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Have you ever encountered women with…

• Inability to tolerate vaginal exams, blood draws? 
• Extreme modesty? 
• Lack of trust issues in medical authority figures?  
• Detailed, lengthy birth plans? 
• Unexplained “Failure to Progress”? 
• Profound disappointment with birth, caregiver, etc.? 

What might these women have in common?



Statistics in the UK

• 1 in 5 women aged 16 – 59 (Crime Survey of England and Wales, 2017) 
• 31% of young women aged 18-24 (NSPCC, 2011)  

• 1 in 3 teenage girls in England (Safeguarding Teenage Intimate 
Relationships, 2015) 

• A third of female students in the UK (Telegraph study, 2015)



Rates of Child Abuse 
Recorded in 2015/16 
Total numbers recorded 
–  
54,000 sexual offences 
against children



Definition of Childhood Sexual Abuse
Childhood sexual abuse takes place between a 

child (under 18 years) and an adult or someone 

close in age, whom the child perceives as more 

powerful.



Definition of Childhood Sexual Abuse
It consists of any activity that the abuser 

expects to cause sexual arousal in the abuser or 

someone else.



Definition of Childhood Sexual Abuse
Perpetrators are usually parents, stepparents, 

siblings, or other relatives, but also respected 

elders, neighbours, schoolmates, teachers, 

religious figures, or strangers.



Facts and Figures
➢ Prevalence of childhood sexual abuse:       

25 to 40% in females; 20 to 25% in males 

➢ Perpetrators: 10 to 1, male v female 

➢ Perpetrators usually victimise numerous people 

➢ In >90% of cases of abuse, the perpetrator is known to the child victim 

And all this is just …



The Tip…



…of the 

Iceberg



How can this impact on labour and birth?



LABOUR AND BIRTH

1. Uncertainty over when labour will start 

2. How long it will last 

3. How much it will hurt 

4. How and how well she will handle the pain and lack of rest.

Intrinsic Challenges



LABOUR AND BIRTH

1. High tech environment with bleeping machines, equipment and 
medications. 

2. Uniformed midwives and doctors, usually strangers and who wear 
masks at times. 

3. Items attached to the woman via wires and tubes. 

4. Invasive procedures. 

5. Instruments such as forceps or vacuum extractor, or surgery – 
episiotomy or caesarean – to assist the birth.

Extrinsic Challenges



LABOUR AND BIRTH

1. Comes with the uncontrollable progress of labour. 

2. Previous negative experiences involving same part of the body. 

3. Woman’s own appearance – lack of makeup, sweating, messy hair. 

4. Unexpected touch, even soothing, can elicit bodily tension and 
fear. 

5. Certain positions or pulling woman’s leg apart.

Intrinsic Triggers



LABOUR AND BIRTH

1. Evoked by clinical procedures – the sights, smells and sounds of 
the hospital environment. 

2. Environmental – atmosphere, beeping equipment, smells etc. 

3. Lack of privacy and quiet, lack of respect for the woman’s 
modesty, being left alone when frightened. 

4. Words or actions by caregivers; “Open your legs”, “Relax your 
bottom”, “This will hurt only a little”, “Relax and it won’t hurt so 
much”. 

5. “Trust your body”, “Do what your body tells you”.

Extrinsic Triggers



Even if the woman does not remember 
having been abused – her body may.



Nine challenges in childbirth for 
survivors and possible solutions



NON PROGRESSING 
CONTRACTIONS

CHALLENGE #1



POSSIBLE PSYCHOLOGICAL CAUSES

1. Reluctance to enter the process that results in  
parenthood. 

2. Recognition that she is out of control over her  
body. 

3. Self-fulfilling prophecy: Her body won't do this correctly 
because it is damaged, defective.



POSSIBLE SOLUTIONS

1. Talk it over. Why do you think it is taking so long to get into 
labour? 

2. Help her shift control from her body to her conscious responses to 
her contractions, which she can control. 

3. Reassurance that pre-labour often takes a long time, while the 
cervix ripens, effaces, and moves forward. 

4. Patience, nourishment, help with sleep (bath, massage, sleeping 
medications).



RESISTANCE TO OR INABILITY TO 
TOLERATE VAGINAL EXAMS, BLOOD 

DRAWS, IVS, CATHETERS, ETC. 

