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ABSTRACT
This study describes the childbirth experiences of survivors of childhood sexual abuse, using an
interpretative phenomenological approach. Data collection involved in-depth, semistructured interviews of
four women who gave birth to a baby within the last 5 years. Using Interpretative Phenomenological Analysis,
three superordinate themes emerged: control, anxiety, and detachment. This contributes to the current body
of research by extending knowledge on what it means to experience childbirth for survivors of childhood
sexual abuse, told by the woman herself. These findings are especially important in understanding what
is required in providing safe, sensitive care for all childbearing women and has important implications for
practice, education, and further research.
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RÉSUMÉ
Cette étude décrit l’expérience de l’accouchement vécue par des femmes victimes de violences sexuelles
durant l’enfance. Une méthode d’interprétation phénoménologique a été adoptée pour la réaliser. Les données
ont été recueillies par des entrevues semi-structurées en profondeur effectuées auprès de quatre femmes
qui avaient accouché au cours des cinq dernières années. Une analyse phénoménologique interprétative a
dégagé trois thèmes superordonnés : le contrôle, l’anxiété et le détachement. L’étude enrichit le corpus de
recherches en permettant de mieux comprendre par leur témoignage ce que l’expérience de l’accouchement
signifie pour les victimes de violences sexuelles durant l’enfance. Ces constatations sont particulièrement
importantes, car elles font mieux saisir ce qu’il faut pour fournir des soins sécuritaires et attentionnés à
toutes les femmes enceintes. Elles ont des répercussions majeures sur les recherches ultérieures, la pratique
et la formation.
MOTS-CLÉS
accouchement, violences sexuelles durant l'enfance, grossesse, victime de violences sexuelles
Cet article a été évalué par un comité de lecture.

INTRODUCTION
Pregnancy and birth are significant times in a
woman’s life. For some, this period is difficult and
leads to significant emotional distress.1 Pregnancy
and birth are different and can often be negative
for survivors of childhood sexual abuse.2 Childhood
sexual abuse is a significant problem; approximately
one in five women have experienced it.3 The intimate
nature of pregnancy and birth precipitate the
negative effects of childhood sexual abuse for the
first time, or past experiences can be re-triggered.
Childhood sexual abuse (CSA) has been linked to
a fear of childbirth,4,5 increased length of labour,
higher rates of intervention, and pain,6,7 among other
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undesirable effects.8–10 Childbirth can also remind
CSA survivors of their experiences of abuse.2 This
remembrance can be precipitated by involuntary
physical changes during pregnancy, the intimate
nature of childbirth, difficulty with trust (particularly
in relationships involving a power differential ), and
pain in body areas that remind survivors of their
abuse. Additionally, childbirth can be an uncontrolled
event in which decisions and interventions may be
made quickly for the safety of the mother and baby.
Interventions during childbirth may have unintended
psychological effects on the mother.
The few qualitative studies that have been
conducted support the observation that childbirth
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Participants experienced
psychological avoidance
or a blocking out of
experiences in response
to the stressful stimuli to
which they were exposed.

