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Thesis overview

This thesis was completed as part of the Clinical Psychology Doctorate programme and
includes three chapters. Chapter one is a meta-analysis examining the current literature on the
prevalence rates for perinatal post-traumatic stress disorder following childbirth. Chapter two
is an empirical paper exploring Black women’s experiences of pregnancy and birth from a
qualitative stance. Chapter three comprises of a press release for both papers, conveying

findings in an accessible manner.
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Abstract

Background: The prevalence of perinatal post-traumatic stress disorder (PPTSD)
following birth has been highlighted by previous reviews. This study aimed to provide an up

to date review of research regarding current prevalence rates of PPTSD following birth.

Methods: PsychINFO, Web of Science and Medline databases were searched for
studies reporting on quantitative estimates of prevalence rates for PPTSD between January
2015 to June 2021. PTSD terms were crossed with perinatal-related and trauma-related terms
to identify appropriate papers. Studies were selected according to a set of exclusion and

inclusion criteria. They then were assessed for risk of bias.

Analysis and Findings: Sixteen studies, resulting in 22 event rate scores were included
in this meta-analysis (N = 14,054). Most studies recruited participants from the general
population. The meta-analysis revealed a prevalence of PPTSD following birth of 16.48%.
High heterogeneity was recorded suggesting high variance across the included studies and

subsequent prevalence rates. Further analyses were conducted to explore this in more detail.

Discussion: Across the various sources of bias and variations within this meta-analysis, there
was a consistent pattern of higher quality study designs reporting lower prevalence rates.
However, these were still markedly higher than the 12-month prevalence rate reported for
women in the general population, who develop PTSD. Thus, even if poorer quality studies
are inflating the overall estimate of the prevalence of PPTSD, this current study suggests that
the prevalence of PPTSD remains higher for women following childbirth than 12-month

PTSD prevalence rates observed in the general female population.



Introduction
Background

For many women, birth may be described as a “moment of triumph, satisfaction and reward”
(Nelson, 2003). However, clinicians and researchers have begun to recognise that the
experience of pregnancy and childbirth can elicit psychological trauma and damage for some
women (Larkin et al., 2009; Simkin, 1996). Historically, research focused on the physical
wellbeing of mother and infant and how to optimise survival of both. However, more recently,
the World Health Organisation (Organization, 2019; Rahman et al., 2013) has recognised the

importance of maternal mental wellbeing, placing this as a global health priority.

Up to 30% of women describe birth as traumatic (Schobinger et al., 2020) and consequently,
researchers have been prompted to investigate how birth experiences impact on maternal
psychological wellbeing. Psychological problems associated with childbirth include anxiety,
depression, post-traumatic stress disorder (PTSD) (Ayers, 2014; Olde et al., 2006; Slade,
2006), disrupted mother-infant bonding (Cook et al., 2018), marital problems (Ayers et al.,
2006; Delicate et al., 2018), and delays in infant emotion regulation and development (Enlow
etal., 2011; Parfitt et al., 2014). Models of causality between birth trauma and PTSD have been
investigated (e.g. Ayers, 2007) and presence of pre-existing psychiatric disorders, history of
trauma (Garthus-Niegel et al., 2013; Lev-Wiesel et al., 2009), and emergency procedures used

(Polachek et al., 2012) have been identified as moderating factors.

The latest Diagnostic and Statistical Manual of Mental Disorders (DSM-5; American
Psychiatric Association, 2013) for PTSD state that PTSD occurs following exposure to actual

or threatened death, severe injury, or sexual violence. Birth trauma meets the criteria for PTSD,
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termed perinatal PTSD (PPTSD), as women may experience the threat of death or injury during
birth (Ayers, 2014). As of yet, the PPTSD literature suggests no systematic way to assess birth
trauma, with no consistent definition. The term perinatal covers pregnancy, birth, and 12-
months postpartum, with PPTSD applicable across this spectrum. For example, pregnant
women may report interpersonal violence (Mahenge et al., 2013)or pregnancy complications
such as foetal anomaly (Horsch et al., 2013). Following birth, new mothers may observe their
infant deteriorating in relation to chronic, life-threatening illnesses (observed threat of

life/participation in painful procedures).

PPTSD may result from complicated or traumatic birth experiences (Dahlen et al., 2010;
Waldenstrom et al., 2004). Grekin & O’Hara (2014) demonstrate the importance of the
mother’s perceptions of birth and how her subjective experience defines the experience as
traumatic (e.g. feeling powerless and/or threatened). Many researchers (Allen, 1998; Beck,
2009; Olde et al., 2006; Thomson & Downe, 2009; Verreault et al., 2012) concur that the
experience of birth as traumatic is subjective. As there is no widely agreed definition for
PPTSD, for the purpose of this meta-analysis, the term PPTSD is used in relation to birth
trauma, focusing on the impact traumatic birth has on maternal wellbeing. It excludes trauma
experienced during other perinatal periods. This concurs with the definition of PPTSD as has
been defined as “a complex concept which is used to describe a series of related experiences
of, and negative psychological responses to, childbirth.” (Greenfield et al., 2016). Physical

trauma is not a prerequisite for birth experiences to be categorised as traumatic

Growing evidence of birth trauma has prompted researchers to identify resulting prevalence
rates of PPTSD symptoms. As for PTSD, estimates of prevalence rates for PPTSD vary due to

differing epidemiology of mental disorders, study designs and cultural contexts (Pringsheim et



al., 2014). For example, differences in measurement (diagnostic or caseness) may alter PPTSD
prevalence rates (Ayers et al., 2015) as well as using high risk samples. However, capturing

accurate PPTSD prevalence rates is important, clinically, academically and economically.

Previous reviews

To achieve this, a series of reviews were conducted to assess PPTSD prevalence rates. First,
Olde et al. (2006) reviewed all data from 1977-2003 to assess prevalence and identify factors
which significantly increased risk of PPTSD. This review reported on 31 papers consisting of
case studies and quantitative studies describing PPTSD prevalence rates. At approximately 6
weeks postpartum, prevalence of PPTSD was assessed as 2.8-5.6%, declining to 1.5% at 6
months. The authors stress the importance of understanding how traumatic reactions to
childbirth impact maternal health and presented primary and secondary prevention strategies
to minimise PPTSD experiences. These focused on education for both mother (e.g. incidence
of obstetric interventions, associated risks and benefits) and health professionals (e.g. health
screens for known vulnerable factors) on symptomatology and awareness that PPTSD can

occur.

Andersen et al. (2012) conducted a systematic review which identified 31 relevant studies from
November 2003 to October 2010. The focus was on understanding risk factors associated with
PPTSD to be able to identify women at risk earlier. The authors also reported on prevalence
rates, including studies that assessed prevalence at different time points. They found that the
three largest and highest quality-rated studies (Alcorn et al., 2010; Stéderquist et al., 2009;
Sdderquist et al., 2006) reported prevalence rates of PPTSD of 1.3%-2.4% at 1-2 months

postpartum and 0.9-4.6% at 3-12 months postpartum. Exploring PTSD over time allowed these
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reviewers to consider the progression of PTSD over the first postnatal year. The duration of
symptoms over time illustrated the severity of the problem and its long-term detrimental impact
on women’s well-being. The authors concluded that subjective distress during labour and

obstetrical emergencies were the strongest associated factors for PPTSD.

These two previous systematic reviews (Andersen et al., 2012; Olde et al., 2006) did not
provide a single estimate of PPTSD prevalence rates, with confidence intervals. Grekin and
O’Hara (2014) conducted the first meta-analysis to identify these statistics, alongside risk
factors for PPTSD. Additionally, they investigated the strength of risk factors of PPTSD by
distinguishing between sample types (i.e. ‘at-risk” vs community samples) and the different
origins of trauma experienced in the post-natal period. Seventy-eight studies were included in
the analysis. Prevalence of PPTSD was calculated as 3.1% in community samples and 15.7%
in at-risk samples, confirming that PPTSD rates were higher in ‘at-risk” samples. Specific risk
factors found to influence risk of PPTSD development included psychiatric history, postpartum
depression, and pregnancy and labour complications. The authors concluded that the reported
prevalence rates demonstrated the severity of the problem and considered that further research

into this area was warranted.

Understanding what influences the development of PPTSD has grown considerably since the
first review by Olde et al. (2006), with risk factors and the development of PPTSD over time
coming into focus. Yildiz, Ayers and Phillips (2017) expanded on this body of research by
incorporating prenatal PTSD as a factor. They felt this provided a better understanding of the
development and/or causes of PPTSD by exploring the course of PPTSD longitudinally, from

pregnancy to postpartum. In order to assess this, the authors conducted a systematic review and



meta-analysis of papers up to December 2015. Fifty-nine relevant studies spanning the
perinatal period were identified in total. They found that prenatal PTSD was reported by a
significant number of pregnant women (prevalence rate: 4-6%) and the authors concluded
therefore, that identifying and treating prenatal PTSD is warranted by means of routine
screening during pregnancy. PPTSD prevalence rates were found to be 4.0% (95% CI: 2.77-
5.71) in community samples and 18.5% (95% CI: 10.6-30.38) in high-risk groups.
Furthermore, prevalence of PPTSD increased during the first six months postpartum.

Consequently, support in the postnatal period is needed to detect and support new mothers.

The Current Study

The present meta-analysis aims to provide quantitative estimates of prevalence rates for PPTSD
reported by studies published from January 2015 to June 2021 to update findings of previous
reviews. In addition, in order to gain a deeper understanding of the development of PPTSD,
the data were analysed to establish whether the prevalence of PPTSD changes over time in the

postnatal period.

Methods

Identifying Studies

Search of Electronic Databases

A systematic search of the quantitative research literature published from January 2015
onwards was carried out on 28" June 2021 using PsychINFO, Medline and Web of Science.

The aim of the search was to obtain a comprehensive overview of empirical research on



prevalence of PPTSD following birth. The search terms that were used to identify these studies

are outlined in Table 1 below.

Table 1

Search criteria used for the systematic search. Terms originated from previously

published reviews, adapted for the purpose of this study.

Construct

Free Text Search Terms

Method of Search

Limits

Posttraumatic stress

‘Trauma’
‘Posttraumatic stress’
‘Emotional trauma’
‘Stress reactions’

‘Distress’
Birth ‘Birth injuries’

‘Birth’

‘Birth trauma’
Postpartum period ‘Postpartum’

)

‘Postpartum depression

Prevalence

’Prevalen®’

Free search terms
Search terms in each
construct were combined
with OR.

Free search terms across
constructs were
combined with AND.

Peer reviewed
articles

- January 2015 to
current date
(June 2021).

Inclusion and Exclusion Criteria

Full inclusion/exclusion criteria are described in Table 2. In line with the aims of this review,

study inclusion focused on whether the researchers assessed prevalence as a primary aim or as

a by-product of their research aims. Studies were not limited to first-time mothers or mode of

birth delivery (e.g. vaginal, or assisted delivery). As this was an update following the last meta-

analysis, studies prior to 2015 were excluded.



Table 2:

Inclusion and exclusion criteria.

Inclusion criteria

Justification

Nature of intervention:

Prevalence rates of PPTSD post-birth recorded.
- Prevalence rates not derived by mediation
analysis.

Studies specifically citing and examining PPTSD as
opposed to other postnatal symptomatology or
psychological distress.

Studies exploring post-birth experiences as opposed to
perinatal.

Studies could assess the prevalence of PPTSD through
face-to-face sessions, telephone or online
guestionnaires.

Participant characteristics

Women, not limited to first-time mothers or singular
births.

Mothers who experienced stillbirths, or baby loss
shortly after delivery were excluded. Mothers who gave
birth prematurely were also excluded.

Types of birth delivery methods (e.g. vaginal,
caesarean) were not controlled in this review.

Birth occurred outside of the global pandemic and
consequent restrictions related to ‘Covid-19°.

Outcome data

The studies were required to report the prevalence for
PPTSD after birth in numerical value. Percentage
scores were accepted if they reported the general
sample size to allow for working out. If studies did not
present prevalence rate before analysing the data, they
were excluded.

Type of article
The following article types were excluded: meta-

analysis/theoretical papers/reviews/commentaries/
postgraduate research papers (e.g. doctoral thesis)

This was to ensure that the studies selected were measuring the intended
symptomatology (PTSD) in its simplest form. Papers to report the prevalence rate
without attempt at manipulating this in anyway.

This would ensure the same construct was being measured across the studies
included, and control for some variation in the types of postnatal experiences women
report. Studies which did not specifically use this term were excluded (e.g. post-natal
depression, post-natal anxiety).

Time period for exploration was fixed to the post-natal period, not to the pregnancy
period. Other variables may be at play in the different maternal time periods.

Restrictions on how the information was gathered from participants was not
implemented as an inclusion/exclusion criterion. Awareness that the participants
were new mothers in the adjustment phase and therefore, researchers may have used
a variety of different mediums to assess prevalence of PPTSD for ease of
recruitment. Selection and performance biases were taken into account when
completing ‘risk of bias’ assessment.

Women, at any birth, can experience postnatal symptomatology including PPTSD.
Therefore, limiting to first-time mothers was not felt necessarily. Likewise, studies
which included multiple births in addition to singular births were included. However,
papers which exclusively explored the prevalence rates of PPTSD in multiple births
were excluded.

Studies exploring the prevalence of PPTSD following a baby loss may be measuring
something different (e.g. bereavement, loss). Therefore, this may potentially bias the
sample and add uncontrolled variance into the data.

Equally, studies exploring the effects of premature birth on the mother also may be
measuring something different, due to the uncertainty and health complications
potentially related to premature births.

Birth delivery was often not controlled in the papers identified. Although the type of
birth deliveries may have some mediating impact on the overall birthing experience,
it was not felt essential to control for in this instance.

A pandemic was declared on 11" March 2020 by the World Health Organisation
(WHO, March 2016). Studies conducted during these times may be influenced by
the consequences of the pandemic, impacted the validity of the overall study. The
pandemic may have indeed acted as a traumatic experience, applying additional
stressors to new mothers. Therefore, studies completed within this time were
excluded.

To ensure that outcomes can be calculated into an effect size and increases
methodological rigour of studies included.

These articles do not provide the outcome data needed for this meta-analysis.




Inclusion criteria Justification

[clinical guidance/non-outcome focused studies i.e.
longitudinal/association studies/case studies/validation
of psychometric scales/qualitative papers.

The results of the systematic search are presented in Figure 1. The search yielded a total of 401
articles across the three databases. Articles were then screened using the in/exclusion criteria
by study titles and/or abstracts, and duplicates removed. The three most common reasons for
exclusion were: studies related to health complications (n=155), systematic reviews or
dissertations (n=81), and exploring mixed mental health presentations (n=49). The full texts of
the remaining 24 articles were then reviewed in detail against the in/exclusion criteria. Fourteen
articles met the full inclusion/exclusion criteria. Five additional articles were identified from
the references of the included studies. Thus, 19 studies satisfied the criteria for inclusion within

this meta-analysis.
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Figure 1:

Results of the systematic search and the application of the inclusion and exclusion criteria

Articles identified from databases:
N=401

PsychINFO = 25

MEDLINE = 50

Web of Science = 326

l

Articles screened by title:
N= 401

v

Articles screened by abstract:
N=55

Premature birth: 34
Perinatal mental wellbeing (PTSD):

Dissertation/review etc: 81

Articles Excluded: N= 346

30

Maternal child abuse/Intimate
partner violence: 24

Other health complications: 155
Covid-19: 9

Duplicates removed: 13

A J

Articles Excluded: N=37
Mixed mental health presentation: 37

Y

Full text screen:
N=18

A\

Articles Excluded: N= 4

Cross-reference screen:
N=35

.
L

A A

Articles included (plus cross-
reference studies):
N=19

11

No numerical data provided: 3
Study settings (during war): 1




Event rates were reported as the ratio of participants with PPTSD post-birth divided by the total

number of persons examined.

Some included studies report the same outcome measures more than once (i.e. at different time
points). Where possible, multiple data points were combined into a single quantitative outcome
using the procedures described by Borenstein et al. (2009). Where this was not possible, the
multiple effects (i.e. time points) were included as separate effects within the meta-analysis.
The inclusion of multiple reporting of outcomes from the same primary study may result in a
slight reduction in confidence intervals for the random effects model, as the sample size of that

included study is included twice or more.

Defining Problematic VVariance

A study level effect is considered heterogeneous if it presents with variation from the meta-
analysis synthesis that cannot be attributed to true variation in the distribution of PPTSD
following birth. Heterogeneity can result from methodological variation in the studies,
measurement error or uncontrolled individual difference factors within the body of literature.
Higgins 1% is a commonly used measure of heterogeneity, with greater values of 12 indicating
variation that cannot be attributed to true variation in the distribution of effect in the population.
As there is considerable variation in methodologies of the included studies that were used to
calculate the meta-analytic synthesis, problematic heterogeneity was defined as a Higgins
12 value greater than 75%. Where unacceptable or problematic heterogeneity is observed, then
the focus of the subsequent analyses will be upon the identification of the sources of

heterogeneity between the estimates of PPTSD in the included studies.
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Risk of Bias Assessment

Risk of bias within the literature was assessed by adapting existing risk of bias frameworks,
including The Cochrane Collaboration Risk of Bias Tool (Higgins et al., 2011) and the Risk of
Bias Assessment Tool for Nonrandomised Studies (Kim et al., 2013). The current framework
assesses risk of bias in seven domains: selection bias, performance bias, detection bias,
statistical bias, reporting bias and generalisation. The current meta-analysis calculated
prevalence rates of PPTSD and therefore, treatment fidelity was excluded due to its non-
applicability (i.e. treatment was not assessed). Table 3 describes how each of the risk domains

is defined alongside the criteria for ‘Low’, ‘Unclear’ or ‘High’ risk.

Table 3:

Domains of risk of bias and the criteria for ratings of low, unclear or high risk

13



Domain

Details

Risk of Bias

Selection Bias

Were efforts made to
minimise selection bias in
the prevalence studies such
as recruitment from low-risk
groups?

Was convenience sampling
used? If so studies should
potentially be penalised.

High Risk-Population was from ultra-high risk
groups, vulnerable groups (e.g. history of mental
ill-health, prior birth trauma).

