeshi woman, postnatal, English speaking) (Garcia et al., 2020, p.5).
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Subjected to Stereotyping

Experiencing negative and cultural stereotyping hindered SA women’s ability to
express their needs, although not experienced by all women. SA women self-identified
negative stereotyping when they felt MHPs made assumptions about them (Bowes &
Domokos, 1996; Miller, 1995). “I will wear these clothes and open my mouth later on to
shock people you know, shock white people, because they think this is an idiot sitting there
wearing these clothes” (Pakistani woman, postnatal, English speaking) (Bowes & Domokos,

1996, p.58).

Experiences of racism were identified in the company of White women through
noticing differences in care (Bowes & Domokos, 1996). Sometimes this resolved as the SA
women developed a relationship with the MHP however, for others discrimination was
questioned (Bowes & Domokos, 1996; Griffith, 2010; Miller, 1995). “Is it me, the people that
they like that they select’, which I know isn’t true. At the time I was saying to my husband,
it’s just the English babies that are getting that [care]” (Bangladeshi woman, postnatal,

English speaking) (Griffith, 2010, p.294).

SA women described positive experiences of maternity care when they recognised
they were not being treated differently due to ethnicity (Bowes et al., 1996; Garcia et al.,
2020; Jayaweera et al., 2005). “They’re angels over here, and they don’t consider if you’re a
black or a white person” (Pakistani woman, postnatal, English speaking) (Bowes &

Domokos, 1996, p.58).

Integrating Maternity Care Advice with Cultural Identity

This theme represented the cultural pressures, dilemmas, and impact on religious
practices for SA women within maternity care. SA women attempted to balance the cultural

traditions and midwives’ clinical advice. “I would listen to the midwife. Cos she’s obviously
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the person who’s more experienced in that. But then it’s tradition....and you kind of respect
tradition as well. | don’t know — it’s a bit difficult” (Pakistani woman, antenatal, unknown if
English speaking) (Goodwin et al., 2018, p.351). For some SA women, the community
attitudes were more influential, particularly advice from older family members, than MHPs
(Goodwin et al., 2018; Miller, 1995). “Whatever [midwives] say, [Pakistani women] won’t
follow you. They will say “ok yes we will do” in front of you...but when they go back home,
they won’t follow you! They will follow whatever the elders say” (Pakistani woman,
antenatal, unknown if English speaking) (Goodwin et al., 2018, p.352). There was pressure to
conform to cultural norms, however, this did not always impact the experience of maternity

care when good care was perceived (Cross-Sudworth et al., 2011).

Some SA women were Muslim and prioritised religious beliefs, which led to fasting
through Ramadan during pregnancy and declining post-mortems following baby loss (Garcia
et al., 2020; Miller, 1995). Some SA women sought advice from religious figures alongside
MHPs (Miller, 1995). Breastfeeding in the presence of other people was stigmatised and SA
women valued their privacy during breastfeeding and internal examinations, with a
preference for female doctors (McFadden et al., 2012; Miller, 1995). “[it is] totally against
our religion you see and that’s why we do prefer a lady doctor...I feel shame actually”
(Bangladeshi woman, postnatal, English speaking) (Miller, 1995, p.306). However, SA
women who were distanced from the SA culture embraced deviating from cultural traditions,

prioritising professional maternity care (Cross-Sudworth et al., 2011; Woollett et al., 1995).

Family Being a Part of Maternity Care

Two sub-themes represented the value of family support, particularly husbands and
extended families, throughout the antenatal and postnatal period (Goodwin et al., 2018;

Jayaweera et al., 2005; Woollett & Dosanjh-Matwala, 1990b).
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Significance of Female Relationships

Female relatives were a salient source of support for SA women, particularly mothers
and/or mothers-in-law (Cross-Sudworth et al., 2011; Garcia et al., 2020; Goodwin et al.,
2018; Jayaweera et al., 2005; Miller, 1995; Woollett et al., 1995; Woollett & Dosanjh-
Matwala, 1990b). “I was 5 months pregnant so my mum said that there is enough space
anyway so move in, so I moved in, into the house, and in that 5 month I didn’t do no cooking,
no shopping, no anything” (Bangladeshi woman, postnatal, unknown if English speaking)

(Jayaweera et al., 2005, p.91).

SA women perceived that older female relatives were more experienced with talking
to midwives and valued them speaking on their behalf (Goodwin et al., 2018). “I’d rather
have [my mum] talk, she’s more experienced with talking to midwives and doctors. And she
knows the whole process, I think I’d rather have her talk, than me” (Pakistani woman,
antenatal, unknown if English speaking) (Goodwin et al., 2018, p.352). Sometimes, maternal
figures offered emotional, practical, and financial support through pregnancy, and the
postnatal period (Cross-Sudworth et al., 2011; Jayaweera et al., 2005; Miller, 1995; Woollett

etal., 1995).

My mother-in-law told me everything the first time she told me about the pains and
where the baby was going to be delivered from. My mother-in-law told me | should
breathe down and not up every time | had the pains (SA woman, postnatal, Punjabi

speaking) (Woollett & Dosanjh-Matwala, 1990b, p.73).

Mothers-in-law provided educational information on childbirth to the SA woman,
although some SA women found their support unhelpful and inadequate (Garcia et al., 2020;
Miller, 1995; Woollett et al., 1995; Woollett & Dosanjh-Matwala, 1990b). However, female

relatives carried ‘authoritative knowledge” which was not always beneficial, for example, if
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antenatal services were not deemed important, they tended not to support the SA woman
attending (Miller, 1995). Subsequently, feelings of regret during labour manifested when
realising the benefits of antenatal classes and the realities of childbirth were not realised until

after the birth (Bowes & Domokos, 1996; Woollett et al., 1995).

Husbands are an Advocate

SA women reported that husbands were a source of moral support and found their
presence at antenatal services through to delivery helpful (Griffith, 2010; Miller, 1995;
Woollett et al., 1995). “I went to the antenatal services and I was talking to people and having
your partners there makes such a difference” (Bangladeshi woman, postnatal, English
speaking) (Griffith, 2010, p.294). Partners frequently adopted the advocate role and SA
women were accepting of them speaking on their behalf or translating information (Goodwin
et al., 2018; Woollett & Dosanjh-Matwala, 1990b). “Think it’s a caring thing. Because they
care about their wives and their children. That’s why they [speak] for their wives or
girlfriends...he speaks for me and he cares about me so I’'m happy about it” (Pakistani

woman, antenatal, unknown if English speaking) (Goodwin et al., 2018, p.352).

However, for other SA women, including the husband in their maternity care was at
their discretion and created a sense of shame if the wider community knew about their
involvement (Miller, 1995; Parvin et al., 2004). “Some people they don’t understand and said
“oh, it’s shame for boy to go.” (Bangladeshi woman, postnatal, English speaking) (Miller,

1995, p.305).
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Discussion

Four themes represented SA women’s experiences of maternity care in the UK. Most
SA women perceived difficulties with expressing maternity needs, underpinned by internal
and external influences. However, some SA women successfully navigated their maternity
care and were assertive in their care. Relational experiences in maternity care for SA women
were perceived as neglectful, uncompassionate with some experiences of stereotyping.
Although, there were some positive experiences of maternity care, these experiences were
less salient. SA women’s experiences encompassed challenges and issues navigating
professional maternity care advice, alongside cultural traditions, and practices. SA women
widely viewed their professional maternity care to incorporate family, particularly valuing

husbands, and female familial relationships.
Linking Findings with Previous Research

(In)ability to Express Maternity Needs

Findings indicated that SA women perceived difficulties with communication,
especially around obtaining sufficient information about childbirth, birth choices, and
language barriers. These were recurrent themes experienced by ethnic minority women in the
UK (Khan, 2021; MacLellan et al., 2022). Findings also highlighted that SA women were not
reliably accessing an interpreter independent of the woman, contrasting clinical guidance
(NICE, 2021). Subsequently, interpreters have shown to support discussions of sensitive
topics, ultimately leading to non-English speaking women experiencing better maternity care

(Rayment-Jones et al., 2021).

The findings detailed unique differences with some SA women experiencing
difficulties with being assertive and sometimes self-identifying as passive. A study focusing

on Asian American women experiences of racialised sexism, described perceptions of being
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‘submissive and passive’ directed at them (Mukkamala & Suyemoto, 2018). Subsequently,
Asian American women made attempts to dismiss the salient characterisation of presenting as
passive (Mukkamala & Suyemoto, 2018). Linking this to the review findings may suggest

that experiences of racialised sexism may be internalised for some participants.

Uncompassionate Relationships with MHPs

Salient experiences of poor relationships with MHPs have been reinforced within
recent systematic reviews, exploring more broadly, ethnic minority women’s experiences,
therefore will not be detailed here (Fair et al., 2020; Higginbottom et al., 2019; MacLellan et
al., 2022). Furthermore, review findings reinforced findings from an independent review of
NHS maternity services, which represented women’s negative experience with MHPs, more
generally (Ockendon, 2022). Thus, indicating transferability and reinforcing the need for

action to improve all women/birthing people’s maternity experiences in the UK.

Findings reflected that SA women experienced stereotyping by MHPs, supported by
research focusing on exploring midwives’ stereotypes of ethnic minority women (Bowler,
1993; Crowe, 2022). Midwives have shown to use stereotypes to support them to identify the
differing needs of women however, tended to be held negatively (Bowler, 1993; Puthussery
et al., 2008). Midwives may apply stereotypes based on women’s physical appearance which
hinders the ability to meet the woman’s individualised maternity care needs (Bowler, 1993).
Midwives have perceived incongruent expectations with ethnic minority women in their
maternity care (Crowe, 2022). Also, some midwives have assumed ethnic minority women
disregarded their own health, were unlikely to make wise clinical decisions and were
disempowered by men from their cultural background (Crowe, 2022). The current review
findings mirrored midwives’ attitudes as SA women felt aware and recognised when they

were being stereotyped (Crowe, 2022). Experiencing stereotyping has been linked with
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feeling misunderstood, the delivery of inequitable maternity care and poorer perinatal

outcomes (Thomson et al., 2022).

Integrating Maternity Care Advice with Cultural Identity

Findings highlighted some dilemmas SA women experience when engaging with
maternity services and desires to follow SA traditions. SA women often experienced feeling
misunderstood by MHPs, particularly with context to traditional customs. These experiences
have been emphasised by Fair et al., (2020) which highlighted migrant women’s struggles
and feelings of insecurity when deciding what actions to take between medical, cultural, and

family advice, leaving women feeling misunderstood by MHPs.

In terms of religiosity, the most salient religion in the current review was Islam. These
perspectives from the review complemented perspectives from Muslim women more
generally (Firdous et al., 2020). For instance, Muslim women experienced anticipating
misperceptions, or misunderstandings from MHPs, therefore withheld expressing religious

practices (Firdous et al., 2020).

Cultural practices in childbirth exist beyond religious beliefs with most Asian
traditional beliefs and practices considered unharmful to women and underpin successful
pregnancy and birth experiences (Withers et al., 2018). Thus, such knowledge should be

integrated within maternity care practices.

Family Being a Part of Maternity Care

Collectivist cultural processes may contextualise the current findings, around SA
women experiencing family and husbands as salient sources of support in maternity care
(Chadda & Deb, 2013; Karasz et al., 2019). In South Asia, this was reinforced by women’s
experiences of family members supporting with confidence and comfort through pregnancy

and childbirth (Kaphle et al., 2022). However, SA women in collectivist families may be
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suppressed by older female relatives and reluctantly conform to avoid fear of negative
consequences (Karasz et al., 2019; Withers et al., 2018). These experiences were reinforced
by the current findings which may help MHPs better understand the needs of SA

women/birthing people.

Male partners in the UK have shown to be supportive for women and positively
influence engagement in maternity care (Draper & Ives, 2013; Suandi et al., 2020). In SA
countries, some hushands have shown to hold a dominant role in deciding the SA woman’s
antenatal attendance and determining place of delivery (Rahman et al., 2021). This may
support how some SA women found it helpful for their partners to dominate maternity

appointments.

Midwives recognise that family plays a significant role in maternity care for SA
women (Goodwin et al., 2018). However, midwives have perceived the woman’s family
involvement as negatively influencing the midwife-woman relationship (Goodwin et al.,
2018). Midwives have described female elders as ‘dominating’ and struggle with women
declining clinical advice (Goodwin et al., 2018). This mismatch of experiences from the
MHPs and SA women may explain the lack of attunement when perceiving poor quality

maternity care.

Strengths, Limitations and Research Implications

This was an original review using a comprehensive search strategy with transparent
reporting that explored maternity experiences exclusively to SA women in the UK (Tong et
al., 2012). The review represented SA women who were English and non-English speaking,
thus covered a breadth of experiences. However, there was diversity within the SA samples,
with varying levels of religiosity, English language ability and acculturation which may

influence maternity care experiences and limit transferability. Also, SA birthing people’s
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experiences were not explicitly reported. Thus, some experiences or issues may be more

salient according to such diversity, which may not be apparent within this meta-synthesis.

Review findings may be limited by the included studies representing a period
whereby the NHS context was outdated and not reflective of the current context. However,
similar narratives identified across studies suggested that experiences had not changed over

time.

A strength of the review was the use of quality assessments with a second
independent reviewer to increase reliability of appraisals. However, the robustness of the
thematic synthesis was limited by the poor-quality reporting of the included studies. Whilst
the quality of reporting in qualitative studies have improved in recent years, older studies
may be more likely to be reported as poorer, which was reflected in this review (Soilemezi &
Linceviciute, 2018).

Although the CASP tool can assess the procedural aspects of the study, it has limited
sensitivity to interpretative, evaluative, and theoretical validity when compared to other
qualitative quality assessment tools, which may have impacted quality assessments (Hannes
et al., 2010). For instance, one study rated as high-quality did not explicitly report
methodological orientation, despite this underpinning quality qualitative research (McFadden
etal., 2012; Tong et al., 2007). Thus, may have biased the meta-synthesis if sensitivity
analysis was conducted, although would introduce complexity due to the frequency of low-
quality papers.

Furthermore, it was concerning that most studies insufficiently addressed ethical
considerations, which may explain why ethnic minority women experience distrust and
hesitance to participate in maternity research (Lovell et al., 2023). Three included studies
considered reflexivity however, omitted sufficient detail (Olmos-Vega et al., 2023).

Reflexivity should be embedded in all aspects of the study processes and within the context



42

of SA women, intersectional reflexivity should be considered in future research (Olmos-Vega
et al., 2023; Rodriguez & Ridgway, 2023).

The researcher belongs to the ingroup and held important perspectives as a SA
cisgender woman (Harrison & Michelson, 2022). This may have introduced bias through the
review process. However, this was considered and managed by a supervisory team who were
outgroup members. Variations in positionality were considered to enable different insights
and knowledge generation (Harrison & Michelson, 2022).

Overall, this review highlighted the lack of rigorous research in SA women’s
experiences of maternity care, due to the lack of dependability of the included studies
inadequately reporting study processes. Subsequently, this may question the credibility of the
review findings. As a priority, research implications include increasing the quality of in-depth
and ethical qualitative research focusing on SA women/birthing people to contribute to the
maternity care evidence-base (Tong et al., 2007).

Clinical Implications

Findings highlighted that maternity services are inconsistent in their provision of
culturally sensitive care to SA women. It is crucial that SA women feel understood and are
supported to express their maternity needs. Therefore, they should be offered opportunities to
build compassionate relationships and discuss culture and religion more openly, without the
fear of judgement. Also, MHPs should consider engaging with the wider family and

increasing the provision of professional interpreters/link workers.

Due to varied difficulties with integrating maternity clinical advice with cultural
identity, MHPs should be perceptive to the woman/birthing person’s needs by offering
support to collaboratively resolve cultural dilemmas that may arise between medical advice
and tradition or religion. Also, to respect women/birthing people’s wishes if they refuse or

decline aspects of maternity care, which has been implicated with difficult MHPs interactions
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and create internal conflict for MHPs (Jenkinson et al., 2017; Niles et al., 2021). Clinical
psychologists embedded in maternity services can support MHPs by offering reflective
spaces, for example, if MHPs feel distressed or disempowered if SA women/birthing people
decline their advice. Alternatively, clinical psychologists can offer clinical supervision and
consultation. For example, to support with resolving dilemmas within maternity teams and

provide psychologically informed care plans.

Findings indicated that SA women experienced difficulties in maternity care, which
may increase the risk of perinatal mood difficulties (Delanerolle et al., 2021; Isaacs &
Andipatin, 2020; Sheikh et al., 2022). Therefore, clinical psychologists are recommended to
provide timely access to reduce antenatal and postnatal distress (BPS, 2016). For instance,
detecting vulnerable antenatal women/birthing people, supporting with birth preparation
alongside specialist midwives, and detecting antenatal anxiety, in addition to providing

postnatal psychological intervention for women distressed by birth experiences (BPS, 2016).

