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Abstract

Mode of delivery and the effects of birth trauma were investigated. First, a 

literature revealed the need for further examination of a specific mode of delivery 

(operative vaginal birth [OVB]). Secondly, an integrative review explored the 

concept of birth trauma as it relates to healthcare provider actions and behaviours 

via the following research question: What is known about the relationship between 

healthcare provider actions and women’s perceived birth trauma? Thirdly, a 

retrospective study was conducted that built on the literature review to answer the 

following research question: What infant, maternal, healthcare provider, and 

regional characteristics put a woman at risk for experiencing an OVB? The final 

section concludes the project by reflecting on the work completed, interpreting the 

results for nursing and other healthcare providers, and providing recommendations 

for future research. This thesis sets the groundwork for future research as it 

includes the first study to explore unique risk factors for OVB for women in 

Ontario, Canada. As well as, uncovering the impact that healthcare provider 

actions and behaviours have on a woman’s birthing experience. The knowledge 

built in this project has the ability to inform healthcare providers who care for 

women during the antenatal period, labour and childbirth as well as health policy 

informing women’s health and wellness. 
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Introduction 

Childbirth is a complex and life-altering experience for mothers and families. During 

childbirth, there are many factors that can affect the birth outcome and mode of delivery. It is 

imperative to account for patient, fetal, healthcare provider, family, and system characteristics as 

predictors of mode of delivery and to expect that variation in maternal and fetal characteristics 

will be drivers of change during childbirth (Wu et al., 2012).

Operative vaginal birth (OVB) is a mode of delivery that involves a healthcare provider 

(most often an obstetrician, however, could potentially be an alternative birth attendant who is 

trained in this technique) assisting with the delivery of the baby using an operative device, such 

as forceps or a vacuum (Wegner & Bernstein, 2016). During an emergent situation, this 

technique is often performed to avoid further intervention, such as an emergency caesarean 

section, and is the treatment of choice when compared to a caesarean section, where possible 

(Wegner & Bernstein, 2016). OVB is considered an emergency intervention and is performed for

a number of reasons. For example, declining fetal status (or a dropping fetal heartbeat) is an 

indication for emergency intervention. There are also maternal indications for emergency 

intervention, such as avoiding exertion for medical reasons and/or inadequate progress, such as 

inadequate uterine contractions and/or lack of maternal pushing effort due to exhaustion (Society

of Obstetricians and Gynaecologists of Canada, 2019).

OVB does not come without physical risks and potential injuries for mothers and infants. 

Potential physical maternal complications include lower genital tract lacerations, vulvar or 

vaginal hematoma, urinary tract injury and/or voiding dysfunction (retention/incontinence), anal 

sphincter injury, generalized pain, hemorrhage post delivery, local infection, and readmission to 

hospital (Wegner & Bernstein, 2016). Potential physical neonatal complications include torsion 
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and traction from the vacuum, subgaleal hematoma, intracranial hemorrhage, scalp 

abrasions/lacerations, cephalohematoma, skull fracture, retinal hemorrhage, and shoulder 

dystocia in vacuum deliveries (Wegner & Bernstein, 2016). 

Although childbirth is commonly associated with the potential of physical harm, there is 

also the potential for emotional injury to mothers, which is another form of birth trauma. Birth 

trauma may result in both physical and mental/emotional negative outcomes (Ayers, 2007; Beck,

2004; Elmir et al., 2010; Gamble & Creedy, 2005; Zimmerman, 2013). Emergency events in 

labour and delivery, including the use of vacuum or forceps, have been associated with 

psychological birth trauma. For example, OVB or emergency caesarean section have been found 

to be associated with post-traumatic stress disorder (Ayers, 2007; Beck, 2004; Elmir et al., 2010; 

Gamble & Creedy, 2005; Zimmerman, 2013), symptoms of psychological trauma (Gamble & 

Creedy, 2005), and postpartum depression (Zimmerman, 2013). Pre-existing conditions or 

characteristics, both mental and physical, can predispose a mother to experiencing a traumatic 

birth. For example, a history of sexual abuse, a previous traumatic birth, and existing depression 

are risk factors (Zimmerman, 2013). Additionally, traumatic childbirth experiences have been 

found to have a potential negative impact on breastfeeding outcomes and bonding (Beck & 

Watson, 2008).

Birth trauma is described as an emergency event in labour and delivery that results in 

actual or threatened injury or death to the mother or baby (Beck, 2004). Birth trauma comes from

the women’s perspective and has been said to live “in the eye of the beholder” (Beck, 2004, 

p. 32), meaning that a woman may perceive her childbirth experience as traumatic even if the 

healthcare providers involved considered the experience routine (Beck, 2004). Given the 

potential for negative maternal outcomes, it is important to fully understand the risks that 
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contribute to birth trauma, particularly as it relates to emergency interventions in childbirth, such 

as OVB. One study revealed vaginal delivery by vacuum was a significant predictor for 

breastfeeding cessation among their sample (Hall et al., 2002). Although there is some research 

regarding predisposing risk factors for emergency intervention in childbirth, the data available 

are limited. OVB has been overlooked and is often categorized in the research alongside planned 

and emergency caesarean sections.

A retrospective population-based study was proposed to address the following research 

question: What maternal, infant, healthcare provider, and regional characteristics are associated 

with OVB for women in Ontario, Canada? Ethical approval was obtained from Laurentian 

University’s Research Ethics Board (Appendix A). Data was requested from the Better 

Outcomes Registry and Network (BORN) Ontario Database. This database includes data from 

every birth in Ontario regarding mothers and their babies. The data is collected manually and 

entered by labour and delivery nurses and other birth attendants, automated extraction, and 

uploads from health record systems (BORN, 2017). A formal request for data was submitted 

through BORN Ontario’s website. To gain access to the data, the submission to BORN included:

a formal research proposal, analysis plan, proof of research ethics board approval, identification 

of an iterative process of risk assessment of re-identification, execution of confidentiality 

agreements, and a data sharing/research agreement between BORN and the author/institution 

(BORN, 2017).  

The purpose of the study was to expose predisposing factors for OVB. The hope is that 

this data will help healthcare practitioners to prepare, educate, and plan care for women at risk. 

This information has the potential to lessen or prevent post-traumatic stress disorder, postpartum 

depression, and symptoms of psychological trauma resulting from a traumatic childbirth 
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experience (Gamble & Creedy, 2005; Zimmerman, 2013). In summary, there are many potential 

short- and long-term effects of OVB for both the mother and the baby. Knowing this, an 

exploration of multiple risk factors for OVB for Ontario women from a variety of perspectives is 

an essential step in identifying those at risk. Understanding OVB from the perspective of risk 

factors has the potential to mitigate possible complications, such as birth trauma. Knowledge of 

risk factors for OVB will give healthcare providers the opportunity to identify those at risk and 

provide preventative care interventions, such as education and preparation for childbirth.

Literature Review

Fifteen databases were searched (Academic One File, CINAHL, JSTOR, Medline, 

Nursing Resource Center, Ovid Nursing Journals, ProQuest Nursing & Allied Health Source, 

PubMed, Sage Journals, Scholars Portal, Up-to-Date, Wiley Online Library, Google Scholar, 

Database of Abstracts of Reviews of Effects, and Cochrane Database of Systematic Reviews) 

using the following terms: (Operative Vaginal Birth) AND (Associated Factors); (Operative 

Vaginal Delivery) AND (Associated Factors); (Assisted Vaginal Birth) AND (Associated 

Factors); (Assisted Vaginal Delivery) AND (Associated Factors); (Mode of Birth) AND 

(Associated Factors); Mode of Birth; Birth Trauma; (Mode of Birth) AND (Birth Trauma); 

(Birth Trauma) AND (Operative Vaginal Birth); (Birth Trauma) AND (Operative Vaginal 

Delivery); (Birth Trauma) AND (Assisted Vaginal Birth); (Birth Trauma) AND (Assisted 

Vaginal Delivery).

Five relevant publications were identified and analyzed (Read et al., 1994; Roberts et al., 

2002; Shamsa et al., 2013; Essex et al., 2013; Herstad et al., 2014). The literature search revealed

that associations between risk factors and OVB were limited, only identifying that older maternal

age was a definite risk factor for operative intervention that ranged from operative vaginal 
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interventions to unplanned/emergency caesarean sections (Read et al., 1994; Roberts et al., 2002;

Shamsa et al., 2013; Essex et al., 2013; Herstad et al., 2014).

Read et al. (1994) conducted a retrospective study with the aim of identifying 

independent risk factors (early pregnancy factors) associated with operative delivery in low-risk 

primiparous women. Existing computer files for the Western Australian Hospital Mobility Data 

System for 1987 were explored and 3,641 low-risk primiparous women’s charts were included in

the study. The following maternal factors were identified in each chart: marital status, race, area 

of residence, patient classification (private or public), height and weight, age, length of labour, 

anesthesia/analgesia, and labour/delivery complications. Infant factors such as birth weight and 

gender were also explored. Multi-logistic regression and Egret software was used for data 

analysis. The results of the study showed that the independent risk factors for caesarean section 

were older maternal age, short maternal height, heavier infant birth weight, and long labour. The 

risk factors for operative vaginal delivery were older maternal age, shorter maternal height, 

heavier infant birth weight, epidural analgesia, labour/delivery complications, male infant, 

private status, and being married.

Roberts et al. (2002) conducted a population-based study attempting to identify trends in 

and predictors of operative delivery (forceps, vacuum, or caesarean) among women who labour 

and determine the trends in the operative methods used. The authors used existing data from 

Australia New South Wales Midwives’ Data Collection and identified 616,303 live, singleton, 

full-term births delivered between 1990 and 1997 in New South Wales that fit the inclusion 

criteria. The authors explored associations between operative deliveries during labour and 

maternal demographic and clinical factors, such as type of delivery (spontaneous, vacuum, 

forceps, or caesarean section). They also gathered maternal factors such as age, patient 
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classification (private or public insurance), parity, medical complications, obstetrical 

complications, epidural analgesia, and type of labour (augmented, induced, or spontaneous), and 

infant factors such as birth weight and gestational age. Linear regression using the Health 

Outcomes Information and Statistical Toolkit data warehouse system was used for data analysis. 

The results showed higher rates of operative deliveries during labour occurred among first-time 

mothers, private coverage patients, women whose labour was induced or augmented, and women

given epidural analgesia. Findings showed that women who were over 35 years of age, who had 

private obstetrical care, and whose labours were augmented had operative delivery. The 

prevalence of operative deliveries varied by parity, with first-time mothers almost four times as 

likely to have an operative delivery during labour as a multiparous woman. The authors found 

that the strongest predictors of operative deliveries during labour among first-time mothers were 

epidural analgesia and large infant size.

The retrospective chart review by Shamsa et al. (2013) aimed to determine the 

association between the mode of delivery and selected neonatal and maternal morbidities and 

outcomes. The sample consisted of 981,178 deliveries during 1998–2008 in New South Wales, 

Australia. Maternal conditions included in the study were age, primipara, maternal diabetes 

mellitus, maternal hypertension, pre-eclampsia, smoking, induction, episiotomy, 3rd/4th degree 

tear, postpartum hemorrhage requiring blood transfusion, and maternal death. Neonatal outcomes

that were studied included birth weight, Apgar 1 minute, Apgar 5 minute, admission to the 

neonatal intensive care unit, perinatal death, stillbirth, and neonatal death. The authors obtained 

the data for the study from the New South Wales Midwives’ Data Collection and analyzed the 

data using Statistical Package for Social Science. The findings included association between 

older maternal age and interventions in labour, including caesarean delivery, and an association 
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between older maternal age and higher rate of maternal medical complications, such as 

hypertension and diabetes mellitus. During the study period, the rate of vacuum-assisted 

deliveries increased, forceps-assisted deliveries decreased, overall instrument-assisted deliveries 

stayed constant, and caesarean sections increased. Caesarean delivery was highly associated with

maternal death and increased admission to the neonatal intensive care unit. After adjusting the 

odds ratio, caesarean section, instrument-assisted vaginal delivery, and breech vaginal delivery 

were highly associated with neonatal mortality. Mothers and babies of normal vaginal deliveries 

had better outcomes.

A cohort study by Essex et al. (2013) explored maternal demographic factors associated 

with operative birth (instrument vaginal birth or caesarean section) after adjustment for health, 

interpersonal, pregnancy, labour, and infant covariates. The data from this study came from the 

Millennium Cohort Study, a large-scale study of babies born between September 2000 and 

January 2002 in the four countries of the United Kingdom. The sample included 18,239 mother–

infant pairs. Variables were chosen if they were clinically or intuitively relevant based on a 

review of the current literature of predictors of mode of birth. Maternal factors were divided into 

categories. Demographic factors included age at birth, parity, ethnicity, language, migration 

status, and socioeconomic status. Interpersonal factors included the time the mother left home 

(before or after age 17) and her parent’s marital status. Pregnancy factors included fertility 

treatment, extent of antenatal care or classes, self-reported height and weight (to calculate Body 

Mass Index and classified as underweight, ideal, overweight, obese, or severely obese), smoking 

in pregnancy, and pregnancy complications. Labour factors included induction or attempted 

induction (versus none), companionship in labour, and self-reported complications during labour.

The authors also included infant factors such as birth weight and gestational age. Data was 

analyzed using complete-case analysis, descriptive statistics, adjusted multinomial logistic 
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regression analysis, and a chi-square test. The study found that socio-demographic characteristics

of women significantly and independently predicted the type of birth they experienced, after 

adjusting for a variety of health, interpersonal, pregnancy, labour, and infant factors. The authors

found that the operative birth rate increased with increasing maternal age, and first-time mothers 

from households of lower occupational status were more likely to have a planned caesarean 

section. Additionally, Pakistani or Bangladeshi women were less likely to have a planned or 

emergency caesarean section compared to Caucasian women, and first-time mothers who were 

of black descent were less likely to have an instrumental vaginal birth. To the authors’ 

knowledge, this study was the first to examine migration status as a predictor of mode of birth. 

The authors found that migration status significantly predicted mode of birth for multiparous 

women, with non-United Kingdom or Irish-born women who had resided in the United Kingdom

for more than five years being at almost twice the risk of emergency caesarean section compared 

with United Kingdom or Irish-born mothers.

Herstad et al. (2014) sought to study the association between maternal age and 

emergency operative delivery. The population-based study sample consisted of 169,583 low-risk 

primiparous mothers with singleton, cephalic labours, at 37 weeks or greater of gestation during 

1999–2009 in Norway. The main outcome variables were emergency caesarean section and 

OVB. Other factors considered in the study were maternal age, spontaneous vaginal deliveries, 

education, country of origin, year of birth, marital status, smoking, labour start, epidural, birth 

weight, and gestational age. The data from the study were derived from the Medical Birth 

Registry of Norway and Statistics Norway (a national health registry containing information 

about all births in Norway). The authors used descriptive statistics, contingency tables, chi-

square tests, student’s t-tests, and one-way between-groups analysis of variance for data analysis.
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The findings showed increased maternal age puts mothers at risk of emergency operative 

deliveries for dystocia and fetal distress. Contributing factors included 42 weeks’ gestation or 

more, birth weight greater than 4,000 grams, induction of labour, and use of epidural analgesia. 

The same increased risk was found for an OVB, especially with epidural analgesia.

Synthesis of the Literature

Four of the five studies found that increased maternal age consistently correlated to an 

operative birth (Read et al., 1994; Roberts et al., 2002; Essex et al., 2013; Herstad et al., 2014). 

Other factors found to be related to an operative birth included short maternal height, large infant

birth weight, epidural (Read et al., 1994; Herstad et al., 2014), labour and delivery 

complications, male infant, married (Read et al., 1994), private coverage (Read et al., 1994; 

Roberts et al., 2002), 42 weeks’ gestation or more, and induction of labour (Herstad et al., 2014).

One study found an association between older maternal age and interventions in labour, 

including caesarean delivery, and an association between older maternal age and higher rate of 

maternal medical complications (Shamsa et al., 2013).