Unclear Risk-Convenience sampling without
additional bias. Population recruited at-risk groups
but took preventative measures such as screening
population for trauma.

Low Risk-The study participants were recruited
from the general population, consisting of women
without history of mental illness. Participants
represent the characteristics of the women living
in that area (e.g. socioeconomic factors).

Performance Bias

Under what circumstances
were the participants asked
to complete the study? Were
there any incentives? When
were they asked to complete
the study in relation to
giving childbirth (e.g. still in
hospital when approached?)

Have they considered and
accounted for social
desirability which is
potentially high within this
population?

High Risk- Self-report methods used without
consideration for social desirability impact on
results (e.g. fear of child removal?). Time of when
mothers approached to take part in the study. The
likelihood of recall bias is high, impacting on
validity of findings. High incentives provided to
participants.

Unclear Risk- It is unclear if social desirability
was considered. Incentives provided to complete
study; however, these were low monetary value or
new mother related gifts.

Low Risk- Data obtained through self-report
measures but social desirability considered.
Triangulation of data was used. Motivations to
complete study were not motivated by better
medical healthcare for participants or their new
baby.

Detection Bias

Are the outcome measures
used valid and reliable in
measuring PTSD?

High Risk — Psychometrics used are non-
standardised and/or do not report psychometric
properties. Global self-evaluation used instead of
validated measure (e.g. yes/no questions).

Unclear Risk- Assessment measure not widely
recognised or peer reviewed. Measure not
specifically developed to assess PTSD but has
good reliability and validity in detecting this,

Low Risk- Standardised measures with good
psychometric properties used to assess symptoms
of PTSD. Use of clinical interviews in addition to
psychometrics; psychometric derived from
diagnostic criterion for PTSD (DSM-IV, DSM-V
or ICD-10).

Statistical Bias

Have appropriate statistical
methods been used?

Has the data been reported
raw/appropriately or has the
researchers manipulated or
transformed it in anyway?

High Risk- Event rate is unclear, inadequately
reported, not provided or calculated based on
additional statistical analyses (e.g. logistic
regression). Researchers have manipulated or
transformed the data; therefore, data reported is
corrected, not raw.

Unclear Risk — Raw event rate is provided
although descriptive statistics are not clearly
shown. Only percentage rates displayed and
therefore, researcher required to work out the raw
score based on % and total participants. Full
descriptive statistics to allow for this provided.

Low Risk — Appropriate statistical methods used.
Adequate descriptive statistics are provided
including raw event rate (prevalence rate clearly
displayed).
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Reporting Bias

Is there evidence of selective
outcome reporting? i.e. only
significant results reported.

Are there measures that have
not been reported in the
results that have been
mentioned in the method
section?

High Risk — Not reported full outcome measures
that are stated in the method section/reported only
a subsample of results/only significant results.
Data not accurately reported.

Unclear Risk — Not all descriptive and/or
summary statistics are presented.

Low Risk — Reported all results of the measures
used as outlined in the method.

Generalisation

Avre the results generalisable
outside of the study? Is the
sample size representative of
the participants its catering
for?

High Risk- Small sample with or without
idiosyncratic features (<40 participants).

Unclear Risk- Sufficient sample for generalisation
but with some idiosyncratic features (40 to 100

sample size).

Low Risk- Sufficient sample for generalisation
and representative of target population (>100
participants).

All studies were rated as low, unclear, or high risk for each of the areas of risk of bias above.
A low risk of bias was awarded two points, an unclear risk of bias one point and a high risk of
bias was given zero points. The total quality index is calculated as the sum of each of the six
areas of risk of bias and therefore the maximum score a paper could achieve is 12 points. In
addition to this, a number was added to the risk of bias score to reflect the study’s position
within the study design hierarchy (see Table 4). Prospective case cohort studies were rated the
highest and therefore, rewarded with the maximum score (35). In contrast, cross-sectional

studies were seen as the poorest study design (max score: 10), capturing a single time point.

The sum of total risk of bias score and the study design score were then divided by the

maximum possible score and expressed as a percentage to obtain the total quality index.
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Table 4:

Study design hierarchy.

Study Design Design Score  Description
Prospective case cohort 35 Cohort Study (prospective) is a study of a group of
study individuals, some of whom are exposed to a variable of

interest (e.g. drug or environmental exposure), in which
participants are followed up over time to determine who
develops the outcome of interest and whether the outcome is
associated with the exposure.

Retrospective case cohort 30 Cohort Study (retrospective) is when data is gathered for a

study cohort that was formed sometime in the past. Exposures and
outcomes have already occurred at the start of the study. You
are studying the risk factor and see if you can associate a
disease to it. Individuals split by exposure.

Case control study 20 Case Control Study is a study in which patients who already
have a specific condition or outcome are compared with
people who do not. Researchers look back in time
(retrospective) to identify possible exposures. They often rely
on medical records and patient recall for data collection.

Cross-sectional studies 10 Cross-Sectional Study is the observation of a defined
population at a single point in time or during a specific time
interval to examine associations between the outcomes and
exposure to interventions. Exposure and outcome are
determined simultaneously. Often rely on data originally
collected for other purposes.

The risk of bias scores, study design and total quality index are presented in Table 5. Studies
are displayed in order of study design. Overall, the quality of the studies is good, with ten of
the nineteen studies scoring above 87%. Nine papers adopted a prospective case design and

eight used cross-sectional designs.
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Table 5

Ratings of risk of bias, study design and total quality index

Study Name Study Design Selection Bias  Performance Bias  Detection Bias Statistical Bias Reporting Bias Generalisability Overall Quality Index
Abdollahpour et al., 2016 Control group of intervention study Unclear risk Low risk Low risk Low risk Low risk High risk 19%
Rados et al 2018 Cross-sectional studies Unclear risk Low risk Low risk Low risk Low risk Low risk 45%
Hernandez-Martinez et al 2019 |Cross-sectional studies Low risk Low risk Low risk Low risk Low risk Low risk 47%
Ertan et al 2021 Cross-sectional studies Unclear risk Low risk Low risk High risk High risk Low risk 38%
Moghadam et al 2015 Cross-sectional studies Low risk Low risk Low risk Low risk Unclear risk Low risk 45%
Harrison et al 2021 Cross-sectional studies Low risk Low risk Unclear risk Unclear risk Low risk Low risk 43%
Ghanbari-Homayi et al 2019 |Cross-sectional studies Low risk Low risk Low risk Low risk Low risk Low risk 47%
Chan etal 2020 Cross-sectional studies Low risk Low risk Low risk Low risk Low risk Low risk 47%
Mokhtari et al 2018 Cross-sectional studies Unclear risk Low risk Low risk Low risk Low risk Low risk 45%
Imsiragic et al 2017 Prospective case cohort study Low risk Low risk Low risk Low risk Low risk Low risk 100%
Furuta etal 2016 Prospective case cohort study Low risk Low risk Low risk High risk High risk Low risk 91%
Haagen et al 2015 Prospective case cohort study Low risk Low risk Low risk Low risk Low risk Low risk 100%
De Schepper et al 2015 Prospective case cohort study Low risk Unclear risk Low risk Unclear risk Unclear risk Low risk 94%
Halperin et al 2015 Prospective case cohort study Low risk Unclear risk Low risk Low risk Low risk Low risk 98%
MacKinnon et al 2017 Prospective case cohort study Low risk Low risk Low risk Unclear risk Low risk Low risk 98%
Dikmen-Yildiz et al 2018 Prospective case cohort study Unclear risk Low risk Low risk Low risk Low risk Low risk 98%
Silverstein et al 2019 Prospective case cohort study Low risk Low risk Low risk Unclear risk High risk Low risk 94%
Milosavljevic et al 2016 Prospective case cohort study Low risk Low risk Low risk Low risk Low risk Low risk 100%
van Heymen et al 2018 Retrospective case cohort study Unclear risk Low risk Low risk Low risk Low risk Low risk 87%

Selection Bias

Overall, thirteen studies were rated as low risk, with the remaining six as unclear risk. Most
studies recruited participants from community samples, representative of the geographical area
(e.g. recruited from hospital or midwifery centre). Additionally, some studies randomly
selected participants who had received care in a given timeframe. Of the six unclear risk
studies, three recruited participants who self-disclosed as having a traumatic birth.
Consequently, their samples assessed ‘at-risk’ groups that may have been more likely to have
developed PPTSD due to their self-reported traumatic birth experiences. The remaining used
convenience sampling such as online recruitment and snowballing methods, which may have

targeted specific groups.
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Performance Bias

Performance bias was relatively low risk across all studies. Most studies provided participants
with study forms (paper and online questionnaires) to complete in their own time, followed by
reminders. Two studies were rated as unclear risk; De Schepper (2015) offered baby products
to participants to increase recruitment. Therefore, participants may have felt motivated to
participate to receive baby essentials. Equally, this may have increased diversity in the
population recruited (participants from across socioeconomic backgrounds). Therefore, it was
classified as unclear risk in recognition of the unknown impact on recruitment. Halperin’s
(2015) study may have been influenced by the specific ethno-cultural factors in Israel. It sought
to recruit and compare the experiences of Israeli Arab women and Israeli Jewish women. The
study recognised the indistinct segregation that exists amongst the two ethnic cultures and
therefore, it was unclear whether any cultural biases played a part in participants’ motivation
to participate or in their responses. Consequently, it was rated as unclear risk due to the

uncertainty regarding the impact of race and/or culture.

Detection Bias

All studies used clinically appropriate measures to assess for PPTSD and described the clinical
instruments and procedures of administering them. Studies reported outcome measures based
on diagnostic criteria for PTSD. Most studies used either an outcome measure derived from
the DSM-IV or DSM-V criteria (N=10) or the Impact of Events Scale (N=5) (Weiss, 2007).
One study was rated as unclear risk (Harrison et al., 2021) and this was due to the authors
splitting their measure (DSM-IV PC-PTSD) into two (PTS-Childbirth and PTS-Other). This
division was based on one question asking participants whether they felt their experiences were
related to labour and/or childbirth. This was considered a simplistic approach to quantifying

18



PPTSD and was therefore rated as unclear risk. The researchers provided both scores of the
PC-PTSD; therefore, scores were combined for the purpose of this meta-analysis (PTS-

Childbirth + PTS-Other).

Statistical Bias

Included studies showed a mixed presentation when considering statistical bias. Although
thirteen studies showed low risk, four papers fell within the unclear risk category and two in
the high-risk group. Reasons for rating studies as unclear risk were providing percentages only
(e.g. De Schepper et al., 2015; Moghadam et al., 2015) or adjusted data (Harrison, 2021). The
latter study applied survey weights to reduce effects of non-response bias. Therefore, a degree
of data manipulation had taken place. Both studies that were rated as high risk did not report
appropriate event rate scores for prevalence of PPTSD (Ertan et al., 2021; Furuta et al., 2016)
and therefore no numerical score was provided to indicate how many participants met the

criteria for PPTSD.

Reporting Bias

Reporting bias varied across studies, although the majority were rated as low risk (N=14). Two
papers were rated as unclear risk (De Schepper et al., 2016; Moghadam et al., 2015) as event
rates were obtained manually from the percentage rates provided for the purpose of this meta-
analysis. Additionally, Moghadam et al. did not provide clarity on the severity rates, nor
clinical cut-off rates, for clinically significant PPTSD. Three studies were rated as high risk

(Ertan etal., 2021; Furuta et al., 2016; Silverstein et al., 2019). Reasons for this were significant
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data manipulation, altering psychometrics used (Furuta et al., 2016) and unclear statistical

reporting (Ertan et al., 2021; Silverstein et al., 2019).

Generalisability

Sample sizes across eighteen of the included studies fell within the low-risk category, as they
included data on more than 100 participants. Abdollahpour (2016), however, reported on a
small sample size of 39. Therefore, conclusions from this study may not be representative of

the larger population and should be interpreted with caution.

Summary

Overall, there was a varied level of bias across the studies included in the meta-analysis. Six
studies scored low risk across the risk of biases quality criteria, with a further seven studies
reporting unclear risk in just one domain. Areas where risk of bias was highest were the
statistical and reporting domains. Main weaknesses here were how prevalence rates and other
data were reported and whether data sets had been manipulated. Three studies (Ertan et al.,
2021; Furuta et al., 2016; Silverstein et al., 2019) did not provide a prevalence rate of PPTSD
following birth and therefore, no event rate could be calculated. Thus, these studies were unable
to contribute to identifying the overall prevalence rate of PPTSD across the studies within this

meta-analysis.

As mentioned above, three papers did not report appropriate event rates (Ertan et al., 2021,
Furuta et al.,, 2016; Silverstein et al., 2019). After extensive consideration, qualitative
information from these studies were nevertheless reported in the current review as it provided

useful and relevant data (e.g. study design, PPTSD measurement, days between birth and
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assessment). As research in this field 1s limited, it was felt it could offer an insight into how the
concept of PPTSD can be measured. These studies were not included within the overall analysis

and therefore, have no bearing on the overall prevalence rate identified.

Analysis

Selection of the Meta-analytic Model

Figure 2 shows the distribution of the primary study effects. The between-studies variance

(tau?) random effects model was calculated using the DerSimonian and Laird estimator.

Figure 2

QQ plot of the distribution of the prevalence of PTSD described in the primary

studies.
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Figure 2A highlights clear evidence of non-normality in the distribution of the prevalence of

PPTSD in the fixed effects model. In contrast, the random effects model (see Figure 2B)
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showed a good fit, indicating that this model, calculating between-study variance by means of

the DerSimonian and Laird estimator, is the most suitable method for this meta-analysis.

The Omnibus Test

The prevalence rates of PPTSD reported in the included studies are presented in Table 6. The
studies reported 22 prevalence rates from a sample total of 14,054 women following childbirth.
Five studies included prevalence rates for second and third timepoints. Most studies recruited
participants from the general population, with five studies reporting prevalence rates from
women who had experienced a traumatic birth. Four types of study designs were used (see

Table 6 below).

The studies assessed for PPTSD at different time points following birth. Some studies had a
large window of time from birth to assessment specified as part of their inclusion criteria (e.g.
1-4 months) and for these, the average was calculated. Across all studies, the average time
between birth and first assessment was 3 months 3 days. All studies identified the presence of
PPTSD using ‘caseness’. This involved psychometric values which adhered to the criteria
outlined in the DSM-IV or DSM-V for PTSD. Six studies used the variations of the ‘Impact of
Events’ scale (Weiss, 2007). The remaining studies employed a variety of other psychometric

measures for PTSD.

Table 6 includes details of the reported event rate, the study design and the overall quality
index. In addition, the average number of days between birth and PPTSD assessment and the

measure by which PPTSD was diagnosed is also reported. Three studies did not report an
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event rate (Ertan et al., 2021; Furuta et al., 2016; Silverstein et al., 2019), however a quality

index score was still recorded.

Table 6

Characteristics of included studies

Average
days
Overall between
Event Standard Quality birth and
Study name Year  Rate error Study Design Index assessment  PTSD measure used
Imsiragic et al? 2017  0.26 0.02 Prospective case cohort study 1 5 IES-R
Imsiragic et al® 2017 0.14 0.02 Prospective case cohort study 1 56
Furuta et al 2016 ---- Prospective case cohort study 0.91 56 IES
Haagen et al® 2015  0.02 0.01 Prospective case cohort study 1 90 PSS-SR
Haagen et al® 2015 0.01 0 Prospective case cohort study 1 300
De Schepper et al® 2015 0.23 0.02 Prospective case cohort study 0.94 7 IES-R
De Schepper et al° 2015 0.17 0.02 Prospective case cohort study 0.94 42
Halperin, Sarid & Cwikel 2015  0.09 0.02 Prospective case cohort study 0.98 49 PSS-SR; TEQ
MacKinnon et al 2017  0.01 0.01 Prospective case cohort study 0.98 56 PPQ
Dikmen-Yildiz, Ayers & Phillips 2018 0.19 0.03 Prospective case cohort study 0.98 180 PDS
Silverstein et al 2019 ---- Prospective case cohort study 0.94 IES
Milosavljevic et al 2016  0.02 0.01 Prospective case cohort study 1 30 CAPS
van Heumen et al 2018 0.17 0.01 Retrospective case cohort study 0.87 PCL-5
Rados et al 2018 0.16 0.03 Cross-sectional studies 0.45 330 IES
Hernandez-Martinez et al 2019 0.11 0.01 Cross-sectional studies 0.47 42 PPQ
Ertanetal 2021 ---- Cross-sectional studies 0.38 180 PCL-5
Moghadam, Shamsi & Moro 2015 0.32 0.02 Cross-sectional studies 0.45 84 PSS-1
Harrison et al 2021 0.08 0 Cross-sectional studies 0.43 180 PC-PTSD-IV
Ghanbari-Homayi et al 2019 0.37 0.02 Cross-sectional studies 0.47 60 CEQ
Chanetal® 2020 0.17 0.02 Cross-sectional studies 0.47 90 PCL-5
Chanetal® 2020 0.29 0.04 Cross-sectional studies 0.47 90
Mokhtari et al 2018 0.27 0.02 Cross-sectional studies 0.45 51 PSS-1
Abdollahpour, Khosravi &
Bolbolhaghighi? 2016 0.38 0.08 Control group of intervention study  0.19 14
Abdollahpour, Khosravi & DSM-V checklist
Bolbolhaghighi® 2016 0.26 0.07 Control group of intervention study  0.19 35 and IES-R
Abdollahpour, Khosravi &
Bolbolhaghighi ¢ 2016  0.08 0.04 Control group of intervention study  0.19 90

IES = Impacts of Events Scale (Horowitz et al., 1979); IES-R = Impact of Events Scale-Revised (Weiss, 2007); PSS-SR/I = PTSD Symptom
Scale self-report/interview (Foa et al., 1993); TEQ = Traumatic Events Questionnaire (Vrana & Lauterbach, 1994); PPQ= Perinatal PTSD
questionnaire (Callahan et al., 2006); PDS = Post-traumatic Diagnostic Scale (Foa et al., 1997); CAPS = Clinician-Administered PTSD
Scale (Blake et al., 1995); PCL-5 = PTSD checklist for DSM-V (Weathers et al., 2013); PC-PTSD-IV= Primary Care PTSD screen for
DSM-IV (Prins et al., 2004); CEQ = Childbirth Experience Questionnaire v.2.0 [Persian version] (Dencker et al., 2020)

A random effects model was calculated using the generic inverse variance method. This

suggests a weighted average prevalence for PPTSD of 0.1648 (z = 8.94, p < 0.001) and a 95%

confidence interval of between 0.1286 to 0.2009.
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Figure 3 illustrates the prevalence of PPTSD through use of a forest plot. A high level of
heterogeneity between the included studies was observed (tau? = 0.0067, Higgin’s I = 98%; Q
=1199.23, p < 0.001), suggesting that the estimates of PPTSD prevalence in the studies may
be biased (e.g. by presence of uncontrolled or confounding factors). Therefore, the focus of the
subsequent analyses was to identify possible sources of heterogeneity between the estimates of

prevalence in the studies.