It is recommended that MHPs complete unconscious bias and cultural awareness
training, a widely reported clinical recommendation (Aquino et al., 2015; Bowler, 1993;
Chitongo et al., 2022; Lyons et al., 2008). Particularly if unconscious bias adversely impacts
MHPs adherence to provide quality maternity care, as represented by SA women. The
reinforcement for unconscious bias and cultural awareness training with limited
implementation-based research, suggests that research and services should focus on how this
can be integrated within clinical practice (Gopal et al., 2021). This inclusive work should be
viewed as an integration to MHPs’ roles and the maternity system rather than an additional
demand, whilst offering culturally sensitive, psychologically informed training to improve

SA women/birthing people’s experiences (Puthussery et al., 2008).
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Future policies should meet the needs of SA women/birthing people and their
collectives, alongside supporting the maternity care system. Additionally, to consider the co-
production with SA service users, or utilise the Maternity and Neonatal VVoices Partnership
(ensuring SA representation), an NHS working group to improve and develop maternity care
services (Lovell et al., 2023; National Maternity Review, 2016). This aligns with NHS

priorities (NHS, 2023; Ockendon, 2022; The NHS Long Term Plan, 2019).

Conclusion

This review highlighted the lack of in-depth rigorous qualitative research exploring
SA women/birthing people’s experiences of maternity care in the UK. Findings represented
unmet and unexpressed maternity needs, challenging SA women. As a priority, MHPs and
maternity services need to improve the relational experience with SA women/birthing people
and their collectives, whilst offering culturally sensitive and compassionate care. The review

findings informed recommendations for prospective research and clinical practice.
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Appendix A
Summary of the Search Syntax for the Databases

(Scopus, MEDLINE and Psycinfo)

Search Scopus MEDLINE Psycinfo Total

1 “maternity service” OR
“maternity care” OR antenatal OR
pregnanc* OR postnatal OR
perinatal OR childbirth OR
childbear*

2 “South Asia*” OR India* OR
Pakistan* OR Bangladesh* OR
Bhutan* OR Nepal* OR Maldives
OR “Sri Lanka*” OR “ethnic
minorit*” OR migrant*

3 Experience* OR Perception* OR
View* OR Attitude* OR 8,118,691 24,480,023 2,021,268 -
Qualitative OR Perspective*

4 NHS OR “National Health
Service” OR UK OR “United
Kingdom” OR GB OR “Great
Britain” OR Britain OR England
OR Wales OR Scotland OR
Ireland OR British OR English OR
Welsh OR Irish OR Scottish

1,379,074 1,628,548 97,518 -

1,154,847 1,650,822 84,775 -

3,199,623 9,436,595 285,244 -

51AND 2 28,637 35,535 2,385 66,557
61 AND 2 AND 3 7041 7,860 1,136 16,037
71AND 2 AND 4 1976 2,418 192 4,586
81 AND 2 AND 3 AND 45 648 770 123 1,541

5 The finalised syntax
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Appendix B

Summary of Feedback from the Specialist Clinical Psychologist (EW)
15" February 2023

Consulted with EW to clarify boundaries on maternity services/care (previously
agreed remit is antenatal to postnatal). Agreed to include experiences around prenatal
diagnosis within maternity care experiences as it is part of the maternity remit in the NHS.
Agreed to exclude experiences addressing IVF and termination of pregnancy due to specialist

care, NHS maternity services refer to Obstetrics and Gynaecology NHS services.



Example of Line-by-Line Coding of Woollett & Dosanjh (1995) on NVivo

Appendix C

76 A. Woollert et al.

Only a small proportion of Asian women said they would have liked to have been
more involved in decisions around childbirth (see Table 3). Their main source of
complaint was about interpersonal aspects of their care, for example when they
considered that medical staff disregarded their reports that they were about to deliver
or did not give them the attention and support they felt they needed.

(i) Management of delivery. Just under 30 per cent of women had their births induced.
Asian women were less likely to have been induced than non-Asian women (see Table
3). These induction rates are similar to those reported in other studies (Ball, 1989;
Mclntosh, 1989). Half of the women who were induced said they were pleased to
have been induced with the rest saying they were not pleased or had no strong
preferences, as in the following woman's account:

Saturday all day passed and nothing happened. On Saturday night they gave me those pills, what
ace they called, to induce the pains and nothing came. In the afternoon they gave me the drip to
induce me. Then in the afternoon the pains started. (Hindu woman, first child).

Just aver 25 per cent of women reported medical complications. These were more
frequent amongst first-time mothers than amongst those expecting second or
subsequent babies regardless of their ethnicity (see Table 3). About half the
women said they had received pain relief, with first-time mothers more likely 1o
have been given pain relief than women expecting second or subsequent babies (see
‘Table 3). As McIntosh (1989) and Salmon, Miller & Drew (1990) found, pain and fear
of pain in childbirth were the predominant issues, as in the account of the following
woman:

It’s frightening, isn’t it? The pains are very hard to tolerate. This third time 1 was morc frightened
because for the first two the pains started in the stomach, then the waters broke. But the third time
it started off by bleeding. ¥ou know when you go into the labour ward it's very frightening. You
remember all the pains you've faced in the past. (Hindu woman, third child).

(ii) The presence of other family members at delivery. About two thirds of the women said
they were accompanied during labour and delivery with the usual companion being
the baby’s father. Asian women were as likely to report that fathers were present as
non-Asian women (see Table 3). These rates are similar to those reported elsewhere
for non-Asian women (Garcia & Garforth, 1990; Moss ¢f o/, 1987) and by Watson
(1984) for Bengali fathers in Tower Hamlets.

These findings do not support the idea that Asian women see childbirth as
exclusively within women’s sphere of activity and prefer to be accompanied by
female relatives (Henley, 1982). Asian women's accounts indicate that they expect and
want fathers to be present and it was their absence rather than their presence which
they felt needed to be explained:

No he wasn't there. He's never been with me. Strange 130t it? | know these days rhat fathers are
usually there, T don't think he could have been because he had to stay at home and look after the
other two. The first time he said e was frightened and that he couldn®t bear to see me in pain. |
didn’t feel that | necded his presence for the first two but | would have liked it if be had been there
for this time (Sikh woman, third child).
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Appendix D

Example of Theme Organisation for the Sub-Theme ‘Degrees of Passivity’
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Degrees of Passivity

Passivity - decision making

Complying to HCP instructions

Prepared for staff to make decisions through delivery
Experience of pain but not a problem

Sense of needing to obey otherwise subject to judgement

Passivity - cultural difficulty

Difficult to express their preferences or be assertive
Muting voice

self-stereotyping as passive

Acknowledging difficulty with being assertive

Withholding assertiveness

appreciative of care, felt no right to express preferences
Reluctance to criticise maternity care

Fear of being judged

Fear of complaining or criticising

Wanting to ask questions about breastfeeding

Wanting more contact with staff

Developing assertiveness

Empowered to make choices

Felt listened to

Placed importance on being assertive to gain information
Want more midwife support to build relationship
Confidence with seeking support after previous childbirth
Coping with difficult staff relationships answering back
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Appendix E

CASP Tool

C hf P a WWWLCasp-uk.net
D info@ casp-uk.net

Critical Appraisal
Skills Programme * B summertown Pavilion, Middle
) Way Ouford OX2 7LG

CASP Checklist: 10 questions to help you make sense of a Qualitative research

How to use this appraisal tool: Three broad issues need to be considered when appraising a
qualitative study:

I\ Are the results of the study valid? (Section A)
I\ What are the results? (Section B)
l\ Will the results help locally? (Section C)

The 10 questions on the following pages are designed to help you think about these issues
systematically. The first two questions are screening questions and can be answered guickly.
If the answer to both is “yes”, it is worth proceeding with the remaining questions. There is
some degree of overlap between the questions, you are asked to record a “yes”, “no” or
“can’t tell” to most of the questions. A number of italicised prompts are given after each
question. These are designed to remind you why the question is important. Record your
reasons for your answers in the spaces provided.

About: These checklists were designed to be used as educational pedagogic tools, as part of a
workshop setting, therefore we do not suggest a scoring system. The core CASP checklists
(randomised controlled trial & systematic review) were based on JAMA "Users’ guides to the
medical literature 1994 (adapted from Guyatt GH, Sackett DL, and Cook DJ), and piloted with
health care practitioners.

For each new checklist, a group of experts were assembled to develop and pilot the checklist
and the workshop format with which it would be used. Over the years overall adjustments
have been made to the format, but a recent survey of checklist users reiterated that the basic
format continues to be useful and appropriate.

Referendng: we recommend using the Harvard style citation, i.e.: Critical Appraisal Skills
Programme (2018). CASP (insert name of checklist i.e. Qualitative] Checklist. fonline] Available
at: URL. Accessed: Date Accessed.

@ CASP this work is licensed under the Creative Commons Attribution — Non-Commercial-
Share A like. To view a copy of this license, visit http://creativecommons.org/licenses/by-nc-
sa/3.0/ www.casp-uk.net
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CNhSP

Critical Appraisal
Skills Programme

4. Was the recruitment Yes HINT: Consider
strategy appropriate to e |f the researcher has explained how the
the aims of the Can't Tell participants were selected
research? + |f they explained why the participants

No they selected were the most
appropriate to provide access to the

type of knowledge sought by the study

+ |f there are any discussions around

recruitment (e.g. why some people

chose not to take part)

Comments:

5. Was the data collected in Yes HINT: Consider
a way that addressed the » If the setting for the data collection was
research issue? Can't Tell justified

u = If it is clear how data were collectad [eg.
o

focus group, semi-structurad interview

etc)

= If the researcher has justified the methods
chosen

= |f the researcher has made the methods
explicit (e.g. for interview method, is there
an indication of how interviews are
conducted, or did they use a topic guide)
» |f methods were modified during the
study. If so, has the researcher

explained how and why

# |f the form of data is clear (e.g. tape
recordings, video material, notes etc.)

s Ifthe researcher has discussed
saturation of data

Comments:
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6. Has the relationship
between researcher and
participants been
adequately considered?
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Can't Tell

MNo

HINT: Consider

s [fthe researcher critically
examined their own role,
potential bias and influence
during {a) formulation of the
research guestions (b) data
collection, including sample
recruitment and choice of
ocation

¢ How the researcher responded to
events during the study and
whether they considered the
implications of any changes in the

research design

Comments:

Section B: What are the results?

7. Have ethical issues been
taken into consideration?

Yes

Can't Tell

No

HINT: Consider

» [f there are sufficient details of how the
research was explained to participants for
ether athica
re maintained
cussed issues
raised by the study (e g. issues around
informed consent or confidentiality or how
they have handled the effects of the study
on the participants during and after the
study)
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& |fthe researcher has dis
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Critical Appraisal
Skills Programme

8. Was the data analysis Yes HINT: Consider
sufficiently rigorous? ¢ [f there is an in-depth description of the
Can't Tell analysis process
+ |fthematic analysis is used. If 50, is it clear
No how the categories/themes were derived
from the data
+ Whether the researcher explains how the
data presented were selected from the
original sample to demonstrate the analysis
process
s |f sufficient data are presented to support
the findings
* To what extent contradictory data are
taken into account
» Whether the researcher critically examined
their own role, potential bias and influence
during analysis and selection of data for
presentation
Comments:
9. Is there a clear statement Yes HINT: Consider whether
of findings? o [fthe findings are explicit
Can't Tell s If there is adequate discussion of the
evidence both for and against the
No researcher’s arguments

o [fthe researcher has discussed the
credibility of their findings (e.g.
triangulation, respondent validation, more
than one analyst)

e If the findings are discussed in relation to
the original research question

Comments:
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[ Section C: Will the results help locally?

10. How valuable is the
research?

HINT: Consider

# [f the researcher discusses the
contribution the study makes to existing
knowledge or understanding (e.g. do they

consider the

findings in relation to current

practice or policy, or relevant research-

based literature

f they identify new areas where research

is necessary

If the researchers have discussaed whether
or how the findings can be transferred to

other po
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ays the research may be used

Comments:
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Appendix F

PRISMA 2020 Checklist

Location
where item is
reported
TITLE
Title 1 Identify the report as a systematic review. 10
ABSTRACT
Abstract 2  See the PRISMA 2020 for Abstracts checklist
INTRODUCTION
Rationale 3  Describe the rationale for the review in the context of existing knowledge. 9-10
Objectives 4 Provide an explicit statement of the objective(s) or question(s) the review addresses. 10
METHODS
Eligibility criteria 5 Specify the inclusion and exclusion criteria for the review and how studies were grouped 12-14
for the syntheses.
Information sources 6 Specify all databases, registers, websites, organisations, reference lists and other sources 11
searched or consulted to identify studies. Specify the date when each source was last
searched or consulted.
Search strategy 7  Present the full search strategies for all databases, registers and websites, including any 12
filters and limits used.
Selection process 8  Specify the methods used to decide whether a study met the inclusion criteria of the 12-17
review, including how many reviewers screened each record and each report retrieved,
whether they worked independently, and if applicable, details of automation tools used in
the process.




Data collection process

Data items

Study risk of bias
assessment

Effect measures

Synthesis methods

10a

10b

11

12

13a

13b

13c

Specify the methods used to collect data from reports, including how many reviewers
collected data from each report, whether they worked independently, any processes for
obtaining or confirming data from study investigators, and if applicable, details of
automation tools used in the process.

List and define all outcomes for which data were sought. Specify whether all results that
were compatible with each outcome domain in each study were sought (e.g. for all
measures, time points, analyses), and if not, the methods used to decide which results to
collect.

List and define all other variables for which data were sought (e.g. participant and
intervention characteristics, funding sources). Describe any assumptions made about any
missing or unclear information.

Specify the methods used to assess risk of bias in the included studies, including details
of the tool(s) used, how many reviewers assessed each study and whether they worked
independently, and if applicable, details of automation tools used in the process.

Specify for each outcome the effect measure(s) (e.g. risk ratio, mean difference) used in
the synthesis or presentation of results.

Describe the processes used to decide which studies were eligible for each synthesis (e.g.

tabulating the study intervention characteristics and comparing against the planned
groups for each synthesis (item 5)).

Describe any methods required to prepare the data for presentation or synthesis, such as
handling of missing summary statistics, or data conversions.

Describe any methods used to tabulate or visually display results of individual studies
and syntheses.
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Location

where item is
reported

13-14

N/A

15-16

N/A

14-16

N/A

N/A




Reporting bias
assessment

Certainty assessment

RESULTS
Study selection

Study characteristics
Risk of bias in studies

Results of individual
studies

13e

13f

14

15

16a

16b

17
18

19

Describe any methods used to synthesize results and provide a rationale for the choice(s).
If meta-analysis was performed, describe the model(s), method(s) to identify the presence
and extent of statistical heterogeneity, and software package(s) used.

Describe any methods used to explore possible causes of heterogeneity among study
results (e.g. subgroup analysis, meta-regression).

Describe any sensitivity analyses conducted to assess robustness of the synthesized
results.

Describe any methods used to assess risk of bias due to missing results in a synthesis
(arising from reporting biases).

Describe any methods used to assess certainty (or confidence) in the body of evidence for
an outcome.

Describe the results of the search and selection process, from the number of records
identified in the search to the number of studies included in the review, ideally using a
flow diagram.

Cite studies that might appear to meet the inclusion criteria, but which were excluded,
and explain why they were excluded.

Cite each included study and present its characteristics.
Present assessments of risk of bias for each included study.

For all outcomes, present, for each study: (a) summary statistics for each group (where
appropriate) and (b) an effect estimate and its precision (e.g. confidence/credible
interval), ideally using structured tables or plots.
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Location

where item is
reported

N/A

16

N/A

15-17

18

18

20-25

20-25 and 80-
82

N/A




Results of syntheses

Reporting biases
Certainty of evidence

DISCUSSION
Discussion

OTHER
INFORMATION

Registration and
protocol

20b

20c

20d

21

22

23a
23b
23c
23d

24a

For each synthesis, briefly summarise the characteristics and risk of bias among
contributing studies.

Present results of all statistical syntheses conducted. If meta-analysis was done, present
for each the summary estimate and its precision (e.g. confidence/credible interval) and
measures of statistical heterogeneity. If comparing groups, describe the direction of the
effect.

Present results of all investigations of possible causes of heterogeneity among study
results.

Present results of all sensitivity analyses conducted to assess the robustness of the
synthesized results.

Present assessments of risk of bias due to missing results (arising from reporting biases)
for each synthesis assessed.

Present assessments of certainty (or confidence) in the body of evidence for each
outcome assessed.

Provide a general interpretation of the results in the context of other evidence.
Discuss any limitations of the evidence included in the review.

Discuss any limitations of the review processes used.

Discuss implications of the results for practice, policy, and future research.

Provide registration information for the review, including register name and registration
number, or state that the review was not registered.
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Location

where item is
reported

N/A

N/A

N/A

N/A

N/A

37-40
40-42
40-42
42-44

11




78

Location

where item is
reported

Indicate where the review protocol can be accessed, or state that a protocol was not
prepared.
24c Describe and explain any amendments to information provided at registration or in the N/A
protocol.
Support 25 Describe sources of financial or non-financial support for the review, and the role of the N/A
funders or sponsors in the review.
Competing interests 26 Declare any competing interests of review authors. I
Availability of data, code 27 Report which of the following are publicly available and where they can be found: N/A
and other materials template data collection forms; data extracted from included studies; data used for all
analyses; analytic code; any other materials used in the review.