Limitations

A limitation noted in collecting the articles was that data was from outside of North 

America, including Australia, the United Kingdom, and Norway (Read et al., 1994; Roberts 

et al., 2002; Shamsa et al., 2013; Essex et al., 2013; Herstad et al., 2014). Differences in 

population health, access to health care, and resources, among others, severely limit 

generalizability of this data to mothers in Canada. Furthermore, it was noted that the term 

“operative birth” as used by the authors included all types of operative intervention, including 

caesarean birth. The authors did not differentiate between OVB and emergency and/or planned 

caesarean section. This is important to differentiate as the two birth outcomes are different; OVB
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is an instrument-assisted vaginal birth, with unique potential complications previously 

mentioned. An emergency and/or planned caesarean section is major abdominal surgery that has 

its own associated risks, including infection, anaesthetic complications, cardiac arrest, venous 

thromboembolism, hysterectomy, longer hospital stay, difficulty breastfeeding, death, future 

placenta previa and accrete, stillbirth in future pregnancy, and surgical complications (Reilly, 

2009).

Variables studied were limited and some data were missing (Read et al., 1994; Roberts 

et al., 2002; Shamsa et al., 2013; Essex et al., 2013; Herstad et al., 2014). For example, in one 

study it was noted that data were missing related to time of initiating epidural analgesia in the 

course of labour and the authors did not include mothers whose labour was induced and/or 

augmented (Read et al., 1994). In another study, the authors mentioned that their study was 

limited regarding knowledge of past obstetrical history and events during labour, which 

restricted the interpretation of the findings (Essex et al., 2013). Similarly, in another study, some 

variables were missing values, especially smoking habits, maternal body mass index and 

maternal education (Herstad et al., 2014). None of the studies mentioned maternal mental health 

conditions, previous traumatic birth, or history of sexual abuse. This limitation is important to 

acknowledge because Zimmerman (2013) identified that pre-existing mental health conditions 

and history of sexual abuse can predispose a woman to a traumatic birthing experience. Finally, 

other factors that can contribute to mode of birth, such as patterns of practice, practitioner 

training, and use of technology, are not always available (Roberts et al., 2002).

Summary

These studies confirm that birth is a dynamic, multifaceted, and complicated process that 

is influenced by many factors (Wu et al., 2012). The review of the literature exposes an obvious 
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need for research to address the gap regarding OVB and its associated risk factors in other 

jurisdictions, including Ontario obstetric settings. The available research is limited because it is 

not generalizable to a Canadian setting. There is also no differentiation between multiple modes 

of delivery, such as “operative birth”, OVB, and caesarean section because the studies use these 

terms interchangeably. Lastly, certain variables are missing that may or may not influence the 

mode of delivery.

This literature review was conducted to determine, if any, pre-existing risk factors have 

ever been identified for OVB. It was discovered that there is limited literature regarding OVB 

and its pre-disposing risk factors.

Conceptual Framework

The conceptual framework “mode of delivery” developed by Wu et al. (2012) guided the 

retrospective study. This framework illustrates the pathway for mode of delivery and the 

complex relationships among the patient, infant, family, healthcare provider, and cultural and 

societal factors, which act as facilitators of change from the intended to the actual mode of 

delivery (Wu et al., 2012) (Appendix B).

The conceptual framework was developed using the Delphi technique with a 

multidisciplinary approach. Sixteen expert members with research expertise and interest in mode

of delivery were included in this process. There was representation from obstetrics and 

gynecology, neonatology, midwifery, epidemiology, psychometrics, decision sciences, bioethics,

healthcare engineering, health economics, health disparities, and women’s studies (Wu et al., 

2012).

The framework shows that the mode of delivery is a process that begins with intention 

and ends actuality. The intended mode of delivery (either planned vaginal delivery or planned 
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caesarean section) can be influenced by a change in any of the maternal and fetal circumstances 

during pregnancy and labour, resulting in the actual mode of delivery (Wu et al., 2012). Among 

the experts, the most important goal for any delivery was a healthy mother and a healthy baby 

(Wu et al., 2012). This validates that healthcare practitioners, such as physicians, nurses, and 

midwives, value the health and well-being of mother and baby. Although a healthy mother and a 

healthy baby is the ultimate positive outcome, this is a mindset among healthcare providers that 

caused some women to feel disregarded during their childbirth experience and to view their 

experience as traumatic (Beck, 2004).

This framework is essential to the retrospective study because it acknowledges that the 

intended mode of delivery is the projected outcome and the actual mode of delivery is what truly 

occurs. The intended mode is the beginning. Multiple characteristics and/or events during labour 

can influence how a woman comes to her actual mode of delivery. The authors acknowledge that

it is possible for women to bring pre-existing characteristics to pregnancy and labour that can 

influence the actual mode of delivery, or the “end” (Wu et al., 2012). Therefore, the inclusion of 

all and any variables was very important to the retrospective study.

Study Variables

Four categories of variables were included in the retrospective study: maternal, infant, 

healthcare provider and regional. The conceptual framework provided examples of variables 

determined to have an impact on mode of delivery (Appendix C). The variables listed in the 

conceptual framework are similar to the variables chosen for the study through the BORN 

database. All variables that were listed in the conceptual framework that were available through 

the BORN database were included in this study (Appendix D).
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Maternal

Antenatal. Data regarding maternal mental health status were collected. Research shows 

that a history of previous trauma, existing depression, previous postpartum depression, and 

sexual abuse may be linked with a traumatic birth experience (Gamble & Creedy, 2005; 

Zimmerman, 2013). Factors in an obstetrical history, such as gravida and parity, were important 

variables to collect since first-time mothers have been found to be four times more likely to have 

an operative birth than second-time mothers (Roberts et al., 2002). Previous stillbirths and 

previous abortions may be considered traumatic, which could be associated with traumatic 

birthing experiences and therefore affect mode of birth (Gamble & Creedy, 2005; Zimmerman, 

2013). Maternal age, height, weight, and BMI are also potential contributors to OVB (Read 

et al., 1994; Roberts et al., 2002; Essex et al., 2013; Herstad et al., 2014), and short maternal 

height was found to be significantly correlated with birth outcomes (Read et al., 1994). Other 

information, such as drug and substance exposure, alcohol use, smoking, and medication 

exposure, was collected because these factors are known to affect the health status and size of the

fetus (Behnke & Smith, 2013) and therefore may affect mode of birth.

Labour. It was important to capture maternal and fetal labour characteristics due to the 

constant changes that occur during this time (Read et al., 1994; Roberts et al., 2002; Herstad 

et al., 2014). It was also important to collect data regarding medical interventions and techniques 

in labour that can cause a change in maternal and fetal status, such as type of labour, 

augmentation, cervical ripening agent, methods of induction, pain management, time between 

fully dilated (10 centimetres) and pushing, and labour and birth complications specific to the 

mother (Read et al., 1994; Roberts et al., 2002; Herstad et al., 2014). Fetal data, such as fetal 
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surveillance type and labour and birth complications specific to the fetus, were also collected as 

these impact the decision-making of the healthcare provider (Roberts et al., 2002).

Infant, Healthcare Provider, and Regional

Infant characteristics were collected as many previous studies mention a potential 

correlation between birth weight, gender, and gestational age and mode of birth (Read et al., 

1994; Roberts et al., 2002; Herstad et al., 2014). Healthcare provider characteristics such as 

antenatal care provider and healthcare provider who caught the baby was collected for this study.

Roberts et al. (2002) mentioned that healthcare provider factors may be associated with mode of 

birth. Regional data were collected as there are many obstetrical practices across Ontario with 

different healthcare providers, pain management options, healthcare resources, and delivery 

options that may influence the mode of delivery.

Potential Contribution of Nursing

Pre-existing conditions or characteristics, both mental and physical, can predispose a 

mother to experiencing a traumatic birth. It is known that operative interventions used during 

childbirth, such as a vacuum or forceps, can cause a woman to view her birthing experience as 

traumatic. Understanding what predisposes women to needing emergency intervention in labour 

and childbirth has the potential to improve patient outcomes and can assist healthcare providers, 

such as nurses, who care for women during labour and childbirth to identify the possibility for 

complications early and provide education and support.

Nurses play an important role in supporting women through their birthing journey. Non-

operative techniques employed by nurses, such as one-to-one nursing support, oxytocin and 

partogram, and delayed pushing for women with epidurals, can decrease the incidence of OVB 

(Society of Obstetricians and Gynaecologists of Canada, 2019). A Cochrane review identified 
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that women who had continuous support throughout their labour were more likely to have a 

spontaneous vaginal birth, were less likely to report negative feelings about their birthing 

experience, and required less intrapartum analgesia (Hodnett et al., 2013). It is important to know

if any characteristics put women at risk for OVB so that nurses and other healthcare providers 

can be prepared to offer the education and support necessary for women during labour and 

childbirth.

Organization of the Thesis

This initial section has highlighted the need for exploration of the birth outcome from 

OVB. The next section dives deeper into the root concept of birth trauma through an integrative 

review and addresses the following research question: What is known about the relationship 

between healthcare provider actions and women’s perceived birth trauma? This review was 

included in the thesis because it is important to recognize that healthcare providers play a role in 

mode of delivery and the experiences of women during childbirth. During my career as a labour 

and delivery nurse, I have noticed that women rely on their healthcare providers to support them 

and provide information regarding the birthing process. It was this observation that led me to 

explore the impact of healthcare provider actions and behaviours on childbirth and women’s 

experiences. The third section is a retrospective study that addresses the following research 

question: What infant, maternal, healthcare provider, and regional characteristics put a woman at 

risk for experiencing an OVB? The methodology, results, and findings are discussed. The final 

section sums up the project by reflecting on the work completed, interpreting the results for 

nursing and other healthcare providers, and providing recommendations for future research.
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Integrative Review

The following integrative review focuses on the relationship between healthcare provider 

actions and women’s perception of their birthing experiences. Healthcare providers agree that a 

healthy mother and baby is the optimal outcome of childbirth (Wu et al., 2012). However, the 

mental well-being of a new mother can be overlooked despite the importance of good mental 

health and well-being of women during this momentous time. This review contributes to the 

overall purpose for this research, which is to identify ways to provide the best possible care to 

women and families during the most special time of their lives. The review identifies that 

healthcare providers play a vital role in women’s birthing experiences. The findings help to 

identify specific actions of healthcare providers that can influence a woman to view her 

childbirth experience as traumatic. In addition, the review shows that healthcare providers who 

support women during childbirth can protect women from birth trauma, or exacerbate it, through 

their actions and behaviours. This article was submitted for publication to the Journal of 

Multidisciplinary Research at Trent and is currently under review.

Abstract

Despite the best of intentions of healthcare providers, childbirth may not occur the way that a 

mother wishes, resulting in psychological birth trauma. Although risks for birth trauma related to

characteristics of the mother and type of delivery are acknowledged, the culture surrounding 

labour and delivery is an important consideration. It is imperative that labour and delivery 

healthcare providers reflect on their own practices and how they contribute, positively or 

negatively, to women’s birth experiences. The purpose of this research was to explore the 

relationship between healthcare provider behaviours and women’s perceived birthing 

experiences. An integrative review methodology was used. A cornerstone article was identified 
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and, using the search engine features “cited by” and “similar/related,” two authors independently

conducted identical search strategies resulting in 17 relevant titles. The titles were discussed to 

determine relevance to the review. The authors then independently critically appraised each 

article to establish a final nine articles. The findings suggest that women’s perceived birth trauma

resides on a spectrum and that healthcare providers are the guardians of women’s perceived birth

experiences. It remains unknown if healthcare provider actions are the single contributor to 

women’s perceived birth trauma. Future research is warranted to explore birth trauma as it 

continues to negatively impact the lives of women and their families worldwide.

Introduction

Birth trauma is described as an event in labour and delivery that results in actual or 

threatened injury or death to the mother or her infant (Beck, 2004). Emergency events in labour 

and delivery associated with birth trauma (use of vacuum or forceps and emergency caesarean 

section) have been found to be associated not only with physical injury, but also psychological 

issues, including post-traumatic stress disorder, symptoms of psychological trauma, and 

postpartum depression (Ayers, 2007; Beck, 2004; Elmir et al., 2010; Gamble & Creedy, 2005; 

Zimmerman, 2013). For the purpose of this paper, psychological birth trauma is recognized as an

event or occurrence during labour and childbirth that causes the mother to experience 

psychological injury and this event may or may not be associated with a single or multiple events

and/or result in physical injury.

There is a discrepancy between the woman’s perspective of giving birth and that of 

healthcare providers. Women may perceive birth as traumatic while it was considered routine by 

the healthcare practitioners present (Beck, 2004). Healthcare providers involved in labour and 
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delivery include registered nurses, midwives, and obstetricians. There is a gap in the literature 

related to healthcare providers’ actions related to women’s perceptions of birth trauma.

The purpose of this study was to conduct an integrative review to answer the following 

question: What is known about the relationship between healthcare provider actions and 

women’s perceived birth trauma?

Background

According to Wu et al. (2012), childbirth is a complex and dynamic process where the 

potential for new factors to manifest are possible at each phase in its development. It is important

for healthcare providers involved in labour and delivery to account for mother, fetal, family, and 

system characteristics during childbirth and to understand that many different events can change 

the progression and/or mode of delivery to facilitate the best outcomes for mother and baby (Wu 

et al., 2012). Despite the best of intentions of healthcare providers, childbirth may not occur the 

way a mother wishes and may result in psychological birth trauma. Beck (2004) states that birth 

trauma is in the eye of the beholder and that the deliveries of many women who perceived their 

birthing experience as traumatic were labeled as routine by the practitioners present.

Risk factors for psychological birth trauma are known. For example, emergency events in

labour and delivery, such as vacuum or forceps delivery and emergency caesarean section, have 

been found to be associated with post-traumatic stress disorder (Beck, 2004; Zimmerman, 2013),

symptoms of psychological trauma, and postpartum depression (Zimmerman, 2013). Pre-existing

conditions or characteristics, both mental and physical, can predispose a mother to experience a 

traumatic birth. For example, a history of sexual abuse, a previous traumatic birth, and existing 

depression are risk factors connected to a traumatic birth (Zimmerman, 2013). Additionally, 

older maternal age has been identified as a risk factor for women who are more likely to 
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experience operative delivery (caesarean section and/or OVB)  (Read et al., 1994; Roberts et al., 

2002; Shamsa et al., 2013; Essex et al., 2013; Herstad et al., 2014).

Although risks for birth trauma related to characteristics of the mother and type of 

delivery are acknowledged, the culture surrounding labour and delivery is an important 

consideration. In the past century, there has been an evolution of the birthing experience from a 

significant life event that occurred at home attended by midwives, family, and/or friends to a 

medically managed inpatient stay at a hospital that has become a highly technological 

environment (Sherrod, 2017). This shift, particularly in North America, has resulted in a system 

that does not support mothering, education, or empowering women’s strengths (Rothman, 1986).

The result is that the labouring woman’s “…expectations and emotional needs are secondary, 

and the birth experience is overly standardized, task oriented, needlessly aggressive, and 

physician and hospital controlled” (Sherrod, 2017, p. 628). Healthcare providers who were 

educated and practice in this culture may not have insight into its potential negative impact on 

women’s birthing experiences.

Healthcare providers may not realize the long-term impact of their practices, but women 

are starting to raise their voices to highlight concerns about their childbirth experiences. The 

Reproductive Justice Story, now known as the Obstetric Justice Project (2019) is an example of 

an organized, women-centered approach to address “mistreatment and abuse” (para 1) in the 

Province of Ontario, Canada. Women are encouraged to blog their stories on the website and the 

organization is planning for a province-wide survey about birth trauma. As women work to 

highlight the issues of the psychological impact of their birthing experiences and to demand 

changes to the healthcare system, it is imperative that labour and delivery healthcare providers 
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reflect on their own practices and how they contribute, positively or negatively, to women’s birth

experiences.

Review

Aim

The purpose of the integrative review was to explore the impact of healthcare provider 

behaviours on women’s birthing experiences.