Figure 3:

Forest plot of the prevalence of PTSD

Study TE seTE PR PR 95%-Cl Weight
Abdollahpour, Khosravi & Bolbelhaghighi 0.38 0.0779 0.38 [0.23;054] 27%
Abdollahpour, Khosravi & Bolbolhaghighi 0.26 0.0699 —_— = 026 [0.12;0.39] 29%
Abdollahpour, Khosravi & Bolbolhaghighi 0.08 0.0427 T 0.08 [-0.01;0.16] 4.0%
Rados et al 0.16 0.0287 — 0.16 [0.10;0.21] 4.5%
Hernandez-Martinez et al 0.11 0.0058 0.11 [0.10;0.12] 5.0%
Ertan et al . . 0.0%
Imsiragic et al 0.26 0.0228 —— 0.26 [0.21;0.30] 4.7%
Imsiragic et al 0.14 0.0213 —a 0.14 [0.10;0.18] 4.7%
Furuta et al . . 0.0%
Haagen et al 0.02 0.0070 L] 0.02 [0.00;0.03] 5.0%
Haagen et al 0.01 0.0050 0.01 [0.00;0.02] 5.0%
Moghadam, Shamsi & Moro 0.32 0.0233 —— 032 [027;037] 47%
Harrison et al 0.08 0.0042 0.08 [0.08,0.09] 5.0%
De Schepper et al 0.23 0.0228 e 0.23 [0.18,0.27] 4.7%
De Schepper et al 0.17 0.0246 — 0.17 [0.12;0.21] 46%
Ghanbari-Homayi et al 0.37 0.0171 - 0.37 [0.34,040] 48%
Chan et al 0.17 0.0178 . 0.17 [0.14;0.21] 4.8%
Chan et al 0.29 0.0379 — 029 [0.22;037] 4.2%
Halperin, Sarid & Cwikel 0.09 0.0223 — 009 [0.05:0.14] 47%
MacKinnon et al 0.01 0.0077 || 0.01 [0.00;0.03] 5.0%
Dikmen-Yildiz, Ayers & Phillips 0.19 0.0263 — - 0.19 [0.14;0.25] 4.6%
Silverstein et al 0.00 . 0.00 0.0%
van Heymen et al 0.17 0.0095 L ¥ 0.17 [0.16,0.19] 5.0%
Mokhtari et al 0.27 0.0228 —a 0.27 [0.22;031] 4.7%
Milosavljevic et al 0.02 0.0136 L 0.02 [0.00;0.05] 4.9%
Random effects model - 0.16 [0.13; 0.20] 100.0%
Prediction interval | | : | [-0.01; 0.34]

Heterogeneity” /° = 98%, ©° = 0.0067, p < 0.01
0.2 0 0.2 0.4 0.6

The Impact of Influential Studies

To assess how influential each study was, the ‘leave-one-out’ analysis was conducted. This

involved calculating the random effects model with each of the included studies removed in
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turn to see if there was any change in the weighted average effect size. Subsequent change in
heterogeneity (i.e. discrepancy) was recorded. The result of this ‘leave-one-out’ analysis is

presented on the Baujat plot (Baujat et al., 2002) in Figure 4.

Figure 4:

Baujat diagnostic plot of sources of heterogeneity. The vertical axis reports the
influence of the study on the overall effect and the horizontal axis reports the

discrepancy of the study with the rest of the literature.

o Ghanbari-Ho
g
= _
= =
o
[:F]
=
@ ™
£ =7
[F]
=
[ =
(=]
3 2 Moghagamgen 2
o HAkAANOT
= Milosavljevic
=
= Chan 5 Abdollahpour.1
; lokhtari :
Srkﬁﬁfﬂﬁﬁf{”s?rag?c.‘l
Hermp a3
= —Mﬁﬁlﬂf up
T T T T T T T
0 1 2 3 4 ) 5]

Contribution to overall heterogeneity

The Baujat plot suggests the Ghanbari-Homayi et al. (2019) study was both influential on the
meta-analytic synthesis and discrepant from the other studies. Therefore, the random effects
model was recalculated without Ghanbari-Homayi et al. (2019). The corrected random effects

model reported a synthesis of 0.1527 (95% C1 0.1198 to 0.1855). The corrected random effects
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model evidences an approximate decrease of 7.3% relative to the uncorrected estimate of

0.1648 and does not change any of the substantive conclusions of this meta-analysis.

The study by Ghanbari-Homayi et al. (2019) was critically reviewed with a view to removing
it from the analysis if significant concerns or sources of bias were identified. No such concerns

were identified; therefore, this study was retained in subsequent analyses.

The Effect of Risk of Bias in the Studies

To assess the impact of risk of bias amongst the included studies, a series of subgroup analyses
were conducted. Risk of bias ratings for each of the six types of methodological biases were
grouped into ‘low risk’ and ‘any risk’, with the latter referring to unclear risk or high risk.

These are shown in Table 7:

Table 7:

The effect of risk of bias in the primary studies

Low Risk Any Risk

EFFECT  95% ClI k EFFECT  95% ClI k X? P
Selection bias 0.1488 0.1081; 0.1896 15 0.1991 0.1519;0.2463 7 25 0.11
Performance bias 0.1650 0.1262; 0.2038 19 0.1628 0.0836; 0.2421 3 00 0.96
Detection bias 0.1706 0.1276;0.2136 21 0.084 0.0761;0.0924 1 1494 0.00
Statistical bias 0.1773 0.1290;0.2255 18 0.1189 0.0552;0.1827 4 2.05 0.15
Reporting bias 0.1521 0.1151; 0.1891 19 0.2387 0.1522; 0.3252 3 326 0.07
Generalisability bias ~ 0.1592 0.1214;0.1970 19  0.2309 0.0443;0.4175 3 0.55 0.46

Detection bias evidenced a statistically significant difference in estimates of prevalence.

Studies reporting low risks of detection bias were associated with higher estimates of PPTSD
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prevalence (see Figure 5). However, it should be noted that the estimate of ‘any risk’ was
calculated based on a single study (Harrison et al., 2021). Therefore, this difference may be the
result of other study level differences as opposed to detection bias (i.e. an effect averaged across
multiple studies or showing detection bias but averaging out other study level differences). No
other area of risk of bias evidenced statistically significant differences between the ‘low risk’

and the ‘any risk’ studies.

Figure 5:

Subgroup plot of risk due to detection bias

Study TE seTE PR PR 95%-Cl
subgroup = Any risk ;

Harrison 0.08 0.0042 : 0.08 [0.08;0.09]
Random effects model < : 0.08 [0.08;0.09]
Prediction interval :

Heterogeneity: not applicable

subgroup = Low risk :

Abdollahpour 0.38 0.0779 : R — 0.38 [0.23;0.54]
Abdollahpaur 0.26 0.0699 ——‘7 026 [012;0.39]
Abdollahpour 0.08 0.0427 T 0.08 [-0.01; 0.16]
Rados et al 0.16 0.0287 —a 016 [0.10; 0.21]
Hernandez-Martinez 0.11 0.0056 : 011 [010;012]
Ertan . .

Srkalovic Imsiragic 0.26 0.0226 . 0.26 [0.21;0.30]
Srkalovic Imsiragic 014 0.0213 —=t 014 [010;0.18]
Furuta . .

Haagen 0.02 0.0070 L : 0.02 [0.00;0.03]
Haagen 0.01 0.0050 ; 0.01 [0.00;0.02]
Moghadam 0.32 0.0233 : —— 0.32 [0.27,;0.37]
De Schepper 0.23 00228 P 0.23 [0.18;0.27]
De Schepper - Bweek follow up 0.17 0.0246 —— 017 [0.12; 0.21]
Ghanbari-Homayi 0.37 0.0171 : - 0.37 [0.34; 0.40]
Chan 017 0.0178 0 017 [0.14;0.21]
Chan 0.29 0.0379 — 029 [0.22;037]
Halperin 0.09 0.0223 — 0.09 [0.05;0.14]
MacKinnon 0.01 0.0077 [ : 0.01 [0.00;0.03]
Dikmen-Yildiz 0.19 0.0263 — . 0.19 [0.14; 0.25]
Silverstein 0.00 . 0.00

van Heymen 017 0.0095 - 017 [0.16;0.18]
Maokhtari 0.27 0.0228 [ 0.27 [0.22;0.31]
Milosavljevic 0.02 0.0136 = 0.02 [0.00;0.05]
Random effects model —_— 047 [0.13;0.21]
Prediction interval " [-0.04; 0.38]
Heterogenity: I° = 88%, T = 0.0093, p < 0.01 ;

Random effects model === 0.16 [0.13;0.20]
Prediction interval [-0.01:0.34]
Heterogeneity: i° = 98%, ©° = 0.0067, p < 0.01 ' ' ' !

Test for overall effect: z = 8.94 (p < 0.01) 02 0 0z 04 06

Test for subgroup differences: ;.r_f =1454 df =1 (p = 0.01)
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The Effect of Study Design on the Studies

A subgroup analysis was completed to assess the impact of study design upon the meta-analytic
synthesis (see Figure 6). A statistically significant difference was observed between the
different types of study design (X?> = 10.71, p=0.013), with prospective case cohort studies

reporting reduced prevalence rates compared to other study designs.

Figure 6:

Subgroup analysis of the impact of study design on reported prevalence of PPTSD

Study TE seTE PR PR 95%-Cl Weight
subgroup = Control group of intervention study

Abdollahpour 0.38 0.0779 e — 0.38 [0.23;0.54] 27%
Abdollahpour 0.26 0.0699 —_—t 0.26 [0.12,0.39] 2.9%
Abdollahpour 0.08 0.0427 0.08 [-0.01;0.16] 4.0%
Random effects model 0.23 [0.04;0.42] 9.5%
Prediction interval [-2.05; 2.51] -
Heterogeneity: P= 86%, “= 0.0230, p < 0.01

subgroup = Cross-sectional studies

Rados et al 0.16 0.0287 — 0.16 [0.10;0.21] 4.5%
Hernandez-Martinez 0.11 0.0056 0.11 [0.10;0.12] 5.0%
Ertan . . 0.0%
Moghadam 0.32 0.0233 — 032 [0.27;037] 47%
Harrison 0.08 0.0042 0.08 [0.08;0.09] 5.0%
Ghanbari-Homayi 0.37 0.0171 —=— 0.37 [0.34,0.40] 4.8%
Chan 0.17 0.0178 - 0.17 [0.14;0.21] 4.8%
Chan 0.29 0.0379 — 0.29 [0.22,0.37] 4.2%
Mokhtari 0.27 0.0228 — 027 [022,031] 47%
Random effects model _— 0.22 [0.16;0.28] 37.6%
Prediction interval [0.00; 0.44] -
Heterogenetty: I° = 98%, T° = 0.0073, p < 0.01

subgroup = Prospective case cohort study

Imsiragic et al 0.26 0.0226 —_ 026 [0.21;030] 47%
Imsiragic et al 0.14 0.0213 —= 0.14 [0.10;0.18] 4.7%
Furuta . . 0.0%
Haagen 0.02 0.0070 = 0.02 [0.00;0.03] 5.0%
Haagen 0.01 0.0050 0.01 [0.00;0.02] 5.0%
De Schepper 0.23 0.0228 - 0.23 [0.18;0.27] 4.7%
De Schepper - 6week follow up 0.17 0.0246 — 017 [0.12,0.21] 4.6%
Halperin 0.09 0.0223 —— 0.09 [0.05,0.14] 47%
MacKinnon 0.01 0.0077 } 0.01 [0.00;0.03] 5.0%
Dikmen-Yildiz 0.19 0.0263 —— 0.19 [0.14;0.25] 4.6%
Silverstein 0.00 0.00 0.0%
Milosavijevic 0.02 0.0136 = 0.02 [0.00;0.05] 4.9%
Random effects model - 0.11 [0.07;0.15] 47.9%
Prediction interval [-0.05; 0.27] -
Heterogenetty: I° = 97%, T° = 0.0043, p < 0.01

subgroup = Retrospective case cohort study

van Heymen 0.17 0.0095 - 0.17 [0.16;0.19] 5.0%
Random effects model <= 017 [0.16;0.19] 5.0%
Prediction interval -
Heterogeneity: not applicable

Random effects model -l 0.16 [0.13;0.20] 100.0%
Prediction interval [-0.01; 0.34]
Heterogenety: I° = 98%, T = 0.0067, p < 0.01 f f T !

Test for overall effect: z = 8.94 (p < 0.01) -0.2 0 0.2 04 06

Test for subgroup differences: 1§ =1071,df=3(p =0.01)
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The Impact of Publication and Small Study Biases

Publication bias is caused by the tendency for statistically significant results to be published
and the reticence of editors and reviewers to publish papers with non-significant results.
Small study bias is the tendency for studies with smaller sample sizes to show greater
variability in their measurement of prevalence. These biases can be identified in a funnel plot,
which plots the magnitude of the study’s prevalence rate (i.e. the importance of the study in
the synthesis) against the estimate of the studies deviation from the meta-analytic average
(i.e. the discrepancy of the study within the literature). If there is an absence of publication
bias, the effects from the small sample-sized studies (showing greater variability) will scatter
more widely at the bottom of the plot compared to studies with larger samples at the top. The
latter will lie closer to the overall meta-analytic effect, creating a symmetrical funnel shape. If
there is an absence of studies in the plot associated with small sample sizes and non-
significant results, then it is likely there is some publication bias leading to an overestimation

of the true effect. The funnel plot of prevalence rates is presented in Figure 7.

Figure 7:

Funnel plot of the distribution of prevalence estimates. The 95% confidence interval
of the expected distribution of EFFECT is shown as an inverted ‘funnel’. Studies
depicted by a white point have been interpolated using the trim and fill procedure
described by Duval & Tweedle (2000). The area of the funnel plot depicted in blue is

that associated with publication bias.
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Figure 7 reveals some evidence of publication bias in the distribution of the prevalence
estimates. As depicted, published studies prevalence rates from small sample size studies
exceeded the meta-analytic average. However, there were no studies that were lower than the

meta-analytic average.

The effect of publication bias was simulated using a Trim and Fill procedure described by
Duval & Tweedle (2000). The trim and fill procedure builds on the assumption that publication
bias will lead to an asymmetrical funnel plot. Trim and fill procedure iteratively removes the
most extreme small studies from the side of the funnel plot associated with positive effects, re-
computing the effect size at each iteration until the funnel plot is symmetric with the (corrected)
effect size. While this trimming yields the adjusted effect size, it also reduces the variance of
the effects, resulting in biased and narrow confidence intervals. Therefore, the original studies
are returned into the analysis, and the procedure assigns a mirror image for each, on the side of

the funnel plot associated with negative effects.
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The trim and fill procedure yielded a corrected random effects model of 0.1588 (95% CI
0.1231-0.1944). The adjusted point estimate represents a 3.63% decrease relative to the original
omnibus analysis and would not change any of the substantive conclusions of this meta-

analysis.

The ‘failsafe number’ was described by Rosenthal (1979) and provides an estimate of how
many non-significant results would need to be included in the meta-analysis for the overall
effect to be non-significant (p > .05). This procedure suggests that 13,505 studies would be
required to reduce the observed prevalence of 0.1648 to non-significant, suggesting that the

observed effect is robust to studies missing due to publication bias.

The Effect of Interval Between Childbirth and Assessment

A meta-regression to assess whether PPTSD rates changed over time was conducted. Included
studies conducted PPTSD screening at different timepoints from birth of the child to study
assessment. These were recorded in days. The length of time from the birth of the child to
assessment of PPTSD symptoms was regressed to prevalence of PPTSD symptoms using the

random effects model (see Table 8).

Table 8:

Meta-regression of the length of time from birth of child to the assessment of PTSD

symptoms (in days)
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Coefficient  SE Z p

Length of time in days from birth of child to assessment of PTSD symptoms -0.0004 -0.0002  1.6151  0.1063

The association between length of time in days from birth of child to assessment of PPTSD
symptoms and the prevalence of PPTSD did not show a statistically significant effect (see
Table 8). There was a decrease in PPTSD prevalence of 0.0004 for each additional day

following the birth of the child.

Discussion

Findings

This meta-analysis sought to determine the prevalence of PPTSD following birth. The
numerical synthesis of sixteen studies reported 22 prevalence rates for a sample of 14,054

women following childbirth. Studies were identified between January 2015 to June 2021.

In the general population, the lifetime prevalence of PTSD is approximately 10—12% in women
(OIff et al., 2007), and the 12-month prevalence rate is 5.2% among women (National
Comorbidity Survey, 2005). Within this review, prevalence rates for PPTSD were assessed at
0.1648, indicating that 16.48% of new mothers may experience symptoms of PTSD following

birth.

Thus, the estimate of prevalence for PPTSD is greater than both the estimated lifetime
prevalence rate and the 12-month prevalence rate for women. However, there was marked

variability in the reporting of this estimate across the studies, with prevalence rates ranging
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from 1% (Haagen et al., 2015) to 38% (Abdollahpour et al., 2016), and 98% of the observed
variation not attributable to differences in sample size. Therefore, the estimates of PPTSD
prevalence in the primary studies may be biased by presence of uncontrolled or confounding
methodological or individual difference factors. Consequently, the focus of the analysis was
largely upon the identification of the factors that may lead to variation in the observed

prevalence rate.