From: Page MJ, McKenzie JE, Bossuyt PM, Boutron I, Hoffmann TC, Mulrow CD, et al. The PRISMA 2020 statement: an updated guideline
for reporting systematic reviews. MetaArXiv. 2020, September 14. DOI: 10.31222/osf.io/v7gm2. For more information, visit: www.prisma-

statement.org
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Appendix G

ENTREQ Checklist

Checked by
Item Guide and Description Location independent
reviewer (CQG)
Aim State the research question the synthesis addresses 1 and 10 4
Synthesis Identify the synthesis methodology or theoretical framework which underpins 9-10 and 14-15 v
methodology the synthesis, and describe the rationale for choice of methodology
Approach to Indicate whether the search was pre-planned (comprehensive search strategies 11
searching to seek all available studies) or iterative (to seek all available concepts until v
they theoretical saturation is achieved)
Inclusion Specify the inclusion criteria/exclusion (with regards to population 12-13 v
criteria characteristics, methods and methodology, time frame, or type of publication)
Data sources Describe the information sources used (e.g. electronic databases, grey 11-12
literature databases, relevant organisational websites, experts, information v
specialists, Google Scholar, hand searching, reference lists) and when the
searches were conducted; provide the rationale for using the data sources
Electronic Describe the literature search (e.g. provide electronic search strategies with 11-12 and 64
search strategy ~ population terms, clinical or health topic terms, experiential or social (Appendix A) v

phenomena related terms, filters for qualitative research, and search limits)
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Checked by
Item Guide and Description Location independent
reviewer (CQG)
Study screening  Describe the process of study screening and sifting (e.g. title, abstract and full 12-13 %
methods text review, number of independent reviewers who screened studies)
Study Present the characteristics of the included studies (e.g. year of publication, 20-25
characteristics country, population, number of participants, data collection, methodology, 4
analysis, research questions)
Study selection  Identify the number of studies screened and provide reasons for study 13-14 and 18
results exclusion (e,g, for comprehensive searching, provide numbers of studies
screened and reasons for exclusion indicated in a figure/flowchart; for iterative v
searching describe reasons for study exclusion and inclusion based on
modifications to the research question and/or contribution to theory
development)
Rationale for Describe the rationale and approach used to appraise the included studies or 15-16
appraisal selected findings (e.g. assessment of conduct (validity and robustness), v
assessment of reporting (transparency), assessment of content and utility of the
findings)
Appraisal items ~ State the tools, frameworks and criteria used to appraise the studies or selected 15-16 and 68
findings; reviewer developed tools; describe the domains assessed: research (Appendix E) 4
team, study design, data analysis and interpretations, reporting
Appraisal Present results of the quality assessment and indicate which articles, if any, 19-25 and 83 %
results were weighted/excluded based on the assessment and give the rationale (Appendix H)
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Checked by
Item Guide and Description Location independent
reviewer (CQG)
Data extraction  Indicate which sections of the primary studies were analysed and how data 13-14 %
were extracted from the primary studies
Software State the computer software used, if any 12 (EndNote 20.5) and v
14 (NVivo)
Number of Identify who was involved in coding and analysis 13-15 %
reviewers
Coding Describe the process for coding of data (e.g. line by line coding to search for 14-15 and 66 v
concepts) (Appendix C)
Study Describe how were comparisons made within and across studies (e.g. 14-15
comparison subsequent studies were coded into pre-existing concepts, and new concepts v
were created when deemed necessary)
Derivation of Explain whether the process of deriving the themes or constructs was 14-15 v
themes inductive or deductive
Quotations Provide quotations from the primary studies to illustrate themes/constructs, 29-36
and identify whether the quotations were participant quotations of the author’s v
interpretation
Synthesis output Present rich, compelling and useful results that go beyond a summary of the 29-36 and 37-40
v

primary studies (e.g. new interpretation, models of evidence, conceptual
models, analytical framework, development of a new theory or construct)




Appendix H

Detailed CASP scores
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Authors  Was there Isa Was the Was the Was the data Has the Have ethical Wasthe Istherea  Quality
(year) a clear qualitative research recruitment  collected in  relationship issues been data clear Appraisal
statement  methodology design strategy a way that between taken into analysis  statement  (Score)
of the appropriate? appropriate? appropriate?  addressed research-  consideration? sufficiently of
research the research  participant rigorous?  findings?
aims? issue? been
adequately
considered?
Bowes & Yes Yes Yes No Can’t Tell Yes No No Yes Low
Domokos (6.5)
(1996)
Cross- Yes Yes Yes Yes Yes Yes Yes Yes Yes High
Sudworth (10)
et al.
(2011)
Garcia et No Yes Can’t Tell Yes Yes No Yes Yes Yes Moderate
al. (2020) (7.5)
Goodwin Yes Yes Yes Yes Yes No Yes Yes Yes High
etal. 9)
(2018)
Griffith Yes Yes Yes Yes Can’t Tell No No No Yes Low
(2010) (6.5)
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Authors  Was there Isa Was the Was the Was the data Has the Have ethical Wasthe Istherea  Quality
(year) a clear qualitative research recruitment  collected in  relationship issues been data clear Appraisal
statement  methodology design strategy a way that between taken into analysis  statement  (Score)
of the appropriate? appropriate? appropriate?  addressed research-  consideration? sufficiently of
research the research  participant rigorous?  findings?
aims? issue? been
adequately
considered?
Jayaweera Yes Yes No Yes Yes No Yes No Yes Low
et al. @)
(2005)
McFadden Yes Yes Yes Yes Yes No Yes Yes Yes High
et al. 9
(2012)
Miller, Yes Yes Yes Can’t Tell Can’t Tell Yes No No Yes Low
(1995) (7)
Parvin et Yes Yes Yes Can’t Tell Yes No No No Yes Low
al. (2004) (6.5)
Woollett Yes Yes No Yes Yes No No No Yes Low
& (6)
Dosanjh
(1995)
Woollett Yes Yes Yes Yes Yes No No No Yes Low
& (7
Dosanjh-
Matwala,

(1990a)
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Authors Was the Was the data Has the Have ethical Wasthe Istherea  Quality
(year) recruitment  collected in  relationship issues been data clear Appraisal
methodology strategy a way that between taken into analysis  statement  (Score)
appropriate? appropriate? appropriate?  addressed research-  consideration? sufficiently of
the research  participant rigorous?  findings?
issue? been
adequately
considered?
Woollett Yes Yes No No No Yes Low
& (7
Dosanjh-
Matwala,

(1990b)
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Section 2 Empirical Study

Exploring Birth Trauma Experiences in South Asian Women: An Interpretative

Phenomenological Analysis

86
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Abstract

Objectives

Research suggests that South Asian women may be more likely to experience distress
following childbirth and less likely to receive psychological intervention, compared to White
women. Additionally, South Asian women may be exposed to further risks that relate to birth
trauma. Therefore, this study explored how South Asian women make sense of birth trauma
and how they seek support.
Methods

This study employed a qualitative design with interpretative phenomenological
analysis. Public and participant involvement, reflexivity and trauma-informed approaches
guided the research process. Recruitment was conducted using purposive and snowball
sampling methods and was advertised through third sector organisations, specialist postnatal
research groups and social media. Participants self-identified experiences of birth trauma.
Participants completed a semi-structured interview via telephone or Google Meets.
Results

Interpretative phenomenological analysis developed four themes ‘the power of
maternity healthcare professionals,” ‘loss of connection,’ ‘disentangling discrimination’ and
‘pervasive cultural stigma in motherhood.’
Conclusions

This research highlighted the power differentials between maternity healthcare
professionals and discriminatory interactions contributing to childbirth-related relational
trauma. The birthing experience represented a multitude of losses for SA women. Formal

support seeking was limited by cultural stigma and mistrust in the National Health Service.
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Practitioner Points

= Maternity healthcare professionals to improve the relational experience and wellbeing of
South Asian women during childbirth

= Clinical psychologists to be integrated within maternity services to support maternity
healthcare professionals with culturally sensitive trauma-informed care

= Maternal mental health services to increase accessibility for South Asian women by
raising awareness, reducing stigma, and building trust

Keywords: birth trauma; traumatic birth; maternal mental health; South Asian; qualitative;

interpretative phenomenological analysis
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Introduction
Worsening maternal mental health risks maternal physical health and the infant’s
development (World Health Organisation, 2022). Birth trauma (BT) underpin some maternal
mental health difficulties, impacting about 45% of perinatal women® (Alcorn et al., 2010;
Baxter, 2020). BT can trigger anxiety, tokophobia (fear of childbirth), bonding difficulties,
relationship issues and post-traumatic stress disorder (PTSD) (Watson et al., 2021).

Birth Trauma

BT is not a clinical diagnosis and lacks a consistent definition (Elmir et al., 2010).
Within the literature, sometimes BT reflects the physical trauma or injury experienced due to
obstetric interventions during childbirth (Greenfield et al., 2016). Alternatively, sometimes
BT is referred as the psychological distress arising from childbirth (Greenfield et al., 2016).
This study aligns with the construct that BT reflects distressing experiences as a direct result
from the events, injury and/or care received from childbirth and its aftereffects (Elmir et al.,
2010; Greenfield et al., 2016; Leinweber et al., 2022). A lack of consistent definition for BT
presents difficulties for clinical services and service-users, therefore exploring women’s
subjective experiences of BT is crucial (Beck, 2004; Greenfield et al., 2016). Especially, as
women with BT are likely to avoid their distress and seldom seek support (Slade et al., 2021).

BT and PTSD

BT experiences can lead to PTSD, representing around 4% of women meeting full
diagnosis, and 5-9% of women reaching subclinical levels (Ayers et al., 2006; Beck, 2004;

Brown et al., 2022; Yildiz et al., 2017). However, the natural course of childbirth-related

! This study uses the term ‘women’ as reflected in the existing research and subsequent
recruited participants. However, the researcher acknowledges that this may exclude other
gender identities (Green & Riddington, 2020; National Institutes of Health, 2023)



90

PTSD is poorly understood (McKenzie-McHarg et al., 2015). Within the childbirth context,
PTSD is referenced with variations of the term, for instance, ‘childbirth-related PTSD,’
‘perinatal PTSD’ and ‘PTSD following childbirth’ (Akik & Durak Batigun, 2020; Ayers et
al., 2016; Greenfield et al., 2016; Slade et al., 2021). The characterisation of PTSD, defined
by The Diagnostic and Statistical Manual of Mental Disorders (5th ed.), represents intrusion
symptoms, avoidance, negative changes in cognition and mood, and changes in arousal and
reactivity (American Psychiatric Association, 2013). Additionally, posttraumatic stress is
considered the response to BT, the intensity of these symptoms can range and lead to the
development of PTSD (Beck, 2015). Although, it has been argued whether childbirth-related
PTSD should be considered the same as PTSD, when reflecting on the unique experience of

childbirth compared to other traumatic events (McKenzie-McHarg et al., 2015).

Predominantly, BT research has focused on meeting the diagnostic criteria for PTSD
thus, focused on women at a clinical threshold for diagnosis. This assumes that women
accessed services to have obtained the diagnosis, the gold standard for identifying PTSD
(Yildiz et al., 2017). Many women who do not reach diagnostic thresholds for PTSD
experience clinically significant distress following childbirth, negatively impacting maternal
functioning (Elmir et al., 2010; McKenzie-McHarg et al., 2015). Thus, women with BT may

not access appropriate services because they do not fit existing diagnoses.

Relevant Theory and Theoretical Issues

BT and childbirth-related PTSD research have been primarily atheoretical, therefore
relevant theories of PTSD and stress have been deemed appropriate for gaining insights into
the processes of BT and childbirth-related PTSD (Beck, 2015; McKenzie-McHarg et al.,

2015).
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The Cognitive Model of PTSD

Although childbirth-related PTSD is being considered distinct to BT, childbirth-
related PTSD stems from BT experiences. Utilising this model indicates that PTSD is
enduring when women process the trauma that sustains a sense of serious and current threat
(Ehlers & Clark, 2000). The model suggests two main processes result in a sense of current
threat. Firstly, individual differences in the trauma appraisal and secondly, individual
differences in the nature of the memory for the event and its associations with other
autobiographical memories (Ehlers & Clark, 2000). The experience of threat is characterised
by intrusions, other re-experiencing symptoms, arousal, anxiety, and other emotional
responses (Ehlers & Clark, 2000). It has been applied within BT to consider the demographic,

clinical and obstetric influences (Ford et al., 2010; King et al., 2017).

The Diathesis-Stress Model

The Diathesis-Stress model proposes that each person has a degree of vulnerability
predisposing them to psychological stress, and its onset is caused by stressful experiences
(Broerman, 2018). However, the severity and impact of the stress depends on the extent to
which the person is innately vulnerable (Broerman, 2018). When applied to BT, the model
suggests a combination of predisposing factors before childbirth and the events during
delivery and post-partum factors (situational events) initiate the trauma response (Ayers,
2004; Mckeever & Huff, 2003). Thus, providing an explanation for variability when women
appraise their birth as traumatic, whilst some do not, regardless of experiencing similar

processes during delivery (Ayers, 2004; Dahan, 2023).

However, the Diathesis-Stress Model and Cognitive Model of PTSD lack specific
considerations for cultural differences (Ayers, 2004; Ehlers & Clark, 2000; Ford et al., 2010;

King et al., 2017; Thalmayer et al., 2021; Zuckerman, 1999). Additional evaluations of these
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theoretical frameworks in relation to women meeting and not meeting childbirth-related
PTSD diagnoses, have been recommended (McKenzie-McHarg et al., 2015). Especially
considering the limited predictability of the PTSD diagnostic criteria, advocating for the
importance of subjective appraisal of BT (American Psychiatric Association, 2013; Creamer

et al., 2005; Friedman et al., 2011).

Women’s Experiences of BT

The mode of delivery and events of the birth such as physical injury, discomfort, and
pain to the mother and/or baby can influence BT experiences (Ayers, 2004; Greenfield et al.,
2016; Hollander et al., 2017). Particularly, as medical care during childbirth can feel invasive
and unnecessary (Baxter, 2020; Brown et al., 2022; Reed et al., 2017). Perceived poor staff
communication has been implicated in BT experiences (Baxter, 2020; Watson et al., 2021).
Some women perceived maternity healthcare professionals (MHPSs) as time pressured and
resource limited which evoked feelings of anxiety and occasionally thoughts of death to cope
with the trauma of childbirth (Elmir et al., 2010). Additionally, women reported feeling that
clinical efficiency and live healthy infants were prioritised over maternal wellbeing and

intuition, resulting in feeling disregarded (Beck, 2004; Reed et al., 2017).

Some women with BT recognised they had developed fears of the unknown and
anxiety with their upcoming labour (Ayers, 2004; Watson et al., 2021). Women’s fears were
often exacerbated when actual childbirth events did not align with their expectations of
childbirth (Hollander et al., 2017; lles & Pote, 2015; Watson et al., 2021). Subsequently,
women developed feelings of powerlessness, frustration, and self-blame (Byrne et al., 2017).
Some women experienced unclear memories or gaps in their memory of childbirth and
therefore struggled to make sense of childbirth, perpetuating BT (Watson et al., 2021).

Recommended psychological interventions include trauma-focused cognitive behavioural
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therapy (CBT) and eye movement desensitisation and reprocessing (The National Institute for

Health and Care Excellence [NICE], 2018).

Perceived poor quality social support has been implicated in BT (Soet et al., 2003).
Women reported feeling abandoned and alone during their labour and delivery, for instance,
feeling alone when regaining consciousness following general anaesthesia or experiencing

prolonged separation (Beck, 2004; Cronin-Fisher & Timmerman, 2023).
Maternal Ethnic Health Inequalities

Health inequalities are avoidable, unfair, and systematic differences between different
groups of people (The King’s Fund, 2022). These marginalised groups receive less or
substandard care relative to their needs leading to poorer experiences and health outcomes
(The King’s Fund, 2022). NICE recommends that MHPs should screen antenatal and
perinatal mental health (NICE, 2014). Yet, disparities exist, with Asian women most at risk
of not being asked about their mental health or offered psychological intervention (Redshaw

& Henderson, 2016).

Predominantly, maternal mental health research underrepresents women from ethnic
minority backgrounds. From research that does exist, women from Black and South Asian
(SA) backgrounds have increased risk of complications, stillbirths, and preterm births,
compared to White women (Jardine et al., 2021). Black women were more likely to die from
pregnancy complications, and Asian women were twice as likely to die or suffer injury,
compared to White women (Mothers and Babies Reducing Risk through Audits and
Confidential Enquiries, 2021). A third of Black, Asian, and mixed ethnicity women reported
that they felt their poor treatment from MHPs was due to their race or ethnicity (Birthrights,

2022). Furthermore, ethnic minority women have experienced misinterpretations of their
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culture by MHPs that negatively affected their care (John et al., 2021). These experiences

have the potential to increase BT.