Design

An integrative review allowed for articles with differing research methods to be 

considered, reviewed, and analyzed together to come to a comprehensive understanding about 

the chosen concept (Whittemore & Knafl, 2005). The five stage process—problem identification,

literature search, data evaluation, data analysis, and presentation—offered by Whittemore and 

Knafl (2005) provided a framework for this review.

Search Methods

Initial searches of CINAHL, PubMed, and ProQuest Nursing & Allied Health databases 

included the following key terms: birth trauma, woman/female, experience/perception, and 

healthcare provider influence/effect. The first result among more than a million articles was Beck

(2004), “Birth Trauma: In the Eye of the Beholder.” This seminal article was used to anchor and 

refine the search strategy because it is a widely referenced work that uses qualitative research to 

explore the experience of birth trauma from the perspective of the women who lived it. PubMed 

and Google Scholar databases have a feature that identifies similar/related articles. This, along 

with “cited by” searches in these databases, established a reservoir of research relevant to the 

question at hand. Limits to search results included publication from 2004 to present, published in

English, and North American representation in the population studied (Appendix E).
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Search Outcome

Using Beck (2004) as the cornerstone of the literature search, the PubMed and Google 

Scholar’s “cited by” and “similar/related” article searches led to a total of 560 results. Two of the

authors of this article reviewed all titles and abstracts of the results to determine applicability to 

the research question and applied limits. Seventeen articles remained for detailed reading. 

Detailed reading and discussion excluded eight more articles for a final count of nine.

Quality Appraisal

The seventeen articles that met the inclusion criteria were critically appraised using the 

internationally recognized Critical Appraisal Skills Programme checklist for qualitative research 

(2012). Four articles were qualitative and other methodologies included mixed methods (two), 

meta-synthesis (one), secondary analysis (one), and meta-ethnography (one).

Data Abstraction and Synthesis

According to Whittemore and Knafl (2005), the data analysis portion of the integrative 

review process is the least developed step and therefore it is vital that a systematic method is 

clearly identified prior to conducting data analysis. For this paper, Colaizzi (1978) descriptive 

phenomenological method, as seen in Morrow, Rodriguez and King (2015) was chosen to 

conduct the data abstraction portion of this review. Colaizzi’s method identifies seven steps. The 

researchers became familiar with the articles by organizing them by authors, year, location, 

purpose, method (design, sample, data collection tools, and approach), and findings (themes, 

concepts, and/or conclusions) (Colaizzi, 1978; as seen in Morrow et al., 2015). The authors used 

the organized chart as a starting point for meticulous review of the material, highlighting phrases 

directly in the articles pertaining to the research question. This led to the extensive review of 

each highlighted phrase, formulating notes and bracketing personal bias. Next was the process of
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formulating meanings. The researchers created a new table, organizing the articles in 

alphabetical order. Beside each article title, the highlighted phrases and notes were transcribed to

a column titled “Trauma” and a second column titled “Positive experience.” In the Trauma 

column, the researchers documented significant moments/phrases in each article that highlighted 

healthcare provider actions related to women’s perceived trauma. And in the Positive experience 

column, the researchers identified moments when healthcare provider actions led to a positive 

experience. These columns were further analyzed and coded based on their description. 

Throughout this step, the researchers ensured that bracketing occurred through mindful 

reflection, discussion, and continuously circling back to the research question. Exhaustive 

description was accomplished when the researchers reviewed the overarching themes, referred 

back to the highlighted statements (Colaizzi, 1987; as seen in Morrow et al., 2015). Then, from 

this step, the researchers condensed the findings into a dense statement to capture just those 

aspects deemed to be essential to the structure of the phenomenon (Colaizzi, 1978; as seen in 

Morrow et al., 2015). The final step included the researchers circling back to the original 

research question to reflect about the conclusions made from the analysis and if those 

conclusions answered the research question (Appendix F).

Results

The findings of the integrative review revealed that the relationship between healthcare 

provider actions and women’s perceived birth trauma is substantial. The overarching theme 

identified by the review was that healthcare providers are the guardians of women’s perceived 

birth experiences. This finding supports Beck’s (2004) original statement that suggests that the 

perception of birth trauma is individualistic. This review proposes an addition to Beck’s original 

theory that birth trauma lives not only ‘in the eye of the beholder’ but that it also resides on a 
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spectrum. On one end of the spectrum resides a woman’s perceived birthing experience as 

positive without trauma and long term negative effects. The opposing side of the spectrum 

resides a woman’s perceived birthing experience as negative and the presence of long term 

negative effects (Appendix G). The review revealed that healthcare provider actions were one of 

the main catalysts that influenced women’s perceptions of their birth. Power and 

acknowledgement were found the be the two prominent healthcare provider actions that drove 

women’s perception of birth trauma. Additionally, women’s expectations were also found to 

have a significant influence on the perception of birth trauma. This triad supports the conclusion 

that the perception of birth trauma lives on a spectrum and ultimately, healthcare providers serve 

as the guardians of birth experiences. 

Power

In each article, women described a significant power imbalance during their labour and 

childbirth between themselves and their healthcare providers. The review suggested that women 

felt inferior during their birthing experience, leading them to feel disrespected, irrelevant to the 

birthing process, bullied, betrayed, and powerless (Beck, 2004; Beck, 2006; Grestner Goldbort, 

2009; Elmir et al., 2010; Puia, 2013; Attanasio et al., 2015; Ledford et al., 2016; Reed et al., 

2017; Beck, 2018). Childbirth was described by women as “something that was done to me” 

rather than something they had accomplished (Beck, 2004; Beck, 2006; Grestner Goldbort, 2009;

Puia, 2013; Beck, 2018).

Women said that healthcare providers failed to include them in decision-making, would 

not explain reasons for procedures/interventions, and would proceed with an intervention or 

procedure without consent (Beck, 2004; Beck, 2006; Grestner Goldbort, 2009; Elmir et al., 2010;
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Puia, 2013; Attanasio et al., 2015; Ledford et al., 2016; Reed et al., 2017; Beck, 2018). The 

following quotes from the research findings illustrate the women’s experiences:

“I was steamrolled with unnecessary intervention and didn’t get to speak 

with a doctor about my options, risks vs benefits… I feel like the nurses, doctors, 

and hospital only did what was in their best interest, not mine… it was a 

nightmare” (Reed et al., 2017, p. 4).

“Maybe kind of going over induction with me more. That would have 

been helpful. I didn’t know I had to be induced and there was no telling but you 

know after my forty week visit… it would have been nice if they had gone over 

exactly what their methods are then I could have discussed maybe a more natural 

route” (Ledford et al., 2016, p. 526).

“I felt like I didn’t even have the power to say ‘I don’t want a resident.’ I 

just felt like every ounce of power or saying that I had over what was happening 

to me was totally gone. And it, I think [crying] that was the, was one of the 

biggest things that affected me, that I’ve have to heal from” (Grestner Goldbort, 

2009, p. 60).

Additionally, women felt like a teaching tool for students as a result of healthcare 

providers not asking for consent before allowing students to observe, leaving women feeling as 

though they had no control and no choice (Beck, 2004; Beck, 2006; Grestner Goldbort, 2009; 

Beck, 2018). The women who participated in these studies said things like: “Was only a meat on 

a slab for inspection” (Porter et al., 2007, p. 151, as cited in Puia, 2013, p. 45). “I was a looking 
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point for students and anyone who hoped to witness a twin vaginal birth and a breech birth” 

(Reed et al., 2017, p. 4).

Some women described their interactions with healthcare providers as verbally abusive 

and some as physically abusive, comparing their birth experience to being raped (Beck, 2004; 

Beck, 2006; Puia, 2013; Reed et al., 2017; Beck, 2018). “I was crying and screaming in pain 

telling her no and to stop and she carried on” (Reed, et al., 2017, p. 6). “I still have nightmares 

about the delivery doctor as a barbaric rapist and I wake up crying. To me, he played a major 

part in violating my body” (Beck, 2018, p. 101). “I had more midwives than I can count attempt 

an internal examination and one yelled at me to ‘relax!’ because she couldn’t force her fingers 

in” (Reed et al., 2017, p. 6). “To be shoved like that just because you are panicking… don’t take 

it out on me. I am the patient” (Fries, 2007, p. 63, as cited in Puia, 2013, p. 45). “While I was 

trying to cover my bottom by holding the gown, the nurse took my hands from the gown. I felt 

raped and my dignity was taken from me” (Beck, 2004, p. 32).

Other women said that healthcare providers used threats to force them to proceed with an 

intervention, leaving women feeling forced and bullied into a choice regarding birth outcomes 

(Beck, 2004; Beck, 2006; Reed et al., 2017; Beck, 2018). For example, the “dead baby threat” 

was brought up by some women as an example. “Forced into a C-section with dead baby threat” 

(Reed et al., 2017, p. 5). “Do you want a dead baby?” (Reed et al., 2017, p. 5).

“All in all, I felt very bullied and even violated. It was the feeling of 

disempowerment and not having the right to do with my body what I wished—

and that someone else could force me to do something against my will” (Reed 

et al., 2017, p. 5).
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Acknowledgment

Acknowledgement from healthcare providers was found to have a significant impact on 

women’s birthing experiences. Women were more likely to report a negative birthing experience 

when they were not acknowledged by their healthcare providers (Beck, 2004; Beck, 2006; 

Grestner Goldbort, 2009; Elmir et al., 2010; Puia, 2013; Attanasio et al., 2015; Ledford et al., 

2016; Reed et al., 2017; Beck, 2018).

Women described feelings of irrelevance and abandonment when their healthcare 

providers only focused on the clinical outcome, describing that the safe arrival of a healthy baby 

took centre stage while their traumatic delivery was overlooked (Beck, 2004; Beck, 2006; 

Grestner Goldbort, 2009; Puia, 2013; Beck, 2018). The following quotes support this lack of 

acknowledgement. 

“Why put a damper on this celebration by focusing on the mother’s traumatic experience 

giving birth” (Beck, 2004, p. 34). “I would have done anything to have this baby and did 

everything, even stuff I didn’t want to. All I get told when dealing with the residual emotional 

effects is, ‘You should be happy with the outcome’” (Beck, 2004, p.34). “They were there to 

take care of the baby and not you and that’s the end of it” (Grestner Goldbort, 2009, p. 59). “It’s 

like, I was a body, I was a piece of meat that needed to have a procedure done to get this child 

out and when that was over then it’s fine, and it’s done” (Grestner Goldbort, 2009, p. 59).

Other women felt that healthcare providers would disregard that a traumatic event had 

occurred and felt traumatized by the lack of acknowledgment (Beck, 2004; Grestner Goldbort, 

2009; Elmir et al., 2010). “And I think that’s what made me angry is that I felt like, you really 

trust someone to take care of you and then you don’t get good care and you get bad care. And 

then nobody will acknowledge it” (Grestner Goldbort, 2009, p. 59). “What a mother perceives as
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birth trauma may be seen quite differently through the eyes of obstetric care providers, who may 

view it as a routine delivery and just another day at the hospital” (Beck, 2004, p. 28). They 

needed their birth trauma to be acknowledged and some felt quite angry if this need was not met”

(Elmir et al., 2010, p. 2149).

When healthcare providers neglected women’s embodied knowledge, women felt 

disregarded as important and irrelevant to the birthing process (Puia, 2013; Ledford et al., 2016; 

Reed et al., 2017).

Women’s Expectations

Women’s expectations were noted to be a major contributing factor to negative feelings 

about their childbirth experience. When the quality of care received, continuity of care between 

healthcare providers, and healthcare provider attitudes did not meet women’s expectations, there 

was an obvious negative impact on their childbirth experiences (Beck, 2004; Beck, 2006; 

Grestner Goldbort, 2009; Elmir et al., 2010; Puia, 2013; Attanasio et al., 2015; Ledford et al., 

2016; Reed et al., 2017; Beck, 2018).

Women who participated in the studies expected a certain level of care and, when that 

was not fulfilled, felt there was a lack of caring from their healthcare providers. Additionally, 

women expected healthcare providers to explain procedures and information regarding their care 

and pregnancy. When that was not done, women felt a void in the care they received, which 

ultimately resulted in a lack of trust (Beck, 2004; Beck, 2006; Beck, 2018; Grestner Goldbort, 

2009; Puia, 2013; Ledford et al., 2016).

“During labour, I had expected pain, and I had expected a powerful 

experience, I expected that, if necessary, medical staff would intervene to keep us 
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safe. Why didn’t anyone use their professional judgment? That was what I 

expected from them. I have post-traumatic stress disorder” (Beck, 2004, p.33). 

Another participant in Beck’s study explains, “I remember believing that the labor and 

delivery team would know what was right and would be there should things go wrong. That was 

my first mistake. They didn’t and they weren’t!” (Beck, 2004, p. 33).

Women mentioned that continuity of care among healthcare providers was an important 

component to them that they had expected and was most often disregarded during their childbirth

experience (Beck, 2004; Elmir et al., 2010; Ledford et al., 2016).

Clinicians at times failed to communicate among themselves, which influenced the 

women’s perceptions of their deliveries as traumatic. For example, one woman who had 

experienced a previous serious vasovagal reaction before pregnancy was terrified because the 

midwife did not tell the anesthetist about her history when it came time for her to receive an 

epidural (Beck, 2004, p.33).

“It’s really personal when you’re seeing one doctor and, you know, you don’t have to 

keep telling your life story over and over again to every single doctor” (Ledford et al., 2016, 

p. 526).

Discussion

This review suggests that birth trauma resides on a spectrum and healthcare providers 

have the ability to influence women’s perception as they are the guardians of women’s perceived

birthing experiences. Healthcare providers have the ability to strip away women’s protective 

layers via their actions and behaviours, exposing them to birth trauma or to engage the women in

ways that empower, dignify and protect them during the birth process. Clearly it is essential for 

healthcare providers to consider their behaviours when caring for women during labour and 
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delivery. Addressing the issues of power, acknowledgement, and women’s expectations is 

dynamic and complex, requiring a multi-pronged approach addressing individual as well as 

organizational and systemic issues.

Mitigating birth trauma starts well before labour and delivery. Women’s knowledge 

levels about issues that may arise, as well as their expectations for labour and delivery should be 

assessed and addressed throughout their pregnancies (Ledford et al., 2016; Puia, 2013). Lack of 

knowledge and preparation can exacerbate women’s fears. Alleviating these fears could include 

detailed knowledge about the birthing methods of individual healthcare providers and 

organizations and the opportunity to see instruments and written policies and procedures ahead 

of time (Ledford et al., 2016). 

Organizational policies dedicated to the rights of the labouring woman and their 

significant others may help to ensure that there is informed consent during each stage of the 

birthing process. In order to maintain their power, women need to be fully informed and to 

consent to each aspect of labour and delivery (Elmir et al., 2010). “For consent to be valid it 

must be voluntarily and freely given; the person consenting must not be under any undue 

influence or coercion; and there must be no misrepresentation as to the nature or necessity of the 

procedure” (Reed et al., 2017, p. 7).

Healthcare providers should reflect on their practice and alter their approaches to ensure 

that women are fully informed about and included in each decision about their birthing process. 

This practice starts from the outset and should be formalized in healthcare provider education 

programs and modelled by preceptors and instructors.
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Role of Nurses

The integrative review included nurses as one of several healthcare providers involved 

with women during labour and delivery. The focus of this review was with literature from North 

America, where the majority of births continue to happen in hospital settings and, regardless of 

who “catches” the baby, nurses are almost always involved in labour support and present at the 

deliveries. Given this, nurses have enormous potential to influence women’s birth experiences. 

Nurses are in an ideal position to educate, advocate, and empower women. Non-operative 

techniques employed by nursing such as one to one nursing support, oxytocin and partogram use 

and delayed pushing for women with epidurals, has the ability to decrease the incidence of OVB 

(Society of Obstetricians and Gynaecologists of Canada, 2019). In a Cochrane review, it was 

identified that women who had continuous support throughout their labour were more likely to 

have a spontaneous vaginal birth and less likely to report negative feelings about their birthing 

experience and required less intrapartum analgesia (Hodnett, Gates, Hofmeyr, & Sakala, 2013).