When assessing risk of bias across the individual studies, significant differences in the
prevalence rates were found for detection bias only. Studies that reported low detection biases
had higher prevalence rates of PPTSD, compared to Harrison et al. (2021) who was categorised
as any risk (low risk: 17%; any risk: 8%; p<0.01). However, as only one study scored as any

risk, other study-level differences could account for the variation.

Four study designs were reported in this analysis. Results showed that the design of the study
also appeared to affect the reported prevalence rates, with lower quality study designs (e.g.
cross-sectional studies) tending to report higher prevalence rates. Prospective case studies are
regarded as higher quality study designs. Of the nine prospective case studies, a prevalence rate
of 11% was identified compared to 22% found in cross-sectional designs. Thus, the average
prevalence rates found in prospective case study designs was significantly lower than those

found in cross-sectional.

Publication bias was noted. However, when simulated and controlled for, the estimate of

overall prevalence showed a marginal reduction. When the length of time from birth of child
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to the assessment of PPTSD symptoms was considered, a nonsignificant negative regression

coefficient was observed.

The various sources of bias and variations within this meta-analysis showed their respective

influences on the reported prevalence rate for PPTSD. For example, higher quality study

designs showed lower prevalence rates. However, when controlling for these variations,

prevalence rates were still markedly higher than the 12-month prevalence rate reported for

women in the general population (5.2%). Therefore, even if poorer quality studies are inflating

the overall estimate of the prevalence of PPTSD, this current study suggests that the prevalence

of PPTSD remains higher than general 12-month prevalence rates for women.

Comparison with Other Meta-analyses

Table 9 displays prevalence rates across all previous reviews to date. As shown, prevalence

rates reported in previous meta-analyses were significantly lower than those recorded here:

Table 9:

Comparison of prevalence rates across reviews

Review Prevalence rates Sample Duration from birth
Olde et al (2006) 2.8-5.6% Mixed sample: 6 weeks postpartum
Review 1.5% community and 6 months postpartum

high risk
Andersen et al (2012) 1.3-2.4% Mixed: 1-2 months postpartum
Systematic review 0.9-4.6% community and 3-12 months postpartum

high risk
Grekin & O’Hara (2014) 3.1% Community 4 weeks — 18 months
Meta-analysis 15.7% High risk postpartum across both samples
Yildiz et al (2017) 4% Community Pregnancy — 14 months
Meta-analysis 18.5% High risk postpartum across both samples
Current review 16.48% Mixed: 5 days — 11 months
Meta-analysis community and

high risk
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This meta-analysis found that lower prevalence rates of PPTSD were reported by higher quality
studies. This aligned with Yildiz et al. (2017) and their findings, suggesting the importance of

using high quality study designs when investigating PPTSD prevalence rates.

No significant correlation was identified between the post-natal time period that PPTSD was
assessed in the sample and reported prevalence rates. This is in line with Yildiz et al. (2017)
who found no evidence for significant differences in prevalence rates across the postpartum
period. Although non-significant, their findings did reveal a trend for reported PPTSD rates to
be higher immediately after birth. This may have been related to the number of studies they
recorded in each timeframe, with fifteen studies at 4-6 weeks postpartum and five studies at 6
months postpartum. In comparison, for the studies included in the current review, 12 event
rates were reported within 1-3 months postpartum, with an overall mean of 3 months, 3 days.
Thus, the timing of assessment of PPTSD in the studies included in the Yildiz et al. (2017)

review and the current review differed.

The Grekin & O’Hara (2014) review did not report differences in prevalence rates between
studies that used self-report measures compared to clinical assessment measures. Studies
included in the current meta-analysis largely used self-report measures, except for three PTSD
clinical interviews. However, event rates did not differ significantly for the latter studies
compared to those reporting on self-report measures, supporting Grekin & O’Hara’s (2014)
observations. Yildiz et al. (2017) proposed that their focus on diagnostic criteria may have
underestimated the actual prevalence of PPTSD and its impact on the health system. This was
supported by Ayers & Ford (2014) who reported that many women in their sample who did not

fulfil the diagnostic criteria for PTSD, nevertheless suffered significant psychological
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symptoms and required treatment postpartum. Therefore, the predominant focus on self-report
measures within this current review may have captured the most realistic prevalence rates for

PPTSD.

Strengths and Weaknesses of the Current Review

Strengths of this review include reviewing and assessing risk of bias within the literature. An
adapted version was used guided by the Cochrane Collaboration Risk of Bias Tool (Higgins et
al., 2011) and Risk of Bias Assessment Tool for Nonrandomised Studies (Kim et al., 2013).
This ensured studies included were critically reviewed and identified risk of bias was identified

and accounted for when conducting the analysis and interpreting the statistical findings.

However, it is important to acknowledge methodological limitations. Data extraction and study
quality ratings were conducted by a single author. It is therefore possible that author bias may
have influenced the ratings. While it would have been preferable to conduct an inter-rater
reliability exercise to minimise the chance of bias, the review was conducted as part of a

doctoral thesis and resources were therefore limited.

The inclusion of studies which assessed PPTSD by self-report measures as well as those using
clinical interviews allowed for a less restrictive pool of studies. Including studies which
reported on samples of women who met ‘caseness’ in addition to those with a confirmed

diagnosis allowed for broader analysis of PPTSD prevalence rates.

The current review did not distinguish between different sample types (e.g. community versus
high-risk), as studies using high risk sample groups were low in number (N=5). Nevertheless,

this may have had a confounding effect on the overall prevalence rate. Future research may
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wish to focus predominantly on differences between sample types, to develop valid and

clinically relevant risk assessments for the respective sample groups.

This meta-analysis yielded high heterogeneity, indicating wide variations across prevalence
rates in the included studies. Therefore, reported prevalence rates should be interpreted with

caution, as confounding variables are likely to have influenced the prevalence rates reported.

Clinical Implications

This systematic review of the most recent literature identified prevalence of 16.48% for
PPTSD; that is, one in six women who are treated by health professionals during the perinatal
period. Research has shown that maternal trauma, including suicide is one of the leading causes
of maternal mortality (Romero & Pearlman, 2012). Therefore, this study suggests PPTSD
screening could be beneficial. Psychological assessment of pregnant and postpartum women
for PPTSD may help identify symptoms earlier, allowing for better detection and provision of
treatment (Yildiz et al., 2017). Additionally, routine screening for high-risk groups is
recommended to reduce the risk of maternal suicide resulting from postpartum mental disorders
(Chesney et al., 2014). Follow-up appointments for mothers who have experienced a traumatic
birth may also provide opportunities for debriefs, signposting to appropriate healthcare

services, and thus improved maternal wellbeing.

Recommendations for researchers

Although clinical interviews are recognised as the gold standard when assessing PTSD,
including self-report measures may allow for better detection of PPTSD symptomatology.

Future research should consider this as an additional option when assessing women during the
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perinatal phase. Additionally, researchers should consider when to assess for PPTSD, allowing
for a distinction between transitory responses to childbirth and the more long-term symptoms
of PPTSD. Further research on appropriate timeframes for this type of assessment may inform

maternal/clinical services.

Data extraction and assessment of the quality of studies was conducted by a single rater. To
improve inter-rater reliability, future research may benefit from having an additional rater to
minimise chance of bias. Additionally, future researchers may wish to assess prevalence rates
of PPTSD in specific sample groups, for example prevalence within community samples only
or variation of prevalence rates according to ethnicity. This may add additional understanding

of support which needs to be offered post-birth to different homogeneous groups.

Conclusions

This review sought to update existing findings regarding prevalence rates for PPTSD post-
birth. Analysis of 16 studies from January 2015-June 2021 showed prevalence rates to be
16.48%, an increase from the previous meta-analysis by Yildiz et al. (2017). Results illustrate
the importance of understanding PPTSD, including detection, treatment and

training/awareness, to lessen maternal mental health difficulties.
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Black Women’s Experiences of Pregnancy and Birth

Abstract

Background: Black women are currently four times more likely to die during or shortly
after childbirth in the United Kingdom (UK). Understanding Black women’s experiences of
pregnancy, birth and maternity service delivery is essential to help address existing health
inequalities within the UK. This area is understudied and therefore, the current research sought
to gather Black women’s lived experiences to aid understanding of their transition into

motherhood.

Method: Semi-structured interviews were conducted to collect qualitative data on
Black women’s experiences of pregnancy and birth. Questions focused on experiences of
pregnancy, birth and post-birth. Six participants completed the study either remotely (n=4) or

in person (n=2).

Analysis and Findings: Interpretative Phenomenology Analysis (IPA) was used to
analyse the data. The sample of Black mothers was considered homogenous; mean age was 30
years (range 28-34), all participants were married and held university levels of education. Four
superordinate themes were identified. These focused on societal and cultural narratives about
Black women, personal views on what motherhood means, support offered and received, and

their experiences of maternity services.

Discussion and Clinical Implications: Findings highlight the ethnic inequalities Black
women face throughout pregnancy and birth. Self-preservation and beliefs about strength were
common themes discussed throughout. This influenced their experiences of maternity services,
feeling powerless and vulnerable. Support and training for healthcare professionals may be

beneficial to help improve care experiences for Black women.
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Introduction

Within the United Kingdom (UK), Black, Asian, and Minority Ethnic groups (BAME)
disproportionately experience mental ill-health (Anderson et al., 2017; Onozawa et al., 2003;
Prady et al., 2016; Watson et al., 2019). Symptoms are less likely to be detected or treated

(Cooper et al., 2010; Prady et al., 2016), with reasons for this still unclear (Watson et al., 2019).

More specifically, prevalence of mental health disorders in women from BAME groups are
high during the perinatal period !(Megnin-Viggars et al., 2015; Prady et al., 2016) and
constitutes a significant risk factor for maternal mortality (Knight et al., 2016), suicide
(Chesney et al., 2014) and poorer outcomes for the infant (Stein et al., 2014). Significant ethnic
inequalities within maternity services have been observed. The MBRRACE-UK ‘Saving Lives,
Improving Mothers’ Care’ (Knight et al., 2019) found that in the period 2015-2017, Black
women? living in the UK were five times more likely to die during childbirth or in the following
weeks when compared to white women. Although statistics collected during 2017-2019
indicated some improvement, Black women were still four times more likely to die (Knight et
al., 2021). Limited research has sought to understand ethnic minorities’ experiences of the
transition to motherhood, with even fewer studies relevant to black Afro-Caribbean women.
Research therefore needs to identify the barriers that exist for Black women in the UK to

support safe and positive birth experiences.

Watson et al. (2019) conducted a systematic review of qualitative research on BAME women’s
experiences of perinatal mental health in Europe. Factors which led to inadequate perinatal

mental health support included lack of awareness about mental health, cultural expectations,

1 Perinatal period: covers the duration of pregnancy and 12-months following birth
2 Black women: Black African and/or Black Caribbean
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ongoing stigma, culturally insensitive and fragmented health services, and interactions with
culturally incompetent and dismissive professionals. Compared with white women, BAME
women were more worried about pain and discomfort, uncertainties surrounding labour and

embarrassment in relation to care during childbirth (Redshaw & Heikkila, 2011).

There has been a tendency to group all BAME women’s experiences together and to draw
inferences across widely varying cultures (Watson et al., 2019). Although similar experiences
and barriers may be faced, it is important to recognise that minority groups vary. Edge (2011)
explored Black Caribbean women’s perceptions of perinatal mental health services.
Participants reported poor physical care and felt a lack of compassion from professionals. This
led to feelings of disappointment and mistrust and consequently, participants expressed
difficulty engaging with both physical and mental health services. Having positive, trusting
relationships with practitioners was essential for Black women when considering disclosure of
psychological problems. A more recent study highlighted how Black women experience
racialised pregnancy stigma, that is, negative assumptions that they were single, from poorer

backgrounds and low household income, and had multiple children (Mehra et al., 2020).

Furthermore, the limited research conducted on Black women tends to focus on their
experiences of postnatal depression and engagement with perinatal mental health services.
More insight is needed to explore Black women’ experiences of seeking/accessing support.
Systemic theory provides this, drawing attention to the differing layers at play when trying to
understand thought and behaviour. For Black women, there are both societal (resident country)
and cultural (home country) narratives present, shaping the way mental health is viewed
(Pearce, 2005). This in turn feeds into their own family and personal scripts, which could be in

contradiction to one another. Therefore, the cultural discourses of mental health and the
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subsequent cultural expectations placed on women may play heavily on a Black mother’s
decision to access services (Watson et al., 2019). Thus, cultural customs which discourage
discussion of problems and emotions may act as a barrier to seeking support. Fear of judgment
of their ability to parent also leads Black mothers to refrain from accessing support (Templeton
etal., 2003). Consequently, fear of stigma and beliefs about help-seeking behaviours are central
barriers for Black women, who hold a strong internal locus of control and tendency for self-
reliance (Edge, 2008). The need to normalise distress fits with maintaining the self-concept of
being “Strong-Black-Women” (Edge & Rogers, 2005). The Black woman’s identity reinforces
resilience, empowerment, and ability to cope but may inadvertently harm psychological well-

being.

Social psychology offers a helpful perspective on how Black women may experience
pregnancy and birth, by understanding the influence of others and the internalised social norms
that they may be subjected to. The “Strong-Black-Woman” identity is an example of this (Edge
& Rogers, 2005). Social identity theory (Tajfel et al., 1979) describes the importance of
belonging to groups of similarities, to foster group identity, protection and a shared
understanding of thoughts and behaviours. Research (e.g. Davis, 2019; Edge, 2011) highlights
how Black women feel ‘othered’, treated differently to other ethnicities, demonstrating the
consequences of social categorisation (‘us’ versus ‘them’). Such categorisation can lead to
racism, where difference is magnified, and negative stereotypes formed to enhance the in-
group’s (‘us’) superior image (McLeod, 2008). This model may provide some insight into
experiences of racism reported in Black literature. Additionally, this theoretical model may
explain the powerful impact of identifying as a Black woman, and the importance of wanting
to belong, and hold onto, this group identity. Another factor requiring further exploration is
systemic racism and the stereotyping of Black women. Negative experiences of services by
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BAME communities often result in fear and mistrust (Edge, 2011), and a reluctance to engage
with services (Edge & Rogers, 2005; Fernando & Keating, 2008). Black women perceive
healthcare providers as too busy and disinterested in their problems, which is further
strengthened by the latter’s failure to recognise, or be dismissive of their symptoms (Watson
et al., 2019). Hidden biases which exist within healthcare services perpetuates health
inequalities regarding treatment options (Davis, 2019; Morris & Schulman, 2014) and pain
management (Meghani et al., 2012). In addition, language barriers may mean women lack the
vocabulary to describe their symptoms. Subsequently, Black women may seek alternative
explanations to understand their symptoms, for example poor sleep, isolation, temporary upset,
and influence of evil spirits (Watson et al., 2019). This ‘common-sensical’ overtone to explain
away symptoms is often found amongst Black women (Edge, 2013), reducing help-seeking

behaviour.

Finally, a significant issue relevant to how Black mothers experience the perinatal period is
their pain management during labour. Stereotypical beliefs that Black women experience less
labour pain have been documented (Mathur et al., 2020; Raleigh et al., 2010) and have
perpetuated false narratives about Black women and their ability to tolerate pain. Hoffman et
al. (2016) found 50% of white medical trainees from the US held beliefs that Black people had
thicker skin or had less sensitive nerve endings than white people. These biases influence
treatment options, leading to disparities amongst ethnicities (Davis, 2019; Morris & Schulman,
2014). A meta-analysis exploring pain management in the US, found that Black/African
American patients are 22% less likely to receive pain medication compared to white patients
(Meghani et al., 2012). In addition, BAME women are frequently excluded during the decision-
making process during labour or regarded as “uncooperative” if they speak up (Altman et al.,
2019; Davis, 2019). Limited research into understanding why ethnic differences exist in the
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UK for maternal mortality are available (Joint Committee on Human Rights, 2020), despite
significant differences being recorded since at least 2013 (Knight et al., 2014). Causes
including socio-economic and physiological factors have been referenced, alongside
institutional racism and biased assumptions (Anekwe, 2020). Little interest in this area means
Black women’s experiences go unheard, and changes to policies and procedures, static
(Anekwe, 2020). These initial findings strongly suggest that Black women experience

discrimination based on ethnicity (Watson et al., 2019).

As the perinatal experiences of Black women in the UK remain relatively under-researched, an
exploratory qualitative approach was considered most appropriate. This allows Black women
to share their story and may contribute to the review and update of current procedures and the
development of clinical guidance for professionals. The aim of the current study is therefore to
gain an understanding of how Black women perceive maternal healthcare services and their

transition into motherhood.

Throughout this study, societal and cultural narratives are referred to. In this paper, societal
narratives relate to a shared set of standards of acceptable behaviour, which govern the social
rules in the UK. In contrast, cultural narratives relate specifically to Black culture, and how

these influences and informs traditions, cultural customs, rules and accepted behaviours.

Method

Design

Semi-structured interviews were used to collect qualitative data on Black women’s experiences

of pregnancy and birth. The semi-structured interview schedule consisted of four sections, with
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prompts as and when appropriate (Appendix 1). The first section explored general themes,
including how participants’ cultural and family values/traditions influenced their view of
pregnancy and motherhood. The second section focused on the mother’s experiences during
pregnancy. This was followed by questions exploring the birthing experience and the post-natal
period. A final question was asked about participants’ overall experience of pregnancy, birth
and the postnatal period. At the end of the interview, participants were given the opportunity
to add anything that they felt was relevant or important that had not been covered during the

interview.

Ethics

The study received ethical approval from the University of Birmingham Research Governance

and Ethics Team (Appendix 2).

Women from marginalised groups are reported to have higher levels of mistrust of
professionals and report a sense of being ignored and unappreciated (Halbert et al., 2006).
Therefore, the researchers felt it appropriate to gift participants a £10 ‘Love to Shop’ voucher
sent alongside an executive summary of research findings at the end of the study. A copy of
the executive summary can be seen in Appendix 3. To avoid recruitment bias, participants were

not aware that they would receive a gift voucher.

Participants

The study was advertised through online platforms and word of mouth. Ten women initially

expressed interest in completing the study and were sent relevant information regarding
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participation. Four women did not respond to follow-up enquiries. However, six women who
met the inclusion criteria, consented to partake in the research. Inclusion and exclusion criteria

are displayed in Table 1.