Rationale

The existing research exploring ethnic minority women’s experiences of maternal
mental health typically includes Black, Asian, and other minority ethnic women as a
homogenous group, without detailed consideration for differences in experiences (Aspinall,
2021; John et al., 2021; Watson et al., 2021). SA communities are underrepresented in
research and the most prominent ethnic minority group in England and Wales (Quay et al.,
2017; Office for National Statistics, 2022). SA typically refers to people from India, Pakistan,
Bangladesh, Sri Lanka, Nepal, Bhutan, and the Maldives (Minority Rights Group
International, 2022). Individuals with SA ethnicity frequently share similarities in cultural
beliefs, norms, and values, although inevitably diversity will exist (Anand & Cochrane, 2005;
Onozawa et al., 2003). SA cultural differences are likely to influence the sense-making and

expression of mental health difficulties (Anand & Cochrane, 2005).

The limited research focused on SA women indicated that Asian ethnicity in Western
countries was a risk factor for severe perineal tears (physical BT), despite not being a risk
factor in Asian countries (Wheeler et al., 2012; Wilson & Homer, 2020). Additionally,
compared to White British women, Indian and Pakistani women were twice as likely to
experience distress following childbirth and less likely to receive psychological intervention
(Moore et al., 2019). Thus, signifying that SA women may be exposed to more influences

that relate to BT.

Research Aims

This qualitative study aims to explore experience, meaning and perspectives to

provide an in-depth and rich understanding of BT in SA women, using interpretative
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phenomenological analysis (IPA) (Hammarberg et al., 2016; Smith et al., 2022). The research
question is ‘how do South Asian women make sense of birth trauma and how do they seek
support?” Understanding the lived experiences includes social and cultural contexts which

can inform clinical practice.

Method
Ethical approval was granted by the University of Sheffield Ethics Committee
(Appendix A). Trauma-informed approaches informed the entire research process (Isobel,

2021) (Appendix B).

Design

A qualitative design with an IPA approach was adopted. IPA aims to explore lived
experiences rather than attempting to frame or fit experiences into predefined categories
(Shinebourne, 2011; Smith et al., 2022). IPA was chosen over qualitative approaches such as
thematic analysis, despite being frequently utilised within the BT literature (Baxter, 2020;
Braun & Clarke, 2006; Elmir et al., 2010; Priddis et al., 2018). Although thematic analysis
offers a flexible qualitative method that can be used across different epistemologies to
identify patterns of meaning within the data (Braun & Clarke, 2006). IPA is better suited to
smaller samples to enable more detailed examination/interpretation of individuals’ lived

experiences (Braun & Clarke, 2006; Shinebourne, 2011; Smith, 2009).

Sampling

Purposive sampling complimented with snowball sampling methods were employed.
Purposive sampling is widely used with qualitative research to facilitate the identification of
information-rich participants (Patton, 2002). Purposive sampling involved defining
participant characteristics by purposefully including SA women with experiences of BT

(Andrade, 2021).
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Snowball sampling is considered to enhance access to SA participants (Lakhanpaul et
al., 2017; Naderifar et al., 2017). Snowball sampling utilises the social network of a
participant with target characteristics, shown to enhance recruitment of marginalised
participants (Woodley & Lockard, 2016). This sampling method was considered within the

context of SA participants reporting barriers of mistrust in research (Quay et al., 2017).

Sample Size

The study utilised a specific sample (SA women), not previously explored in BT
research, considered to enhance information power (Malterud et al., 2016). Information
power reflects that the more information the sample holds, whilst relevant to the study, the
lower number of participants will be required, thus, guided sample size (Malterud et al.,
2016). Using these principles for information power, a guide of 6-10 participants was
followed and determined by the richness of the data (Sim et al., 2018; Smith et al., 2022;
Turpin et al., 1997). More than 11 participants likely increased the risk of compromising the

study quality (Bartholomew, 2021).
Participants

Eight SA women were recruited and satisfied the inclusion criteria, shown in Table 1.
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Study Inclusion / Exclusion Criteria
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Inclusion Criteria

Justification/Additional Notes

UK resident

Aged 18 years or above with capacity to consent

Identifies as SA (Indian, Pakistani, Bangladeshi, Sri
Lankan, Nepali, from Bhutan and the Maldives)

Experienced BT between six months and five years
ago in the UK

Identifies with BT experiences (using a checklist
based on Greenfield’s et al., [2016] description of
BT) and did not result in the death of an infant

Able to access the telephone or internet

Willing to be interviewed in English and willing to
talk about the impact of traumatic birth experiences

To keep the sample fairly homogenous (Smith et al., 2022)

The research focused on adults and to manage ethical considerations around consent
and safeguarding (The British Psychological Society, 2021)

In accordance with the classification of SA ethnicity (Minority Rights Group
International, 2022)

A minimum time limit was implemented to avoid capturing participants in the early
stages of BT, reduce the chance of capturing confounding experiences (for example,
acute stress symptoms) and allowing time for the BT to resolve after childbirth (Ayers
et al., 2016; Brown et al., 2022).

Research indicated that memories of childbirth are clearly remembered up to 5 years
after childbirth and up to 10 years after childbirth, in relation to specifically difficult
childbirth experiences (Suzuki & Okubo, 2022; Takehara et al., 2014).

This aimed to capture women who meet criteria for clinical concern.

Due to the sensitive nature and to avoid confounding BT experiences with traumatic
bereavement (Ayers et al., 2016)

Research interviews relied on internet or phone access

To gain in-depth insights about the perspective / experience of BT (Smith et al., 2022)
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Defining BT to Participants

Currently, there is no universal trauma screening tool within the maternal population
(Grisbrook & Letourneau, 2021). Therefore, for eligibility, participants were asked if they
identified with at least one of the below criteria, informed by the literature and consultation
with an Expert-by-Experience. This checklist aimed to support participants to self-identify

relevant experiences of BT, clinical concern and describing the sample.

Checklist for Participants (informed by Greenfield et al., 2016):

At the time of birth did you have feelings of intense fear, helplessness, or horror?

= After your childbirth did you feel shocked, guilty, or numb?

= Did you (the mother) and/or the baby experience physical injury that resulted in

longstanding distress?

= Did you experience fear of physical injury or death to you (the mother) or the baby and

experience longstanding distress?

= Did you experience a lack of care (perceived as discrimination, unsupportive or

inhumane) during childbirth which caused longstanding distress?

Recruitment

Difficulty accessing SA women was acknowledged. For instance, barriers to research
participation have included cultural insensitivity and lack of efforts by researchers to ensure
accessibility, whilst facilitators included financial incentives as motivators (Quay et al.,
2017). The researcher (AS) shares the same ethnicity and offered a £10 voucher which was
considered to maximise recruitment (Quay et al., 2017). SA women are underrepresented in

NHS services, so NHS-led recruitment was likely to be sparse. Generally, women have
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shown to avoid contact with healthcare professionals following BT (Fenech & Thomson,
2014; Slade et al., 2021). Therefore, recruitment was through third sector organisations,

specialist postnatal research groups and social media (Facebook, Instagram, and Twitter).

Third sector organisations were identified based on established national charities for
improving birth outcomes and advocating research in the UK (The Birth Trauma Association
and Make Birth Better). Consultation with an NHS Specialist BT Clinical Psychologist
identified organisations offering support to marginalised postnatal women (Community of
Cultures). The specialist postnatal research groups were identified through networking with
researchers with specialist interests in marginalised groups (ROSHNI-2 and the Perinatal
Mental Health Research Group). Social media recruitment was chosen because women in the
UK used social media to access childbirth-related information and share birthing stories
(Howard, 2019; Luce et al., 2016). Thus, indicative that women were active online and
willing to share their BT experiences. The third sector organisations and specialist postnatal

research groups had affiliated social media pages.

Recruitment was conducted between July and September 2022.

Procedures

Following ethical approval, posters were advertised on social media, inviting
participants to the research (Appendix C). Participants who responded to the study invitation
were emailed the information sheet and researcher’s contact details (Appendix D). Telephone
or email contact was made to confirm eligibility and schedule the interview. Prior to
interview, the consent form was completed (Appendix E). The researcher checked with the
participant that they felt comfortable to talk about BT. A debrief sheet included the

researcher’s contact details and signposted to their General Practitioner for further clinical
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support and access to third sector organisations (Appendix F). After each interview the

researcher emailed the £10 voucher and recorded reflections to support analysis.

Data Collection

Demographic information was collected at the end of the interviews to reduce the
impact of the interview, presented in Table 2. Pseudonyms were used to preserve anonymity.
Participants’ age when they experienced BT (or if experienced multiple BT, age when they
experienced their first BT) ranged between 24-40 years (average age was 37.63 years). No

participants discontinued or withdrew from the study.
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Participant Ethnicity Immigration Relationship Method of birth associated with Time since birth No. of
Generation status birth trauma trauma children at
interview
Ameerah British Pakistani First Married Induction and caesarean section; < 4 years 2
Planned caesarean section < 5years
Maya Pakistani Immigrant Single Vaginal birth < 5years 2
Nadiya British Third Married Emergency caesarean section with < 5years 2
Bangladeshi general anaesthetic
Deepika South Asian Third Married Vaginal with episiotomy; < 2 years 2
Vaginal birth < 5years
Bhavna Indian First Co-habiting Forceps delivery <1year 1
Misha Indian First Married Emergency caesarean section <5 years 1
Naseema Afghan First Married Forceps delivery < 2 years 1
Mahira British Pakistani First Married Caesarean section < 3years 1
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Semi-Structured Interview

The interview was conducted by the researcher (AS) via telephone or Google Meets,
depending on the participant’s preference. The interviews were audio recorded using an
approved device. A topic guide ensured continuity between participants and structure, whilst
enabling flexibility for follow-up questions and clarifications (Busetto et al., 2020)
(Appendix G). The eight interviews ranged between 37-87 min (average interview was 61

min).

Public and Participant Involvement

There were four avenues for public and participant involvement (Appendices H-J).
The primary purpose was to invite feedback on the participant-facing research documents
(information sheet, consent form and debrief sheet) and topic guide. This facilitated
participant acceptability of research information. No study participants were involved in this
process. Firstly, consultation with an NHS Specialist BT Clinical Psychologist for
professional feedback during study design and analysis was completed. Also, to discuss the
initial themes, findings, and proposed clinical recommendations. Secondly, consultation with
a group of experts-by-experience comprising of five White British women and one Iranian
women with experience(s) of BT. Thirdly, consultation with an Expert-by-Experience, a SA
woman with experience of BT more than five years ago. Fourthly, consultation with a
Clinical Psychologist and Racial Equity Consultant, to check themes and use of language to

ensure inclusivity.

Data Analysis

Philosophical Underpinning

The research was situated from a critical realist stance, that knowledge is historically,

socially, and culturally situated and underpinned by theories that help us get closer to an
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individual’s reality, but does not determine their reality (Bhaskar, 2010; Fletcher, 2017). A
hermeneutic phenomenological approach aimed to make sense and interpret lived experiences

of BT (Laverty, 2003).

Coding and Analysis

The interview data was analysed by the researcher (AS), employing the seven flexible
stages for analysis by Smith et al., (2022). The first five interviews were transcribed by the
researcher, the remaining three interviews were transcribed by a university-approved

transcriber (Appendix K).

The researcher was immersed in the first interview transcript by transcribing and
(re-)reading the data. Exploratory noting and coding at the descriptive, linguistic, and
conceptual level were completed. Codes were discussed in research supervision (Appendix
L). Experiential statements represented the participant’s experiences. Personal experiential
themes produced the highest-level organisation with subthemes (Appendix M). This process
was repeated for subsequent transcripts and treated like an independent inquiry. Patterns of
similarity and differences across the personal experiential themes generated, created a set of
group experiential themes (GETs) (Appendix N). This was a dynamic and iterative process
providing a new set of GETSs clearly grounded in the data. A table of GETs with participant

representation was generated (Appendix O).

Research Quality

To ensure research quality principles for evaluating the validity of qualitative research
criteria was followed: sensitivity to context, commitment and rigour, coherence and

transparency, and impact and importance (Yardley, 2015; Yardley, 2017).
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Sensitivity to Context

The study conveyed warmth, compassion and employed reflective listening strategies
to build rapport with participants. The topic guide was piloted on an NHS Specialist BT
Clinical Psychologist and an Expert-by-Experience. The pilot interview ensured the questions
were participant friendly, appropriate, and supported with culturally competent research

(Kim, 2011).

Reflexivity

The researcher inevitably influences the qualitative research processes (Yardley,
2015). The researcher (AS) was a cisgender woman, Trainee Clinical Psychologist with an
MSc Health Psychology, from a SA background without experience of childbirth (Appendix
P for reflexive statement). A reflective log was kept throughout the research process to
support with research quality (Yardley, 2015) (Appendix Q). IPA required the researcher to
make sense of the participant trying to make sense of BT, therefore reflexivity was embedded

within it (Smith, 2009).

Commitment and Rigour

The literature (previously outlined) justified the research and selection of participants
(Yardley, 2015; Yardley, 2017). To demonstrate competence of data analysis, further IPA

training and consultation with an IPA-experienced researcher was completed.

Coherence and Transparency

To achieve dependability, the process of IPA was clearly outlined (Smith et al., 2022).
To evidence the research process, all copies of the research protocols and documentation
(such as transcripts, research notes, tables of personal experiential themes and draft reports)

were securely kept. This enabled completion of the independent audit and evaluation of
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research processes, supporting transparency (Elman & Kapiszewski, 2014; Tracy, 2010)

(Appendix R).
Impact and Importance

This study provided clinical and research implications. The Consolidated Criteria for
Reporting Qualitative Studies checklist guided the write-up to ensure quality reporting (Tong
et al., 2007) (Appendix S). Regular research supervision was contracted and utilised to reflect

on the research processes.

Results
IPA analysis developed four GETSs, detailed in Table 3. Each GET was illustrated by
participant quotes with analytic interpretations. Quotes were chosen to ensure participant

representation across the sample (Appendix T for additional supporting quotes).
Table 3

Summary of Themes

GET Sub-Theme

Coerced into procedures / interventions

The power of maternity healthcare professionals Undignified and violated
Ignored and dismissed
Let down by the NHS
_ Loss of reality during delivery
Loss of connection _ _
Loss of bonding experiences
Loss of partnership

Disentangling discrimination -

Pervasive cultural stigma in motherhood Keeping up the illusion of coping

The shame of needing emotional support
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The Power of MHPs

Power struggles and threat were represented between participants and MHPs.
Participants described rare occasions of supportive maternity care experiences, usually
highlighting a particular individual. “I feel like she [midwife] really helped me cos she was

the one who did look when I said the baby’s coming” (Deepika).
Coerced into Procedures / Interventions

Participants reported feeling pressured to conform to the MHP’s agenda and often
dehumanised in the process because of treatment “like a conveyor belt” (Misha) or a task to

be “ticked off” (Naseema).

Regarding assisted births, participants experienced interactions with MHPs, “like I

was deceived” (Bhavna), misinformed and offered false hope.

They told us about the induction, but they glossed over it like you know “we’ll just
help you start off the birthing process, and you’ll be able to walk out with the baby in
your arms like 48 hours later maximum,” it wasn’t going to be any more painful,

umm they kind of painted a pretty picture of it (Ameerah)

Participants perceived feeling forced and misled which created distress and feelings of

powerlessness around the unknown risks of childbirth.

I felt like I was being kind of forced, you know, doing something that I didn’t want,
and | felt like just, just very scared, I think that’s what I felt. I was scared that [ was

not gonna make it, baby was gonna pass away or what (Naseema)

Participants sometimes perceived MHPs to be deceiving and recognised their

attempts. “They [midwives] brought the doctor and the doctor was like ‘oh yeah, your baby’s
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in danger’ or something there was some really scary words that, that I remember, I remember

knowing she’s just like trying to scare me” (Deepika).
Undignified and Violated

Most participants described multiple occasions where MHPs were demeaning and

childbirth “felt very like an inhumane situation” (Naseema).

Participants perceived that the process of consent was an ongoing process beyond

medical procedures and were deeply shocked when consent was absent.

You’ve decided that you’re going to wash me without taking into consideration
consent or even asking whether | want you to do that, literally whilst my mum is
stood there, spread my legs open, start washing me and cleaning me, and I’'m just

thinking “I don’t want to be washed there and cleaned” (Nadiya)

Participants perceived the violation of consent extended when transferred within the
hospital. “They tried to wheel me somewhere and like I just remember like, my bum just

being on show it was just like wheeling me whilst I was on my knees on a bed” (Deepika).

There were examples where participants’ accounts were consistent with consent for

procedures not being sought by MHPs, which subjected them to abuse and violation.

I remember saying to him, “I just want you to stop touching me,” like “I want you to
stop now” and like “enough,” and he was like “but you don’t feel pain,” I remember
him like flicking my vagina, like “you don’t feel pain though,” like flicking, like to

prove it (Bhavna)

They were so brutal with the internal exam, you know, the speculum, she rammed it

in there and just whacked it straight open without any kind of explanation and it
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actually scared me, it scared me, the pain scared me, | was just thinking “oh my god,

is this what childbirth is gonna be like?”” (Misha)

Ameerah described that her baby experienced severe health complications which
prolonged her trauma experience and perpetuated by the treatment from a MHP, “she saw me
and she said, ‘it’s because of women like you that your children end up in intensive unit

because you don’t do as what you’re told’” (Ameerah).
Ignored and Dismissed

The BT experience comprised of the mother and baby’s needs being ignored and
dismissed. Consequently, participants described feeling like “I didn’t matter anymore”
(Bhavna) during a time of intense vulnerability. The impact of the experience of being
ignored during childbirth was detrimental to maternal wellbeing and sense of self, as

participants were “made to feel like an idiot” (Deepika), and “not being taken seriously”

(Mahira).