Although nursing arises from a holistic model that promotes individualized care and 

comfort and addresses emotional needs (Payant et al., 2008), the focus on technology and the 

medical model has resulted in significant changes in nursing care of women in labour and 

delivery (Barrett & Stark, 2010; Fleming et al., 2011). Providing nursing care that not only 

allows for a safe birth but also a normal birth has become a challenge (Zwelling, 2008). Nurses 

require insight about the potential negative impact of their practices on women’s psychological 

well-being. Ongoing education and review is necessary. They need to have the resources to be 

able to advocate for women during labour and delivery for the best possible outcomes. The 

conclusion that healthcare providers are the gatekeepers to women’s birthing experiences 
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directly aligns with the literature that highlights the benefits of one-to-one nursing care and how 

it positively impacts overall birth outcomes (Hodnett et al., 2013).

Future Research

Although this review has revealed insight into the relationship between healthcare 

provider actions and women’s perceived birth trauma, a gap remains as it is unknown if 

healthcare provider actions and behaviours is the sole contributor to birth trauma. However, a 

gap remains, surrounding predisposing risk factors related to the emotional turmoil of birth 

trauma. Currently, there is limited research exploring this in a North American setting. However,

hospitals providing obstetrical care in Ontario, Canada, are mandated to input data about 

pregnancy and birth into the Better Outcomes Registry and Network (BORN) Database. This 

database provides researchers with the unique ability to uncover answers to questions about birth

trauma and its relation to other potential causes and risk factors. Needless to say, research is 

required to better identify additional risk factors for birth trauma so that women who may be at 

risk can be identified and mitigating strategies, such as education and support, can be 

implemented.

Limitations

The article search was limited to only include literature in English by authors from North 

America. This was done in an attempt to better understand the experiences of women’s birthing 

experiences and the relationship to healthcare provider actions in a specific obstetrical setting. 

Although limiting the search geography restricts the review, it is also a strength as it highlights 

the need for research specific to the North American obstetrical setting and patient population.

Potential Bias

There were multiple strategies implemented by the researchers to control for potential 
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bias. Selection bias, was controlled for by clearly identifying the article criteria ahead of time 

(Pannucci & Wilkins, 2010), and when road blocks arose, the researchers collaborated and 

created a new plan for action. Additionally, interviewer bias was controlled for by the use of two 

nurse researcher’s/master’s students. One is a bedside nurse who works with the study 

population and setting and one is a nurse practitioner who works in a completely different 

setting. This was a strategic approach as frequent exposure to the study population can influence 

the way one interprets and understands data (Pannucci & Wilkins, 2010).

Conclusion

This integrative review suggests that birth trauma resides on a spectrum and healthcare 

providers are the guardians to women’s perceived birth experiences. Healthcare providers have 

the ability to protect women from negative emotional experiences related to their birth or the 

ability to expose them to birth trauma via their actions. Three key themes were highlighted in 

this review: power, acknowledgement and women’s expectations. It was identified in this review

that healthcare providers have the ability to protect women from negative emotional experiences 

related to their delivery or the ability to expose them to birth trauma through their actions. This 

review showed that healthcare providers can use their power to negatively or positively influence

women’s birthing experiences. It also highlighted that healthcare providers’ acknowledgement of

the women can influence her experience. Further, women come to the birthing experience with 

certain expectations and when healthcare providers meet or fall short of these expectations, 

women’s perception of their delivery is influenced. However, it is uncertain if all women who 

experience birth trauma are exposed to negative healthcare provider actions. If they are not 

exposed to negative healthcare provider actions, what are the other potential causes and risk 
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factors that cause or influence birth trauma? This gap warrants research to better understand birth

trauma and how it is related to the other unique and dynamic processes of childbirth.
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Retrospective Study

Abstract

Operative vaginal birth (OVB) is defined as the use of a device (vacuum or forceps) to assist the 

baby out of the birth canal. OVB is an emergency intervention in labour and delivery and can 

result in both physical and emotional injury to women and their babies, which has the potential 

for long-term impact resulting in psychological birth trauma. There are knowledge gaps in the 

risk factors that may contribute to OVB. The research presented is a population-based, 

retrospective study addressing the following research question: What maternal, infant, healthcare

provider, and regional characteristics are associated with an OVB for women in Ontario, 

Canada? The study used a dataset of 249,000 individual cases capturing all spontaneous and 

assisted vaginal births in Ontario between April 1, 2012, and March 31, 2015. Maternal variables

included age; gravida and parity; body mass index; geographical location (northern versus 

southern); and exposure to drugs, alcohol and medication during pregnancy. Infant variables 

included sex, birth weight, and gestational age at birth. Descriptive analysis and binomial logistic

regression were used to determine the risk factors for OVB. Male gender, first pregnancy, first 

baby, no pre-existing health conditions, and epidural analgesia were identified as putting a 

woman at higher risk for OVB. Young maternal age was significantly less associated with OVB. 

Findings of this study have the potential to help healthcare practitioners prepare, educate, and 

plan care for women at risk for OVB, which may decrease or prevent psychological trauma that 

could result from a traumatic childbirth experience.
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Risk Factors Associated with Operative Vaginal Birth in Ontario: 

A Population-Based, Retrospective Study

Traumatic birthing experiences are not widely understood; however, it is important to 

acknowledge and uncover the complexities of birth trauma due to the potential for detrimental 

physical and psychological outcomes. Beck (2004) advocated that birth trauma lives “in the eye 

of the beholder” (p. 32), meaning that it comes from the women’s perspective. Healthcare 

providers are in a unique position to protect women during this vulnerable time, through their 

actions and support of women during labour and delivery. Thus, it is imperative that healthcare 

providers have the knowledge they need, such as risk factors associated with emergency 

intervention during childbirth, to better prepare and support women during their labour and 

childbirth experiences.

Any time a woman gives birth, there is the potential requirement of emergency care to 

ensure safe delivery for both mother and baby. While caesarean section is a well-known mode of

delivery, others, referred to as operative vaginal birth (OVB), are used in emergencies. OVB 

involves using an assistive device, either vacuum suction or forceps, to pull the baby from the 

birth canal (Wegner & Bernstein, 2016). Such methods can change what is often seen as a 

natural process into a stressful and confusing environment for women, potentially contributing to

psychological birth trauma. The extent to which women are prepared for the potential of an OVB

during their pregnancy is not known. Regardless, OVB may result in psychological harm to 

mothers and, therefore, warrants further exploration. Emergency events in labour and delivery, 

such as OVB or emergency caesarean section, have been found to be associated with post 

traumatic stress disorder (Ayers, 2007; Beck, 2004; Elmir et al. 2010; Gamble & Creedy, 2005; 

Zimmerman, 2013), symptoms of psychological trauma (Gamble & Creedy, 2005), and 
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postpartum depression (Zimmerman, 2013). Additionally, pre-existing conditions or 

characteristics, both mental and physical, such as a history of sexual abuse, a previous traumatic 

birth, and existing depression, has been identified as a risk factor for traumatic birth 

(Zimmerman, 2013). Traumatic childbirth experiences have also been found to have a potential 

negative impact on breastfeeding outcomes and bonding (Beck & Watson, 2008). Determining 

concrete risk factors for OVB is imperative as it will allow healthcare providers to identify 

mothers at risk and therefore more effectively prepare and educate them of this potential 

outcome. It is hoped that identifying women at risk ahead of time has the potential to reduce the 

possibility of birth trauma.

There have been many studies exploring the risk factors for operative intervention during 

labour. Associated variables include short maternal height, large infant birth weight, epidural 

(Read et al., 1994; Herstad et al., 2014), labour and delivery complications, male infant, married 

(Read et al., 1994), private coverage (Read et al., 1994; Roberts et al., 2002), greater than 42 

weeks’ gestation, and induction of labour (Herstad et al., 2014). One study found an association 

between older maternal age and interventions in labour, including caesarean delivery, and 

associations between older maternal age and higher rate of maternal medical complications 

(Shamsa et al., 2013). Several studies showed that older maternal age is consistently correlated 

with operative delivery (caesarean section and/or OVB) (Read et al., 1994; Roberts et al., 2002; 

Essex et al., 2013; Herstad et al., 2014). One study found an association between older maternal 

age and a higher rate of maternal medical complications (Shamsa et al., 2013).

Birth trauma, in particular psychological trauma, is a concern in Canadian obstetrical 

settings. The Obstetric Justice Project is a grassroots patient advocacy initiative whose aim is to 

expose mistreatment and abuse in reproductive healthcare across Canada. Their website is an 
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outlet for women and families to speak out about their childbirth and recovery experiences. “In 

the context of reproductive healthcare, disrespect and discrimination are forms of violence. 

Whether you’ve witnessed or experienced micro aggressions, off-hand comments, or blatant 

bigotry, your experiences count” (Obstetric Justice Project, 2019, p.1). This movement is first 

hand evidence that trauma can occur during childbirth, validating further exploration.

It is imperative to understand risk factors that contribute to OVB given the potential for 

negative psychological maternal outcomes, in particular as they relate to specific jurisdictions. 

To this end, the purpose of this study was to determine the risk factors for OVB for women in 

Ontario, Canada. There is potential for the results from this study to assist healthcare 

practitioners to prepare, educate, and plan care for women who are deemed at risk of OVB.

In summary, there are many potential short- and long-term psychological effects of OVB 

for the mother, the risks of which were not known for women in Ontario. In response, an 

exploration of risk factors for OVB for women in this province was conducted. This is an 

essential step to identifying those at risk, giving healthcare providers the opportunity to educate 

and prepare women and their families ahead of time, ideally during the antenatal period, to 

mitigate the potential complications of OVB, such as psychological birth trauma.

Conceptual Framework

The conceptual framework by Wu et al. (2012) titled “mode of delivery” describes 

pregnancy and childbirth as a causal pathway, where the relationships between the woman, 

infant, family, healthcare provider, culture, and society play a vital role in the transformation 

from intended mode of delivery to actual mode of delivery. The authors describe that the mode 

of delivery is a process, beginning with the intention and ending with the actuality, 
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acknowledging that many variables (infant, healthcare provider, and maternal) can change the 

intended outcome (2012).

This framework guided the current study, not only because it acknowledges mode of 

delivery as a constantly changing process, but it also helped choose which variables to include in

the study. The authors list the many potential variables that could cause a change from intended 

to actual mode of delivery (2012). This list was used as a guide when requesting variables from 

the database. The variables included in this study are provided in Appendix D.

Ethical Approval

Ethical approval was obtained from the research ethics board at Laurentian University 

(Appendix A).

Methods

The sample included 249,400 individual cases which represented women who delivered 

vaginally, in hospital, to a live singleton full-term infant between April 1, 2012, and March 31, 

2015. Women were not included in the study if they had a vaginal birth after a previous 

caesarean section, a home birth, a planned or emergency caesarean section, multiple gestation, 

stillbirth, preterm birth, or surrogate birth, as these conditions put women in a different risk 

category for emergency intervention and/or emergency caesarean section (Society of 

Obstetricians and Gynaecologists of Canada, 2007). A population-based retrospective study was 

conducted to answer the following research question: What maternal, infant, healthcare provider,

and regional characteristics are associated with OVB for women in Ontario, Canada? The 

dependent variable is OVB and the independent variables are the many factors that fall under the 

categories of maternal, infant, healthcare provider, and regional.
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Data were obtained from the BORN Ontario database. BORN Ontario was established in 

2009 to “collect, interpret, share, and protect information about pregnancy, birth, and childhood 

in the Province of Ontario” (BORN, 2017, p.1). BORN Ontario’s mission is to improve care for 

mothers and infants, to store and protect accurate information, to provide scientific and technical 

leadership for the maternal/child health system in the province, and to disseminate and mobilize 

knowledge to ensure optimization of care (BORN, 2017). Data are collected from every birth in 

Ontario regarding mothers and their babies through manual data entry by labour and delivery 

nurses, automated extraction, and uploads from health record systems (BORN, 2017).

Results

The sample included 249,900 vaginal births, of these, 31,565 women experienced OVB 

(12.7%) and 217,835 women had spontaneous vaginal births (87.3%). The dataset included 

117,230 (47%) male infants and 115,060 (46%) female infants. A total of 75,650 women 

(30.3%) had labour and birth complications, 1.9% (n = 4,796) disclosed abuse, 14.9% (n = 

37,128) had a pre-existing health concern, 74.7% (n = 186,321) took medication during their 

pregnancy and 1.5% (n = 3,769) had exposure to alcohol in pregnancy, while 1.9% (n = 4,529) 

were exposed to drugs. Only 5.1% (n = 12,822) of the women lived in either the North East or 

North West Local Health Integration Network and 13.3% (n = 33,056) lived in a rural area. 

Table 1 displays the demographic data.

Table 1

Demographic Data

Demographic Data N (%) Missing N Value (%)

Opera�ve Vaginal Birth 31,565 (12.7) None

Spontaneous Vaginal Birth 217,835 (87.3)

Maternal age (<20) 7,021 (2.8) 18,682 (7.5)

Maternal age (20-24) 30,808 (12.4)
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Demographic Data N (%) Missing N Value (%)

Maternal age (25-29) 70,079 (28.1)

Maternal age (30-34) 81,665 (32.7)

Maternal age (35-39) 35029(14.0)

Maternal age (40-44) 5,846 (2.3)

Maternal age (> or = 45) 270 (0.1)

Labour and Birth Complica�ons 75,650 (30.3) 9,677 (3.9)

Gender (male) 117,230 (47) 17,110 (6.9)

Gender (female) 115,060 (46)

Birth weight (<2499 grams) 3,538 (1.4) 19,662 (7.9)

Birth weight (2500-2999 grams) 34,401 (13.8)

Birth weight (3000-3499 grams) 94,335 (37.8)

Birth weight (3500-3999 grams) 74,100 (29.7)

Birth weight (4000-4499 grams) 20,764 (8.3)

Birth weight (5000-5900 grams) 2,600 (1.0)

Gesta�onal age (37 weeks) 14,481 (5.8) 18,998 (7.6)

Gesta�onal age (38 weeks) 39,932 (16.0)

Gesta�onal age (39 weeks) 70,044 (28.1)

Gesta�onal age (40 weeks) 13,665 (5.5)

Gesta�onal age (>40 weeks) 92,280 (37.0)

Gravida 1 77,652 (31.1) 22,261 (8.9)

Gravida 2 71,098 (28.5)

Gravida 3 40,109 (16.1)

Gravida ≥ 4 38,280 (15.3)

Birth a4endant who caught the baby (Family Physician) 24,900 (10.0) 19,984 (8.0)

Birth a4endant who caught the baby (Midwife) 21,987 (8.8)

Birth a4endant who caught the baby (Obstetrician) 180,425 (72.3)

Birth a4endant who caught the baby (Other; e.g., Nurse) 2,104 (0.8)

North East/North West LHIN 12822 (5.1) 19,185 (7.7)

South 217,393(87.5)

Disclosure of abuse 4,796 (1.9)

Pain Management (none) 42,114 (16.9) 3,659 (1.5)

Pain Management 203,627 (81.6)

Epidural 114,126 (45.8)

Local 10,870 (4.4)

Nitrous oxide 10,335 (4.1)

Opioids 8,029 (3.2)

Nonpharmacologic 6496(2.6)

Pudendal 500(0.2)

Spinal 438(0.2)

Spinal-epidural combina�on 8963(3.6)

Mul�ple 43870(17.6)

Mental health concern (none) 210,272(84.3) 5,510 (2.2)

Mental health concern 33618(13.5)

Anxiety/depression/post-partum depression 21,988 (8.8)

Other mental health 11,630 (4.7)

Pre-exis�ng health condi�on 37,128 (14.9)

Exposure to alcohol in pregnancy 3,769 (1.5) 10,267 (4.1)

Exposure to drugs in pregnancy 4,529 (1.8) 11,486 (4.6)

Exposure to medica�on in pregnancy 186,321 (74.7) 7,747 (3.1)
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Demographic Data N (%) Missing N Value (%)

Not rural 216,240 (86.7) 13,935 (5.6)

Rural 33,056 (13.3) 104 (0.0)

Lowest educa�on level 46,926 (18.8) 8,302 (3.3)

Second to lowest educa�on level 53,141 (21.3)

Middle educa�on level 54,029 (21.7)

Middle to highest educa�on level 53,271 (21.4)

Highest educa�on level 33,731 (13.5)

Lowest income 54,437 (21.8) 2,934 (1.2)

Medium-low income 50,187 (20.1)

Middle income 50,138 (20.1)

Medium-high income 52,250 (21.0)

Highest income 39,454 (15.8)

Binomial logistic regression was conducted to determine variables associated with risk of

OVB. The model was selected based on a stepwise method using the Akaike Information 

Criterion, which is used to determine the best model fit (Statistics How To, 2015). The Akaike 

Information Criterion is built into R (the computer system utilized to conduct the data analysis). 