Table 1

Inclusion and exclusion criteria

Inclusion Criteria Exclusion Criteria
Identify as a Black female No serious recent health complications for
mother or baby.

Aged between 18-45 years old

Reside in the United Kingdom at time of
study

English speaking

Age of infant between 2 months and 24
months at time of interview.

Demographics of the six participants are displayed in Table 2. Mean age of participants was
30 years (range 28-34 years), and of their infants, 16 months (range 7-24 months). All women
were educated to university-level and for four mothers, it had been their first birthing
experience. All participants were married to their baby’s biological father. Two of the six
mothers were still on maternity leave at the time of the interview. Four participants lived-in
inner-city areas and two in smaller towns. Geography may have implications for health
inequality in terms of access to maternity services and staff shortages. The sample was

considered largely homogenous in this respect.
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No long-term physical health complications were reported for either mother or baby. However,
one participant accessed psychological therapy as a direct result of their birthing experience.

Five women self-reported a traumatic birthing experience.
Table 2

Demographics of participants®

Demographic characteristic Study participants
Age of participants Mean age: 30 years (range 28-34 years)
Age of child at time of interview Mean age: 16 months (range 7-24 months)
Marital status Married: N=6
Education level University-level education: N=6
First birthing experience First birthing experience: N=4
Second birthing experience: N=2
Ethnic heritage Black African: N=3
Black Caribbean: N=3
Geographical region Inner city: N=4

Smaller town: N=2

Four women took part in the interview using the on-line video platform ‘Zoom’. Two women
completed the interview in person in their own home. Compliance with the Covid-19 safety
regulations was adhered to throughout the interview (e.g. masks worn, appropriate ventilation).
The researcher completed a rapid lateral flow test before entering the participant’s home. A
wellbeing phone call was also made on the day of the interview to ensure participants displayed
no symptoms. Two meters distance was kept between the researcher and participant, in a

ventilated space.

3 Recruitment and data collection occurred during the Covid-19 pandemic and the Black Lives Matter
movement, both of which will have potentially influenced participation and the topics raised by them during
interview.
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Materials

To recruit participants, a poster and participant information sheet (PIS) were circulated using
online platforms and word of mouth (see Appendix 4). Online platforms were used including
Facebook and Black research fora, as well as through a local Doula service. All the materials
were made in partnership with an independent Black Doula, who offers services to expectant
mothers. She ensured the wording of the interview schedule was appropriate, and topics
sensitive and aligned for the intended audience. Additionally, she reviewed the posters and PIS

and made recommendations for the writing style and format.

Procedure

The PIS was sent electronically to potential participants before their interview slot was booked
to ensure they understood the purpose and method of the research. The process of the research
was explained on the day of the interview. This included: consent, confidentiality, audio
recording and use of their data, and withdrawing from the study. Additionally, information on
what happened to the recording of the interview was shared (i.e. anonymising and transcribing).
Participants were given an opportunity to ask any questions before completing the consent form
(electronically if interviewed on Zoom; see Appendix 5). Following the interview, participants
were contacted and asked if they would like to review their transcript. They were given a 2-
week transcript review period, and a further week to opt-out of the study (3-weeks from receipt
of email). Three participants requested their copy and transcripts were securely emailed to them
to review and confirm its content. They were given two weeks to examine their transcripts,
ensuring they felt it was an accurate representation of the interview. None of the participants

wished to change their transcripts and all participants were happy for their material to remain
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unaltered. After this period, participants were not able to withdraw their transcript from the

study.

The mean duration of the semi-structured interview was 1 hr, 12min (range 1hr,2min —
1hr,26min) and was recorded using an encrypted Dictaphone. Participants were offered a 30-
minute reflecting space at the end of the interview to ensure their wellbeing. This was not
compulsory, nor was it recorded. All participants chose to have the additional time of the full

30 minutes to reflect on their thoughts and feelings following the interview.

Analysis

Interpretative Phenomenology Analysis (IPA) was used to analyse the data. IPA allows
exploration of people’s personal accounts from a phenomenological epistemological
perspective, where the individual’s lived experience is the focus. It allows for experiential

research into emotionally laden and complex topics.

IPA guidelines set out by Smith, Flowers and Larkin (2009) were followed throughout. This
included transcribing audio recordings verbatim and the coding/analysis of each interview. To
appreciate the content of each interview, recordings and re-reading of the material was done
repeatedly, to allow for deeper immersion. Notes on initial thoughts and reflections were made
throughout (see Appendix 6). Coding transcripts initially focused on making line-by-line
annotations for descriptive, linguistic and experiential content (Appendix 6) before moving
towards identifying emergent themes and clustering of themes. This was completed for each

participant. Subsequently, themes across transcripts were linked by commonalities and
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clustered together to form superordinate themes (Appendix 7). Data consisted of rich text that
described participants’ experiences, attitudes and expectations of pregnancy and birth. These

informed the development of emergent themes to capture their lived experiences.

Researcher reflexivity:

| identify as a Black woman; | am of mixed heritage, with my mother being Black African. I
have not yet entered motherhood, and therefore personal experience of pregnancy and birth is
limited to those related to me by my wider social network and media. Witnessing close friends
and family members experience traumatic pregnancies and birth shone light to the health
disparities that exist across races. Being a woman from a minority group, | have always known
of the racial injustices that exist within Western society and the detrimental effect this has
across health, social care, education and employment. Thus, learning of the recent statistics
that Black women are more likely to die during or shortly after childbirth resonated with me,

my family and my friends.

Throughout the interviews and the analysis, | was very aware of my beliefs and interpretations
influencing data. [PA analysis refers to this as the ‘double hermeneutic approach’, the attempt
of the researcher to make sense of the participants making sense of their world (Smith &
Osborn, 2007). This iterative process moves between sense-making of the investigated lived
experience on a smaller scale, as well as shifting to larger units of meaning. Thus, I was holding
in mind the subparts and the overall sum of participants’ experiences of pregnancy and birth
(Smith et al., 2009). | considered and reflected on how my own experiences of being a minority
woman may have interacted with participants’ stories through recording my own diary entries

post-interview (Smith et al., 2009). This allowed me to draw upon reflexivity, particularly inter-
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subjective reflexivity to acknowledge my own beliefs, perceptions, and experiences throughout
the research process (Goldstein, 2017; Smith et al., 2009). Furthermore, it allowed for
transparency, which in turn helped enrich interpretation instead of viewing personal reflections

as an obstacle.

This research was supervised by an academic tutor with experience of qualitative research,
specifically IPA. Additionally, IPA workshops were attended to reflect on and receive feedback
throughout the analysis stage. Inexperience with qualitative analyses heightened anxiety.
However, supervision, in both forms, encouraged fluidity instead of rigid thinking styles,
immersion and connection with participants’ experiences and identifying meaning in the

description of these experience.

Results

Four superordinate themes were identified from the transcript data. An overview of these
themes and respective subthemes are displayed in Table 3 below. Further description follows,
illustrated by relevant quotes. All identifiable information has been omitted, with all

participants receiving pseudo names.
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Table 3

Superordinate themes, sub themes and the participants contributing to each.

Superordinate Theme Angela  Joan Janet Charity Cheryl Tanisha
theme P1 P2 P3 P4 P5 P6
“Black Stereotypes X X X X X X
women, we in Western
suffer” society

Fears of X X X

having a

Black boy

Cultural X X X X

assumptions

about

Black

women
“That’s Pretending X X X X X
motherhood” that I'm

alright

Sacrifice X X X X X X

Asking for X

help
What makes  Family X X X X X X
‘good' support
support? Support X X X X X X

from others

Religion X X X
Black Good vs X X X X X X
experience of bad care
maternity A sense that  x X X X X X
services I’'m being

treated

differently

The X X X X X X

experience

of trauma

Note: quotation marks indicate direct quotes from participants.
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Theme 1: “Black women, we suffer”

This theme describes how Black women have received and taken onboard the message that
they must be strong and hide any weaknesses. The association between strength and the Black
woman appears established, with little room for women to escape its impact and resulting in
internal suffering for them. This sets the scene for how Black women may feel when preparing

and entering motherhood and the extra pressures put on them.

Stereotypes in Western Society

All participants touched upon the stereotypes that exist regarding Black women. There was
consensus that Black women are seen as “strong and they can handle pain” (Joan, pgl5) and
that “black people don’t usually require pain relief because they believe that pain makes them
stronger” (Janet, pgl8). Joan spoke about the transgenerational trauma experienced within the
Black community and how black ancestors “couldn’t show weakness, you had to be strong”
(Joan, pg4) resulting in “no empathy for Black women in anything” (Joan, pgl5) due to the
“stereotype that is out there about Black women being strong” (Angela, pgl7) and “never as
emotional as the other races” (Joan, pg4). This suggests that Black women may hold their pain
and distress internally, an adaptive strategy passed through generations. Some participants
touched upon a shift within the Black community regarding these deeply ingrained stereotypes:
“Yes, we carry it well, doesn’t mean its easy to carry it” (Joan, pg4) implying a need for change

and acknowledgment from others.
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Fears of Having a Black Boy

Three participants expressed concerns regarding having a son. Tanisha shared how “the idea
of a boy is a little daunting” (pgl1) and how “as a mother, like its different raising a son and
worrying about that” (pgl1). She follows this up by saying: “What kind of boy we’re gonna
have, to kind of usher him in the direction of, or mould him into, because of the way society
receives Black boys, Black men” (pgl1). She refers to the pressure black mothers feel for their
sons ‘fitting in’ to society in the context of the widely held negative stereotype of Black males
and the fear that her son will be born into a system which is already against him. This fear was
shared by Janet: “For him as a Black male... like what kind of experiences will he have?” (pg5)
and how this ultimately increased her anxiety: “there’s just so many things I’m already worried
about” (pg5). Similarly, Cheryl shared her need “to be extra careful” (pg5) to “give him the
best chance so he gets to survive” (pg5). These extracts show a real sense of fear regarding the
pressure of shielding Black boys from negative outcomes. Cheryl referenced the statistics for
Black males in London: “Being a Black boy in London... you’re 24x more likely to... die by

the knife” (pg12). She spoke about her denial following the gender identification scan:

I was like 'no, I'm going to have a girl' you know because | was speaking to someone and
thinking yeah maybe she got it wrong, like I'm going to have a girl and I'm not going to play

with it any mind...I was like yeah, in denial (Cheryl: pg10).

It appears that this strategy offered Cheryl temporary relief from the worry of raising a black
son. “I guess it just meant that I don’t have to worry about knife crime and all those things you
know, if it’s a girl” (pg12). This anxiety seems to have a long-lasting effect during pregnancy

and continuing into motherhood.
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Cultural Assumptions about Black Women

The widely held stereotype of Black women as strong appears to prevail in most cultures.
Western society views Black women as stronger and this narrative is equally maintained by
most Black cultures. Thus, Black women are restrained by this double-edged sword. Joan

described how her culture views Black women:

It’s almost like a warrior wound, I think, especially within the Black community. Black
women are always seen as you know, when they suffer ... that's where their glory is. So, it's
like, that's the same with motherhood, these 'Oh, when you suffer in motherhood', 'Oh you're
the greatest mum, because you suffer for your kids'. It’s almost like suffering is a part of the
narrative for Black women. | just think that's what they expect of us - that Black women, we
suffer. And you know, we suffer so well. So, you know, it’s almost like we've got a
superpower - Black women can handle pain more than the other women. Because that's

almost how we're honoured, do you get what | mean? (Joan: Pg3).

Black female identity appears to be tied to the ability to handle pain: “Unless your arms falling
off, we keep going” (Charity: pg8). This was supported by all the participants who described

the importance of maintaining strength, e.g.:

I've learned not to make a fuss... There's a sense of 'Firm it, get on with it'. Like this is
nothing! If you're whining over this stitch feeling, what you gonna do when you are actually
giving birth? So, all those stories that made me assume that you have to have a level of

strength... Yeah, it just made me think 'Get on with it and don't make a fuss'. (Charity, pg9)
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There was a real sense that this was an assumed identity that Black women were expected to
live up to and maintain, reinforced by their culture. Cheryl shared how this belief was

reinforced by her mother:

She [Midwife] was really disrespectful and stuff. And my mom [laughs] was like, she's
disrespectful, because | didn't comb my hair. [laughs] Sorry. She's like your appearance
determines how somebody treats you... the way you keep yourself, the way you look, your
appearance, determines how someone may treat you... And she's like, "Yeah, you see, I told
you to do your hair before you give birth'. [laughs] And the lady speaking to you like you're

nothing, you're nobody... (Cheryl, pp18-19)

Many participants spoke of Black women denying their own needs, e.g.:

| think inadvertently, what happens is that you end up denying your needs and thinking
about just accepting what is and that it's easier to just accept what is then it is to fight and to

battle for what might seem like so basic. (Charity, pg5)

This potentially influences how women feel about advocating for themselves, particularly if

this makes them appear vulnerable.

Theme 2: “That’s Motherhood”

The societal and cultural narratives described above influenced participants’ perspectives of

themselves as Black women which in turn influenced how they saw themselves as Black
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mothers. The next theme touches upon their experiences of motherhood, including self-

preservation and personal sacrifice.

Pretending that I’m alright

Participants spoke about the need to “balance strength and vulnerability” (Charity, pg24) and
to “maybe keep up an appearance or look like it’s okay” (Angela, pgl9) particularly with her
husband, “trying to keep that ‘everything’s okay’” (pg8). Charity described how she did this
with healthcare professionals, “played down through language, maybe because I didn’t want

to really appear so anxious or worried” (pg8).

Participants described the need to have sturdy defences to help maintain a sense of self-
preservation. For example: “I tend to tolerate quite, quite a lot” (Janet, pgb6) owing to “a
tendency to adopt like a strong mindset of getting on with things by myself” (Janet, pg3). There
was a sense that pregnancy was not an excuse to stop coping, e.g.: “being pregnant doesn’t stop
me from being able to do all the things that | wanted to do” (Janet, pg3). Similarly, Charity still
wore her high heels throughout pregnancy with “people often commenting on how strong... |
was” (pg8) for doing this. Peer acknowledgement here may have been interpreted as rewarding,

validating Charity’s ability to maintain strength.

In contrast, Joan spoke of the difficulties she faced maintaining a strong image: “It was hard
that I didn't see my friends because | almost isolated myself. Because | didn't think | was going
to be positive” (pg22). The need to appear outwardly fine was viewed as crucial; therefore,

failure to achieve this reluctantly led to isolation. Emphasis is placed on “not really wanting to

63



make a fuss” (Charity, pg2); the role that Black women have become accustomed to. Angela
further recognised that she was entitled to feel and communicate pain but felt unable to. Her
choice of words to describe this illustrates her difficulties in connecting pain or distress with
her own identity: “You are entitled to be in that feeling in that moment, but I didn’t think I did.

I felt like I had to just... yeah” (Angela, pgl7).

There was a fear that sharing concerns with professionals may appear weak: “Will people think
that I don’t know what I’'m doing, that I’'m incompetent?” (Charity, pgl0). Appearing
incompetent was viewed as a risk to the self-composed image of a Black woman. Here, we see

Charity battle with trying to keep her anxiety hidden and how this leads to anger and upset:

Am | being dramatic?... There was something about me playing down what | was going
through. And it wasn't until the nurse was like, ‘Well, how long have you been worried
about 1t?” And giving language to an experience that [ was, I guess, trying to just get on
with. And it was actually really upsetting to, to name it, and to recognise how worried | was
about it, rather than suppressing it. And I noticed myself even like, feeling quite frustrated
with her for making me name it. Because there's something almost about when you say out

loud, it makes it real. (Charity, pg9)

The battle between emotional suppression versus acknowledgement appears to be an ongoing

struggle for Black women who have been taught to showcase composure and self-containment.

64



Sacrifice

Despite there being a sense that motherhood was the “greatest title you’ll ever wear as a
woman” (Joan, pg2), all participants spoke about its sacrificing nature. Tanisha shared how
“you do everything, you sacrifice everything for your kids” (pg3). This belief was largely
observed from their own communities, which reinforced the idea that motherhood requires

sacrifice. Charity stated:

That's what | witnessed my mom doing. She didn't ask for help. She got on with it. So, it
was almost an assumed role... So, there was a real sense that this is the responsibility that

you just do. That, yeah, that sacrificing nature and sacrificing in a different way. (Charity,

pge)

She continues describing how sacrifices are felt on a physical and mental level:

And in terms of what was modelled around me, there was it's always the mums that were
kind of running around looking after. It was also the mums who were making the sacrifice,
the career sacrifice, it was the mums making the - Yeah, they were the ones that was always
looking raggedy, the moms, the guys would be all dressed up, etc and the moms would have
been the one who'd either let themselves go a little bit... So, for me motherhood means
sacrifice, on a physical level, what you do with your body, but also on a mental level in
terms of what you prioritise... Like, if you even think about, like Maslow's hierarchy of
needs, the child's whole hierarchy of needs come before your even first level of need and

that sense of that ‘where am | on this list? (Charity; pg5)
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Emphasis is on how all-consuming the mother role can be. Motherhood “is hard work™ (Janet,
pg4) and due to its constant demands, the mother is lost within this. Cheryl agreed; “he has to
come first, and everything is after” (pg2) and how “you definitely put the kid first and you

make a lot of sacrifices for the kid” (pg4).

That’s motherhood” (pg27) was a common phrase Joan was exposed to. Responses to
complaints or difficulties were greeted by: “be quiet, don’t want to hear it, like why are you
complaining?” (Joan, pg27) and “that thing of ‘I suffered, so you suffer’” (Joan, pg2). The
normalising of pain perpetuates the narrative that “we [women] all suffer” (Joan: pg2),
preventing mothers from feeling able to be vulnerable and share distress: “I didn’t really

complain but I was really, really struggling (Joan: pg2).

Tanisha spoke about her exhaustion post-birth and how energy-depleting this felt (pg17). Janet
described how “I do feel like it was a lot of me” (pg22) and how isolating this felt: “I felt like
I was in it by myself at that point, because it was just me awake all the time” (pg22), referencing
night feeding. She touched upon the need for support but feeling unsure how to obtain this.