can be a distressing time for survivors of CSA.
Experiences such as dissociation, detachment,
and fighting for control have been noted in several
studies.11–13 Also, survivors of CSA often experience
emotional distress from interventions involving
touch.13 These negative childbirth experiences
can have a variety of effects on women, including
feelings of revictimization, emotional trauma,11,13
and the emergence or resurfacing of postpartum
posttraumatic stress disorder.14,15 Other qualitative
accounts have relied on a third party describing
behaviour during childbirth,11 and examining specific
aspects of birth such as “touch”12 or maternity care
needs in general.15,16 This study is uniquely situated
to explore childbirth as a whole, as described by the
survivor herself.
METHODS
An understanding the uniqueness, complexity,
and universality of childbirth experience was the
basis for exploring the experience of childbirth
among CSA survivors by using an interpretative
phenomenological approach. Guided by the
philosophies of a Heideggerian interpretative
phenomenological perspective as proposed by
Smith,17 we asked, “How do childhood sexual abuse
survivors experience childbirth?”
Interpretative phenomenological analysis (IPA)
involves using personal accounts to make sense of
people and how they are situated in their world . The
researcher and the participant create the research
together; Smith and colleagues called this reciprocal
analysis a two-step hermeneutic process.18
Using purposive sampling for this study, women
were recruited from eight midwifery practices in
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southwestern Ontario. All clients who were being
discharged from midwifery care six weeks post
partum were given a pamphlet inviting them to
participate in the study. Interested participants
contacted the primary researcher via email, and a
follow-up telephone call was arranged to determine
eligibility. Four women consented to participate in
the study.
The hour-long interviews were made up of
open-ended questions based on the IPA. The
primary researcher asked few questions , and this
open process enabled participants to guide the flow
of the interview, focusing discussion on the areas
and themes that were most important to them.
ETHICS
Ethics approval was obtained through the
university’s research ethics board. As part of the
recruitment strategy, the pamphlet outlining the
study made clear researchers’ interest in a specific
sample of women: survivors of CSA. The research
team did not contact a potential participant until
that person, because of his or her interest, made
initial contact. This method of recruitment was
chosen to keep participants from feeling coerced
into participating.
The research study was based on the premise
that the participants had a history of CSA. Although
the methods of the study did not include asking
participants to explicitly recall abuse experiences, we
recognized that some participants might experience
distress in discussing childbirth experiences. As
such, participants were advised that they could
choose not to answer any question they wished not
to answer; they also could choose to terminate the
interview at any time. No participant distress was
noted during the interviews. However, if distress
were noted, the interview was to be stopped and
emotional support provided.
As consented to, participants’ personal
information would be released only in the event
that they expressed intention to harm themselves
or their infant, or if the interviewer suspected
any form of child neglect or endangerment. No
participants expressed any suicidal ideations, nor
did the interviewer have any concern about child
neglect or endangerment. All participants were
provided with resources at the beginning of the
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Figure 1. Coding tree

interview, including Healthy Babies Healthy Children,
Sexual Assault Centre of Hamilton, Crisis Outreach
and Support Team, and Women’s Health Concerns
Clinic. Although the participants were considered
vulnerable (being both women and CSA survivors),
this protocol was considered of minimal risk due to
the nature of the interview and discussion.
DATA ANALYSIS
The four-step process of IPA presented by Smith—
(1) looking for themes in the first case, (2) looking for
connections, (3) creating a table of themes, and (4)
continuing analysis with other cases—was used to
transcribe and analyze the interviews.17 Through an
iterative process, the researchers derived themes
and clustered the themes by making connections
across them. The primary researcher organized the
themes (step 3) and continued the data analysis
across all interviews.
RESULTS
From the in-depth data analysis, three main themes
emerged: control, detachment, and anxiety (Figure
1).
Control
Aspects of control were noticed in the
participants’ choice of birthplace, as well as in
their desire to feel or avoid pain. A paradoxical
presentation was noted: two participants wanted
to experience the painful experience of giving birth,
whereas two participants wanted to avoid all pain.
The former desired to experience childbirth at home,
while the latter wished to give birth in hospital.
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Aspects of control were also noticed in the
participants’ experience of interventions involving
touch and interventions that limited movement or
mobility. One participant, Kat, described the difficult
experience of having a stretch and sweep.
I really struggled with the idea of
[the obstetrician] doing a stretch and
sweep. Because, I think pain…around
that…even though birth is painful too,
right? I still struggled with…like, I didn’t
know her; it was just my first visit. Like, I
had only seen her once by the time she
wanted to do a stretch and sweep, and
I just…I really struggled, I hated that I
struggled,…I hated that I was having
those feelings.…So I was aware that I
was feeling sensitive and vulnerable
and not comfortable,…and knew it was
related to being abused as a child.