The Akaike Information Criterion compares the quality of a set of statistical models to each other

to determine the best fitting model (Statistics How To, 2015). The best fitting model found 

variables were significant at p < 0.05. Although data were missing from the dataset, the data 

missing were less than 10% and were missing at random. When this occurs and the sample size 

is large enough, the assumption of data missing at random is satisfied (Kang, 2013). Therefore, 

although some data were missing, the large sample size ensured statistical power (Kang, 2013). 

Table 2

Logistic Regression Predicting the Likelihood of OVB

Variable B S.E Waldχ2 Sig. OR

95% for CI

Lower Upper

Male Infant .262 .021 161.741 .000 1.300 1.248 1.353

First Pregnancy .188 .029 43.314 .000 1.207 1.141 1.277

No exposure to drugs .000 .000 5.685 .017 1.000 .999 1.000

No pre-exis�ng health condi�ons .063 .029 4.755 .029 1.065 1.006 1.126

No previous vaginal birth 1.419 .033 1814.540 .000 4.131 3.870 4.410

Rural -.098 .034 8.188 .004 .906 .847 .969
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In binomial logistic regression, when a variable has multiple categories, the results are 

not valid because the statistical analysis takes the first category and uses it as the control. Then 

the other categories within the variable are compared to the control category. The initial binomial

results, for example, produces a table such as Table 3.

Table 3 

Initial Logistic Regression Table for Variable with Multiple Categories

Variable B S.E Waldχ2 Sig. OR

95% for CI

Lower Upper

MatAgeAtS�llOrLiveBirthYears 338.352 .000

MatAgeAtS�llOrLiveBirthYears (1) .881 .138 41.000 .000 2.414 1.843 3.162

MatAgeAtS�llOrLiveBirthYears (2) .653 .116 31.448 .000 1.921 1.529 2.413

MatAgeAtS�llOrLiveBirthYears (3) .321 .114 7.991 .005 1.379 1.103 1.722

MatAgeAtS�llOrLiveBirthYears (4) .137 .113 1.474 .225 1.147 .919 1.432

MatAgeAtS�llOrLiveBirthYears (5) .015 .116 .016 .899 1.015 .809 1.273

Of note, the odds ratio value and most of the other columns are missing from the first 

category of Table 3. Due to the number of different categories within the variable, binomial 

logistic regression alone cannot determine an accurate analysis of the variable related to risk for 

OVB. Therefore, to achieve an accurate analysis, a Tukey Multiple Pairwise Comparison test 

was completed for each variable with multiple categories. Results of the Tukey Multiple 

Pairwise Comparison are included in Tables 4–9.

Table 4

Tukey Multiple Pairwise Comparison for Gestational Age 

Gesta,onal Age at Birth Es,mate Std. Error Z value (T value) Sig.

38 weeks – 37 weeks −0.16554 0.06232 −2.656 none

39 weeks – 37 weeks −0.20404 0.06014 −3.93 0.001

40 weeks – 37 weeks −0.14676 0.07800 −1.882 none
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>40 weeks – 37 weeks −0.31101 0.05978 −5.203 <0.001

39 weeks – 38 weeks −0.03850 0.03259 −1.181 none

40 weeks – 38 weeks 0.01878 0.05936 0.316 none

>40 weeks – 38 weeks −0.14547 0.03141 −4.632 <0.001

40 weeks – 39 weeks 0.05728 0.05612 1.021 none

>40 weeks – 39 weeks −0.10697 0.02431 −4.401 <0.001

>40 weeks – 40 weeks −0.16425 0.05489 −2.993 0.01

Table 5

Tukey Multiple Pairwise Comparison for Maternal Age 

Maternal Age Es,mate Std. Error Z value (T value) Sig.

20–24 – <20 −0.22862 0.08384 −2.727 none

25–29 – <20 −0.56040 0.08086 −6.930 <0.001

30–34 – <20 −0.74408 0.08124 −9.159 <0.001

35–39 – <20 −0.86679 0.08514 −10.180 <0.001

40–≥45 – <20 −0.88146 0.13766 −6.403 <0.001

25–29 – 20–24 −0.33178 0.03465 −9.576 <0.001

30–34 – 20–24 −0.51547 0.03500 −14.728 <0.001

35–39 – 20–24 −0.30639 0.03469 −8.831 <0.001

40–≥45 – 20–24 −0.65285 0.11642 −5.608 <0.001

30–34 – 25–29 −0.18368 0.02429 −7.561 <0.001

35–39 – 25–29 −0.30639 0.03469 −8.831 <0.001

40–≥45 – 25–29 −0.32106 0.11357 −2. 827 0.01

35–39 – 30–34 −0.12270 0.03349 −3.664 0.001

40–≥45 – 30–34 −0.13738 0.11317 −1.214 none

40–≥45 – 35–39 −0.01468 0.11551 −0.127 none

Table 6

Tukey Multiple Pairwise Comparison for Education 

Educa,on Es,mate Std. Error Z value (T value) Sig.

Second to Lowest Educa�on Level – 

Lowest Educa�on Level

−0.02086 0.03336 −0.625 none

Middle Educa�on Level – 

Lowest Educa�on Level 

−0.04216 0.03382 −1.247 none

Middle to High Educa�on Level – 

Lowest Educa�on Level 

−0.05402 0.03425 −1.577 none

Highest Educa�on Level – 

Lowest Educa�on Level 

0.08823 0.04018 2.196 none

Middle Educa�on Level – 

Second to Lowest Educa�on Level 

−0.02131 0.03143 −0.678 none

Middle to High Educa�on Level – 

Second to Lowest Educa�on Level 

−0.03317 0.03141 −1.056 none
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Educa,on Es,mate Std. Error Z value (T value) Sig.

Highest Educa�on Level – 

Second to Lowest Educa�on Level 

0.10908 0.03735 2.921 0.01

Middle to High Educa�on Level – 

Middle Educa�on Level 

−0.01186 0.03008 −0.394 none

Highest Educa�on Level – 

Middle Educa�on Level 

0.13039 0.03578 3.644 0.001

Highest Educa�on Level – 

Middle to High Educa�on Level 

0.14225 0.03428 4.150 <0.001

Note: Although provided through BORN Ontario, the income quin�les were derived from the 2006 census data.

Table 7

Tukey Multiple Pairwise Comparison for Income

Income Es,mate Std. Error Z value (T value) Sig.

Medium to Low Income – 

Lowest Income 

0.02046 0.03164 0.647 none

Middle Income – Lowest Income 0.07398 0.03257 2.272 none

Medium to High Income – 

Lowest Income 

0.08498 0.03246 2.618 none

Highest Income – Lowest Income 0.11429 0.03643 3.137 0.01

Middle Income – 

Medium to Low Income 

0.05352 0.03228 1.658 none

Medium to High Income – 

Medium to Low Income 

0.06452 0.03189 2.023 none

Highest Income – 

Medium to Low Income

0.09383 0.03564 2.632 none

Medium to High Income – 

Middle Income 

0.01100 0.03186 0.345 none

Highest Income – Middle Income 0.04031 0.03530 1.142 none

Highest Income – Medium to High 

Income 

0.02931 0.03387 0.865 none

Note: Although provided through BORN Ontario, the educa�on quin�les were derived from the 2011 census.

Table 8

Tukey Multiple Pairwise Comparison for Provider who caught the baby

Provider Who Caught the Baby Es,mate Std. Error Z value (T value) Sig.

Midwife – Family doctor 2.41090 0.17673 13.642 <0.001

Obstetrician – Family doctor −0.70590 0.06528 −10.813 <0.001
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Other – Family doctor 1.02987 0.47105 2.186 none

Obstetrician – midwife −3.11680 0.16515 −18.873 <0.001

Other – Midwife −1.38103 0.49484 −2.791 0.01

Other – Obstetrician 1.73577 0.46681 3.718 <0.001

Table 9

Tukey Multiple Pairwise Comparison for Pain Management

Pain Management in Labour Es,mate Std. Error Z value (T value) Sig.

Local – Epidural 0.72874 0.06534 11.153 <0.001

Nitrous Oxide – Epidural 0.66404 0.08142 8.156 <0.001

Nonpharmacologic – Epidural 0.65152 0.10843 6.009 <0.001

Opioids – Epidural 0.31445 0.06987 4.500 <0.001

Pudendal – Epidural −0.63377 0.16707 −3.793 0.001

Spinal/Epidural Combo – Epidural 0.42454 0.04540 9.351 <0.001

None – Epidural 0.59536 0.04237 14.053 <0.001

Mul�ple – Epidural 0.02835 0.02714 1.045 none

Nitrous Oxide – Local −0.06471 0.10275 −0.630 none

Nonpharmacologic – Local −0.07722 0.12529 −0.616 none

Opioids – Local −0.41430 0.09402 −4.406 <0.001

Pudendal – Local −1.36251 0.17836 −7.639 <0.001

Spinal/Epidural Combo – Local −0.30420 0.07710 −3.946 0.001

None – Local −0.13339 0.07533 −1.771 none

Mul�ple – Local −0.70039 0.06866 −10.200 <0.001

Nonpharmacologic – Nitrous Oxide −0.01251 0.13411 −0.093 none

Opioids – Nitrous Oxide −0.34959 0.10513 −3.325 0.01

Pudendal – Nitrous Oxide −1.29780 0.18486 −7.020 <0.001

Spinal/Epidural Combo – Nitrous Oxide −0.23949 0.09165 −2.613 none

None – Nitrous Oxide −0.06868 0.08949 −0.767 none

Mul�ple – Nitrous Oxide −0.63568 0.08353 −7.610 <0.001

Opioids – Nonpharmacologic −0.33708 0.12761 −2.641 none

Pudendal – Nonpharmacologic −1.28529 0.19830 −6.482 <0.001

Spinal/Epidural Combo – Nonpharmacologic −0.22698 0.11607 −1.956 none

None – Nonpharmacologic −0.05617 0.11483 −0.489 none

Mul�ple – Nonpharmacologic −0.62317 0.11008 −5.661 <0.001

Pudendal – Opioids −0.94821 0.18010 −5.265 <0.001

Spinal/Epidural Combo – Opioids 0.11010 0.08186 1.345 none

None – Opioids 0.28091 0.07923 3.545 0.001

Mul�ple – Opioids −0.28609 0.07209 −3.969 0.001

Spinal/Epidural Combo – Pudendal 1.05831 0.17211 6.149 <0.001

None – Pudendal 1.22912 0.17125 7.177 <0.001

Mul�ple – Pudendal 0.66212 0.16827 3.935 0.001

None – Spinal/Epidural Combo 0.17081 0.05935 2.878 none

Mul�ple – Spinal/Epidural Combo −0.39619 0.04999 −7.925 <0.001

Mul�ple – None −0.56700 0.04690 −12.090 <0.001
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Findings revealed that women were significantly more likely to experience OVB if they 

had a male infant (p < 0.05), if they were greater than 40 weeks’ gestation (p < 0.05), if they had 

no exposure to drugs in their pregnancy (p < 0.05), and if they had no pre-existing health 

conditions (p < 0.05). Women had 4.13 times higher odds of OVB if they had no previous 

vaginal birth. Interestingly, women who gave birth in the North East or North West Local Health

Integration Network were less likely to experience OVB compared to women in southern 

locations. The variable “mental health concern” was the only one found to be significant in the 

initial analysis but not in the Tukey Multiple Pairwise Comparison test.

When all categories of the variable gestational age were analyzed, risk for OVB trended 

toward those greater than 40 weeks’ gestation (p < 0.05). The three lowest maternal age 

categories were less likely to have OVB (p < 0.05), suggesting that the younger the mother, the 

less likely she is to have OVB. Women in the highest education quintile were less likely to have 

OVB (p < 0.05) and mothers in the lowest income quintile were more likely to have OVB than 

those in the highest income quintile (p < 0.05).

A woman was more likely to have OVB if her baby was delivered by an obstetrician (p < 

0.05). However, OVB was significantly more likely if the woman received delivery care from a 

family doctor versus a midwife (p < 0.05).

Although there were many significant findings within the pain management variable, the 

most clinically relevant finding was that women were more likely to have OVB if they had 

epidural analgesia versus local, nitrous oxide, non-pharmacologic (e.g., hydrotherapy, massage, 

transcutaneous electrical nerve stimulation (TENS), position change, aromatherapy, sterile water 
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injections, hypnosis, acupressure, breathing techniques, music (Simkin & Klein, 2019), opioids, 

spinal/epidural combination, none (p < 0.05), and pudendal (p < 0.05).

Discussion

Any woman giving birth may be subjected to emergency intervention, such as OVB; 

research demonstrates that there are some characteristics that put some women at higher risk. 

This study confirms findings from earlier studies and demonstrates new risk factors for OVB for 

women in Ontario. In this study, women were more likely to experience OVB if they had 

epidural analgesia, gestational age greater than 40 weeks, no illicit drug use during pregnancy, 

no pre-existing health conditions, low socioeconomic status, lower level of education, and a male

infant. The risk was higher if it was the first pregnancy, the mother had no previous vaginal 

births, and lived in a rural area. Additionally, the type of healthcare provider delivering the baby 

was found to have an impact on OVB risk. Women were found less likely to experience OVB if 

their age was less than 29 years.

Maternal

Previous research and clinical knowledge may shed light on the reasons for some of these

risk factors. For example, maternal age was found to be significantly correlated to the mode of 

delivery. This aligns with previous studies, identifying that women of older age are more likely 

to experience operative delivery (caesarean section and/or OVB) (Read et al., 1994; Roberts 

et al., 2002; Essex et al., 2013; Herstad et al., 2014) and operative interventions (Shamsa et al., 

2013).

Epidural analgesia during labour additionally increases a woman’s risk for OVB. In this 

study, 45.8% of women received epidural analgesia for labour pain, which supports previous 

findings that epidural analgesia increases operative intervention (Read et al., 1994; Herstad et al.,
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2014). Epidural analgesia prolongs the second stage of labour and results in more instrument 

deliveries (Simpson, 2006; Kibuka & Thornton, 2017).

Women who had no exposure to illicit drugs during their pregnancy were found to have 

an increased risk for OVB. Petrangelo et al. (2019) found that women who reported cannabis 

dependence or abuse were significantly more likely to require emergency intervention during 

childbirth. However, those babies were more likely to be born preterm, have intrauterine growth 

restriction, experience preterm premature rupture of the membranes, placenta previa, 

chorioamnionitis, increased length of hospital stay, and were at an increased risk for stillbirth. 

The health impacts on the fetus related to drug use likely transition the woman to a high-risk 

pregnancy, warranting the need for emergency intervention, such as OVB or caesarean section 

(Petrangelo et al., 2019).

Roberts et al. (2002) and Essex et al. (2012) discovered that first-time mothers were more

likely to experience operative birth than second-time mothers. This finding aligns with our 

results, which showed that women who had one pregnancy (31.1%) and were experiencing their 

first vaginal birth (41.6%) were more likely to experience OVB.