Participants perceived MHPs were rejecting of their needs despite presenting with

pain, fragility, and vulnerability.

I called the Nurse, and she came in and I said, “I’m in so much pain, there is
something seriously wrong,” and she looked at me, she looked me in the eyes, and she

said, “what do you expect me to do about it?”’ (Misha)

The immediate aftermath of the birth and participants’ experiences of being ignored
by MHPs, developed distress, and fearing mortality. “I was really cross because [ wasn’t
listened to, I wasn’t heard, I was in agony, my, my pain wasn’t addressed, I’d been left alone

all of the night feeling like I was going to die” (Nadiya).
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The repeated episodes of participants feeling ignored, when trying to meet their
baby’s needs, as a mother, created a sense of distress. “I have rung the bell so much they’re
not coming, and | felt really helpless, and a few hours pass, and | called her, and she

pretended not to see me, and I saw her turn her head away” (Ameerah).

Let Down by the NHS

Nearly all participants experienced disappointment and helplessness with their care,
often resulting in distrust and resentment towards the NHS. Misha described how the NHS
failed her but internalised this as a personal failure. “One thing that I was left with was that
my body had failed me. Not that the health care system had failed me, which it had. It had

100%, it failed.” (Misha).

The poor treatment of care perceived by participants informed subsequent
expectations of care and mistrust. “I said to them ‘you haven’t taken care of us while we’re in

the hospital why should I believe that you will look after my child now?’” (Ameerah).

For Nadiya, responding to her perceived poor care through the complaints process
represented a complex process to formalise her birthing experience. “I considered it, but then
it was, can | be arsed writing a five-page complaint based on my experiences when actually |

can’t even process it myself” (Nadiya).

Participants experienced feeling abandoned by the NHS and subsequently had to
“seek out private care” (Bhavna). Bhavna described suffering with “a gaping wound for four
and a half months because the NHS said, ‘we’re not going to do anything about it’”” (Bhavna).
Naseema described attempts to avoid a repeat birthing experience by avoiding the NHS. “I’ve
lost all my trust and it was give and take, next time | would go privately, just to make sure

that | don’t have to go through what I just went through” (Naseema).
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Loss of Connection

A multitude of losses specifically, loss of reality, bonding experiences and partnership

were perceived by participants.

Loss of Reality During Delivery

Over half of participants experienced a loss of reality during delivery which disrupted
their worldview, representing a trauma response. Participants experienced feeling “really out
of it” (Mahira), “a real disconnect” (Nadiya), “like a dead body” (Naseema), and “out of this

world” (Deepika).

Participants experienced intense feelings of shock and disorientation following

childbirth which altered expectations and the transition into motherhood.

I was literally shocked. I didn’t know, you know when you, I initially thought that it
would be such a beautiful time enjoying my baby after delivery, but it was just very
painful, and | was just in shock of what the hell just happened. | was literally frozen

(Naseema)

Nadiya shared attempts to recalibrate to her physical presence.

I’d woken up, | was in a quiet room with the blue curtains, surgical curtains tied,
absolute quiet, couldn’t hear ANYTHING at all with like a light shining down onto
my face, I had no baby bump, I couldn’t feel pain. I didn’t feel sick so, either I’d died

or he died and I couldn’t work which one it was (Nadiya)

Deepika described feeling disconnected with childbirth and subsequent interactions
with MHPs. “I felt really weird because I was like in the theatre bit with the first one and like
everyone was like saying ‘congratulations’ to me, and I was like ‘that’s a weird thing to say’”

(Deepika).
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Loss of Bonding Experiences

Participants experienced grieving the lost bonding time “I won’t ever get that time
back” (Naseema). Some participants appeared to direct blame towards the MHPs such as the
midwives and obstetricians. “They gave me a little bit of time with her and then they took her

away and this is another one of the traumas that they created” (Misha).

It was like a loss, it was so heart wrenching cos | just wanted to be near my baby, and
I think it was like a really maternal instinct, it was like “I want to be with my baby

now like why are you keeping us apart?” (Ameerah)

The immediate maternal attachment opportunities were perceived to be interrupted for
Bhavna as she was continuing to recover from the assisted birth which impeded on her ability

to bond with her baby.

I had no skin-to-skin, for a few minutes, had to give the baby to my boyfriend and |
couldn't even enjoy that moment cos | was being stitched and I, T couldn’t feel pain,
but I could feel every tug, like I could see like, blood spraying off of the string

(Bhavna)

Nadiya also described the initial difficulties with bonding and providing care as a
mother’s duty. “At the beginning I found it really difficult to connect cos I couldn’t hold him,
[ was in agony, I wasn’t doing the feeds, I wasn’t changing his nappy, obviously you know, I

was in pain,” (Nadiya).
Loss of Partnership

Participants appeared to hold an expectation that the birthing experience was a
partnership. Thus, experiencing separation caused distress and isolation. For one participant,

distancing from her partner was due to the “COVID situation [which] was out of control”
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(Naseema). Participants perceived to rely on their partner’s support through the challenges of
childbirth. Bhavna reported the process of being physically separated from her partner. “I
remember them prizing my hand away from him to take me into the room to do the check”

(Bhavna). Mahira experienced the loss of the early bonding time as a family.

They’d taken me to the Recovery Ward and then that’s when they said to my husband
he now has to leave again. So, he was only there for literally just the birth and then he

had to go and that felt really, really difficult (Mahira)

A loss of partnership was experienced prior to the coronavirus (COVID-19)
pandemic. A perceived absence of Nadiya’s husband whilst aware of the imminent delivery
evoked experiences of panic and fear. “My husband had gone home, panic is, panic, ‘is my
husband gonna turn up?’ ‘Does he know I’m gonna be there?’ ‘Is he gonna know where I

am?’ ‘Am I gonna be alone?’” (Nadiya).
Disentangling Discrimination

Nearly all participants reported experiences of discrimination (sexism and/or racism)
from MHPs. However, participants identified discrimination from MHPs with variable
degrees of certainty. In relation to specifically identifying racism, participants appeared to

vary from feeling cautious to absolute certainty that they were a victim of racism.

Misha and Deepika appeared to search for reasons for poor maternity care experiences
which led them to question racism. “It’s when you look back you think if it was a White

person would they have done that?”” (Deepika).

It’s awful because was it, “because we were Indian?” “And we’re people of colour?”
There’s a part of you that thinks “did this happen to me because I am Brown?” and
you don’t have anybody to ask, so your brain is whirling, thinking “what, because I

was Brown, was | treated this badly, because | was Brown?”” (Misha)
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Whereas Mabhira perceived clear victimisation of racism. “I’m just going to say it how
it is to be honest, had this have been a White, British woman that wouldn’t have happened”

(Mahira).

Sometimes participants perceived uncertainties around racism and instead related to

experiences of receiving sexist care from MHPs.

| know that there is a lot of conversations at the moment with women in general and
you know women’s birth experiences being denied, pain medications with invasive
procedures, | think | fit into that category of, the care women generally receive during
um you know birth, is a conversation that’s being had at the moment, and I think that

| fit into that (Nadiya)

Some participants tentatively perceived their experiences of being “Westernised”
(Nadiya) (due to dual exposure of British and SA cultures) or part of a mixed-race couple
(with a White counterpart) as protective to racism. “This is gonna sound awful, but I think
because I have a White husband, I didn’t get it nearly as bad, which is an awful, awful thing

to say” (Misha).
Pervasive Cultural Stigma in Motherhood

Participants expressed expectations to uphold cultural norms and standards as a SA
mother. Most participants denied seeking support for BT. The illusion of coping sometimes

worked, and the shame of needing emotional support was salient.
Keeping up the Illusion of Coping

Participants experienced the cultural expectation to be seen to be coping and focusing
on the baby’s needs which neglected the needs of the mother. Participants perceived

dismissal and minimising of women’s difficulties post-BT from others in the SA community.
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we don’t accept help, so we don’t, we’re expected to look after ourselves and deal
with it, um and that makes it a lot harder, it’s like if you’re like you’re told you’ve had
a hard time you’re very much told well actually “look you’ve got this beautiful baby
focus on the baby why are you thinking about all the horrible things that you went
through” and it’s like well actually that doesn’t help me deal with my feelings

(Ameerah)

For Misha and Naseema, the experiences of receiving cultural messages had been
internalised and suppressed difficult feelings. “I find that I just end up going ‘just deal with it,
just deal with it, you can sort it out afterwards, you can fix it afterwards’” (Misha). “You

always have to keep it ‘hush’ going through what you did” (Naseema).

Mahira described that within a mental health check as part of a midwife appointment,

her automatic reaction was to show she was coping.

It was definitely helpful for them to ask these questions, but I think I also wanted to, |
wanted to show that I was coping I guess, so maybe that’s why I minimised it. I

didn’t want to, maybe I didn’t, at the time, I didn’t think it was a problem (Mahira)

Deepika experienced the unrealistic expectations of adhering to SA norms of
motherhood and proudly dismissed the cultural stigma to seek support for her mental health.
“I’m breaking barriers [laughing]. I’'m, we need to stop that, that’s stupid, all of that, any

cultural stuff saying that we shouldn’t [seek help]” (Deepika).
The Shame of Needing Emotional Support

The cultural stigma in motherhood appeared to inhibit knowledge of maternal mental

health and psychological therapy for participants.
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Maya described a lack of awareness and skewed perception of support for BT.
“Because in our countries, I’ve never heard anybody going through like for their mental

treatment unless they are crazy” (Maya).

Mahira described navigating the personal struggles and fearing the outcome of
disclosing difficulties “I think there was that fear of what would happen if I"d told them that I

needed some more help and support, that [ was really, really struggling” (Mahira).

Some participants experienced challenges when bringing up the topic of
psychotherapy within their family. For Misha, this was perceived to trigger shame in her
family. “You can’t talk to Indian parents about therapy. Well, I couldn’t, I felt bad about it
because everything is taken so personally, you know, if you seek therapy it’s “what did I do
wrong as a parent?” (Misha). Nonetheless, Misha reported to engage with NHS psychological
therapy and navigated the accompanying experiences of shame. “I was so ashamed for

getting healthcare, for getting therapy in the first place but it was the best thing” (Misha).

Whereas Bhavna appeared unashamed of engaging in therapy and described the
helpful and timely access to private therapy. “Within three days obviously got um given the,
the therapist who I’m still working with, she, she helped me obviously with the EMDR

therapy for that particular incidence [childbirth]” (Bhavna).

Some participants experienced a sense of compartmentalising BT-related difficulties
and self-preservation without the need for therapy. “I don’t need to revisit it for counselling
purposes or for help, I don’t think that’s who I am, I’'m quite a resilient person, I’ve dealt

with it, I’ve moved on” (Ameerah).

Discussion
Four themes represented eight SA women'’s lived experiences of BT. These

experiences represented those widely cited in the literature, especially relational trauma, and
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disconnection. Participants experienced discrimination although, discrimination was difficult
to identify explicitly. Additionally, participants were unlikely to seek support due to

perceived disappointment in NHS services and/or experiencing cultural stigma.

The Power of MHPs

MHPs were perceived to abuse their position of power, contributing to participants’
experiences of feeling “forced.” This reinforced a meta-synthesis representing ethnic
minority women’s birth experiences in the UK of experiencing mistreatment (MacLellan et
al., 2022). Thus, indicative that these experiences were not exclusively perceived by SA
women. Some participants felt MHPs disregarded consent and were “doing something that I
didn’t want” which may resemble how some women label this non-consensual experience as

‘obstetric violence’ (Perrotte et al., 2020).

Participants experienced being deliberately overlooked, “not listened to,” and
“ignored” through childbirth. Therefore, vulnerable to being overlooked by MHPs
postpartum. SA women were less likely to disclose difficulties due to mistrust and offered
limited opportunities to understand the events around their birth, supportive for memory

processing of BT (Niles et al., 2021; Sigurdardottir et al., 2019).

SA women have higher rates of operative vaginal birth and caesarean sections
compared to Westernised women (Reddy et al., 2017). Most participants experienced an
assisted or instrumental birth associated with their BT and perceived misinformation or being
misled by MHPs. This experience reflects inadequate access to information and suboptimal
communication with MHPs which has been identified as a disparity compared to White

British women (De Freitas et al., 2020).
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Loss of Connection

Participants experienced feeling “a real disconnect” and “out of this world” which
may reflect experiences of dissociation. Dissociation in trauma lacks a clear definition,
however, identified as a coping mechanism, women’s experiences have reflected the
disengagement with childbirth to cope and resulted in the loss of self (Bateman et al., 2017
Byrne et al., 2017; Nijenhuis & van der Hart, 2011). Dissociation during childbirth has shown
to predict childbirth-related PTSD and, dissociation-like experiences were described by

participants in the current study (Harris & Ayers, 2012).

Participants’ experiences reflected the significance of immediate bonding time with
the baby which felt like a “loss” when not possible. Skin-to-skin contact immediately after
birth has shown to increase the woman’s confidence in caring for and breastfeeding their
baby (Phillips, 2013). Additionally, participants’ experiences complimented other women
who experienced a sense of disconnection, sorrow and anger when involuntarily separated
from their baby which worsened maternal suffering (Palmquist et al., 2020; Stevens et al.,

2019).

Participants’ partners were a highly regarded source of support and considered part of
the birthing experience. However, most participants experienced separation which was
“really difficult.” The significance of fathers during childbirth as a source of support has been
previously reported with fathers also viewing childbirth as a partnership (Premberg et al.,
2010). Thus, BT has been considered a shared experience within the couple (Attard et al.,

2022).

Disentangling Discrimination

Most participants experienced varying degrees of racism from MHPs, from

questioning whether it was “because I was brown?” to confidently recognising that “had this
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been a White, British woman that wouldn’t have happened.” Perceiving racial discrimination
during childbirth negatively influences interactions with MHPs (Janevic et al., 2020).
Additionally, MHPs have implicitly related mistreatment with patient experiences of BT,
suggesting some MHPs may normalise their routine care as mistreatment, particularly with

regards to ethnic minority women (Salter et al., 2023).

The intersectionality framework proposes that social identity such as race and gender
are interconnected and inform experiences of privilege and marginalisation (Crenshaw, 1989;
Smooth, 2013). Therefore, an intersectionality framework, considers SA women’s varying
levels of privilege, power, and oppression (Crenshaw, 1989). Some participants experienced
the intersectionality of gender and ethnicity within their BT experiences. Whilst one
participant (Nadiya) related to gender inequality and fitting “into the category of the care
women generally receive.” Prospective research should explore BT through the

intersectionality lens and, Abrams et al., (2020) has proposed guidance for this.

Participants viewed being “Westernised” as protective against discrimination. Women
from ethnic minority backgrounds may not experience a difference in care based on their
ethnicity due to being born in the UK, familiar with the maternity system or an ability to
speak English (Puthussery et al., 2010). This may be explained by acculturation.
Acculturation is the extent to which ethnic minority individuals adapt to the dominant culture
and related changes in beliefs, and behaviours (Berry et al., 1986). Acculturation can provide

positive or negative mental health outcomes for SA women (Anand & Cochrane, 2005).

Pervasive Cultural Stigma in Motherhood

Cultural stigma associated with being SA and adhering to SA cultural norms
sometimes conflicted with the Western culture of motherhood for participants. Shame within

SA cultures has shown to be prevalent and keeping difficulties “hush” (Gilbert et al., 2004;
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Greenwald & Harder, 1998). Increased mental health stigma, a reluctance to disclose
symptoms and seek support in the perinatal period, may be exacerbated by SA values around

family honour and reputation (Amoah, 2021; Eylem et al., 2020; Shariff, 2009).

Cultural stigma and keeping up the illusion of coping suggested that SA women’s BT
memories were left unprocessed and vulnerable to the development of PTSD through the
cognitive model of PTSD (Ehlers & Clark, 2000). Through avoidance, memories of BT may
remain fragmented and emotionally charged, predictive of PTSD (Ozer et al., 2003).
Unprocessed and unresolved trauma may have an intergenerational impact and result in
maladaptive coping strategies (Bowers & Yehuda, 2016; Fenech & Thomson, 2014).
Alternatively, externalising BT through discussions, expressing distress and labelling the
experience as distinct to themselves are more adaptive, which can be supported by

psychotherapy (Beck, 2004).

Strengths, Limitations and Research Implications

This study explored in-depth experiences of SA women with BT. The successful
online recruitment, reflected that SA women may use online platforms to support their sense-
making and/or seek support for BT. It would be pertinent to explore how SA women use
online platforms as this can be a private experience and potentially mitigate associated
support-seeking stigma. For example, focusing on online support-seeking behaviours and

therapeutic interventions.