She also described an experience with a male
obstetrician conducting a pelvic examination. “He
couldn’t even really examine me, I was so tense. So
he said to me, ‘if you can’t take an examination,…I
don’t know how you’re going to…you know…’”
Another participant, Carrie, described her
experience of a stretch and sweep as follows:
So I had a stretch and sweep done at
that time, and it was literally, literally,
horrible pain…so, so bad…I was
screaming in pain. It hurt so so bad.

Kat felt a strong sense that her body was
“broken,” unable to do or tolerate what labouring
women manage.
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From the moment I had the epidural,
the pain…like, I screamed, and the
feeling of loss of move…like you can’t
move...and the feeling of loss of control
really spiraled me to anxiety, actually.
I felt like having a panic attack on the
table, but I didn’t tell anybody, I just
kept it to myself thinking, “you should
be able to handle this”…I was kind of
freaking out.

Two participants made an explicit connection
between how their abuse experiences affected their
desire or discomfort with these interventions, while
other participants did not.
Anxiety
This theme describes the anxiety and worry
participants felt about their upcoming childbirth and
the anxiety they felt about how their past abuse
experiences would affect their labour. The term
“anxiety” was used consistently in all participant
interviews.
Madison described her anxieties about what
labour would be like, as follows:
I did a bit of catastrophic thinking,
like it’s going to be awful. I’m going
to be traumatized, I’m going to
be immobilized, I’m going to be a
wrecking…a bawling mess. I’m not
going to feel bonded with this baby.

Carrie expressed anxiety about the pain of
childbirth, her anxiousness in focusing on her baby’s
well-being during labour, and her anxiety about
cervical checks.
Oh my God…I would tense up…tense
right up, my legs would tense up, I
was anxious about it because I knew
it would be a little bit uncomfortable.…I
was just anxious…anticipating the
pain. Like, I didn’t know how bad it
was going to be, I couldn’t imagine,
like, a “human” coming out of you…
something that big…like, I just did not
know how bad it was going to hurt.…I
felt like I could not stop watching the
monitor and watching the baby’s heart
rate.…I was just making sure that he
wasn’t stressed out.

14

Volume I7, Numéro 2, 2018

“Triggering,” as expressed by the participants in
this study, was the remembering or reexperiencing
of past abuse experiences as a response to their
situation. Madison wondered how childbirth may
have triggered her sexual abuse experiences.
Kind of worried about this kind of
connection to my sexual abuse trauma,
so was I going to be retriggered? Was I
going to be overwhelmed? What was
it going to be like? So not necessarily
about the physical…I wasn’t worried
about the physical piece of it, it was
more around the…emotional trauma.
Like, what was it going to feel like?

Detachment
Participants
experienced
psychological
avoidance or a blocking out of experiences in
response to the stressful stimuli to which they were
exposed. For some, this manifested itself as a gap
in their memory of certain experiences in pregnancy
and childbirth, as a method of coping . Kat described
her detachment from her pregnancy and her bond
with her unborn baby.
I think emotionally I don’t think I was
bonded to her in the same way.…like,
this “ok, I’m growing a human being
in me,” but not sort of knowing the
relationship that I would be able to
have with her down the road. I don’t
know if that was anything around
depression or anxiety, I think it was
just sort of a detachment.

Although pregnancy was not the primary focus
of this study, participants did express feelings of
detachment from their pregnancies and unborn
babies and consistently described detachment
during childbirth. They expressed or evidenced
detachment in different ways. Another participant,
Carrie, intentionally “blocked out” thoughts of her
childbirth because she was not comfortable thinking
about it: “If I didn’t think about it, I didn’t have to
deal with it.” Rather, she thought she would avoid
thinking about the birth until it was approaching. “I
almost blocked it out, the entire pregnancy…up until
the end…it was just nerve wracking…”
Madison described the detachment she
experienced during childbirth as an inability to hear
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or to focus on external stimuli:
And then the piece around…so I was
pushing and didn’t hear. So I was
definitely in a zone because was
pushing with gritted teeth, the whole
bit. The [midwife] I guess told me to
stop because the cord was wrapped
around the baby’s neck, and I didn’t
hear her say that, and then they all
screamed at me, “you need to stop!”