Some risk factors identified in this study were new findings. Significantly, women who 

were greater than 40 weeks’ gestation experienced OVB. In a similar study conducted in the 

United Kingdom with 262,124 participants, women were identified to be at a higher risk for 

operative birth at greater than 42 weeks’ gestation (Herstad et al., 2014). This finding can be 

explained by recommendations that OVB should not be performed on premature infants, 

specifically those less than 34–36 weeks (Royal College of Obstetricians and Gynaecologists, 

2011; American College of Obstetrics and Gynecology, 2015; Society of Obstetricians and 

Gynaecology of Canada, 2019).
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It is well known that low socioeconomic status and low levels of education are 

independent risk factors for poor health outcomes; however, the two co-exist (Pampel et al., 

2010; Andermann, 2016). The stress caused by low socioeconomic status significantly 

contributes to declining health and can inhibit a person’s ability to cope (Pampel et al., 2010). In 

our study, low socioeconomic status and a low level of education were identified as risk factors 

for OVB. Reasoning for this finding remains unknown; however, it is not surprising and the 

outcome is based on cumulative factors related to social determinants of health.

Women who had no pre-existing health conditions were less likely to experience OVB. 

This finding aligns with the study conducted by authors Petrangelo et al. (2019), as women in 

this study were identified as users of illicit drugs, which put their pregnancies at a higher risk for 

emergency intervention and directly negatively affected the health of their baby. Therefore, the 

assumption is that women who are otherwise deemed healthy and do not use drugs or have any 

pre-existing health concerns typically have healthy babies and are less likely to experience OVB.

Infant

Women who carried male infants were also identified as more likely to experience OVB. 

Other research that looked at risk factors related to mode of delivery confirmed this finding 

(Read et al., 1994; Schildberger & Lietner, 2016). Schildberger & Lietner (2016) studied the 

impact the gender of a baby can have on pregnancy and birth outcomes and included 444,685 

live births from 2008 to 2013 in an inpatient birthing unit in Austria. Of this sample, 56.8% of 

male infants required delivery by vacuum (female infants 43.2%) and 62.4% required delivery 

by forceps (female infants 44.3%) (Schildberger & Lietner, 2016).

It is still not clear why this occurs. Research shows that male infants are vulnerable not 

only in the intrapartum phase, but also during childbirth and postpartum (Schildberger & Lietner,
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2016). The assumption that male infants are vulnerable is a mindset among nurses as well. 

Labour and delivery nurses would guess that a baby who is “misbehaving” during labour must be

a male. Schildberger and Lietner (2016) speculated that the higher birth weight of male infants 

may explain the need for OVB, however, to know exactly why male gender has an impact on 

mode of delivery requires more research that explores specific physiological and 

pathophysiological processes during pregnancy and birth.

Healthcare Provider

OVB was significantly higher when obstetricians delivered the baby rather than 

midwives or family physicians. This finding is most likely due to the differences in practice and 

location of practice. As part of the school curriculum, midwifes in Ontario are trained to perform 

OVB (Association of Ontario Midwives, 2019). Approximately 20% of patients who have 

midwives plan to deliver at home, therefore, those patients would have minimal medical 

intervention and would not have pharmacological pain management, such as epidural analgesia 

(Association of Ontario Midwives, 2019). Additionally, the number of patients under midwifery 

care is substantially lower than the number under the care of an obstetrician or family doctor. 

The minimum requirement of deliveries for midwives in a two-year period are to deliver 40 

babies (College of Midwives of Ontario, 2019).

In this current study examining risk factors for OVB, of the 249,900 women in the 

sample, 72% of the births were performed by an obstetrician, 10% by a family doctor, and 8.8% 

by a midwife. Midwives are mandated to provide care to those considered low-risk and have a 

higher likelihood of spontaneous vaginal deliveries (College of Midwives of Ontario, 2019). As 

per the College (2019), midwives are expected to transfer care when the type of care required 

extends beyond their competency. This could mean that midwifery patients are being transferred 
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to the care of family doctors or obstetricians if OVB is necessary because of midwives’ limited 

experience and/or competency. Therefore, the finding that OVB is significantly higher for 

obstetricians must be interpreted cautiously. Obstetricians are performing the majority of vaginal

deliveries in Ontario and, based on this increased volume, they are likely to be exposed to more 

situations that need emergency intervention. Of note, opting for midwifery care does not 

necessarily mean that a patient will be at a decreased risk of experiencing an OVB.

Regional

Lastly, women were considered to be at higher risk for OVB if they were geographically 

rural. This finding is interesting because the Canadian Institute for Health Information (2013) 

published a report stating that women in rural settings were less likely to experience operative 

deliveries, such as caesarean section and OVB, and more likely to have a spontaneous vaginal 

birth. However, this study is one of the first of its kind that looks specifically at childbearing 

women in Ontario. Clearly more research is needed to explore women in rural and northern areas

of Ontario to identify their unique childbearing characteristics.

Implications for Nursing

It is evident that there are many factors that can influence the mode of delivery, as 

authors Wu et al. (2012) emphasize in their conceptual framework. The goals of Wu et al. (2012)

were to not only develop a conceptual framework for mode of delivery, but also to identify mode

of delivery research priorities. The number one research priority the authors highlighted was 

predicting mode of delivery and they acknowledged how difficult this would be due to the 

intricate and complex issues associated with mode of delivery. However, understanding the risk 

factors for OVB is an essential first step in tailoring the care of a woman in labour to help 

prevent psychological birth trauma. Nurses working in maternity settings are in a unique position
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to take this information and directly apply it to their practices. In a survey conducted in 2012, 

nursing was highlighted as one of the top five most trusted professions (Readers Digest, 2012); 

in 2018, 91% of people expressed positive opinions about nurses (Insights West, 2018); and in 

the United States, nurses were ranked the most trusted profession for the 20th year in a row 

(Stone, 2019). Recognizing those women who are at risk and taking the extra time to direct 

patients to trusted health information can make a significant difference, especially for mothers 

and families who are looking to better understand the labour and birth process.

When working with patients during vulnerable times, it is imperative for healthcare 

providers to create a safe space to build a trusting relationship so that patients feel comfortable to

disclose the information needed to assist them to better health outcomes (Andermann, 2016). 

This approach is necessary to caring for women in labour and childbirth, in particular, to mitigate

birth trauma. Women may come to their labouring experience unaware of the potential risks. The

healthcare providers, especially nurses, can be an active participant in ensuring that women are 

well informed of the possibility of OVB and other emergency interventions during labour and 

childbirth. Spending extra time to get to know patients and their families not only strengthens the

nurse–client relationship, but it also allows for safe and competent care because patients know 

they can trust their healthcare provider (Andermann, 2016).

Prenatal visits with healthcare providers should focus on all the different modes of 

delivery and what to expect during and after delivery for mothers and babies. Furthermore, 

healthcare providers should emphasize the importance of standardized prenatal classes and 

information that discuss modes of delivery in detail. Zauderer (2009) noted that childbirth 

educators can significantly alter the occurrence of postpartum depression as they are in the 

unique position to educate and help women and their partners recognize the early signs and 
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symptoms. Zauderer (2009) also stated that childbirth educators can increase women’s awareness

and understanding of how to meet their own needs, improving their overall state of mental 

wellness. The author emphasizes that young couples today have an increased interest in 

expanding their knowledge and basic understanding of childbirth when compared to previous 

generational cohorts. Information they are seeking includes complications and risks of childbirth,

such as caesarean section, epidural analgesia, induction, postpartum care, newborn care, and the 

prevention and identification of early signs of postpartum depression (Zauderer, 2009).

It is crucial that healthcare providers share resources to ensure evidence-based 

information is available to childbearing women and families. Zauderer (2009) said that prenatal 

education classes are an ideal setting to introduce the possibility that things may not go as 

planned and to provide content and resources about signs and symptoms of postpartum 

depression. Additionally, there are many reliable and valid resources available to women and 

families that healthcare providers can recommend and endorse. For example, “Prenatal 

Education: Key Messages for Ontario” is a website through which the Ontario government 

provides evidence-based information regarding health before pregnancy through to information 

about transitioning to parenthood (Government of Ontario, 2019). Another perinatal resource for 

information is OMama, which is provided by BORN Ontario. OMama is a resource that offers 

evidence-based information through a website but also through a free application that is 

accessible on any smartphone or smart device (BORN, 2015).

Today’s childbearing women have an increased interest in their health and well-being 

(Zauderer, 2009), therefore it is imperative that healthcare providers recognize this need and 

cater to it by directing women to current, evidenced-based resources so they and their families 

can make informed choices and learn to cope during and after their childbirth experience.
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Limitations

There are a number of limitations to this study. The data was limited because of 

information missing from the dataset. However, the very large number of cases (249,900) 

ensures power in the statistical analysis (Sullivan-Bolyai, Bova & Singh, 2013). Qualitative 

studies may provide an optimum forum to address future research as it relates to birth trauma and

psychological trauma. Unfortunately, the dataset derived from this study does not provide 

information as to how many women will experience birth trauma, physical or emotional, or 

whether it is a result of lack of education or if the information delivered is done so in a negative 

manner. Therefore, future research is recommended, specifically a mixed methodology study 

(Barroso & Cameron, 2013), that incorporates both qualitative and quantitative approaches to 

determine if OVB results in birth trauma and other maternal health concerns.

Additionally, data in the BORN Ontario database is mostly manually input by nurses, 

with the exception of some data at certain locations that is pre-populated from an electronic 

medical record (BORN, 2017). The use of secondary data limits interpretation of the results as 

the data was not originally collected to address the research question (Tripathy, 2013). 

Additionally, although data was highlighted as significant, it does not necessarily mean that final 

conclusions can be made, as contextual data was not collected to support these conclusions. 

Therefore, further research with a qualitative approach to support these significant findings 

would be beneficial.

Conclusion

This study is the first of its kind to specifically look at OVB independently from other 

operative delivery techniques in Ontario. The study findings provide a better understanding for 

women at risk for OVB and therefore will enable healthcare providers to use this information to 
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enhance their practice and have a significant impact on preventing or diminishing the risk of 

psychological birth trauma during the childbirth experience.

Summary, Applications, and Future Research

Understanding the risk factors for OVB is an important component of caring for woman 

in labour and childbirth to help reduce negative outcomes, such as psychological birth trauma. 

Wu et al. (2012) concluded that, above all, a healthy mother and baby is the top priority for 

healthcare providers. It is evident that there are many factors that can influence the mode of 

delivery, which is difficult to predict because of the intricate and complex issues associated with 

it (Wu et al., 2012).

Wu et al.’s (2012) conceptual framework for mode of delivery guided this thesis. The 

framework illustrates mode of delivery as a process, beginning with the intention and ending 

with the actuality. The intended mode of delivery can be influenced by a change in any of the 

maternal and fetal circumstances during pregnancy and labour, resulting in the actual mode of 

delivery (Wu et al., 2012). This framework was essential to this thesis because it acknowledges 

that the mode of delivery is a pathway and that many factors (maternal, infant, healthcare 

provider, and environmental) can arise and alter the intended mode of delivery. It is uncertain 

what the intended mode of delivery was for the 249,900 women included in the study because it 

was not captured in the data set. However, due to the low risk nature of the inclusion criteria, it is

reasonable to assume that the intended mode of delivery was a spontaneous vaginal birth. Of the 

249,900 women in the study, 31,565 (12.7%) experienced OVB, an unplanned emergency event, 

and 75,650 (30.3%) experienced unplanned complications that arose during labour. The 

conceptual framework validates that there are multiple characteristics that woman bring to the 

birthing experience that can alter the course of her mode of delivery. However, keeping the 
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results of both the integrative review and retrospective study in mind, it is evident that the 

changes to maternal and fetal circumstances during labour are also just as important to consider 

when attempting to predict mode of delivery. Therefore, it is safe to conclude that predicting 

mode of delivery, exclusively based on maternal characteristics before labour, is extremely 

difficult. 

Nurses working in maternity settings are in a unique position to take this information and 

directly apply it to their practices, especially because nursing has been found to be one of the 

most trusted professions in Canada and other countries (Readers Digest, 2012; Insights West, 

2018; Stone, 2019). Labour and birth is an extremely vulnerable time for mothers and their 

partners and therefore it is important that healthcare providers, especially nurses, build the 

provider–client relationship, fostering care and trust (Andermann, 2016). This approach is 

necessary to care for women in labour and childbirth, in particular to mitigate potential 

psychological birth trauma.

Women may come to their labouring experience unaware of the potential risks and with 

high expectations that their healthcare providers will provide guidance and support (Beck, 2004; 

Beck, 2006; Beck, 2018; Grestner Goldbort, 2009; Puia, 2013; Ledford et al., 2016). Healthcare 

providers, especially nurses, can be active participants in ensuring that women are well informed 

of the possibility of OVB. The nurse–client relationship is truly at the core of all patient 

interactions and can be strengthened by spending extra time to get to know patients and their 

families, ultimately allowing for optimal care based on trust and caring (College of Nurses of 

Ontario, 2006; Andermann, 2016).

The integrative review presented in the second section of this thesis was conducted to 

address the following research question: What is known about the relationship between 
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healthcare provider actions and women’s perceived birth trauma The overarching theme that 

emerged from the integrative review was that birth trauma resides on a spectrum and healthcare 

providers are the guardians to women’s birthing experiences based on the three themes: Power, 

acknowledgement and women’s expectations. The review revealed that healthcare provider 

actions were one of the main the catalysts that influenced women’s perceptions of their birth.

This integrative review led to the conclusion that healthcare providers can protect women

from negative emotional experiences related to their birth or, inversely, can expose them to birth 

trauma through their actions. The review identified that healthcare providers can use their power 

to negatively or positively influence women’s birthing experiences. The researchers also noted 

that healthcare providers acknowledging a woman’s feelings can influence her experience. 

Additionally, women come to the birthing experience with certain expectations and when 

healthcare providers meet or fall short of these expectations, women’s perception of their 

birthing experience is influenced. In this review, it was clear that healthcare providers play a 

significant part in women’s perceptions of their birthing experiences. However, there is still a 

gap in information about whether all women who experienced birth trauma were exposed to 

negative interactions with their healthcare provider, thus warranting further exploration. 

The retrospective study discussed in the third section addressed the research question: 

What maternal, infant, healthcare provider, and regional characteristics are associated with OVB 

for women in Ontario, Canada? The findings aligned with other study findings (Read et al., 

1994; Roberts et al., 2002; Pampel et al., 2010; Essex et al., 2013; Shamsa et al., 2013; Herstad 

et al., 2014; Andermann, 2016; Schildberger & Lietner, 2016; Petrangelo et al., 2019) as well as 

new discoveries. Maternal risk factors in the antenatal period for OVB include gestational age, 

drug exposure, health conditions, SES, education level, first pregnancy, and first vaginal birth. 
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Young maternal age was also found to be less associated with an OVB. Labour and birth risk 

factors were also identified. Women who had an epidural for pain management were found to be 

more likely to experience OVB. Infant characteristics were explored, and the male gender was 

found to put women at increased risk for OVB. If a woman was in a rural location, they were 

considered to be at risk for OVB. The healthcare provider who delivered the baby also was found

to be significant, with women who had an obstetrician found to be more likely to have 

experienced OVB than those who had a midwife or family doctor catch the baby.

As mentioned above, these findings align with other research, particularly maternal age, 

gravid, parity, fetal gender, drug exposure during pregnancy, and epidural analgesia. Risks 

identified that were new discoveries included healthcare provider who delivered the baby and 

rural setting. Regardless of whether it there was new discovery or confirmation of older findings,

the retrospective study specifically isolated OVB as a mode of delivery for women in Canada. 

The literature review conducted revealed that there were multiple studies worldwide that sought 

to predict mode of delivery, however, limited research existed that specifically explored OVB as 

an independent mode of delivery for women in Canada.

The integrative review and retrospective study together provide great insight for mode of 

delivery and psychological birth trauma. The review highlights the significance of healthcare 

provider actions and behaviours and how they relate to perceived birth trauma. Knowing that 

healthcare provider actions and behaviours deeply influence a women’s perception of her 

birthing experience puts a tremendous amount of responsibility on those caring for women 

during labour and delivery. Most of the time in obstetrical settings this responsibility is the 

nursing staff’s along with obstetricians, midwives, and doulas. The study gathered information 

that is very useful for healthcare providers that will be in a position to support, advocate for, and 
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provide education and information to women and their families during labour and childbirth. 