Most participants reflected that this study was their first opportunity to articulate their
experiences, which was valued. Alternatively, the researcher sharing a SA identity with
participants, thus an ingroup member, may have influenced the engagement process because
participants may have felt more comfortable and trusting to share their detailed experiences,

compared to a White researcher (Quay et al., 2017).
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Although the study aimed for a relatively homogenous sample, there were key
differences between participants. For instance, some SA women experienced BT during the
COVID-19 pandemic. It has been well documented that COVID-19 negatively impacted the
birthing experience for women, not exclusive to those from ethnic minority backgrounds

(Diamond & Colaianni, 2022; John et al., 2021; Sanders & Blaylock, 2021).

Financial privilege was reflected in some participants’ narratives when seeking
support from private services. Demographic data around socioeconomic status was not
collected. It may be beneficial to explore contextual experiences of BT, complimentary to the
Diathesis-Stress Model (Broerman, 2018). Especially as women from lower socioeconomic
backgrounds experience uncompassionate and impersonal care leading them to feel unsafe

during childbirth (Vedeler et al., 2023).

Clinical Implications

The current findings emphasised the distressing relational aspects of childbirth that
influenced SA women’s BT. Currently, the UK has no policy for screening, treating, or
preventing BT (Thomson et al., 2021). However, The NHS Long Term Plan (2019) has
introduced funding to address the need for maternal mental health services, focusing on BT
(NHS, 2021). These findings can help policymakers understand what it might be like to

experience BT as a SA woman.

Integrating clinical psychology within a maternity service has shown to successfully
support women with BT and offer an effective model of care (Williamson et al., 2021).
Clinical psychologists should assist MHPs with supporting the wellbeing of SA women
during labour and identifying vulnerabilities for BT, through culturally sensitive trauma-
informed training, clinical supervision, and consultation. Through a formulation-led

approach, clinical psychologists can offer psychological intervention adapted for BT
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(McKenzie-McHarg et al., 2015; The British Psychological Society, 2016; Williamson et al.,
2021). Currently, a multi-centre trial for adapted CBT for British SA women with postnatal
depression is being conducted which could inform research and clinical practice for adapting

BT interventions to SA women (Husain et al., 2021).

MHPs and maternity services should reflect on ways to improve the relational
experiences with SA women by increasing cultural competence whilst establishing cultural
safety (Curtis et al., 2019; Shorey et al., 2021). Cultural safety goes beyond cultural
competence by supporting MHPs/services to be self-critical of power imbalances and reduce
intentional or unintentional bias, to achieve healthcare equity (Curtis et al., 2019). This
should be integrated in maternity care and afterbirth services. Afterbirth services are
debriefing services following a distressing/traumatic birth, usually offered by MHPs, and
valued by women (Thomson & Garrett, 2019). Additionally, clinical psychologists can
support by offering reflective practice, informed by psychological frameworks such as The

Power Threat Meaning Framework (Read & Harper, 2022).

Systemically, analysing maternity policies through an intersectional lens may support
the identification of underlying factors that enable maternal inequalities to exist for SA
women (Lapalme et al., 2020). Also, advocating for maternal mental health services to
become more accessible, reduce stigma and prioritise building trust in SA women,

considering how participants did not seek support for BT.

Conclusion

This research identified the complex interplay of experiences during childbirth
contributing to BT in SA women. Specifically, highlighting the power differentials between

MHPs and discriminatory interactions contributing to childbirth-related relational trauma.
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The birthing experience represented a multitude of losses for SA women. Formal support

seeking was limited by cultural stigma and mistrust in the NHS.
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Appendix B
A Summary of Ethical Considerations and Trauma-Informed Approaches Implemented

Throughout the Research

Valid Consent

Clear and informative information sheets were provided for participants. All
participants had an opportunity through telephone or email contact to ask questions about the
study before agreeing to participate. Participants had the right to withdraw at any time,
without giving a reason. However, when participants completed the interview, they were
informed they had a two-week window (as transcription was completed and anonymised) in

which they could withdraw from the study, without giving a reason.

Confidentiality
The information sheet outlined the participant’s right to confidentiality in data
management and reporting. All names in the reporting are pseudonyms and any identifying

information was removed.

Internet-Mediated Research

The respect for the autonomy, privacy and dignity of individuals and communities
was protected (The British Psychological Society, 2021). The researcher sought permission
from each social media account administrator, prior to advertising the study in online
communities (The British Psychological Society, 2021). A content or trigger warning which
are warnings claiming to help individuals emotionally prepare or avoid distressing material
were considered (Bridgland et al., 2019). However, this was not implemented due to research
consistently indicating current trigger/content warnings were ineffective (Bridgland et al.,

2019).
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Prior to the research interviews, the researcher introduced themselves and action

planned if there was a disruption to the connection.

Trauma-Informed Processes
Risk to Participants

Participants discussing trauma experiences in research have been considered to
potentially create further trauma and elicit associated painful emotions (Seedat et al., 2004).
Although this study is sensitive in nature, existing research indicated that participants found
engaging in trauma-related research a rewarding experience, when there were informative
information sheets and appropriate consent (Seedat et al., 2004). Individuals who have
participated in trauma research have reported that they felt grateful for the opportunity to
share experiences (Griffin et al., 2003).

Participant risk was managed by informing participants the nature of the study,
confidentiality, and anonymity protocols in the information sheet. It was highlighted that
participants had their right to withdraw and were encouraged to only share experiences they
were comfortable sharing to reduce potential distress. The researcher checked in with
participants to check distress levels if concerns arose and managed using trauma-informed
approaches (Isobel, 2021). If distress arose during the interviews, the researcher had been
trained in handling distress (as part of the Doctorate in Clinical Psychology competencies),
the participant was offered to pause the interview, have a break, re-schedule to continue (if
they wished) or withdraw with time to discuss any of their concerns as result of taking part in

the study (Nonomura et al., 2020).

Participants were provided information/signposting to access further support via a
debrief sheet. Participants were offered to receive a summary of the results, if they wished
and results were fed back to the online communities of people who participated (Isobel,

2021).
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Risks to Transcriber

Prior to sending the transcripts, a summary of the study was provided with a caveat
that hearing detailed experiences of birth trauma could be distressing. Also, the researcher
requested a meeting with the transcriber to discuss the research content further with an
opportunity to ask questions. Therefore, the transcriber was invited to meet the researcher
prior to transcription, during transcription and debrief after transcription. During the initial
meeting with the transcriber, they shared they were an experienced transcriber with over 20
years of experience with experience transcribing other research interviews around child abuse
and self-injury. The transcriber declined a debrief meeting however through email confirmed

her wellbeing was maintained through the transcription process.

Risks to Researcher
Listening to stories of birth trauma could elicit distress in the researcher. This was be
managed by the researcher recording reflections in a research log and by discussing any

issues in research supervision.
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Appendix C

Recruitment Posters Advertised on Facebook, Instagram, and Twitter and List of Accounts

Exploring South Asian Women's g e

University

Oof
Sheffield.

Experiences of Birth Trauma

Research Participants Needed!

We want to explore South Asian mothers’ experiences
of birth trauma and their ways of seeking help.

We hope to understand these experiences so we can help to
improve services who support South Asian women with childbirth.

e There will be one interview with the researcher. This will be at a
time convenient to you by telephone or Google Meets. You will be
asked questions about your experience of birth trauma and your
experience of care or help you received/ or did not receive.

You will be reimbursed with a £10 Amazon voucher. You can
change your mind and stop taking part in the interview at any point
without giving a reason.

For further information please contact
Aditi Sharma (Lead Researcher)
asharma14@sheffield.ac.uk

Exploring South Asian Women's S The
& - University
Experiences of Birth Trauma of

Sheffield.
You will be eligible to participate if you:

If you identify with at least one of the below and South Asian

Your traumatic birth was in the UK between 6 months and 5 years ago

You are aged 18 years or above

Willing to be interviewed in English and talk about birth trauma experiences

You may have experienced a traumatic birth if you identify with
at least one of the following:

At the time of birth, you had feelings of intense fear, helplessness, or horror
After your childbirth you felt shocked, guilty, or numb

You (the mother) AND/OR the baby experienced physical injury that resulted
in longstanding distress

You experienced fear of physical injury or death to you (the mother) or the
baby and experienced longstanding distress

You experienced a lack of care (perceived as discrimination, unsupportive or
inhumane) during childbirth which caused longstanding distress

Your birth choices were not heard which caused longstanding distress

For more information please contact Aditi Sharma (Lead Researcher)
asharma14@sheffield.ac.uk
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The research advert was advertised on the following list of social media accounts:

ROSHNI2 Research (Facebook, Instagram and Twitter) (29/7/22)

Birth Trauma Research (specifically created to advertise the current study on
Instagram and Twitter) (Instagram - 29/7/22; Twitter — 3/8/22)

Make Birth Better (website and Instagram) (2/8/22)
Community of Cultures (Instagram) (29/7/22)

Nur Fitness (Facebook) (29/7/22)

Teeside Asian Community group (Facebook) (29/7/22)
UK Bangladeshi group (Facebook) (29/7/22)

Perinatal mental health research group (2/8/22)
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Participant Information Sheet
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Aditi Sharma h
Trainee Clinical Psychologist e
University of Sheffield 2 8?1vers1ty
Department of Psychology 2" Sheffield.
Floor F, Cathedral Court

1 Vicar Lane
Sheffield S1 2LT
UK

Email: asharmal4@sheffield.ac.uk

Participant Information Sheet

We would like to invite you to take part on a research project. Before you decide, it is

important to understand why the research is being done and what it will involve. Please read

the following information carefully and ask me any questions you have.

If anything is unclear, or if you would like more information, please contact the researcher.

Thank you for reading this information.

If you would like this information in an alternative format such as larger font, please get in

touch.

Important things you need to know

=  We want to explore South Asian mothers’ experiences of birth trauma. We also want

to understand their ways of seeking help. In this research we hope to understand
these experiences so we can help to improve services who support South Asian
women with childbirth.

There will be one interview with the researcher. This will be at a time convenient to
you. During the interview you will be asked questions about your experience of birth
trauma and your experience of care or help you received/ or did not receive. This will
also include your thoughts on what was helpful or not.

You will be reimbursed with a £10 Amazon voucher. You can change your mind and
stop taking part in the interview at any point without giving us a reason.
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How to contact us

If you wish to contact us, please drop an email to
Aditi Sharma (Lead Researcher) at
asharmal4d@sheffield.ac.uk and she will reply to you.

If this research project sounds interesting to you, please
carry-on reading

Why have | been invited?
You have been invited to take part in this research project because you are a South Asian
woman who has reported experiencing a traumatic birth.

You may have experienced a traumatic birth if you identify with at least one of the following:

= At the time of birth, you had feelings of intense fear, helplessness, or horror
= After your childbirth you felt shocked, guilty, or numb

= You (the mother) AND/OR the baby experienced physical injury that resulted in
longstanding distress

= You experienced fear of physical injury or death to you (the mother) or the baby and
experienced longstanding distress

= You experienced a lack of care (perceived as discrimination, unsupportive or
inhumane) during childbirth which caused longstanding distress

= Your birth choices were not heard which caused longstanding distress

Do | have to take part?
No, it is up to you whether you would like to take part. If you decide to take part, you can
keep this information sheet and you will be asked to sign a consent form.

You can withdraw from the study at any point before or during the interview. If you choose to
complete the interview you can also withdraw within the two weeks following the interview
without giving a reason. After 2 weeks of completing the interviews, withdrawing will not be
possible because transcription will be completed and anonymised.

What will happen if | take part?

You will be contacted via telephone or email (please indicate which is your preferred
method) by the lead researcher within 2 weeks. You will be asked to take part in an interview
for roughly one hour where you will be asked some questions about your experiences of a
traumatic birth and if you sought any help.

The interview will take place either by telephone or Google Meets at a time convenient to
you.
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This interview will be recorded and then transcribed. Following this it will be analysed using a
technique called interpretative phenomenological analysis.

What are the benefits of taking part?

You will have the opportunity to share your experiences of having a traumatic birth and
seeking help. A written report of the findings will be complied with the hope of providing
information to ensure support is tailored to individuals and offered when needed.

What are the risks and disadvantages?

If you feel that there is a problem at any time, you can let the researcher know. This may be
a topic that is difficult to talk about or could feel distressing. If you experience any distress
whilst sharing your experience, the researcher will be able to discuss this with you and
discuss what further support might be of help (for example, contacting your GP and
signposting to some relevant organisations).

Will all the information be kept confidential?

All the information we collect about you will be kept strictly confidential in a secure and
password protected folder. Your contact details will be temporarily stored in this folder and
will be deleted when recruitment has finished. The recorded interview and anonymised
transcripts will also be stored in this folder.

You will not be identifiable in any reports or publications.

The only exception to this would be if during the interview the researcher became concerned
about a risk of harm to yourself, or someone you talk about. If this situation does arise, the
researcher would have a duty to share these concerns with relevant professionals and would
discuss the need to do so with you. The aim of this would always be to support yourself and
those you mention and ensure safety.

Will I receive any reimbursement of expenses for taking part in this research?

Yes, if you choose to participate you will be reimbursed with a £10 Amazon voucher for your
time. Even if you stop the interview or withdraw from the study, you will still be provided with
a £10 Amazon voucher.

What will happen to the results of the study?

The results will be submitted as part of the researcher’s Doctorate in Clinical Psychology
thesis in May 2023. You can let the researcher know at the start of the study if you would like
a copy of this and this can be sent to you. The results will also be submitted for publication.

The University of Sheffield is organising and funding this research. This project has been
ethically approved by the University of Sheffield Clinical Psychology department, using the
University of Sheffield’s Ethics Review Procedure.

What if | wish to complain about the way the study has been carried out?
In the first instance you can contact the Lead Researcher:

Aditi Sharma — asharmal4@sheffield.ac.uk

Alternatively, you can contact the Research Supervisor:

Dr Vyv Huddy - v.huddy@sheffield.ac.uk
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If you feel that your complaint has not been handled to your satisfaction following this, you
can contact Programme Director, Gillian Hardy G.Hardy@sheffield.ac.uk, or Dr Thomas
Webb, Chair of the University Ethics Committee on T.Webb@sheffield.ac.uk

How will incidents be handled?

Initially, the Designated Safeguarding Contact (DSC), Vyv Huddy, will acquire details of the
incident/complaint and offer relevant support to the participant. At this point, details will also
be shared with supervisors and the research ethics and integrity manager. Where
necessary, the matter will be referred to more relevant, or qualified individuals or
organisations to be dealt with. The individual involved will be kept informed of this process
throughout.

Contact Information

This research is being conducted by Aditi Sharma Trainee Clinical Psychologist. This
research will be used to write a thesis which fulfils part of her doctoral training. If you have
any questions about the research, you can leave a telephone message with the Research
Support Officer on 0114 222 6650 and he will ask Aditi Sharma to contact you.

Additional Information about your data

New data protection legislation came into effect across the EU, including the UK on 25 May
2018; this means that we need to provide you with some further information relating to how
your personal information will be used and managed within this research project.

The University of Sheffield will act as the Data Controller for this study. This means that the
University is responsible for looking after your information and using it properly. In order to
collect and use your personal information as part of this research project, we must have a
basis in law to do so. The basis that we are using is that the research is ‘a task in the public
interest’.

As we will be collecting some data that is defined in the legislation as more sensitive (e.g.
information about your health, we also need to let you know that we are applying an
additional condition in law: that the use of your data is ‘necessary for scientific or historical
research purposes’.

Further information, including details about how and why the University processes your
personal information, how we keep your information secure, and your legal rights (including
how to complain if you feel that your personal information has not been handled correctly),
can be found in the University’s Privacy Notice https://www.sheffield.ac.uk/govern/data-
protection/privacy/general.
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Appendix E

Participant Consent Form

Aditi Sharma

Trainee Clinical Psychologist
University of Sheffield
Department of Psychology
Floor F, Cathedral Court

1 Vicar Lane

Sheffield S12LT

Email: asharmal4@sheffield.ac.uk

Consent Form

Title of Project
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=y Of

The
University

Sheffield.

Exploring the Lived Experiences of South Asian Women'’s Birth Trauma: An Interpretative

Phenomenological Analysis

Name of Researcher
Aditi Sharma

Participant Identification Number

Please check the appropriate boxes

Yes

No

I have read and understood the project information sheet, or the
project has been fully explained to me.

N.B. If you answer No to this question, please do not proceed with this
consent form until you are fully aware of what your participation in the project
will mean.

| have been given the opportunity to ask questions about the project.

| agree to take part in the project. | understand that taking part in the
project will include participating in an interview that will be audio
recorded.

I understand that for my participation | will receive a £10 Amazon
voucher, even if | stop the interview or withdraw. | understand | am
free to withdraw at any time without giving any reason and without
there being any negative consequences. In addition, should | not wish
to answer any question(s), | am free to decline.

I understand that if | participate, | have 2 weeks from the date of the
interview to withdraw. This is because transcription will be completed.

| understand that my responses will be kept confidential meaning that |
will not be identified or identifiable in the report or reports that result
from the research.
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6 | | understand and agree that my words may be quoted in publications, I:l I:I
reports, web pages, and other research outputs. | understand that | will
not be named in these outputs.