This was a similar theme discussed by Joan:

Motherhood, it's not about you anymore. No one cares, it's about your daughter... Yep, your
child's just gonna put you through it and you just got to deal with it because that's what you
do as a mother... So, it made me feel like I had to soldier on and if I didn't soldier on or I
said | couldn't cope, then I'm not adhering to what I've been told that motherhood is... So, I
was like, | know exactly how this happened. [Yeah] I paid a part in it. So, this is what it is.

| can't complain. (Joan: pg26).
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Here, Joan describes how sacrifice and pain are part of motherhood. Thus, talking about
difficulties may be seen as weak, incompetent, and self-blaming. Consequently,
psychoeducation on emotional well-being is largely ignored: “not too much emphasis on how

you maintain your wellbeing” (Tanisha: pg3).

Asking for Help

Charity spoke at length about the constant dilemma faced when thinking about help. Although
this was only reported by one participant, it felt important to include due to its links with the
stereotypes and cultural assumptions placed on Black women’s ability to be vulnerable. Charity
shared how asking for help was a “new experience” (pg4) and reflected on how “this should

be easy, but it’s really hard” (pg6).

The focus for Charity was to maintain her identity and sense of independence. She referred to
finding proactive ways to ask for help, including: “I’m doing it for the baby” (pg4) and “my
midwife says...” (pg24). These provided ways to seek support without compromising her own
strength: “It helped me graciously accept support and not feel like I was challenging too much

my own identity... the values I hold and kind of being strong and being independent” (pg4).

Theme 3: What makes ‘good’ support?

The support mothers received throughout their pregnancy, birth and post-birth had a significant
impact on their overall experiences of motherhood. The next theme touched upon the different

layers of support available and how these contributed to their overall experience.
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Family Support

All participants spoke about the level of support their families offered them throughout their
pregnancy and birth. Support received exceeded that experienced outside of pregnancy:
“probably most supportive-like experiences in my life” (Charity: pgl2). Charity “noticed that
people were a lot more caring... people were very protective” (pg3) and that “people going
above and beyond which was really helpful” (Charity, 23). This increased support was received
positively for Charity, particularly in the aftermath of labour: it “had helped me to feel seen,

heard, help me to process some of what has gone on...” (pg23).

Practical support from family members was met with gratitude. For example: “I didn’t feel
worried I don’t think because of my support network™ (Janet, pg7). Support “took the burden
off without me having to speak about it... reduced the mental load” (Charity: pg25). Angela
felt the emotional support was needed but was lacking from her spouse: “the understanding to
sit and hear me if [ wanted to just vent on how I was feeling emotionally” was absent (pg7).
Tanisha also had a desire for more emotional support from her husband to feel “more

understood or even more validated by him" (pg9).

Cheryl, Janet, and Joan all spoke positively about their mothers being supportive and available

to offer practical support: “my mum just came and saved the day” (Joan: pg8).

Family members were seen as important in advocating for participants’ needs. For Tanisha,
she felt her spouse was “pretty capable of... advocating for my needs” (pg16), whereas Charity

described feeling let down by her family during her traumatic birth:
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I feel like you really need advocates. So, I didn’t know why my family didn’t advocate...
you’re here to advocate for me and you’re standing watching this happening to me... It felt
like watching someone being tortured and just be like ‘I can’t do anything about that’.

(Charity: pgl5)

Cheryl shared her experience of being in a biracial marriage and the support she received from
her extended white family. She was concerned that she may be perceived to use “the race card”
(pg27) or her husband may see her as “a drama queen... really sensitive” (pg27). Therefore:

“... it just makes me feel like my voice is not being heard... I’'m voiceless” (pg27)

Support from Others

The perceived usefulness of interacting with other mothers appeared to depend on ethnicity

and familiarity. If the women were friends, this was received positively. For example:

One of my best friends, she gave me so much advice in terms of labour, because she had
done it... And she gave me so many tips that when I was actually in labour, she was just in

my head... So, I always say to her, you don't even realise how much you helped me. (Joan:

Ppg8).

The feeling of connection was also important for participants outside of friendship groups,
where they sought to find someone who resembled or understood their experiences. Support

from Black women provided this, a sense of belonging: “I was part of that” (Angela: pg8) and
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for Angela, she felt “more empowered throughout my pregnancy” (pg8). Tanisha found

comfort in knowing that other Black women were having traumatic experiences:

It was a revelation... felt quite validated...That there are loads of other women that go
through this. It's terrible that there were loads of other women that go through this. But it
wasn't just me, 1 wasn't making this up... And it wasn't, it's not necessarily personal to me.

(Tanisha, pg6)

For Tanisha, she felt comfort that her experience was a shared experience amongst her
ethnicity, shifting her understanding of it from a personal matter to a shared one. Cultural
identity was a powerful connecter providing safety and belonging: “its people that you know,
are from my community and understand” (Janet: pg10). In contrast, being in white spaces made

Janet feel uncomfortable:

Being in white spaces can be really like unsettling. Feeling... like you don't belong or like,
you're not worthy of a spot there, or you're not good enough. | think the theme runs across
throughout... we don't always label it... but there's always going to be more of like

discomfort when you thinking about it. (Janet, pg10)

Similarly, Angela stated that pregnancy, “it was a little bit... isolating” (pg3) when discussing
her attendance at antenatal classes. She “always felt a little bit different and maybe
inexperienced” (pg3) when compared to her white counterparts. She felt this may have arisen
due to “being outnumbered” (pg4) and that “there wasn’t someone speaking whose voice

resonated with me and my experience” (pg5). Overall, there was a general sense that
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participants felt more supported by people they could relate to, whether it be someone they

know or through cultural identity.

Religion

Charity, Joan, and Tanisha described themselves as religious and identified this as an internal
coping tool to manage anxieties. For example, Tanisha described a sense of containment and

sharing responsibility to keep her safe onto God:

“Even if the doctors don’t know what’s going on with my body, God’s got me, God knows
what’s going on. And just believing that he’ll get me through this, heal me or help me. So

that was kind of containing” (Tanisha, pg10)

Charity found that “prayer was a way of buffering me against anxiety around the unknown...
so prayer grounded me” (pg3). There was comfort in knowing that God was on her side: “I
know God wants the best for me and... using that to help relieve some of the anxiety or the

pressure of me feeling full responsibility” (pg3).

In times of distress, Joan turned to her faith for reassurance: “I genuinely believed that was a
sign from God in that moment... I felt at peace, the fear, everything and that I was feeling for
months had gone”. The use of spiritual beliefs can therefore act as a shield from negative

emotions and religion may provide an additional layer of support for Black religious women.
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However, it’s important to consider how women may feel if trauma is experienced and support
from God is questioned. Charity felt “extremely disappointed in God” (pg18), due to the belief
that she “always felt like God was solid and then now all of a sudden, that’s being questioned?”’
(pg26). Charity placed God on a higher tier to herself and described how “God is a
representation of like authority and in my family, authority is what you don’t challenge”
(pg26). Consequently, “you can’t be angry” (pg26) with God, leading Charity to deny herself
such emotions. She reflected on the internal battle she subsequently faced with God, seeking
understanding to why he allowed her to experience trauma. Consequently, self-blame: “did I
pray hard enough? Did I? Did God abandon me in that bit? Or did I do something?” (pgl8)
arose due to being denied the expression of anger. This resulted in a “real sense of feeling left

alone and that meant left alone from God as well” (pg18).

Theme 4: The Black Experience of Maternity Services

Finally, participants’ experiences of services were discussed. Participants described aspects of

care that were helpful as well as some of the flaws.

Good vs Bad care

Participants felt positive about their care when “staff were attentive... didn’t make
assumptions, who didn’t assert their power” (Charity, pg22) and listened, “trying to cater to
what I wanted” (Angela, pg9). When staff dealt proactively with health complaints, Joan felt
happy that “they didn’t ignore it”, seeking clarity “to make sure [she] was okay” (pgl7). This
allowed her to feel cared for during a time she was “really, really struggling” with feeling “seen

when | felt like no-one else did” (pg10).
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Positive birthing experiences were shared when participants felt in control. Tanisha described
how her birth plan was largely followed “so it felt like I was kind of in control of what [ wanted”
(pg9). Angela felt in control during her home birthing experience as midwives “had to ask
everything so that put the onus back on myself or my family” (pg12). She described how she
“felt straight away a major difference between the health professionals coming into your home
as opposed to you going to their work environment.” (pg11), as she felt “in control of it” (pg12).
Angela stated: “key factors of my second birth, felt in control. Felt like I was birthing my baby,
it wasn’t happening to me” (pg12). Thus, empowering mothers to be active participants in their

birthing experience appears to induce a sense of control.

The presence of Black healthcare staff had a significant impact on how comfortable participants
felt within the larger health system. Tanisha described how statistics revealed that “having a
black doctor or midwife in that team makes a difference to the mortality rates” (pg12). Tanisha
recalled it “feeling like you have this kind of ally there” (Tanisha, pgl2), echoed by Joan who
shared how her Black midwife helped advocate for her: “you will not talk to my patient like
that, you will greet them with respect” (pgl6). In addition, Charity described how she felt
“connected at a time where I guess it feels like you’re physically vulnerable (pgl1). Having a
Black professional may allow participants to “articulate how much it [symptoms] impacted on

my worry” (Charity, pg7) and “how to support me to get something from it” (Charity, pg7).

Black healthcare professionals were trusted, as Charity describes: “Absolutely, I was being
seen... | don’t have to fight for myself. Someone is curious” (pg20). Joan echoed these

thoughts, stating that she: “naturally... felt more comfortable because she was a black
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midwife... I felt seen” (pgl0). There was a sense that black staff “represented more than just a
nurse” (Charity, pg7), “she could be my auntie” (Joan, pgl6). Janet felt care should be “from
someone that is from your community... someone that... understands your experiences” (pg8).
This would allow clinicians to “hold in mind the traditions” (Charity, pgll) from ethnic

minority groups.

Despite the many positives of receiving care from Black healthcare professionals, both Charity
and Cheryl touched upon negative experiences. Charity felt more pressure to adhere to the
narratives about Black women “being strong” (pg9) because she was with another Black
woman: “it almost made me feel like I had to be strong and be like ‘No, no, no, I'm fine’”
(pg9). Cheryl experienced harsh treatment from a Black professional. Her interpretation of this
was: “sometimes we do treat other people better than how we would treat ourselves... we have
that perception that others are better than us so therefore, we’ll treat each other like rubbish”
(pg19). Both perspectives touched upon the cultural standards of how Black women should be,

and the scrutiny received if you fall short of this.

Participants repeatedly felt neglected when interacting with healthcare services. “I felt at the
time, I was neglected... neglect from the professionals and not knowing anything” (Janet,
pg21). Tanisha described how her care was “really neglectful” which led to delayed treatment
causing her to “feel even more kind of infuriated, ignored” (pg4). Janet described how the
absence of an “allocated midwife was a big thing for me, because I just thought its meant to be
a really special experience... I didn’t feel special” (pg21). Consequently, Janet felt “like a

spare part” (pg6) and felt like “no-one’s really invested in my care” (pg6).
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During labour, Janet felt abandoned: “I was just left there, like they just left me” (Janet, pgl12)
as “no-one checked” (pgl5). Furthermore, pain management was not managed, which left her
feeling like “they were trying to keep me from having pain relief” (pgl1). This theme continued

after birth where she described how professionals “left us [baby] like they just left me” (pg19).

Cheryl felt “the service was rubbish” (pg20) due to there being “no follow-up” (pg21) in the
community. This was in line with Janet’s desire for “continuity of care... something that should
be across the board” (pg8), instead of care being “more reactive” (Janet, pg9). Negative
experiences of care made Janet feel “robbed of my experience” (pg21) as she “literally resigned
to not having any professional support in the end” (pg26). Similarly, Cheryl wanted “more
reassurance” (pg22) and feels that “if I did have those reassurances and stuff from the

professionals maybe I wouldn’t have to go psychotherapy” (pg22).

Another area of difficulty for participants was the lack of education and information provided,
to prepare them for motherhood. Participants who were first-time mothers expressed “being
very, very like anxious” (Cheryl, pg21), requesting better resources to prepare for labour.
Without this, participants felt like they had to “try and research it” themselves (Cheryl, pg21).
Joan described how: “when your a first-time mum, you don’t know what you’re walking into”
therefore, it’s “so much more scary because you ain’t got a clue.” (pgl5). This feeling was
echoed across all first-time mothers for example: “Oh, is this normal?” (Cheryl, pg21), “how

much pain am [ meant to be in?” (Janet, pgl1).

Despite experiencing difficulties within the healthcare system, participants were not inclined

to complain. Charity described how she viewed this “as a ‘Karen’ move”, referencing how this
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is what the typical white, upper-class woman might do. She appears to be distancing herself
culturally from the white race, portraying herself as being more able to handle mistreatment.
She had no faith in the system for change: “maybe this isn’t challenged because it’s standard”
(pg18). Janet felt the absence of an apology for her mistreatment showed how the healthcare
system viewed her experience: “I should have had some form of apology if they were bothered.
But they weren’t” (pg31). Another reason for avoiding the complaints system was fear of not

being believed:

| didn't put in a complaint. | thought about it. And it's almost like, the more time | took from
it, the more | felt like I'd be a nuisance for raising it. | felt like I had to, if I was to make a
complaint, I'd have to prove what, how the extent and I'm like, a lot of the stories are very

subjective. And will people take a subjective experience seriously. (Charity, pg18)

This was mirrored by Janet:

If ’'m honest, I couldn’t be bothered... I just wanted to get on with it... I don’t think it
would have been taken seriously. I think I would have just felt like a nuisance... I think that
is definitely something that comes from the colour of my skin, and you don't feel like you're

entitled to speak up and say where things have gone wrong. (Janet, pg30)

A Sense That | am Being Treated Differently

“I think being a Black woman influenced the way they spoke to me” (Cheryl, pgl7) was a

common theme across all participants. The sense that if they were white, they “wouldn’t have
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been treated like [they were] a slab of meat” (Charity, pg22), which subsequently led to feeling
like care received was unjust: “this is not the treatment I feel like I deserved” (Cheryl: pg20).
Participants felt that racist behaviour was due to negative stereotypes regarding Black women’s
strength. For example, Charity received a “cold reception, kind of treat me like you’re just kind
of a piece of meat and get on with it” (pg15) and described a “real roughness” (pg15) with care
received. Joan felt compassion was only shown “after I had been crying” (pgl5). Janet was
denied gas and air throughout her labour, with no alternative pain relief offered. She felt that
her skin colour influenced this: “I do think that the pain relief situation was because of that,
because I’ve never heard of someone being denied gas and air” (pgl8). Charity felt
professionals held “an assumption around my strength because I’'m black™ (pg21). Angela
remembered subtle comments from paramedics “saying you don’t look like you’ve just had a
baby” (pg16) and the lack of support from them reminded her of how Black women are viewed:
“not looking maybe like you are vulnerable or like you are in discomfort” (pgl7). Charity
described feeling powerless during her labour, with “people kind of standing around, just kind
of watching. No-one’s speaking out... everyone could see the pain, but everybody was just

silent... no-one was challenging that” (pgl5).

The above quotes depict the consequences of stereotypes on Black women and inadequate pain

management during childbirth. In addition, Joan felt deceived:

That's an experience of how women are five times more likely, because it's, you think that
they're giving you the best care because that sounds supportive. But it's like you could give

me something that could make this less painful. (Joan: pgl5)
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Doubts about the quality and responsiveness of the services led to anxiety: “I’m going to die
on there because these lot aren’t going to take me seriously” (Joan: pg6). Tanisha, felt that
“these people aren’t listening to me, they don’t know the full picture.” (pg7). Fear of not being
heard significantly heightened participants’ concerns. Not being listened to created a “sense of

vulnerability” (Tanisha, pg6), and helplessness during a distressing time:

I was pushing my hardest, but she kept saying push harder, harder... I just felt like she was
not listening... [ am in so much pain. [ am pushing, trust me [ am pushing... if they listened

at the time he turned... I could have avoided all that pain. (Cheryl: pgl3)

Some participants described being “very, very passive... really defeated” (Joan, pg6),
potentially leading to surrender. Cheryl described how she didn’t feel believed, which created

an overwhelming sense of helplessness:

The amount of pain | was in and the way they weren't believing me, | actually was ready to
die. This is how I felt... I'm in so much pain. No-one is helping me. I didn't know what else
to do... I literally thought I was dying. And I actually made a right to myself to be like,
'Okay, that's it'. I'm not going on, that's it... maybe I'll just bleed to death or something. That

was just it, I, I accepted it, I would have died there. (Cheryl, pgl16)

The overall sense was that participants felt ignored, which led to feeling powerless. Tanisha
stated: “with the healthcare system, I feel like as a Black woman I was ignored” (pg3) and the
ability to confide in healthcare professionals was compromised: “I wasn’t about to put myself

in another situation where I’m saying something to these white women who seems very
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uninterested in what I’'m saying, quite frankly” (Tanisha, pg21). Tanisha’s frustration is felt in

this quote, signalling sheer exhaustion of trying to be heard. Moreover:

I didn’t feel supported by her... The fact that I didn’t feel listened to by her or like she really
cared about the state of my body just made me feel like you really don’t care about the state

of my psyche either (Tanisha, pg9-10)

Trauma and Consequences

Participants all spoke about traumatic experiences and their resulting consequences. For
example, the imminent fear of death: “I remember thinking I’'m going to die, one of those
statistics” (Tanisha: pgl5) and the need to ensure that if their partner was faced with the
ultimatum of whether either their wife or their child must live, they would choose their child:
“if they have to pick somebody let it be our daughter” (Joan: pgl10). There was a general sense
that participants were accepting of death due to feeling helpless and depleted: For example: “I
didn’t feel panicked” (Tanisha, pgl5), “I didn’t feel scared” (Joan, pgl0) and “I just felt

delirious” (Janet, pgl3).