Therefore, it is important that healthcare providers recognize that some women are at higher risk 

for OVB and that it is not only what they say to these women, but how they say it that will 

influence a woman’s perception of her entire birthing experience.

Implications for Nursing Practice

The studies illustrate that nurses have the unique opportunity to enhance the childbirth 

experience for women and families. The College of Nurses of Ontario (2006) states that at the 

core of nursing lives the therapeutic nurse–client relationship. This relationship has five 

components: trust, respect, professional intimacy, empathy, and power (College of Nurses of 

Ontario, 2006). It is so important for nurses to recognize the vulnerability of women and their 

families during labour and childbirth and to understand how the five components of the nurse–

client relationship can be recognized and implemented.

The College of Nurses of Ontario (2006) speaks to power in the nurse–client relationship,

which also surfaced in the integrative review. This review revealed that when healthcare 

providers used their power in a negative way, women perceived a negative birthing experience. 

The College of Nurses of Ontario (2006) recognizes that in the nurse–client relationship there is 

a significant power imbalance as nurses have more authority and influence in the healthcare 

system, specialized knowledge, access to privileged information, and the ability to advocate for 

patients. Therefore, it is imperative that this power is used appropriately, with a caring approach, 

to allow nurses to meet the needs of patients and families and to abide by the standards set by the

College of Nurses of Ontario (College of Nurses of Ontario, 2006).

Additionally, it is known that women who receive one-to-one nursing support during 

childbirth report a positive birthing experience, less need for pain medication, and increased 
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incidence of spontaneous vaginal birth (Society of Obstetricians and Gynaecologists of Canada, 

2019). This directly correlates with the results from the integrative review that healthcare 

providers are the guardians to women’s birthing experiences. Women who have continuous 

support are less likely to report negative experiences as a result of the direct support and 

guidance received from healthcare staff at the bedside (Society of Obstetricians and 

Gynaecologists of Canada, 2019). However, one-to-one nursing support in obstetrical wards is 

challenging because of the volume of patients and the unpredictable nature of maternity units, 

along with limitations in funding and budget constraints. Nurses need to advocate for appropriate

staffing ratios to ensure unit safety and positive patient outcomes.

Implications for Nursing Education

Holistic nursing care is a comprehensive approach to nursing that encompasses the body, 

mind, and spirit of patients (Zamanzadeh et al., 2015). From a nursing educator perspective, it is 

imperative that the holistic approach to nursing care is taught in the Bachelors of Science in 

Nursing program. Although nursing assessments, tasks, and skills are important, recognizing the 

patient as a unique individual with biological, social, psychological, and spiritual needs is just as 

important (Zamanzadeh et al., 2015). Holistic nursing care is applicable to all types of patients 

and families across the healthcare setting. During labour and childbirth, this approach allows 

nurses to provide the best possible care to women and families as it acknowledges all aspects of 

patients’ unique needs. A holistic approach sets the foundation for a nurse–client relationship 

built on mutual respect and human dignity (Zamanzadeh et al., 2015).

For nurses practising in a labour and childbirth setting, this thesis provides a foundational

understanding that the more education regarding labour and childbirth one has, the better the care

that can be provided to patients and families. The College of Nurses of Ontario also encourages 
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nurses to expand their competency through continuing education programs, certificates, and 

other means of education to enhance their practice once they have graduated and are practising 

nursing. The College of Nurses of Ontario (2002) states that “a nurse’s competence is their 

ability to use their knowledge, skill, judgment, attitudes, values, and beliefs to perform in a given

role, situation, and practice setting and ensures that the nurse is able to perform in a changing 

healthcare environment” (College of Nurses of Ontario, 2002, p.5). Currently, continuing 

education courses are available to nurses through various colleges across Ontario to become a 

certified perinatal nurse. However, many organizations do not make this a mandatory 

requirement when hiring. During continuing education courses, nurses learn about the 

physiology of pregnancy, labour, birth, and postpartum, as well as strategies and skills to coach 

women and families during labour. In alignment with the College of Nurses of Ontario and 

professional obligations, nurses need to set the bar high in terms of continuing competence in 

order to provide the best possible care to women and families.

Implications for Health Policy

Quality-Based Procedures are a fundamental part of Ontario’s funding for healthcare. 

They are created to ensure standardization of best practices and as a means for funding these 

procedures. Currently, the goal of Quality-Based Procedures for Low Risk Birth is to ensure that 

low-risk births are maintained and to address variation in caesarean section rates across the 

province, promote normal birth, and improve patient outcomes by focusing on delivery of 

standard and evidence-informed practices (Provincial Council for Maternal and Child Health, 

2018). The Quality-Based Procedures Clinical Handbook highlights the importance of 

normalizing birth in Ontario and provides strategies for organizations to implement and meet 

these requirements. Specifically, the document states “a specific absolute maximum length of 
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time spent in the second stage of labour, beyond which all women should undergo operative 

delivery, has not been identified” and “operative delivery less than two hours after commencing 

pushing is not recommended, provided maternal and fetal status are normal” (Provincial Council 

for Maternal and Child Health & Ministry of Long-Term Care, 2017, p.27). The 

recommendations of the Quality-Based Procedures for Low Risk Birth and the findings of this 

thesis go hand-in-hand in supporting the chance for spontaneous vaginal birth and decreasing the

need for operative interventions.

Implications for Future Research

This thesis clearly demonstrated the connection between emergent situations arising in 

labour and delivery, health care provider’s response and the increased potential for psychological

birth trauma. The retrospective study was unique to isolate OVB from other emergency operative

techniques, such as emergency and/or planned caesarean section. The integrative review 

provided insight to how healthcare provider actions and behaviours influence a women’s 

perception of their birthing experience. Future research is needed to explore birth trauma itself 

and its associated outcomes for women and families. The study findings have highlighted some 

gaps regarding childbearing women in rural areas of Ontario in relation to mode of delivery, as 

well as the impact of socioeconomic status and education as they relate to mode of delivery. 

Additionally, studies examining prenatal education and its impact on psychological interpretation

of birth needs to be explored.

Conclusions

Birth trauma is a phenomenon that is real and needs to be recognized in Ontario 

obstetrical settings because it is an emerging and relevant outcome of birth that is becoming 

more evident with time. This thesis sets the groundwork for future research as it is the first study 
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to explore unique risk factors for OVB as an independent mode of delivery. As well as, 

uncovering the impact that healthcare provider actions and behaviours have on a woman’s 

birthing experience. The findings offer topics for labour and delivery nursing, continuing 

education, and nursing practice as well as evidence to support funding for birthing centres. 

Focusing on the experience of women during this vulnerable time of their lives has the potential 

to ensure a positive birthing experience and mitigate birth trauma.

63



References

American College of Obstetrics and Gynecology. (2015). Operative Vaginal Delivery: clinical 

management guidelines for obstetrician–gynecologists, Practice Bulletin, 154, 1-10.

American Psychological Association. (2010). Publication Manual of the American Psychological

Association – 6th ed., Washington, DC.

Andermann, A. (2016). Taking action on the social determinants of health in clinical practice: a 

framework for health professionals. Canadian Medical Association Journal, 188(17-18), 

E474–E483. doi:10.1503/cmaj.160177

Association of Ontario Midwives. (2019). Why give birth at home? Association of Ontario 

Midwives.

Attanasio, L., McPherson, M., & Kozhimannil, K. (2015). Confidence and positive childbirth 

experiences in U.S. hospitals: A mixed methods analysis. Maternal Child Health Journal,

18(5), 1280-1290. doi: 10.1007/s10995-013-1363-1

Ayers, S. (2007). Thoughts and emotions during traumatic birth: A qualitative study. Birth, 

34(3). doi: https://doi.org/10.1111/j.1523-536X.2007.00178.x

Barrett, S.J., & Stark, M.A. (2010). Factors associated with labour support behaviors of nurses. 

Journal of Perinatal Education 19(1), 12-18.

Barroso, J., & Cameron, C. (2013). Introduction to Qualitative Research. In G. LoBiondo-Wood,

& J. Haber, Nursing Research in Canada (pp. 147-166). Toronto: Elsevier.

Beck, C.T. (2004). Birth trauma: In the eye of the beholder, Nursing Research, 53(1), 28-35. 

Retrieved 2017 from, https://www.ncbi.nlm.nih.gov/pubmed/14726774

Beck, C.T. (2006). Pentadic Cartography: Mapping birth trauma narratives. Qualitative Health 

Research, SAGE Publications, 16(4), 453-466. doi: 10.1177/1049732305285968

64



Beck, C.T. (2018). A secondary analysis of mistreatment of women during childbirth in 

healthcare facilities. Journal of Obstetric, Gynecologic and Neonatal Nursing, 

AWHONN, Elsevier Inc., 47, 94-104 http://dx.doi.org/10.1016j.jogn.2016.08.015

Beck, C., & Watson, S. (2008). Impact of birth trauma on breast-feeding: A tale of two paths, 

Nursing Research, 57(4), 228-235. doi: 10.1097/01.NNR.0000313494.87282.90

Behnke, M., & Smith, V. (2013). Prenatal substance abuse: Short- and long-term effects on the 

exposed fetus, American Academy of Pediatrics, 131, 1009–1024. Retrieved 2017 from, 

http://pediatrics.aappublications.org/content/pediatrics/131/3/e1009.full.pdf

Better Outcomes Registry and Network (BORN). (2015). OMama, Childrens Hospital of Eastern

Ontario, Government of Ontario. Retrieved from, http://www.omama.com/en/index.asp

Better Outcomes Registry Network (BORN). (2017). About BORN. Better Outcomes Registry &

Network Ontario, BORN Ontario. Retrieved from, https://www.bornontario.ca/en/about-

born/

Critical Appraisal Skills Programme (2012). Checklist for qualitative research. Retrieved 

from, https://casp-uk.net/casp-tools-checklists/

Canadian Institute for Health Information. (2013). Hospital births in Canada: A focus on women 

living in rural and remote areas, Canadian Institute for Health Information, Federal 

Government of Canada.

College of Midwives of Ontario. (2019). College of Midwives of Ontario, CMO.

College of Nurses of Ontario (CNO). (2002). Professional Standards, College of Nurses of 

Ontario. Retrieved from, http://www.cno.org/globalassets/docs/prac/41006_profstds.pdf

65



College of Nurses of Ontario (CNO). (2006). Therapeutic nurse-client relationship, College of 

Nurses of Ontario. Retrieved from, 

http://www.cno.org/globalassets/docs/prac/41033_therapeutic.pdf

Elmir, R., Schmied, V., Wilkes, L., & Jackson, D. (2010). Women’s perceptions and experiences

of a traumatic birth: a meta-ethnography. Journal of Advanced Nursing, 66(10), 2142–

2153. doi: 10.1111/j.1365-2648.2010.05391.x

Essex, H., Green, J. & Pickett, K. (2013). Which women are at an increased risk of caesarean 

section or instrumental vaginal birth in the UK: An exploration within the millennium 

cohort study. International Journal of Obstetrics and Gynaecology, 120, 732-743. 

doi:10.1111/1471-0528.12177

Fleming, S.E., Smart, D., & Eide, P. (2011). Grand multiparous women’s perceptions of birth, 

nursing care and childbirth technology. Journal of Perinatal Education 20(2), 108-

Gamble, J. & Creedy, D. (2005). Psychological trauma symptoms of operative birth, 

British Journal of Midwifery, 13(4), 218-224. 

https://doi.org/10.12968/bjom.2005.13.4.17981

Gamble, J. & Creedy, D. (2005). Psychological trauma symptoms of operative birth, British 

Journal of Midwifery, 13(4), 218-224. https://doi.org/10.12968/bjom.2005.13.4.17981

Government of Ontario. (2019). Prenatal education: Key messages for Ontario, Best Start 

Resource Centre, Health Nexus. Retrieved from, https://www.ontarioprenataleducation.ca

Grestner Goldbort, J. (2009). Women’s lived experience of their unexpected birthing process. 

MCN: The American Journal of Maternal/Child Nursing, 34(1), 57–62.

66



Hall, R. T., Mercer, A. M., Teasley, S. L., McPherson, D. M., Simon, S. D., Santos, S. R., et al. 

(2002). A breast-feeding assessment score to evaluate the risk for cessation of breast-

feeding by 7 to 10 days of age. Journal of Pediatrics, 141(5), 659Y664.

Herstad, L., Klungsoyr, K., Skjaerven, R., Tanbo, T., Forsen, L., Abyholm, T., & Vangen, S. 

(2014). Maternal age and emergency operative deliveries at term: A population-based 

registry study among low-risk primiparous women. International Journal of Obstetrics 

and Gynaecology, 122, 1642-1651. doi: 10.1111/1471-0528.12959

Hodnett, E.D., Gates, S., Hofmeyr, G.J., & Sakala, C. (2013). Continuous support for women 

during childbirth (Review), The Cochrane Collaboration, 1-113.

Insights West. (2018). Survey of Canadian Professions, Insights West. Retrieved from, 

https://insightswest.com/wp-content/uploads/2018/03/Professions2018_Tables

Kang H. (2013). The prevention and handling of the missing data. Korean journal of 

anesthesiology, 64(5), 402–406. doi:10.4097/kjae.2013.64.5.402

Kibuka, M., & Thornton, J.G. (2017). Position in the second stage of labour for women with 

epidural anaesthesia. Cochrane Database Systematic Review. doi: 

10.1002/14651858.CD008070.pub3.

Ledford, C. J. W., Canzona, M. R., Womack, J. J., & Hodge, J. A. (2016). Influence of Provider 

Communication on Women’s Delivery Expectations and Birth Experience Appraisal: A 

Qualitative Study. Family Medicine, 48(7), 523–531.

Morrow, R., Rodriguez, A., & King, N. (2015). Colaizzi’s descriptive phenomenological 

method. The Psychologist, 28(8), 643-644. Retrieved from, 

http://eprints.hud.ac.uk/id/eprint/26984/1/Morrow_et_al.pdf

67



Pampel, F. C., Krueger, P. M., & Denney, J. T. (2010). Socioeconomic Disparities in Health 

Behaviors. Annual review of sociology, 36, 349–370. doi: 

10.1146/annurev.soc.012809.102529

Pannucci, C. J., & Wilkins, E. G. (2010). Identifying and avoiding bias in research. Plastic and 

reconstructive surgery, 126(2), 619–625. doi:10.1097/PRS.0b013e3181de24bc

Payant, L., Davies, B., Graham, I.D., Peterson, W.E., & Clinch, J. (2008). Nurses’ intentions to 

provide continuous labour support to women. Journal of Obstetric, Gynecologic, and 

Neonatal Nursing 37, 405-414.

Petrangelo, A., Czuzoj-Shulman, N., Balayla, J., & Abdenhaim, H. (2019). Cannabis abuse or 

dependence during pregnancy: A population-based cohort study on 12 million births. 

Journal of Obstetrics and Gynaecology, 41(5):623−630. doi: 

https://doi.org/10.1016/j.jogc.2018.09.009

Provincial Council for Maternal and Child Health (PCMCH). (2018). Quality-based procedure 

for low risk birth, Provincial Council for Maternal and Child Health. Retrieved from, 

https://www.pcmch.on.ca/health-care-providers/maternity-care/quality-based-procedures-

clinical-practice-guidelines/quality-based-procedure-for-low-risk-birth/

Provincial Council for Maternal and Child Health (PCMCH) & Ministry of Health and Long-

Term Care. (2017). Quality-based procedures clinical handbook for low risk birth, 

Government of Ontario. Retrieved from, 

https://www.pcmch.on.ca/wp-content/uploads/2018/05/Low-Risk-Birth-QBP-Clinical-

Handbook-2017-08-30.pdf

Puia, D. (2013). A meta-synthesis of women’s experiences of caesarean birth. MCN: The 

American Journal of Maternal/Child Nursing, 38(1), 41–47.