DISCUSSION
Few qualitative studies seek to understand the
childbirth experiences of childhood sexual abuse
(CSA) survivors.11–13,16 Given the high prevalence of
CSA and the influence that it can have in all spheres
of women’s lives, this phenomenological study is
uniquely situated, having captured the childbirth
experiences of CSA survivors.
Some studies have found control to be an
observed or reported factor in the childbirth
experiences of CSA survivors.11–13,16,19 Rhodes and
Hutchison reported that the most prominent observed
labour style for survivors of CSA was “fighting.” They
described “fighting” as the “quintessential” labour
style in which women are described as being in
conflict with authority; resisting interventions, and
examinations . They further state that women who
exhibit this fighting style have longer labours, more
operative interventions, and greater pain.11 The
participants in this study, however, asserted control
(or the desire to experience a loss of control) by way
of their detailed birth plans, requests for specific
birthplaces, and interventions . Control was evident
when participants described their hopelessness
and worry during painful experiences and during
interventions involving touch. Control was also a
consistent theme in Montgomery’s metasynthesis
examining the maternity care needs of women
who were sexually abused as children.16 Consistent
with the findings in the current study, participants
sought to control with a need for self-determination,
a need for privacy, and the desire for a controlled
environment for birth.20
Consistent with other research,20 participants
reported feelings of anxiety repeatedly. These
feelings were manifested in worry about their
childbirth, as well as anxiety over how their labour
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might “trigger” a re-experiencing of their abuse .
Hobbins termed this type of anxiety “hypervigilance.”21
Other literature explicates the link between anxiety
and increased rates of elective cesarean sections.22
Although the desire to have a cesarean section was
not expressed by the participants of this study, the
anxiety surrounding childbirth and the interventions
that accompany it was.
Triggering can occur over the course of a lifetime,
particularly in vulnerable or stressful situations.11
Triggering may cause anxiety as it reminds survivors
of their past experiences of abuse, and the prospect
of being reminded of their trauma may cause feelings
of worry and anxiety. Two participants expressed
concern over how their childbirth experiences
might cause them to remember or be triggered to
remember their past abuse. Germane to this point,
Rhodes and Hutchison outlined the notion of “forced
remembering” as follows:
Memories can occur in small fragments
or in full. Fragments may be triggered by
labor that evokes sensory information
present at the time of the original
abuse. Sometimes sensory memories
are tripped, causing the woman to
“remember” the sexual abuse with
bodily sensations but not necessarily
on a conscious level.11

Detachment or avoidance can be described as
the psychological process of blocking out ideas,
feelings, or upcoming events or situations as a
method of coping. Detachment or avoidance can be
a conscious decision (like the avoidance of places or
people) or can occur subconsciously as a response
to uncomfortable or distressing stimuli.15 Waymire
stated that birth can be very similar to experiences
of childhood sexual abuse: “Birth can recall or reenact previous violations of their body because the
anatomy involved in childbirth is typically the same
anatomy involved in sexual abuse.”23
Evidenced in this study was the paradoxical
nature of responses expressed by the different
participants. While some participants experienced
anxiety about pain, others readily sought out
a natural birth. Some wished to experience an
unmedicated birth, whereas others wanted to deliver
in hospital because of their perceived need to access
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pain relief. These differences are consistently seen
among individuals with trauma-related disorders
such as post-traumatic stress disorder (PTSD) and
among those who have been continuously exposed
to neglect or abuse, particularly at a young age.24
This juxtaposition of opposite-appearing
behaviours is noted by Rhodes and Hutchison and
is manifested in the labour styles of women as
either “fighting” or “surrendering.”11 Participants
either exhibited signs of struggle, intense pain, and
panic responses (fighting) or underwent labour that
was characterized by uninhibited and retreating
behaviours (i.e., surrendering). “Retreating is an
attempt by the survivor to remove herself emotionally
or mentally from sensations that replay the abuse.”11
Participants described detachment as the verbalized
avoidance of feelings and experiences. Not all
women who “detach,” “avoid,” or “disassociate”
realize that it is happening or do so on purpose.
Therefore, it is worth noting that participants may
have exhibited detachment behaviours that they
were not consciously experiencing.
As the degree to which the survivors rebuild
and heal from their experience depends largely on
individual and contextual factors, there is no typical
and reliable presentation of the CSA survivor. Health
care providers should be aware that any childbearing
woman may be a survivor of childhood sexual
abuse. Part of that restoration comes through
sensitive nursing care that helps create a positive
birth experience.”23 Coles and Jones outlined how to
make the health care recipient’s encounter safer by
having a relationship with the health care provider,
having access to services, and having a health care
provider who has a knowledge of trauma and its
implications later in life.13
CONCLUSIONS
This research has contributed to the body of
existing knowledge on childbirth for survivors of
childhood sexual abuse by hearing from the women
themselves. Their pregnancies and childbirth
experiences evidence three prominent themes:
control, anxiety, and detachment. Women in this
study found that interventions involving touch
were particularly difficult. Their anxieties extended
throughout pregnancy (in their reflections about
birth) and during labour. Last, detachment was seen
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in their psychological avoidance of their pregnancy
and birth and during childbirth. Further research
will includes exploring what survivors need in a
professional relationship during pregnancy and
childbirth, and what helps to minimize distressing
feelings during the perinatal period.