Participants disclosed feeling traumatised by the birth, and shared feeling let down by

healthcare professionals. Charity summed this up:

When you assume that they [clinicians] hold the knowledge, that you assume that they're
doing things from a 'no harm' stance, you assume that... Yeah, they're just, everything they
would do would be right and ethical and considerate. But that's not what | was feeling in

that moment. (Charity: pgl6)
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The need to adopt “survival mode” (Joan, pgl7) was felt by participants. There was a sense
that staff care was unpredictable and at times cold, making the birth experience more traumatic.
Tanisha felt that some staff were “mission-focused... but those who were warm really made a
difference” (pgl5). Of the former, there was a sense that staff weren’t “warm or relational...
very mechanical” (pgl6), and that despite being in “so much pain... no-one was coming”
(Janet: pgl6). Charity discussed the psychological impact of this, particularly how she wished
“that there had been more mindfulness around the psychological experience” (pgl6). She

described:

| felt more exhausted because | felt like | constantly had to be on high alert. But what was
really interesting is that they periodically would come and take my heart rate, my blood
pressure, and my heart rate was always elevated every time they walked in, it elevated. And
it was almost a sense of ‘I'm in fight or flight mode’... because there's a sense of, if I don't
either speak up or get ready, | don't know what's going to happen. And I need to kind of be
ready to advocate for myself or to challenge something or to get ready to defend a point

(Charity: pg19-20).

Participants described the impact of birth on their postnatal well-being. Tanisha described how
“no-one validated” (pgl9) her experience, stating: “I think people around me definitely took
that for granted in that it can even have an effect on me” (pg19). The stereotype of Black strong

women re-emerges with the experience of birth trauma being ignored.
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| think it amplified that erm [pause] the baby blues type period. To the point where | was
like, actually is this baby blues or is it more? So, | just noticed myself being reminded of
those, Yeah, kind of re-experiencing that bit about the stitching... literally it was like
helplessness. That's what I remember. And how that impacted on my sense of feeling able,

ready as a parent. That sense of 'Am | helpless?' (Charity, pgl7)

The lack of acknowledgement that she had experienced trauma made her question her ability
to parent. Consequently, this forced Charity into the ‘superwoman’ mentality to ensure her

daughter’s best interests:

I also noticed that I ended up advocating even more for my daughter... I would be like, that's
- what happened to me is not what's going to happen to her... And I just noticed myself kind
of being influenced by that in an attempt to protect her from what I experienced, or just...
the importance of speaking up. It did give me a sense of feeling very lonely... just in the
sense of, if I don't do it, who's going to do it? So, it pulled me back into that Superwoman
type mentality... So yeah, psychologically, it's kind of reinforced the need for me to be

stronger, more assertive, to not depend on others, to be clearer. (Charity: pgl7)

Tanisha described how undiagnosed post-natal depression “impacted the way I kind of bonded
with baby... in hindsight, I think I had postnatal depression. It’s not something I would have
said” (pgl8) and instead, at the time, she rationalised her symptoms by stating: “of course I’'m
physically tired”, “no wonder I’'m feeling a bit low, so obviously I'm feeling a bit crappy”
(pgl19). These statements arose when questioned by her husband; again, the need to protect her

self-image of being a strong, Black woman was key.
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Like Charity, traumatic birth experiences led Tanisha to be mistrusting of professionals and
influenced how she felt about accessing healthcare support: “Even now when I go to the GP
and I’m quite mistrusting... cause I’ve experienced it before where they didn’t listen and they

messed up” (pgl8). Furthermore, this created fear and anxiety regarding future pregnancies.

Joan kept returning to the statistics regarding Black women’s maternity outcomes and how this

had a significant negative influence on her experience of pregnancy:

| think I always go back to that, this statistic, that Black women are five times more likely
to die in childbirth. Think about the anxiety that brings and even when | think about having
my next child, | worry about that, because I'm like 'Oh, I might have made this time, [Yeah],
but what about the next time? And | feel like there needs to be some sort of support to break
that down... And you've already got the normal worries, like is your baby okay?... And then
you add, because I'm black, | could die in childbirth. That's just like another, like, another
layer. We need support around that. We need something to say why is that? How can we

break that? (Joan, pgl3).

Discussion

Limited research on Black women’s experiences of pregnancy and birth has been documented.
This study aimed to contribute to the existing body of knowledge through qualitative data,

providing rich descriptions on how societal and cultural narratives influence their lived

82



experiences of pregnancy, birth, motherhood and maternity services. Four superordinate

themes were identified.

Findings

Current findings illustrate how societal and cultural beliefs left Black women feeling trapped,
consumed by the narrative that their identity is tied to strength. Participants touched upon
cultural expectations requiring them to be strong, reinforcing the message that pain is their
superpower. The importance to maintain strength was central and consequently, participants
learnt to inhibit emotions and maintain a calm exterior. Therefore, acceptability to discuss
difficulties presents as a challenge (Watson et al., 2019) due to the ongoing stigma attached to
mental wellbeing within Black communities (Watson et al., 2019). Although the prevalence of
perinatal mental health difficulties amongst Black mothers has been highlighted (Megnin-
Viggars et al., 2015; Prady et al., 2016), the need to maintain strength and self-containment
deters help-seeking behaviours. Furthermore, Black women may have limited resources to
support their mental health as emotional self-care may not be viewed as important (Watson et

al., 2019).

Black women’s (and especially Black mothers’) suffering may be met with little sympathy by
Western society or their own culture. This appears to have a strong psychological impact,
forcing Black women to adopt the “Strong-Black-Woman” mentality (Edge & Rogers, 2005)
as an internal defence. An extended part of the Black mother’s identity appears to demand that
they sacrifice themselves, with the burden of care and responsibility falling squarely on their
shoulders. Seeking out help is therefore not an option. The stereotype continues to trap Black

women in a resilient, self-contained narrative; able to cope with adversities, neglecting their
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own needs as they enter motherhood. Thus, hardships experienced during this transition period
appear to be perceived as a normal part of motherhood (Edge, 2013; Watson et al., 2019).
Psychological stress during the perinatal period was additionally caused by the anticipation of

gendered racism* towards participants’ infant sons (Jackson et al., 2001).

The issues discussed above influence how Black women experience maternity services.
Current findings mirror previous literature and identified themes, including poor physical care,
lack of compassion, fear surrounding pain, discomfort and uncertainty (Edge, 2011; Redshaw
& Heikkila, 2011). Black women viewed health services as fragmented, and felt they were
neglected and dismissed, reporting negligent care (Watson et al., 2019). Mistrust in
professionals consequently forced them to become more self-reliant (Edge & Rogers, 2005;
Fernando & Keating, 2008). Furthermore, participants felt their pain management was
influenced by hidden biases within the healthcare team (Davis, 2019; Meghani et al., 2012;
Morris & Schulman, 2014), which left them feeling powerless, no longer the expert in their

own experiences.

To help buffer participants’ negative experiences, family support was perceived as important.
Participants appreciated when support was offered with physical tasks as they had difficulties
asking for help (Edge, 2013). When family support was offered, participants felt this
acknowledged and validated their suffering. Importantly, family members were seen as
essential in advocating for participants’ needs during the birthing experience. Support from

other Black women provided connection, with shared cultural views and customs. Furthermore,

4 Gendered racism: The combination of racism and sexism to describe the intersectional experience of both
forms of oppression (Jackson et al., 2001)
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validation and solidarity in the experience of Black maternal care provided comfort. In contrast,
support from white women (e.g. in support groups) was met with hesitancy, and left
participants feeling uncomfortable and inferior. Spirituality acts as a significant moderator
between adversity and negative psychological distress (Bowen-Reid & Harrell, 2002), used as

an internal support mechanism for some of the participants.

Clinical implications

The narrative and biases surrounding Black women’s strength should be considered by
healthcare professionals. Staff training on how to notice and spot distress that may be atypical
to Western displays of pain should be introduced to ensure Black women’s symptoms are being
detected in a timely manner. Being culturally sensitive in how language is used when
interviewing Black women may overcome some of their inhibitions and allow them to report
on pain and anxiety. Additionally, how recommendations are phrased may allow Black
expectant mothers to accept them more easily. For example, self-statements such as “I’m doing

it for the baby” allowed participants in this study to communicate their needs and accept help.

For Black women who receive maternity services, it appears crucial that they feel empowered.
Participants in the current study reported on how being informed, in control of their birth and
their symptoms being heard were important factors which could result in positive birth
experiences. Transparency and regular communication could support this, as well as ensuring
regular reviews of patients, particularly first-time mothers. Alongside this, having family
members (maternal mothers and/or spouses) and staff to advocate for them appeared important.
To support this, good rapport between mother (and family members) and professionals should

be established, to allow for the development of trust. This can be supported by professionals
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being familiar with birth plans and maternal wishes, being patient and checking in with the
mother and her emotional needs regularly. Fathers were relatively absent from the narrative;
this may be representative of the cultural and traditional roles seen within Black families, where
Black women internalise suffering. Sensitivity on how to involve fathers needs to be considered
from both healthcare professionals and psychologists, mindful of the ‘strong-black-woman’
narrative and how this may unintentionally act as a barrier. Emotional support was often
something participants wanted more of. Support from a psychological perspective on how to
encourage staff within maternity services would be advisable (e.g. rephrasing statements, non-
threatening alternatives to care-seeking), whilst holding both systemic and cultural frameworks

which govern the Black woman identity.

Limitations

Although this study provides exploratory findings relevant to Black women, many cross-
cultural differences between various Black cultures exist (e.g. whether people have African or
Caribbean heritage) and therefore, subtle differences may have been lost during the analysis.
Additionally, differences in religion, birth country (e.g. British born), and extent of integration
with the majority population will also influence a Black mother’s experience of the perinatal
period. This study was unable to specifically explore these variables. Future research may

consider and systematically explore such differences amongst different Black communities.

In addition, all participants were married and completed higher education (university degree).
Therefore, caution should be taken when generalising these findings to Black women from less
privileged and stable backgrounds. Five participants self-reported a traumatic birth and

therefore, there may have been a greater emphasis on the reported impact this had on their
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birthing experience compared to other Black mothers without trauma. However, it is important
to reflect that Black women are currently four times more likely to die during, or shortly after
birth (Knight et al., 2021). Thus, incidents of ‘near-misses’ and traumatic experiences may also
be higher within this population, suggesting that the current sample may not be

unrepresentative of the Black female population.

Recommendations for Future Research

Following the rise in attention that Black maternal healthcare has received since the publication
of the MBBRACE ‘Saving Lives, Improving Mothers’ Care’ report (Knight et al., 2021),
understanding how Black women are disproportionately impacted by maternal death is
essential for change. Further research on critical incidents and ‘near-misses’ for Black women

is urgently needed as it may inform guidelines for good practice for maternity staff.

Conclusions

Overall, findings depict the many difficulties Black women face from societal and cultural
pressures which influence how they perceive themselves, and how they access support. The
association between Black female identity and strength features strongly. This has significant
consequences for Black women when they access maternity services. The clash between how
Black women feel the need to preserve their strong image and how health professionals believe
them to be coping, may potentially contribute to negligent care and therefore, dangerous service

provision.
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Press Release for Meta-analysis

New mums at risk of developing perinatal post-traumatic stress disorder

following childbirth, latest review finds.

The most recent literature was reviewed to identify current prevalence rates for
perinatal post-traumatic stress disorder (PPTSD) following birth. In 2020, there were 681,560
live births in the UK. With more awareness on maternal wellbeing, and research into maternal
mental health difficulties, it is essential to know how many new mothers may go on to develop
PPTSD following birth. This is particularly the case as statistics show that up to 30% of women

describe birth as traumatic.

Previous reviews have identified a PPTSD prevalence rate of between 3-4% for new
mothers within the community. For those women who are most at risk, who may have had
traumatic births for example, their risk of developing PPTSD goes up to 15.7-18.5%, according
to existing data. Furthermore, psychological problems associated with childbirth can have
wider implications for the mother, her infant and her family. This can include disrupted mother-
infant bonding, marital problems and delays in infant emotion regulation and development.
Therefore, identifying and supporting mothers following birth is essential to minimise distress

and ensure supported transitions into motherhood.

Previous research looked at the literature up until 2015. Therefore, the current meta-
analysis aimed to provide gquantitative estimates of prevalence rates for PPTSD reported by

studies, published from January 2015 to June 2021.

To do this, PsychINFO, Web of Science and Medline databases were searched for
studies reporting on quantitative estimates of prevalence rates for PPTSD. All studies from
January 2015 to June 2021 which looked at PTSD, were crossed with perinatal-related and

trauma-related terms to identify appropriate papers. Studies were selected according to a set of
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exclusion and inclusion criteria and needed to provide a statistic on prevalence rates of PPTSD
following birth. Sixteen studies were included in this review, which totalled 14,054 women’s
data. Most studies recruited women from the general population and some studies assessed
women at different time points to measure PPTSD over time. All studies were rigorously

assessed for risk of bias and quality of study.

This analysis of the most up-to-date literature showed a prevalence rate of 16.48%,
meaning that 1 in 6 women following childbirth may go on to develop PPTSD. In the general
population, approximately 10-12% of women will go on to experience PTSD in their lifetime,
with 5.2% experiencing it within a 12-month period. The prevalence rates found within this

analysis are greater than both of these estimates, indicating that this needs attention.

However, considerations should be considered when interpreting these results due to
methodological flaws. Studies included in the analysis had high levels of heterogeneity. This
means that there was quite a lot of variance across the studies in their reported prevalence rates,
which may be biased by the presence of uncontrolled or confounding methodological or
individual factors. Further analysis of the data was conducted to source what may have

contributed to the variation in this study’s reported prevalence rate.

Across the various sources of bias and variations within this meta-analysis, there was a
consistent pattern of better-quality study designs reporting lower prevalence rates. However,
these were still markedly higher than the 12-month prevalence rate reported for women in the
general population, who develop PTSD. Therefore, even if poorer quality studies are inflating
the overall estimate of the prevalence of PPTSD, this current study suggests that the prevalence
of PPTSD remains higher for women following childbirth than observed in the general

population.
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The prevalence rates documented here argue that more needs to be done to support
women following birth. Psychological assessment of pregnant and postpartum women for
PTSD may help identify symptoms sooner, allowing for better detection and provision of

treatment.
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Press release for empirical study

“Black women, we suffer”: Black women’s experiences of pregnancy and birth

These were the words echoed by one of six participants who spoke about their experiences of
pregnancy and birth. Black women are currently 4x more likely to die during or in the weeks
following childbirth. These shocking statistics have existed for over a decade, illustrating the
massive health disparities which exist against Black people in the UK. Furthermore, limited
research to understand why the disparities exist has been completed, leaving little room for

policy and clinical practice change.

In addition, research has highlighted how important maternal mental health is, particularly as
studies have recognised that women from minoritized groups are at an increased risk of
experiencing a variety of mental health disorders during the perinatal period. Research has
shown that Black women are more likely to worry about pain, discomfort and uncertainty
surrounding labour compared to white women. Furthermore, they experience perinatal mental

health services as fragmented, culturally insensitive, and dismissive, leading to inadequate care.

More information is needed to understand how Black women experience accessing services, to
identify what is working well. Furthermore, the impact that social and cultural factors play in
this needs to be considered. The stereotypes which exist in society are felt to create this
narrative that Black women are strong, having huge complications for Black women when
accessing healthcare services. Ongoing stigma and hidden biases by health professionals means

that care needs are often ignored or dismissed, particularly centred around pain management.

Understanding Black women’s experiences of pregnancy, birth and maternity services is
therefore essential to help address these existing health inequalities within the UK. To do this,
six women were interviewed and asked to share their story of motherhood. Topics covered

their experiences of pregnancy, birth and post-birth, with particular focus on support and their
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emotional wellbeing. Interviews lasted approximately 1 hour and were recorded using a
Dictaphone. On average, participants were 30 years old, had all gone to university and were all
in long-term relationships with their child’s partner. All interviews were then transcribed and

coded as part of the analysis phase.

Findings showed four overarching themes across all six participants:

“Black women, we suffer”

This theme touched upon the stereotypes which exist about Black women within Western
society and Black culture. For example, the idea that Black women are strong, independent and
can cope with high levels of adversity. These assumptions were passed down or observed
within the Black community as well as common messages which exist within the UK.
Therefore, there was a sense that Black women suffer more than other ethnic groups as there
was a double standard placed upon them to be strong, by both society and their cultural

community.

“That’s motherhood”

The stereotypes about Black women which exist within society and in Black culture were found
to influence participants’ views on motherhood. Participants frequently described how
motherhood was a lot about sacrifice, often meaning that their wants and needs were at the
bottom. Participants also described the importance of appearing alright and preserving their

image of strength. This meant asking for help from others was difficult at times.

Support systems
The support participants received throughout pregnancy, the birth and post-birth had a

significant impact on their emotional wellbeing. Participants appreciated the physical support
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that was provided by family members and also regarded them as essential in advocating for
their needs during childbirth. Friends with shared experiences was also another good area of
support. Additionally, support from other Black women provided connection, validation and
comfort, whereas support from white women (e.g. in support groups) was met with hesitancy.
Finally, several participants spoke about the importance of their faith and how this was used as

an internal tool throughout their pregnancy and birth.

Black experience of maternity services

Receiving care from Black healthcare professionals was often met with positivity, viewing
them as an ally. However, outside of this, most participants felt they were treated differently,
which left them feeling neglected and dismissed. Pain was a big factor here, with participants
feeling like they weren’t listened to, or pain acknowledged. Participants felt that their care from
professionals was influenced by hidden biases about their ethnicity, which heightened their
sense of feeling powerless. The majority of participants described experiencing trauma, and

how this often reinforced the need to be more self-reliant on themselves.

The narrative and biases surrounding Black women’s strength need to be considered by
healthcare professionals. Staff training on how to notice and spot distress, that may be different
to Western displays of pain, should be introduced. Being informed, in control of their birth and
their voice being heard left Black women feeling empowered. This needs to be a priority within

maternal services.
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Appendix 1: Interview Schedule:

e Introduction of researcher and recap the purpose of the study
e Explain and reiterate confidentiality of the interview and space at the end if required
e Ask the participant if they have any questions before commencing the interview
e Let participant know when recording starts
These are the draft questions and may change slightly but will still be along the same topics.
May talk about Covid-19 and how this has affected birth, if relevant.