7 | lunderstand and agree that other authorised researchers may use my I:l I:I
data in publications, reports, web pages, and other research outputs,

only if they agree to preserve the confidentiality of the information as
requested in this form.

8 | | agree for the data collected from me to be stored anonymously. |:| |:|

10 | | agree to assign the copyright | hold in any materials generated as |:| I:‘
part of this project to The University of Sheffield.

Thank you for agreeing to take part.

Name of Participant Date Signature
Lead Researcher Date Signature
Copies:

Once this has been signed by all parties the participant should receive a copy of the signed
and dated participant consent form and the information sheet. A copy of the signed and
dated consent form should be placed in the project’s main record (e.g. a site file), which
must be kept in a secure location.
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Appendix F

Participant Debrief Sheet

Aditi Sharma Th
Trainee Clinical Psychologist e .
University of Sheffield o g?lversmy
Department of Psychology + Sheffield.
Floor F, Cathedral Court

1 Vicar Lane
Sheffield S1 2LT

Email: asharmal4@sheffield.ac.uk

Debrief Sheet

Thank you for taking part in this study and sharing your experiences with me. If you have
any queries or further questions, please do not hesitate to contact me:

Aditi Sharma Email: asharmal4@sheffield.ac.uk
University of Sheffield

Department of Psychology

Floor F, Cathedral Court

1 Vicar Lane

Sheffield S1 2LT

The purpose of the research

We wanted to explore South Asian mothers’ experiences of birth trauma. We also wanted to
understand their ways of seeking help. In this research we hoped to understand these
experiences so we can help to improve services who support women with childbirth.

If you would like a sample copy of the findings, these will be available to you, if you wish.
Please email me to confirm this request.

If you wish to withdraw from the study, please email myself or Dr Vyv Huddy (Research
Supervisor) v.huddy@sheffield.ac.uk with your participant identification number within 2
weeks of the interview. You do not have to provide a reason for withdrawing.

Some of the responses you shared in this study may have been sensitive and/or distressing
so you may have some further questions. If so, please do not hesitate to contact your GP or
any of the services below or on the next page, who can offer some support and guidance.

the Birth Trauma Association (BTA) support families who have
6 birth frauma been traumatised during childbirth. They are parents who wish to

association support other parents who have suffered and/or witnessed
traumatic births.

Website: www.birthtraumaassociation.org.uk
Email: support@birthtraumaassociation.org.uk
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They also have a closed group on Facebook. You can request to
join by searching for ‘Birth Trauma Association’.

PANDAS is here to help support and advise any parent who is
experiencing a perinatal mental iliness. They are here to inform
and guide family members, carers, friends, and employers as to
how they can support someone who is suffering.

Phone: 0843 2898401

Support Me CIC is here to support minority ethnic communities
to receive and engage in maternity care. They support all families
during pregnancy, birth, and early parenting whatever their
circumstances. They offer free support groups for different
communities and languages.

Website: https://www.supportmecic.com/

Email: smematernalproject@gmail.com
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Appendix G

Topic guide

Introduction

| would like to talk with you about your traumatic birth experiences. | am especially
interested in understanding how you make sense of your traumatic experiences and how you
sought help, if any.

This interview will last for approximately one hour. With your permission, the interview will
be audio recorded and transcribed. Your participation in the study is entirely voluntary. You
may choose not to answer any particular question, and you can ask me to pause or stop the
audio-recording at any time. You also have the right to withdraw from the study within two
weeks of the interview without giving a reason, and you will still be provided with a £10
Amazon voucher.

Do you have any questions before we start?

[Record process of consent — checking that the interviewee has read, understood, and signed
the Consent Form]

1) Can you tell me how you would describe birth trauma, in general? What does this
term mean to you?

2) Can you tell me about your pregnancy?
= How did you feel?
= Did this surprise you?

= How did you manage this?

3) Can you describe your experience of giving birth?
= How did you feel when you went into labour?
= Were you offered any support?
= What type of support?
= What was helpful during labour?

=  What was unhelpful during labour?

= How did you feel when you had given birth?
= Were you offered any support?

= What did you find helpful once you had given birth?
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= What was unhelpful once you had given birth?

4) What aspects of your birth did you find particularly traumatic?

5) Did you feel that your ethnicity or culture had an impact on how you experienced the
birth trauma?

6) Did you seek help for what happened?

= Prompts: professional, charity, spiritual, or cultural

7) Is there any stigma when seeking help from ?

= Other than stigma, what affects you accessing and using NHS services for
mental health and support services for birth trauma?

= Prompts: cultural beliefs/attitudes, family/intergenerational issues, NHS
system, other factors
8) Is there any particular help you wanted after the birth?

9) How has your relationship with your baby been since the birth?

10) Demographic information

How old were you when experienced the traumatic birth?

How would you describe your ethnicity?

What immigration generation are you from?

What method of birth was associated with your traumatic birth?

How many months post-partum from your traumatic birth?

How many children do you have (how many children did you
have when you experienced the traumatic birth)?

Are you in a relationship?
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Closing the interview

Summarise the main issues discussed. What do you like about being a mum? What are your
plans for the rest of the day?

Thank you for taking part
[provide debriefing sheet]
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Appendix H

Summary of Public and Participant Involvement Feedback

Add-in

Edit

General

Feedback

On the information sheet, include a photo of the lead researcher to help
people feel comfortable and know who they will be talking to (EbE
individual)

On the information sheet, when describing BT experiences add a specific
bullet point for “your birth choices were not heard which caused
longstanding distress” because some people may not be able to link birth
choices when talking about experiences of their care (EbE individual)

On the debrief sheet, include a national organisation that specifically
supports ethnic minority communities such as Support Me CIC because they
will be culturally aware and familiar with cultural differences (EbE
individual)

On the topic guide, include demographic information on immigrant
generation because there might be differences in experiences between first-
generation and second-generation immigrant women (EbE individual)

On the information sheet soften the language to “reported experiencing a
traumatic birth” rather than “you have had a traumatic birth.” (Professional)
The EbE group reported positive feedback with no recommendations for any
changes.

The professional and EbE individual reported positive feedback with minor

suggestions.
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Appendix |

A Summary of Consultation with Specialist Birth Trauma Clinical Psychologist

During Study Design

3" May 2022 — Email correspondence. Aimed to identify ways to describe birth
trauma and/ or standardised measures. Outcome - lack of standardised birth trauma

measures and agreed birth trauma is subjective. Keep birth trauma parameters broad.

22" July 2022 — Email correspondence. Aimed to seek feedback on the Information
Sheet, Consent Form and Debrief Form. Outcome — soften the language from “you
have had a traumatic birth” to “reported experiencing a traumatic birth” on the

Information Sheet.

During Analysis

7" and 14" December 2022 — Meeting and email correspondence. Aimed to discuss,
review, and reflect on group experiential themes. Discussed themes and agreed they
appropriately reflect the quotes provided and consistent with clinical observations in
the Birth Trauma service. Discussed whether to focus only on the South Asian-related
themes or to provide an overview of all the birth trauma experiences provided.
Outcome — to include an overview of all the birth trauma experiences, including South
Asian-related themes because it’s part of their experiences and be linked with the

existing research base to ensure representation of their experiences.

Feedback “Your understanding and connection with this topic really comes through
but I think you also sound really balanced. The experiences of your sample are

definitely consistent with the accounts we hear from traumatised women.”
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Appendix J

A Summary of Consultation and Feedback from the Expert-by-Experience Group

The EbE group were consulted as part of the perinatal mental health peer support

group with experience(s) of BT. They were verbally consented by the group facilitator (Peer

Support Service Lead) and provided a summary inviting them to feedback with the

researcher’s details. The group facilitator and researcher met prior to the groups to discuss

and provide a lay summary of the research. The researcher did not attend the group, this was

to facilitate open and honest discussions however, left contact details if they wished to

discuss any queries or provide additional feedback.

19" May 2022 — 22" July 2022 - Email correspondence with Peer Support Service

Lead for a Perinatal Mental Health Team

27" May 2022 — Initial meeting attended via MS Teams for introductions to

researcher and research processes with the Peer Support Service Lead

16" June 2022 — Email received from Peer Support Service Lead reporting the group
of four Mums provided approval of all the topic guide questions with “positive

feedback” and “no suggestions for changes.”

21 July 2022 — Email received from Peer Support Service Lead with two additional
Mum’s feedback “I think the questions flow very well, the questionnaire is clear and
concise. The wording and questions asked are effective at helping the respondent to
open up about opinions and feelings. The tone of the questionnaire feels thoughtful
and understanding which makes me feel comfortable to share experiences. Overall, |
only have good things to say and personally can't find any faults.” Additional

feedback from the Peer Support Service Lead. “It was a great questionnaire with no
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room for improvement and they were all really happy that birth trauma was the focus
of your research. I think it validated their experiences, so they were all really happy

to help.”
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Signed Confidentiality Contract by University-Approved Transcriber

Doctorate in Clinical Psychology, University of Sheffield
"Transcribing Confidentiality Form & Guidance Notes

Type of project: Research thesis

Project title: Exploring the Lived Experiences of South Asian Women and Blrthlng
People's Birth Trauma: An Interpretative Phenomenological Analysis

Researcher's name: Aditi Sharma

The recording you are transcribing has been collected as part of a research
project. Recordings may contain information of a very personal nature, which
should be kept confidential and not disclosed to others. Maintaining this
confidentiality is of utmost importance to the University.

We would like you to agree:

1.
2.

Not to disclose any information you may hear on the recording to others,

If transcribing digital recordings - only to accept files provided on an
encrypted memory stick

To keep the tapes and/or encrypted memory stick in a secure locked place
when not in use,

. When transcribing a recording ensure it cannot be heard by other people,

. To adhere to the Guidelines for Transcribers (appended to this document)

in relation to the use of computers and encrypted digital recorders.

. To show your transcription only to the relevant individual who is invoived

in the research project.

. If you find that anyone speaking on a recording is known to you, we would

like you to stop transcription work on that recording immediately and
mform the person who has commissioned the work.

Updated February 2022 . 1
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Declaration

| have read the above information, as well as the Guidelines for Transcribers,
and I understand that:

1.

8.

| will discuss the content uf the reoordmg only wrth the individual involved
in the research project

If transcnbmg digital recordings - | will only acoept files prawded on an
encrypted memory stick

| will keep the tapes and/or encryptad memory stlck in a secure place
when not in use :

I will not use external storage programmes or website, such as Dropbox,
for transferring recordings as it does not meet any of the University’s data
security guidelines

“When transcribing a recording | will ensure it cannot be heard by others

| will treat the transcription of the recording as confidential information

. I will adhere to the requirements detailed in the Guidelines for transcribers

in relation to transcribing recordings onto a mmputer and transcribing
digital audio files

If the pemnn being interviewed on the recordings is known to me | wﬂl
undertake no further transcription work on the recording

| agree to act accordmg to the above constmmts

Your name %Gh\- Y‘E‘;‘p

Signature ME[O .

Date ELO S@p’r &g\

he conversati on recordi n be dist ing to hear. If

. should it upsettin stop the transcription and raise this with the
researcher as soon as possible. -

Updated February 2022

166
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Appendix L

Example Coding of Transcript

Blue denotes descriptive coding; purple denotes linguistic coding; and green denotes conceptual coding
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Appendix M

Example Table of Personal Experiential Themes for Nadiya

Disconnected from self

Pure confusion when waking up p13

Alone, isolated and trying to make sense of her body and
baby after birth p9

Feeling depersonalised from delivery p12

Disconnected from body and the birthing events p9
Rejecting / disconnecting from son, cannot understand birth
and no immediate identifying physical resemblance (looking
pale) p10

Attempts to reorientated herself after birth p10

Absence of sickness indicated the end of childbirth p10
Loss of awareness during delivery p10

Disconnection from mind and body p10

Poignant and profound experience p13

Derealisation (ward feels unreal) p13

Waking up to a feeling of emptiness and numbness p12
Pure confusion when waking up p13

Healthcare staff
breaking roles

Misled a dream fantasy of recovery p15

False sense of quick recovery which fell short of her
Misinformation expectations p15
Unrealistic expectations of c-section recovery despite
intellectual knowledge of recovery p15
Confusion, no understanding of the medical procedures and
processes p9
Confused and not understanding healthcare professionals’
views p7
Unsure/uncertainty on the birth process, compliant in

Confusion . . .
following medical advice p7
Staff not fully informing her on the options, procedures and
potential outcomes p13
Worried about the placenta being ineffective p11
Balloon catheter was horrible, painful, and uncomfortable p7
Devoid as a human p12
Attempts of staff silencing her p9
Sense of abandonment / neglect from staff during labour p8
Dismissed and Blatantly being ignored by staff p10
undermined Maternal intuition and informing nurses of her being in

labour but they dismiss her p8

Staff undermining her reports of being in labour p8

Staff ignoring her requests p10

Staff made assumptions and judgements about her birth
Oppression without her p12

Being scolded and criticised by anaesthetist p9
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Silent Protest

Attempting to follow orders from the anaesthetist but unable
and unsupported p9

Disrespectful attitude from consultant p9

Nurses were directive and authoritative inducing feelings of
oppression p10

Forced / strongly encouraged to receive interventions p14
Nurses have their own agenda rather than responding to the
needs of her as a mother p10

Relates with stories of other oppressed women, does not think
ethnicity influenced her care p14

Residual anger from not being listened to by staff p8

Unfair and unjust treatment from staff p12

Tainted birth process p11

Seeking validating and accountability for her birthing
experience pl6

Remorse for birth experience and feeling ashamed because
unprepared and not heard p11

Birthing experience made her feel weak p11

Pleading internally with a sense of regret of labour experience
(silent protest) p8

Concerned about being viewed as obstructive p14

Balancing act between asserting self and not wanting to be
viewed as obstructive pl14

Asserting self within the family does not adhere to cultural
norms p18

Fear / avoidance of becoming a burden p14

Fear of birthing alone

Fear of birthing alone p8

Fearing of giving birth alone (without partner) despite staff
with her p9

Seeking advocacy from husband p9

Relief of husband’s presence when starting delivery p9

Systemic issues
influencing birth
experience

Indicating wider systemic issues which caused anxiety p7
Notes not well documented by staff which led to blame and
accusing her of abuse towards her baby p15

Staff causing unnecessary worry around the lack of beds p11
Threatened by social services p15

Dismissal of pain

Staff not attuned to her needs — not responding to pain p7
Pain beyond capacity p8

Writhing in pain during labour p9

Excruciating pain from the induction process p7

Justifying pain response to nurses in efforts to convince them
she’s in sufficient pain for further pain management p8
Receiving critical care in response to pain during labour p8
Not listened to around needs for pain management p8
Inexperienced recovery of caesarean p15
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Near death experience

Existential threat experience p13

Questioning own mortality p8

Close to death p19

Preparing to die p9

Being pushed beyond her limits of capability p11
Desperation of wanting the baby out p11

Critical situation and feeling like she’s dying p8
Showing survival instinct p9

Undignified care

Experiencing threats to dignity p7

Threat to dignity when waters broke during an examination,
feeling dishonoured, disrespected, and insignificant p8
Exposed in front of mum p10

Feeling vulnerable when strangers surrounding her in theatre

p8

Loss of control over
birthing experience

Emergency, urgent responses being carried out in chaos p9
Loss of control p19

Wanting to escape p8

Staff lacked empathy which meant she missed out on being
offered an elective c-section p11

Rebelling during labour because only form of control she has
p8

Missed out (loss) of controlled and collected birthing
experience p8

Questioning healthcare professionals’ intentions creating a
sense of mistrust through labour p7

Unprofessionalism of the staff in emergency situation to
getting her to the labour ward p8

Labour was the resolution to sickness p7

Negotiating south Asian
norms

Initial difficulties connecting with baby because not fulfilling
duties as a new mother p19

Stigma with difficulties bonding with the baby an anticipating
judgement within family p19

Distinguishing a difference between Westernised and non-
Westernised South Asians p16

Being Westernised is a protective factor p14

Woke to South Asian pressures on women p4 p5

Boundaried with South Asian influences p17

Resigning / disconnecting from some aspects of culture p5
Holds different intergenerational thinking towards mental
health compared to parents p17

There are harmful parts from South Asian culture p4
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Appendix N
An Example of Grouping Personal Experiential Themes to Develop Group Experiential

Themes, Colours Represent Different Participants

Photo 1 — Example of Development of “Disentangling Discrimination” theme
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Photo 2 - Initial Overview of All Group Experiential Themes
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Overview of Participant Representation for each GET
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GET and Sub-themes

Participants

The Power of Maternity Healthcare Professionals

Coerced into procedures / interventions
Undignified and violated
Ignored and dismissed

Let down by the NHS

Ameerah

v

Nadiya

Deepika

Bhavna

v

Misha

v

Naseema

v

v

Mahira

Loss of Connection
Loss of reality during delivery
Loss of bonding experiences

Loss of partnership

NN N NEENEEN

N IR NEE NN

N IR NEE NN

<

Disentangling Discrimination

Pervasive Cultural Stigma in Motherhood
Keeping up the illusion of coping

The shame of needing emotional support

NN Y NN N IR N N NN

SN N AN N NN EENEE N NN

N EENEENEES

RN N

NN N NN AN N NN

RN N O NN SRS
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Appendix P
Reflexive Statement
The researcher was a cis female Trainee Clinical Psychologist and conducted all the
research interviews. None of the participants were known by the researcher. Her
qualifications included an undergraduate degree psychology degree and master’s in health
psychology. The researcher had British Indian ethnicity, both parents are immigrants from

India thus influenced by dual cultures.