68



Read, A., Prendiville, W., Dawes, V., & Stanley, F. (1994). Caesarean section and operative 

vaginal delivery in low-risk primiparous women, Western Australia. American Journal of

Public Health, 8(1), 37-42. Retrieved 2017 from, 

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1614912/pdf/amjph00452-0039.pdf

Readers Digest. (2012). Readers Digest Trust Poll, Readers Digest. Retrieved from, 

https://www.readersdigest.ca/culture/canadas-most-trusted-professions-2012-trust-poll-

results/

Reed, R., Sharman, R., & Inglis, C. (2017). Women’s descriptions of childbirth trauma relating 

to care provider actions and interactions. BMC Pregnancy and Childbirth, 17(1), 21. doi: 

https://doi.org/10.1186/s12884-016-1197-0

Reilly, R. (2009). Caesarean section on maternal request: How clear medical evidence fails to 

produce ethical consensus, Journal of Obstetrics and Gynaecology Canada, 31(12), 

1176-1179. Retrieved from, https://www.jogc.com/article/S1701-2163(16)34379-1/pdf

Roberts, C., Algert, C., Carnegie, M., & Peat, B. (2002). Operative delivery during labour: 

Trends and predictive factors. Journal of Paediatric and Perinatal Epidemiology, 16, 

115-123. doi: 10.1046/j.1365-3016.2002.00409.x

Rothman, B.K. (1986). Women, providers and control. Journal of Obstetric, Gynecologic, and 

Neonatal Nursing 25, 253-256.

Royal College of Obstetricians and Gynaecologists. (2011). Operative Vaginal Delivery: Green 

top guideline No. 26, Royal College of Obstetricians and Gynaecologists, 1-19.

Schildberger, B., & Lietner, H (2016). Foetal Gender and Obstetric Outcome. Geburtshilfe 

Frauenheilkd, 76(3): 255–260. doi: 10.1055/s-0041-109198: 10.1055/s-0041-109198

69



Shamsa, A., Bai, J., Raviraj, P., & Gyaneshwar, R. (2013). Mode of delivery and its associated 

maternal and neonatal outcomes. Journal of Obstetrics and Gynecology, 3, 307-312. doi: 

10.4236/ojog.2013.33057

Sherrod, M. M. (2017). The history of caesarean birth from 1900 to 2016. Journal of Obstetric, 

Gynecologic, & Neonatal Nursing, 46(4), 628–636.

Simkin, P., & Klein, M. (2019). Nonpharmacologic approaches to management of labour, Up-

To-Date, Wolters Kluwer.

Simpson K. R. (2006). When and how to push: providing the most current information about 

second-stage labor to women during childbirth education. The Journal of perinatal 

education, 15(4), 6–9. doi:10.1624/105812406X151367

Society of Obstetricians and Gynaecologists in Canada. (2007). Fetal Health Surveillance: 

Antepartum and Intrapartum Consensus, Journal of Obstetrics and Gynaecology, 29(9), 

1-60.

Society of Obstetricians and Gynaecology in Canada (SOGC). (2019). Guidelines for Operative 

Vaginal Birth: SOGC Clinical Practice Guidelines, Journal of Obstetrics and 

Gynaecology, 381, 870-882.

Statistics How To. (2015). What is Akaike’s Information Criterion? Statistics How To, 

WordPress. Retrieved from, https://www.statisticshowto.datasciencecentral.com/akaikes-

information-criterion/

Stone, A. (2019). Nurses ranked most trusted profession in 2019, ONS Voice. Retrieved from, 

https://voice.ons.org/advocacy/nurses-ranked-most-trusted-profession-in-2019

Sullivan-Bolyai, S., Bova, C., & Singh, M. (2013). Quantitative Data Analysis. In G. LoBiondo-

Wood, & J. Haber, Nursing Research in Canada (pp. 346-382). Toronto: Elsevier.

70



The Obstetric Justice Project. (2019). The Obstetric Justice Project, Community Blog. Retrieved 

from, https://obstetricjustice.org

Tripathy J. (2013). Secondary Data Analysis: Ethical issues and challenges. Iranian journal of 

public health, 42(12), 1478–1479.

Wegner, E., & Bernstein, I. (2016). Operative Vaginal Delivery. Up-To-Date. Wolters Kluwer.

Whittemore, R., & Knafl, K. (2005). The integrative review: Updated methodology. Journal of 

Advanced Nursing, 52(5), 546-553.

Wu, J., Viswanathan, M., & Ivy, J. (2012). A conceptual framework for future research on mode 

of delivery. Maternal Child Health Journal, 16(7), 1447-54.doi:10.1007/s10995-011-

0910-x

Zamanzadeh, V., Jasemi, M., Valizadeh, L., Keogh, B., & Taleghani, F. (2015). Effective factors

in providing holistic care: a qualitative study. Indian Journal of Palliative Care, 21(2), 

214–224. doi:10.4103/0973-1075.156506

Zauderer C. (2009). Postpartum depression: how childbirth educators can help break the 

silence. The Journal of perinatal education, 18(2), 23–31. 

doi:10.1624/105812409X426305

Zimmerman, G. (2013). Birth trauma: Posttraumatic stress disorder after childbirth. International

Journal of Childbirth Education, 28(3), 62-66.

Zwelling, E. (2008). The emergence of high-tech birthing. Journal of Obstetric, Gynecologic, 

and Neonatal Nursing 37, 85-93.

71



Appendix A

APPROVAL FOR CONDUCTING RESEARCH INVOLVING HUMAN SUBJECTS

Research Ethics Board – Laurentian University

This letter confirms that the research project identified below has successfully passed the 

ethics review by the Laurentian University Research Ethics Board (REB). Your ethics approval 

date, other milestone dates, and any special conditions for your project are indicated below.

TYPE OF APPROVAL / New / Modifications to project / Time extension X

Name of Principal Investigator

and school/department

Tiana Briglio, PI (School of Nursing, LU); 

Roberta Heale, Supervisor

Title of Project Risk Factors Associated with Operative Vaginal 

Birth in Ontario: A Population-Based, 

Retrospective Study

REB file number 6013576

Date of original approval of 

project

January 29, 2018

Date of approval of project 

modifications or extension (if 
applicable)

January 07, 2019

Final/interim report due on:

(You may request an extension)

January 29, 2020

Conditions placed on project

During the course of your research, no deviations from, or changes to, the protocol, 

recruitment or consent forms may be initiated without prior written approval from the REB. If 

you wish to modify your research project, please refer to the Research Ethics website to 

complete the appropriate REB form.

All projects must submit a report to the REB at least once per year. If involvement with 

human participants continues for longer than one year (e.g., you have not completed the 

objectives of the study and have not yet terminated contact with the participants, except for 

feedback of final results to participants), you must request an extension using the appropriate LU

REB form. In all cases, please ensure that your research complies with Tri-Council Policy 

Statement (TCPS). Also please quote your REB file number on all future correspondence with 

the REB office.

Congratulations and best wishes in conducting your research.

72



Susan Boyko, PhD(c), Vice Chair, Laurentian University Research Ethics Board

Appendix B

Conceptual Framework

73



Appendix C

Variables Listed in the Conceptual Framework

74



Appendix D

Variables Requested from BORN Ontario

Maternal

Antenatal

− Maternal Health Conditions − Maternal Date of Birth (Age)

− Maternal BMI − Gravida

− Parity − Medication Exposure in Pregnancy

− Drug and Substance Exposure in 

Pregnancy

− Alcohol Exposure in Pregnancy

− Number of Previous Vaginal Births − Number of Previous Abortions

− Number of Previous Stillbirths − Mental Health Conditions

− Complications of Pregnancy − Woman Abuse

− Prenatal Classes − Ethnicity

− Conception type − Neighbourhood median family 

income

− Neighbourhood median education 

level

Labour

− Type of Labour

− Cervical Ripening Prior to Induction

− Augmentation

− Method/s of Induction

− Pain Management

− Time waiting

− Labour and Birth Complications (maternal)

− Fetal Surveillance type

− Labour and Birth Complications (fetal)

Infant

− Head Circumference at birth

− Gestational age at birth

− Birth Weight

− Gender of baby

Provider/System

− Maternal Antenatal HCP

− HCP who caught/delivered baby

Regional

− Postal Code (Hospital)

− Northern/Southern Ontario

− Rural/Remote
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Appendix E

Search Strategy
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Appendix F

Data Analysis

Ar,cle Trauma Posi,ve Experience

A4anasio 2015

− Healthcare provider (HCP) not 

providing explanation of 

procedures, not having informed 

consent

− Negative experience when women 

felt disrespected, abandoned, and 

disregarded by HCP

− Positive when HCP listened to 

women and valued unique 

embodied knowledge

− Lack of consent and informed 

decision-making

− Felt pressured into procedures

− Felt HCP prioritized their agenda 

over the woman

When HCP:

− did not include women 

in decision making about

care options = POWER

− failed to obtain consent 

for interventions/ 

procedures = POWER

Led women to feel:

− disrespected

− abandoned

− disregarded

− pressured into 

procedures

When HCP:

− Actively listened

− Valued embodied 

knowledge

Beck 2006

− Expectations not met

− Did not include woman in care 

decisions

− Failure of HCP to keep promises

When HCP:

− care did not meet 

women’s expectations = 

EXPECTATIONS

− did not include women 

in care decisions = 

POWER

Beck 2004

− Negative experiences when 

expectations of care not met 

− Women expected a certain level of 

care and felt that when that was not

fulfilled, there was a lack of caring 

from their providers

− Described childbirth as a vulnerable

time 

 words women used to describe 

their provider interactions:

 cold

 arrogant

 technical

 stripped of dignity 

 abandoned physically and 

emotionally

− Used their bodies as a teaching 

situation without their consent 

When HCP: 

− did not meet women’s 

expectations of care they

would receive = 

EXPECTATIONS 

− used their situation as a 

teaching moment 

without their consent = 

POWER

− focused on the clinical 

outcome of a “healthy 

baby” = ACKNOWLEGDE
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Ar,cle Trauma Posi,ve Experience

− Medical model and teaching was 

more important than the women’s 

experience 

− Disregarded the woman as a 

relevant part of the outcome; “as 

long as there is a healthy baby”
Beck 2018

− HCP actions caused women to feel 

that they could not trust 

− HCP failed to meet professional 

standards

− HCP did not acknowledge their 

faults; contributes to women’s 

trauma 

− Physical and emotional 

abandonment during vulnerable 

time 

− HCP prioritize teaching students 

− HCP not communicating directly 

with the woman about her care 

− Verbally abusive in tone at times 

− What was viewed as routine for 

HCP was considered traumatizing 

for women

− Women felt as things were being 

done to them

− Patriarchal behaviours 

− Violation of privacy 

− HCP using threats to get what they 

want 

− HCP blame women for baby 

outcome

When HCP: 

− did not acknowledge 

what had happened 

(what was viewed as 

routine for the provider 

was traumatic for the 

woman) = 

ACKNOWLEDGE

− prioritized teaching over

women = POWER

− did not involve women 

in the care decisions = 

POWER

− was verbally abusive in 

tone = POWER

− used threats = POWER

− focused on clinical 

outcome of “healthy 

baby” = ACKNOWLEDGE

− used patriarchal 

behaviours = POWER

Led women to feel:

− like their privacy was 

violated 

− like things were being 

done to them 

− physical and emotional 

abandonment
Elmir 2010

− Evidence of trauma recalling the 

interaction with HCP

− HCP authoritative style of decision 

making

− HCP failed to explain what was 

happening causing trauma and 

anxiety

− Women not involved in decision-

making about their care

− HCP did not see women relevant to 

decision-making process

When HCP:

− was authoritative = 

POWER

− did not explain what was

happening = POWER

− did not include women 

in decision-making = 

POWER

− did not acknowledge that

something traumatic 

occurred = 
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Ar,cle Trauma Posi,ve Experience

− Described labour and birth as a 

vulnerable time

− Women felt betrayed by HCP

− Women felt pressured into 

interventions and would describe 

feeling as though they had no choice

about an intervention

− Women only agreed to 

interventions to make the trauma 

stop

− HCP failed to acknowledge that 

trauma occurred

− Continuity of care

ACKNOWLEDGE

− lack of continuity of care 

= EXPECTATIONS

Led women to feel:

− as though they had no 

choice

− pressured into 

interventions

− betrayed 

Grestner Goldbort 2009

− Patient expectations not met

− Nurses were described as having an

uncaring attitude; almost irritated 

or annoyed

− Clinical focus; to deliver the baby, 

woman was irrelevant

− Lack of empathy

− Lack of information provided

− Broken trust with HCP

− Physically and emotionally 

abandoned

− Women described this as a 

vulnerable time

− Providers prioritized learning 

needs over women

− Something that was done to them

− Proceeding without consent 

When HCP:

− care did not meet 

expectations = 

EXPECTATIONS

− had uncaring attitudes = 

POWER

− clinical focus of 

delivering a “healthy 

baby” = ACKNOWLEDGE

− did not provide 

information = POWER

− prioritized learning 

needs over women = 

POWER

− did not obtain consent = 

POWER

Let women to feel:

− like they could not trust

− like this was something 

that was done to them

− physically and 

emotionally abandoned 
Ledford 2016

− Lack of information

− Women expect providers to explain 

procedures/information regarding 

their care/pregnancy; when this is 

not maintained, women feel a void 

in provider care

− women want to be involved in their 

care plan, and feel alone/left 

out/disempowered when they are 

not given the opportunity to be 

When HCP:

− did not provide 

information = POWER

− failed to meet 

expectations for care = 

EXPECTATIONS

− did not include women 

in decision-making = 

POWER

− did not value embodied 

− Women who knew

what to expect felt 

empowered

− Women felt 

empowered when 

their providers 

were consistent 

and continuity was

maintained 
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Ar,cle Trauma Posi,ve Experience

involved

− Women express wanting to know 

ahead of time things to expect

− Women who knew what to expect 

felt empowered and women who 

didn’t felt disempowered

− Vulnerable time

− HCP not valuing women’s unique 

embodied knowledge

− Women feel empowered when 

providers are consistent, present 

and continuity is maintained

− Continuity of care 

knowledge = 

ACKNOWLEDGE

− lack of continuity of care 

= EXPECTATIONS

Puia 2013

− Inadequate info from prenatal and 

intrapartum care

− When providers are mindful of their

actions and behaviours, patients 

view their experiences in a positive 

way

− Despite emergency C-section, she 

calls her experience “lovely” and 

attributes this to HCPs; positive 

interaction with HCP, improved 

perception of birth

− HCP focus on baby outcome only

− Clinical picture over lived 

experience (urge to push)

− Expectations not met

− HCP needs over women needs

− Some descriptions of HCP 

behaviours/interactions are 

abusive, they are potentially 

traumatizing acts in and of 

themselves

− Power shift from patient to 

provider

− The woman feels like the provider 

has the power

− Disempowering to have decisions 

made for you as opposed to 

learning all the information and 

making an informed decision for 

yourself and your baby

− Something that was done to me

When HCP:

− did not provide 

information = POWER

− clinical focus of 

delivering a “healthy 

baby”= ACKNOWLEDGE

− did not value embodied 

knowledge = 

ACKNOWLEDGE

− actions and behaviours 

are abusive in nature = 

POWER

− care expectations not 

met = EXPECTATIONS

Led women to feel:

− it was something that 

was done to them

− power was in provider’s 

hands

− out of control

− HCP are mindful of

their actions and 

behaviours

Reed 2017

− More than half ( ) the women who ⅔

responded felt that the provider 

When HCP:

− did not value embodied 
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Ar,cle Trauma Posi,ve Experience

actions/behaviours were the most 

traumatizing aspect of their 

birthing experience

− Providers included: nurses, OBs, 

and midwives

− HCP needs over women needs

− Clinical picture over lived 

experience (urge to push)

− Embodied knowledge disregarded. 

Women felt judged and irrelevant 

when HCP disregarded their 

embodied knowledge

− HCP using their position of 

authority to make threats, did not 

explain and include the patient in 

their care: bullied, belittled and 

dictated. HCP using abusive 

language to get what they want

knowledge = 

ACKNOWLEDGE

− used an authoritative 

style to make threats, not

explain what was 

happening, not include 

women in their care = 

POWER

− used abusive language 

and threats = POWER

Led women to feel:

− bullied

− judged

− irrelevant 
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Birth Trauma Spectrum 
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