REFERENCES
1.

Simkin P. Overcoming the legacy of childhood sexual
abuse: the role of caregivers and childbirth educators.
Birth. 1992;19(4):224-5.
2. Courtois CA, Riley CC. Pregnancy and childbirth as
triggers for abuse memories: implications for care.
Birth. 1992;19(4):222-3. DOI :10.1111/j.1523-536X.1992.
tb00408.x
3. MacMillan HL, Fleming JE, Trocme N, Boyle MH, Wong
M, Racine YA, et al. (1997). Prevalence of child physical
and sexual abuse in the community. Results from the
Ontario Health Supplement. JAMA. 1997;278(2):131-5.
DOI: 10.1001/jama.1997.03550020063039
4. Melender HL. Experiences of fears associated with
pregnancy and childbirth: a study of 329 pregnant
women. Birth. 2002;29(2):101-11. DOI: 10.1046/j.1523536X.2002.00170.x
5. Ryding EL, Wijma B, Wijma K, Rydhstrom H. Fear
of childbirth during pregnancy may increase the
risk of emergency cesarean section. Acta Obstet
Gynecol Scand. 1998;77(5):542-7. DOI: 10.1034/j.16000412.1998.770512.x
6. Nerum H, Halvorsen L, Sorlie T, Oian P. Maternal
request for cesarean section due to fear of birth: can it
be changed through crisis oriented counseling? Birth.
2006;33(3):221-9. DOI: 10.1111/j.1523-536X.2006.00107.x
7. Nerum H, Halvorsen L, Straume B, Sorlie T, Oian P.
Different labour outcomes in primiparous women that
have been subjected to childhood sexual abuse or
rape in adulthood: a case-control study in a clinical
cohort. Br J Obstet Gynaecol. 2012;120(4):487-95. DOI:
10.1111/1471-0528.12053
8. Clarke L. Perinatal care for survivors of sexual abuse.
Nurs BC. 1998;30(20):16-9.
9. Leeners B, Richter-Appelt H, Imthurn B, Rath W.
Influence of childhood sexual abuse on pregnancy,
delivery, and the early postpartum period in adult
women. J Psychosom Res. 2006;61(2):139-51. DOI:
10.1016/j.psychores.2005.11.006
10. Parratt J. The experience of childbirth for survivors of
incest. Midwifery. 1994;10(1):26-39. DOI: 10.1016/02666138(94)90006-X
11. Rhodes N, Hutchison S. Labor experiences of childhood
sexual abuse survivors. Birth. 1994;21(4):213-20.
12. Palmer BC. The childbearing experience of women who