The researcher had no prior clinical experience working in birth trauma which was
seen as a strength as did not hold prior assumptions or expectations about the birth trauma.
this was consistent with the research’s philosophical underpinning that each individual holds
their own truth, and the research makes sense of this through her lens. However, at times, a
lack of clinical experience, felt like a limitation in the early stages of data collection as she

held limited knowledge around the medical birth procedures.

Through the analysis of the data, the researcher started an elective clinical psychology
in a specialist birth trauma service within the NHS. The specialist birth trauma clinical
psychologist during consultation was the placement supervision. Also, the researcher held
eight years’ experience of working within the NHS system and experienced some of the
reported systemic issues. As a therapist, the researcher utilised person-centred and strengths-

based approaches.
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Appendix Q

Reflective Log Excerpt
15t August 2022 - First interview (Google Meets)

| was struck by how open and honest she was about sharing her experiences. | was
surprised how readily she was describing her experiences. Actually, it sometimes felt like she
was so casual and blaseé with her birthing story, is this because she was disconnecting, or
avoiding? | anticipated that there was going to be lots of distress. | had not prepared for this; I

need to be mindful that participants may not find it as challenging as | may assume.

Hearing about her pregnancy and experiences of feeling judged by healthcare
professionals, | wondered if she felt that | was judging her at the beginning. She repeatedly

described how active she was during pregnancy and justifying how she was not ‘lazy.’

There were discussions around assisted birth procedures and having an induction.
Whilst | had a vague idea of the process of induction | need to research and educate myself
about assisted birth procedures. | think it will help me feel more confident about asking

follow-up questions and contextualise experiences.

Hearing about her experiences of healthcare staff and their communication, | was
mindful of my feelings of shock and anger despite reading some of these experiences in the
research. These experiences were really brought alive when she shared her detailed
experiences. | must keep a log of my feelings to ensure these do not influence the types of

questions I might follow-up with or influence the analysis.

She explained she was grateful for having her voice heard, I noticed surprising
gratitude for being able to research this area. Also, I really related with her general family
experiences and shared cultural dynamic. | need to ensure | am self-aware and avoid over-

identifying with participants by continuing to record my experiences and reflections.
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Audit Checklist

Worthy Topic
1. Isthe topic of research relevant?
2. Is the topic of research climically significant?

Rich Rigaor

3. Does the study state clear theoretical constructs?

4. Does the study comprise of rich data?

3. Does the study clearly and sufficiently describe the sample
(demographic and background information)?

6. Does the study describe how birth trauma 1s conceptualised?

7. Has the data been sufficiently coded?

8. Has the data been systematically coded (aligning with 7-step
process for [PA)?

9. Has the researcher engaged in a reflexive and iterative process to
define group experiential themes?

Sincerity
10. Does the researcher record self-reflexivity including values,
biases, and personal experiences of birth trauma?
11. Is the researcher transparent about the IPA methods and
challenges?

Credibility
12. Are participant quotes sufficient to provide evidence of themes
and sub-themes?
13. Does the researcher engage 1n tnangulation or provide approprate
justifications for not engaging 1 triangulation?
14. Has the researcher engaged 1 approprniate supervision to support

Yes / Partially / No
Yes / Partially / No

Yes / Partially / No
Yes / Partially / No
Yes / Partially / No
Yes / Partially / No
Yes / Partially / No
Yes / Partially / No

Yes / Partially / No

Yes / Partially / No

Yes / Partially / No

Yes / Partially / No
Yes / Partially / No

Yes / Partially / No

research quality?
Resonance
15. Do the research findings have impact? Yes / Partially / No
Significant Contribution
16. Does the study extend current knowledge of birth trauma? Yes / Partially / No
17. Do the study’s implications improve climical practice? Yes / Partially / No
18. Does the study make recommendations for research? Yes / Partially / No
Ethical
19. Does the research have appropnate ethical approval? Yes / Partially / No
20. Does the research consider trauma-informed approaches? Yes / Partially / No
21. Is the research considerate of cultural sensitivities? Yes / Partially / No
22. Are the participants experiences appropriately represented? Yes / Partially / No
Meaningful Coherence
23. Does the study achieve its reported aims? Yes / Partially / No
24. Does the study situates its findings with pre-existing research? Yes / Partially / No

Name of Researcher Aditi Sharma

Name of Auditor Charlotte Grahame Auditor Signature

Researcher Signature A’aézz SMarima
CGrahame
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The Consolidated Criteria for Reporting Qualitative Studies checklist (COREQ) by Tong et al., 2007

Number / Item

Guide and Description

Location

Checked by independent
reviewer (CG)

Domain 1: Research team and reflexivity

Personal characteristics

1 Interview/ facilitator

2 Credentials

3 Occupation

4 Gender

5 Experience and training
Relationship with participants

6 Relationship established

7 Participant knowledge of
the interviewer

Which author/s conducted the interview or focus
group?

What were the researcher's credentials? E.g. PhD,
MD

What was their occupation at the time of the study?
Was the researcher male or female?

What experience or training did the researcher have?

Was a relationship established prior to study
commencement?

What did the participants know about the researcher?
e.g. personal goals, reasons for doing the research

Procedures, Reflexivity,
Appendix E

Reflexivity

Reflexivity
Reflexivity

Reflexivity, Appendix Q

Recruitment, Procedures

Procedures, Appendix D,
Appendix E, Appendix F,
Appendix G
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Number / Item

Guide and Description

Location

Checked by independent
reviewer (CG)

8 Interview characteristics What characteristics were reported about the Reflexivity, Appendix Q, 4
interviewer/facilitator? e.g. Bias, assumptions, Appendix R
reasons and interests in the research topic
Domain 2: Study design
Theoretical framework
9 Methodological orientation =~ What methodological orientation was stated to Design, Data Analysis v
and theory underpin the study? e.g. grounded theory, discourse
analysis, ethnography, phenomenology, content
analysis
Participant selection
10 Sampling How were participants selected? e.g. purposive, Sampling 4
convenience, consecutive, snowball
11 Method of approach How were participants approached? e.g. face-to-face, = Recruitment, Procedures v
telephone, mail, email
12 Sample size How many participants were in the study? Sample Size, Results v
Data Collection v

13 Non-participation

Setting

How many people refused to participate or dropped
out? Reasons?
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Number / Item

Guide and Description

Location

Checked by independent
reviewer (CG)

14 Setting of data collection

15 Presence of non-

participants

16 Description of sample

Data collection

17 Interview guide

18 Repeat interviews

19 Audio/visual recording

20 Field notes

21 Duration

Where was the data collected? e.g. home, clinic,
workplace

Was anyone else present besides the participants and
researchers?

What are the important characteristics of the sample?
e.g. demographic data, date

Were questions, prompts, guides provided by the
authors? Was it pilot tested?

Were repeat interviews carried out? If yes, how
many?

Did the research use audio or visual recording to
collect the data?

Were field notes made during and/or after the
interview or focus group?

What was the duration of the interviews or focus
group?

Semi-Structured Interview

Procedures, Semi-
Structured Interview

Recruitment, Table 1

Public and Participant
Involvement, Sensitivity to
Context, Appendix H

Semi-Structured Interview

Procedures, Coherence and

Transparency, Appendix R

Semi-Structured Interview

v
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. . . Checked by independent
Number / Item Guide and Description Location . Y b
reviewer (CG)
22 Data saturation Was data saturation discussed? Sample Size (Information 4
power)
23 Transcripts returned Were transcripts returned to participants for comment - X

and/or correction?

Domain 3: Analysis and findings

Data analysis

24 Number of data coders How many data coders coded the data? Coding and Analysis v

25 Description of the coding  Did authors provide a description of the coding tree? Coding and Analysis, 4

tree Appendix M

26 Derivation of themes Were themes identified in advance or derived from Coding and Analysis 4
the data?

27 Software What software, if applicable, was used to manage the - x
data?

28 Participant checking Did participants provide feedback on the findings? - x

Reporting
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: - . Checked by ind dent
Number / Item Guide and Description Location eeke . y idependen
reviewer (CG)

29 Quotations presented Were participant quotations presented to illustrate the Results 4

themes / findings? Was each quotation identified?

e.g. participant number
30 Data and findings Was there consistency between the data presented Results, Discussion 4
consistent and the findings?
31 Clarity of major themes Were major themes clearly presented in the findings? Results v

v

32 Clarity of minor themes

Is there a description of diverse cases or discussion of
minor themes?

Results, Discussion
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Appendix T

Additional Supporting Quotes
Theme 1: The Power of Maternity Healthcare Professionals

“I got allocated an actual midwife who was gonna see us through, she was lovely but because
I was really upset with the first one” (Bhavna)

“You ask us, you make a big deal about the birth plan, has anyone actually read it”. And then
at that point they sent in a lovely Nurse and she read it and she talked to us about it” (Misha)

Sub-theme Additional Participant quotes
“I think that it was to scare me to doing what I was told” (Ameerah)

“induction, nobody had even prepared me as such that it was gonna
be TWICE as painful, you know, than natural birth, | just felt so
unprepared I felt so deflated and defeated” (Nadiya)

“they brought the doctor and the doctor was like ‘oh yeah your
baby’s in danger’ or something there was some really scary words
that, that | remember, | remember knowing she’s just like trying to
scare me” (Deepika)

Coerced into “I truly felt like that’s it’s three thirty in the morning, like the next
procedures / day and he was thinking to himself, this is one lady I can get off my
interventions list, cos she’s almost there and this will just speed it up quicker and |

could just strike her off my list” (about the doctor and using assisted
birth methods) (Bhavna)

“He just came in and he said to us, something like, you know, “we
have to induce you and if you don’t want our help you can just go
home” (Consultant Doctor) (Misha)

“I felt like I was being kind of forced, do you know, doing
something that I didn’t want, and I felt like just, just very scared, I
think that’s what I felt. I was scared that I was not gonna make it,
baby was gonna pass away or what” (Naseema)
“I remember clearly saying to the Consultant “you do realise I am, |
am a woman having a baby, I am not a baby having a baby, I don’t
expect you to treat em like a teenager”. Not even a teenager should
be treated like that, teenage pregnancies shouldn’t be treated like
that, you are a mother at that point, it doesn’t matter what age you
Undignified and are, you are becoming a mother, you should be treated with dignity
violated and respect not as a child (Misha)

“I felt like I was just left to it and | was just a piece of body on this
table and everybody could just do what they wanted to do. It was
very, very scary.” (Naseema)
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Sub-theme

Additional Participant quotes

Ignored and
dismissed

“so I don’t have any recollection of my son until day 3 umm so
when | went upstairs it was like 2pm, 3pm and 9, 10 the baby was
still not latching on I had no milk for him because they knew |
wanted to breastfeed, so the hospital | asked them to provide some
milk 1 said can | have some milk for the baby and the nurse refused
it, my son went from you can say 9pm up until 6am without a feed,
his blood sugar dropped to 0.4 and he almost fell into a coma um
they didn’t pick up on this” (Ameerah)

“you’re made to feel like an idiot, cos... either they don’t trust you,
or they don’t think you don’t know what you’re talking about or
that’s how I felt obviously” (Deepika)

“I can’t handle that pain along with the, the contractions but she just,
I remember her giggling and then just doing it anyway” (Bhavna)

“I would be so scared to do it again like scared about like doctor
involvement, scared about not having my wishes listened to, and..
and things like that” (Bhavna)

“It was only when I had to be transferred to the Delivery Suite where
like 1 lost control. It was like all invisible and then everybody
seemed to be ignoring, no one was saying what was going on and
just, in terms of fear it just overtakes you and you think you’re going
to die.” (Naseema)

Let down by the
NHS

“I had to do it over the phone and I just felt like the whole thing was
really her making excuses and... and I did make it in the end I
forced her to say that they shouldn’t have consented me at this time,
you know what | did, on the consent form, when | signed it, I signed
the time and | remember saying to her, have you got my notes there,
can you see the time? Could you see | wrote the time, can you tell
me what the time is, and you can see it was like 10 minutes before
the baby was born, and I was like, why I don’t think I should have
been consented at this time do you think I was like fit? To consent?
Like to just discuss all the risk and benefits and... I think that I
needed her to say that to me.. even though I knew it I don’t know
why like 1, I didn’t feel like it did anything” (Deepika)

“I had to go private again to a private gynaecologist to get my
wound repaired and | had to have surgery for that and I think things
like that it’s like I’ve had to actually seek out private care, for
surgery, for something you messed up” (Bhavna)

“in my head I thought ‘well maybe I can just complain about it
later’, but then that, you know, I never did because my feeling was
‘actually, this is not going to get taken seriously’, and again I was
thinking about in the context of the pandemic, maybe that’s what,
you know, maybe they were short staffed, overwhelmed, so | felt
like 1 was constantly making excuses for their behaviour but actually
in hindsight that’s not acceptable, that’s not okay” (Mahira)
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Theme 2: Loss of Connection

Sub-theme Additional Participant quotes
“they were they were giving me, injections you know like didn’t
know they were giving me, but you know, then I gave birth, then
when it was my first son, so I didn’t know what’s like happening to
me and then without any awareness that I’m going through and |
give... you know birth” (Maya)

“the going under general anaesthetic and then to waking up.. alone

Loss of reality ..with no bump, with no baby... with no pain... and nobody
during delivery around... is one of the POIGNANT times of my. Entire. Life. Ever”
(Nadiya)

“I was still hazed, I was still a little bit out of it and I was, I wasn’t
necessarily in pain but | was just really out of it and then I could see
that my baby was next to me but I was like “well whose helping me
to look after my baby” at this point.” (Mahira)

“it was it was like a loss it was so heart wrenching cos I just wanted
to be near my baby and I think it was like a really maternal instinct,
it was like I want to be with my baby now like why are you keeping
us apart?” (Ameerah)

Loss of bonding

experiences “My baby being snatched away, obviously as soon as it was born,

not having an opportunity to look at my baby, my baby being rushed
off to strangers” (Naseema)

“my husband had to go home because they didn’t allow partners
there” (post-delivery) (Ameerah)

“when you are giving birth, so that, and that, there is no body with
you and you are dealing with yourself, alone” (Maya)

“and I remember them prizing my hand away from him to take me
into the room to do the check” (Bhavna)

“That was very scary because I thought to myself “anything can
happen in that time, I’'m just here by myself”, and sometimes you
just need someone to comfort you, because you are just getting to
know these strangers who are going to be looking after you for the
whole shift kind of thing. Yeah, with the Covid situation was out of
control because there was nothing they could have done. It did add
to a bit of fear as well.” (Naseema)

Loss of partnership

“they’d taken me to the Recovery Ward and then that’s when they
said to my husband he now has to leave again. So he was only there
for literally just the birth and then he had to go and that felt really,
really difficult” (Mahira)
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Theme 3: Disentangling discrimination

Sub-theme Additional Participant quotes
“um I feel like I was treated like a ‘young stupid Asian girl that’s
gone and got knocked up after marriage’” (Ameerah)

“from my observations of from witnessing and experiencing how my
mum was treated is probably why I think there is such a clear
distinction between the... I hate the word Westernised but I don’t
know what a better word is, um, westernised and non-westernised
women” (Nadiya)

“As soon as I entered that environment downstairs in the Delivery
Suite, | just got, like no one explained to me, no one introduced
themselves to me, jus the normal etiquette, just because obviously I
was wearing a head scarf” (Naseema)

“I remember getting on to the ward and just not having any support
whatsoever from staff members, call out for help and buzzing for
help and just not having anybody respond and it just felt like |
wasn’t taken seriously with whatever concerns I did have, but I
distinctively remember that the other kind of two Caucasian women
or white British women, it seems like they had a lot more support
and staff were being very responsive to them, yeah.” (Mahira)

“Because there were no explicit remarks or things being said or done
it felt like I just couldn’t raise that, I couldn’t raise that and if I did, I
would be somebody who was just being difficult is how | imagined |
would be perceived.” (Mahira)

Theme 4: Pervasive cultural stigma in motherhood

Sub-theme Additional Participant quotes
just say, ‘oh it’s happened to every woman’ ‘you don’t need the
support at that time’ things like that in our community the
woman’s says that you know, and they won’t let you go out, you
know, seek help (Maya)

Keeping up the

illusion of coping “if I was struggling to bond, I’d absolutely seek help from a
professional but | never discussed that with a.. my.. household,
because of the stigma associated of ‘you’re a mother, why can’t
you bond with your child what sort of mother are you’” (Nadiya)
“they said it was not going to be easy anyway, getting into the
counselling. They said “I will put you down” and “these are the
support networks, these are the sites that you could access”, but
nothing was very helpful at that point, you know when you kind of
need it the most.” (Naseema)

The shame of needing
emotional support

“I don’t know why there is a big part of me that still has that
stigma of not wanting the help and support.” (Mahira)