General questions:

1. How did you feel when you realized that you were pregnant?
2. Was this your first birthing experience?
3. When did you share your pregnancy news with those around you? How did they
react?
4. As a black woman, what have you been taught, or told, about motherhood? Has this
influenced you?
During pregnancy questions:

1. What was it like being a black woman and being pregnant?

2. Who supported you during your pregnancy? Were there times you needed more or
different support?

3. Did you use any of the antenatal support services, like groups? What were they like?

4. How did you find talking to your healthcare team about your pregnancy and your
birth plan?

5. Did you feel that these services catered for black women?

Birthing experience:

1. What was your birthing experience like?

2. Did you feel that being a black woman had an impact on your birthing experience?
How? [PROMPT: in the way you were treated, information being communicated,
advocating for self?]

3. Looking back, what worked well and what was most difficult? Is there anything
others could have done differently to support you?

Post-birth questions:

1. What was your support network (partners, family members, friends, healthcare
workers) like after the birth? Who/what was most helpful? Were there times you
needed more or different support?

Wellbeing questions:

Finally, I wanted to ask about you — what types of things made you feel good or made you feel
bad during your pregnancy, during the birth and after the birth?
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Appendix 2: Ethics approval from University of Birmingham

lB Application for Ethical Review ERN_20-1639 - Personal - Microsoft Edge = O X
& A
O Replyall|v [0 Delete Junk|Vv X

Application for Ethical Review ERN_20-1639

Q _ o

Inbox

I You forwarded this message on 30/03/2021 18:56

Dear Dr Stenfert-Kroese

Re: “Black Women's Experiences of Pregnancy”
Application for Ethical Review ERN_20-1639

Thank you for your application for ethical review for the above project, which was reviewed by the Science, Technology,
Engineering and Mathematics Ethical Review Committee.

On behalf of the Committee, | confirm that this study now has full ethical approval.

| would like to remind you that any substantive changes to the nature of the study as described in the Application for Ethical
Review, and/or any adverse events occurring during the study should be promptly brought to the Committee’s attention by
the Principal Investigator and may necessitate further ethical review.

Please also ensure that the relevant requirements within the University’s Code of Practice for Research and the information
and guidance provided on the University’s ethics webpages (available at
https://intranet.birmingham.ac.uk/finance/accounting/Research-Support-Group/Research-Ethics/Links-and-Resources.aspx )
diC dUnNerc d Cl1Cr] -I & j | 'l-". i d ire Hilels l" jcati
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Appendix 3: Executive Summary

UNIVERSITY™ UNIVERSITY'™
HRMINGHAM HRMINGHAM

Black Women's Experiences of Pregnancy and Birth
‘What was this study about?

Statistics show that in the UK, Black women are more af risk of adverse culcomes
throughout thelr pregnancy, birth and post-oirth In companson to whise women . But
not much is known about how Black women ity care and supp
from thase around them This study amed to get a deeper understanding of Black
women's expesiances, with the hope thal this can inform healihcare professionals
and i the ) they pr for Black

What the study involved

Semi-stiuchured misrosws were conducted vith six Black women. Topcs coversd

mwcesum birth and post-birth, with particular focus on support

and their ] lasted just over one hour and were
dusing a [ On were 30 years old, had a

university degree and were alnlono-urm mallommpl with ther chiki's partner. ANl

indernews were franscribed and coded as part of the analyss.

What were In findings?
Four were tified across all soc partcipants and within each
theme, there m several sublhemes. The main four themes are described below.

“Biock women, we suffer”

Thie theme fouched upen the stereolypes which exisl aboul Black women within
Western scciety and Black culture. For example, that Black women are strong,
independent and can copa wilh high levels of adversity and pain. These assumplions
are passed down and cbserved within Black communibies as well as in white weslern
cutures So Black women, especially Black mothers suffer more than ofher ethnic
Qroups as thers is a double sxpeclation for them {o be strong and to suffer in silence.

“Thet's matherhood™
These sterectypes of Black women were found fo influence parficipants’ views of
how was about sacnfice
and al their wanbs and needs were nol imporiant any_mare Parficipants also
the ot g to cope and of preserving ther image of
swength Tn-mammanmw-mov«mwummm

Suppart systems

The support participants ived th hout pe Nhﬂnlna post-birt had

a sgnificant impact on their I wedlh P, d the
that was p by family and_algq regasded them as

essential in advocaling for thewr needs dumng childbwth. Frends with shared

Sumenary for Participants
Fage10f3
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experances were also seen 38 a source of suppont and especially other Black
women provided conmechon, yaldabion and comferd, whereas white women less so.
Finally, saveral participants spoke about the imporiance of their failh and how this
was used a5 an internal tool 1o keep slrong Shroughout their pregnancy and the birth,

Black experiance of matarmnty servicas

Receiving care from Black healthcare professionals was a posifive experience and
they were viewed as alles. Mowever, most paricipants f=it they were freated
differently by non-Black matermity workers, which often left them feeling neglected
and dismissed. Pain was a ig facior here vath participants feeling like they weren't
listened to and ther pain was not dged el that treatment from
health professionals was infl d by hidden biases about their ethnicity, which
heightened their sense of feeling poweriess THe. MakOtY .of paricipants described
experencing raumalic birth expedences Mal reinforced their need fo be self reliant

Imglications of the study's findings

The naratives and biases surrounding Black women's strength shoukl be
consmderad by healthcare professionals Staft fraining for matemity staff on how 10
notice and spot disiress that may be different to Westem displays of pan should be
intrectuced. It 1 important 1o ensure Black women fzel empowered when enienng
matemity sarvices, are encouraged 1o ask for help rather than sufer in silence, and
are assured that they will be kept informed, in control of thew birth and that thes
vece will be peard At IMes

Resaarch team:
Principal Investigator Supervised by:
Nikita Duncan Dr Biza Stenfert Kroess

Senior Researcher and Consultant Clmcal

Tramee Chnical iﬁ

Thank you again for taking the time to participate In this project!

Scmenary for Participants
Fage2 ot



Appendix 4: Recruitment poster and Participant Information Sheet

Il yor

Identfyas a Black woman,
Aged 18-45 years,
Your baby & 2months to 2

years old,
Fluent in English,

No serious health
complications affecting
you or your baby at the

moment,

What will happen if | do take part?
If you decide to take part, we will amange a
time and place to meet and talk about your experience of

Poster:
4y ToAll Beautiful Black
We want to hear YOUR pregnancy journey!
Not much is known
about how Black
women experience
pregnancy and
birth.
We want to hear
your experlencel
You are invited to take part in & study exploring Black wornen's experience of pregnancy. if you would like Lo take part,
you will be Invited to an interview |astml no hi than 1 hour For more Information, please contact me on-
Participant information sheet:
B Sorens
Participant Information Sheet
Black Women's Experiences of
Introduction

wmbmmmnmﬂmnm

in Clinical
PsyduhqynlheUMolBlnm As part of my

course, | am completing a piece of research. My project is

about exploring Black women's experiences of support and
welibeing during their pregnancy | want lo focus on what it is

Bike from the mother's perspective, to understand your

experiences of support from others around you (including the
professionals) as well as the general rollercoaster which comes with
pregnancy

Defore you decide to take part in this research, please read this information sheet.
This is 1o help explain why the project is being carried out and what the study
involves My contact details are provided at the bottom, 50 please feel free 1o contact
me if you have any further questions.

Why is this study relevant?
Statistics show that in the UK Black women are more at risk of adverse

outcomes throughout their pregnancy in comparison to white
women. However. not much is known about how Black women
experience care and support from those around them or their
values and views This study aims to get a deeper understanding
of how Black women experience pregnancy, with the hope that

this can inform professionals who may care for them in the future

Who is being asked to take part?

You have been invited to take part in this study bacause you identify as a Black
woman, and you live in England. You are between 18-45

years old and your child is between 2 months and 2 years

old At the moment there are no serious health
complications affecting you or your baby. As the study

relies on using inferviews without an interpreter, we are

looking for women who speak and understand English

Do | have to take part?
No, taking part in this research Is up to you and you are free to withdraw
from the interview, without providing a reason.
Exploring Black women's experiences of
pregnancy. Particpant Information Sheet (V2
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pregnancy. This will take the form of an interview.
Questions will be about your experience of pregnancy,
maternity senvices, and anyone else who has been around
during pregnancy and the birth of your child. When amanging your appointment. we
can discuss somewhere 1o meet which will be mos! convenient for you i the
COVID-19 pandemic is still ongoing, we can use Zoom' (or something similar)
instead. The interview will last approximately 60 minutes and will be recorded using
a secure Dictaphone so that | can remember all that you have said.

Who will know that |'ve taken pan?

Only | and my supervisor will know that you have taken part. Your consent form and
interview will be inked using a unique code which no one except me has access to
Nobady else will know you have laken part

a Wh.vllhwnlohi‘onn.im!ghn?
u The interview will be ded for data only. Your signed
mmmmudyouwdbvmdmdlhmdmamo
code and stored safely on the University of Birmingham's R h Data Store
Shortly after the interview has taken place, your responses viill be typed onto a Word
document. All identifying information will be removed to protect your identity. You will
then be sent a copy of this 1o make sure you are happy with it You will have 2 weeks
te read through this and to let me know If there is anything in there you were unsure
about. If | have not heard back from you, | will assume you are happy with the
information recorded on the word document. An additional week will be given (week 3
from receiving your interview notes) where you can choose 1o leave the study as
mentioned above

Only my supervisor and | will have access 1o your information. Your information will be
destroyed In line with the General Data Protection Regulation (GDPR. 2018)
imp to tell you of

maﬂommolnmayhavﬂobobmkm If you ghare

information that you or someone you know is al serious risk of harm or danger,
confidentiality will be broken Similary, if you share that a serous crime has been
committed, we are legally bound to report this. This will be discussed with you if an
issue of concem is raised.

When will confidentiality be broken?
Mormﬁion you share mm\g the interview will remain

Exploring Black women's experiences of

pregnancy. Participent Informeton Sheet (V2)
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What if | change my mind?

You can choose 1o leave the interview withou! giving reason. If you wish to have your
Information removed, you can tell me directly. After the study has ended, you will be
sent a typed-up version of the intenview. If you would like to remove yourself from the
study, you will have 3 weeks from whan you receive this to be removed. Unfortunately,
after this date we will not be able to remove your information However, everything
recorded will be anonymised.

Are there any benefits to taking pan?

Participating in this research will help us understand Black
women's experiences of pregnancy better. This research hopes
1o provide usakul information 1o bath NHS and non-NHS services,
on how to best meet the needs of Black women, We hope you
find the interview & useful tool to communicate your experiences
and for your voice 1o be heard 1o the larger healthcare profession.

Are there any risks to taking pan?

We are mindful that talking about your experences of pregnancy and giving birth can
raise difficult feelings, particularly if you have experienced challenges during your
pregnancy. Talking about this may feel emofionally exhausting. That is why | can offer
you some time at the end of the intendew to make sure you feel supponted before
leaving and that you have people to contact, if necessary.

If you have any concemns, please feel free to discuss these with me

Who is conducting the research?

This research is conducied by me, Nikita Duncan, supervised by Dr Biza Stenferl
Kroese The reaults will be written wp in the form of a paper and presented to Perinatal
care senices and within the University of Birmingham. You will be offered a summary
at the end of the study with the overall findings. Please feel free fo use the contact
detaits provided below, should you have any concems or questions about this
research.

Research team: |
Principal Investigator Supervised by:
Nikita Duncan Dr Biza Stenfent Kioese

Trainee Clinical Psychologist Senior Lecturer and Consultant Clinical Pidldogsl

Thank you for taking the time to consider this project.
Exploring Black wornen's experiences of
pregnancy: Participant information Sheet (V2)
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Appendix 5: Consent Form

UNIVERSITYOF
BIRMINGHAM
CONSENT FORM
Tithe of Project: Exploring Black women's experiences of pregnancy

Mame of Investigator, Mikita Dumncan

Plaasa read each guastion balow. i you agres, please initial in tha nghi column. PLEASE
IMITRAL:

1. | confirm that | have read the information sheet daded for the above study.
| have had the oppartunity 1o consider the iMormalion, ask questions and
hiave had thess answerad.

2. | undesstand thal my paricipation is valuntary and that | am free lo
withdrew at ary tirme without ghdng any raason

3. | understand thet my data will be treated confidentially and that the
resaarch taam are tha only onas ta know that | hiawve taken part.

4. | understand that the overall findings of this projact will be written up in a
paper which will be shared with matemity services and other researchens

5 | agree to aedo recording and the use of anonymised quates in research
reponts and publicatians.

6. | understand thet my personal data will be stored securely g5 detgiled in
tha information sheet.

7. lwould ke a summary of the findings sent ouf to me.
& | am st currently (or recently) Inmvaleed In any other reseanch study

8. | agree to take par in this research

Once you have initialled above, please sign balow

Mame of Investigator Ciate Signature
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Appendix 6: Extract of participant's transcript to show initial thoughts and coding

Linguistic quote

Forming basis
of overarching
themes

Bold text — key words
describing experience

104

-
Emergent Qriginal transoript Explorstory comments
themes
Desonptive {nomal text), Linguvshc
(®alics), Conceptual {underinad)
comments and direct quotes
ND- Yeah, and how did they react? they get 1o know about pregnancy
Closaness matters when disclosing,
P_ Oh, ye everyone was excited, happy for, pedlly really happy for me. Erm agsin, knowing
that | wanted another child, ye and it wdt all going to happen again Famity reaiy happy and excited and
Somehow Tat links 1o wanting ancther
ND- 50 It was quite an excit me far you it sounds [lke chilg
P Yeah [Yesh] yeah overol it was really positive. Is there 2 caveat to that? Overall
comment? Reflaction
ND- As 2 black woman, what have you besn taught or tald about maotharhood? 1" to "we” switch
) \ Big question indicating possible difficulty
P Qhil that's 2 big question, what have we besn taught in answering question. R nsibility of
ND- Or told, like 3Dout what's IFs like to be 3 black waman who's pregnant [laughing] answering the big question?
Motherhood | Motherhood Miathernood as responsibility,
= hard P Oh during pregnancy of just [ust as matherhood sanny] o just generally in motherhood? | | mothernood as weight Taught
guess l——_kind of ahways (galissd the importance of it The weight Ihar comes with the <— herbood is hard = heavness to ths?
respansibiy of erm ye being a mosher, having children. ELmn [pause] yeah, | just kKings
grew up, thaughs, That it was going To be really hard [yean] as well 1o be far [yeah], ke
passed down [yeah] through the family. hmomanm
ND: | was E0ing 10 Say like, when you 53y like 3bout it being passed down, what are your
experiences of seeing black women being mothers [Right]. Yeah, that makes you feel like iw's | Before answering, caveat of 1'm Trying 1o
been hand [From what Fve seen]. do things differently’ — acknowledigement
of right/wrong way?
— Tracitional vs | *- Emmm.lfnu:h l’llmwduﬁmln ﬂuulﬂv hmmﬁhk.m Guilt in bailefs? Giving seif
Motherhood | western ways duks : 3 13 QW (2 Akl £ eally b N permission/preparing reader 1o shane
leuilt) Ilke focus onthe home and rearing the children mavbe nefbeing thelr lrlends a5 such but these? Shame for riticalness when
[aughing] more of erm ye that erm authoritative person [Yeah], making sure that the reflecting motherhood is hard above.
children are beng well hehaved Samerhing about Mviends & important here
ND. So very Lradil- so like some of the traditional aspegts, roles? \
l /
1}
Emergent
themes Conceptual quote

Authors thoughts and
questions to reflect on




Appendix 7: Superordinate themes

Table 1: First cross-theme: all themes aoross all B transcripts grouped inta similar headings

Superordinate | Thems Thems= Theme Theme Theme
theme
“I'm alright® Personality | Cultural Culbural &5 3 worman | Self-
Customs pressure presemvation
“that’s Transiticning | Readiness mMotherhood | Perfectionism | Hierarchy of
meatherhood” | into far priority
motherhood | motherhood
Support Aeligian Emaotional Interacting Family
system wellbe=ing with other reluhnnshlEs'
rACES Suppaort
B=longing ystem
Black
Women =
honest s=if
The black Unspoken Distancing Chang= Media Stereotypes
ExpErience bopics fram race narrative
Expected care | How pesple | Dehumanise, | Within Black women
treat me? Powerless’ | healthcare: | don't feel
DOVRET, expected pain;
cantrol care; level ASSUMpions
of care On race; race
& healthcare
Lomg term Complaints | Adwice to Future Irnpact of
CONSEQUEnCes future mums | pregnancles | trauma
Remaining:
Edlucation
Black on black supgort
Race anxiety/gender anxiety
Table 2. Quoles gdded, themes rejipged accoedingy.
superardinate | The Elack *That’s SUpport system “Black women,
theme caperience meptherhood™ wie suffer”
Theme 1 Shereobypes in fortraying that I'm | Family support Good vs bad
society alright (s=H- care |including
pressryatean i control;
educstion]
Theme 2 Fears of hawing a Sscrifice [+ Support from A pense that
black boy hi=rarchy) others [other I'mi b=ing
wommen, HCF| treated
driferently
[Povierless,
woicsless,
racism)
Theme 3 Cultural Asking for help Redigion The experience
assurmptions of the of trauma [+
black worman CONSeqLEnCes
of trauma)
Theme 4 Internal anxiety of
healthcare system
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Table 3: Themes cross-referenced with participants.

Superordinate | Theme Angela Joan Janet Charity | Cheryl | Tanisha
theme P1 P2 P3 P4 P5 P6
The Black Stereotypes | x X X X X X
experience in society
Fears of X X X
having a
black boy
*Renamed: Cultural X X X X
“Black assumptions
women, we of the black
suffer” woman
Internal X X X
anxiety of
healthcare
system
(*removed)
“That’s Portraying X X X X X
motherhood” | that I'm
alright
Sacrifice X X X X X X
Asking for
help
Support Family X X X X X X
system support
Support X X X X X X
from others
Religion
“Black Good vs bad | x X X X X
women, we care
suffer” A sense that | x X X X X X
I’'m being
*Renamed: treated
Black differently
experience of | The X X X X X X
maternity experience
services of trauma

Superordinate themes were renamed for ‘The Black experience’ and “Black women, we
suffer”. Sub theme: ‘internal anxiety of healthcare system’ was removed from ‘The Black
experience and condensed into ‘Black experiences of maternity services’.
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