Revue Canadienne de la recherche et de la pratique sage-femme

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

are childhood sexual abuse survivors [unpublished
doctoral thesis]. Vancouver, BC: University of British
Columbia; 2004.
Coles J, Jones K. “Universal precautions”: perinatal
touch and examination after childhood sexual abuse.
Birth. 2009;36(3):230-6.
Lev-Weisel R, Daphna-Tekoah S, Hallak M. Childhood
sexual abuse as a predictor of birth-related
posttraumatic stress and postpartum posttraumatic
stress. Child Abuse Neglect. 2009;33(12):877-87. DOI:
10.1016/j.chiabu.2009.05.004
Seng JS, Kane Low L, Sparbel KJ, Killion C. Abuserelated post-traumatic stress during childbearing
year. J Adv Nurs . 2003;46(6):604-13.
Montgomery E. Feeling safe: a metasynthesis of the
maternity care needs of women who were sexually
abused in childhood. Birth. 2013;40(2):88-95. DOI:
10.1111/birt.12043
Smith JA. Interpretative phenomenological analysis. In:
Smith JA, Osborn M, editors. Qualitative psychology:
a practical guide to research methods. London: Sage
Publications; 2007. p. 53-80.
Smith JA, Jarman M, Osborn M. Doing interpretative
phenomenological analysis. In: Murray M, Chamberlain
K, editors. Qualitative health psychology. London:
Sage Publications; 1999. p. 219-40.
Burian J. Helping survivors of sexual abuse through
labor. Matern Child Nurs J. 1995;20(5):252-60. DOI:
10.1097/00005721-199509000-00009
Grimstad H, Schei B, Back B, Jacobsen G. (1999).
Anxiety, physical abuse, and low birth weight. Scand
J Public Health. 1999;27(4):296-300.
Hobbins D. Survivors of childhood sexual abuse:
implications for perinatal nursing care. J Obstet
Gynaecol Neonatal Nurs. 2004;33(4):485-97. DOI:
10.1177/0884217504266908
Lukasse M, Vangen S, Oian P, Schei B. Fear of
childbirth, women’s preference for caesarean section
and childhood abuse: a longitudinal study. Acta Obstet
Gynecol Scand. 2011;90(1):33-40. DOI: 10.1111/j.16000412.2010.01024.x
Waymire V. A triggering time. Childbirth may recall
sexual abuse memories. AWHONN Lifetimes.
1997;1(2):47-50. DOI: 10.1111/j.1552-6356.1997.tb00931.x
Frewen PA, Lanius RA. (2006). Toward a psychobiology
of posttraumatic self-dysregulation. re-experiencing,
hyperarousal, dissociation, and emotional numbing.
Ann N Y Acad Sci. 2006;1(1071):110-24. DOI: 10.1196/
annals.1364.010

Canadian Journal of Midwifery Research and Practice

AUTHOR BIOGRAPHIES
Caitlin Mathewson is an obstetrical nurse and
a member of the Clinical Faculty of McMaster
University, Hamilton, Ontario.
Sherry Espin is an associate professor at
Ryerson University Daphne Cockwell School of
Nursing, Toronto, Ontario.
Ryan Van Lieshout holds the Albert Einstein/
Irving Zucker Chair in Neuroscience and is
an assistant professor in the Neuroscience
(MiNDS) Graduate Program. Dr. Ryan is a Core
Member of the Offord Centre for Child Studies
at McMaster University, Hamilton, Ontario,
and the Women’s Health Concerns Clinic at St.
Joseph’s Hospital, Hamilton, Ontario.
Sharon Dore is president of the Canadian
Association of Perinatal and Women’s Health
Nurses (CAPWHN) and Associate Clinical
Professor of Obstetrics and Gynecology in
the School of Nursing, McMaster Hospital,
Hamilton, Ontario.
Patricia McNiven is an associate professor
of the Midwifery Education Program in the
Department of Family Medicine, McMaster
University, Hamilton, Ontario, and President
of the Canadian Association of Midwifery
Education.

Volume 17, Number 2, 2018

17