CHALLENGE #2



POSSIBLE PSYCHOLOGICAL CAUSES

1. Association with rape or genital pain, especially if done 
by same gender as her perpetrator. 

2. Phobia over blood. 

3. Invasion of body boundaries may represent a metaphor 
for rape, defencelessness, etc. 

4. Fear of having genitals exposed, visible to strangers.



POSSIBLE SOLUTIONS
1. Let her know she can decline (doulas). Do as few of these procedures as 

possible and tell her that (midwife/doctor).  

2. Ideally, should have been discovered before labour and noted prominently 
on her notes. 

3. ALWAYS get the woman’s permission. 

4. Proceed slowly, step by step, regulated by the woman. 

5. Have a trusted, kind, familiar person with her – a doula! 

6. Respect her modesty as much as possible.



STRONG PREFERENCE FOR ONE CARE 
PROVIDER OR GENDER OF CARE 

PROVIDER.

CHALLENGE #3



POSSIBLE PSYCHOLOGICAL CAUSES

1. Distrust of authority figures of that gender (associated 
with gender of perpetrator). 

2. Client may believe other women are, like her or like her 
mother, weak, incompetent, untrustworthy or evil.



POSSIBLE SOLUTIONS
1. Validate her need and try very hard to honour this need 

(and, if impossible, tell her that you tried). 

2. Ideally, should have been discovered ahead of time. 

3. If possible, arrange for person of client’s desired gender 
to do vaginal exams and other invasive procedures. 

4. Use active listening; try not to take it personally 
(midwives/doctors/medical staff).



LABOUR PROGRESS STALLS  
IN ACTIVE PHASE

CHALLENGE #4



POSSIBLE PSYCHOLOGICAL CAUSES

1. Labour pain is reaching a point where she can no longer remain in 
control. Deep fear of pain behaviours (screaming, thrashing, and 
panicking) associated with being helpless and out-of-control 
during abuse. She keeps the labour at a level where she can remain 
in control. 

2. Deep fear of vaginal birth, preference for a caesarean for failure to 
progress. 

3. Fear leads to increased production of stress hormones 
(catecholamine), known to slow labour.



POSSIBLE SOLUTIONS

1. Talk it over: Why do you think your progress has 
stalled? 

2. Pain medications or an epidural may diminish the 
output of catecholamines, and enable further 
interventions, such as oxytocin or second stage 
interventions.



STRUGGLING DURING 
ADMINISTRATION OF 

EPIDURAL, EVEN THOUGH SHE 
REQUESTED IT.

CHALLENGE #5



POSSIBLE PSYCHOLOGICAL CAUSES

1. Anaesthesia placed by unseen person at her back, may 
remind her of abuse from behind at night. 

2. Reminders to lie still and it will be over sooner, may be 
what she heard before. 

3. If birth partner is asked to leave for the procedures, it 
magnifies her helplessness.



POSSIBLE SOLUTIONS
1. Speak to her face-to-face before beginning procedure. 

2. Describe every step. 

3. Ask her for feedback. 

4. Have her partner or doula at her face and the nurse offering 
encouragement and praise. 

5. If necessary, speak firmly and confidently. No coaxing or sweet-
talking.



WOMAN APPEARS OUT-OF-TOUCH, IN A 
TRANCE. DIFFICULT OR IMPOSSIBLE TO 

SPEAK WITH HER (DISSOCIATION, 
BLANKING OUT). 

CHALLENGE #6



POSSIBLE PSYCHOLOGICAL CAUSES

1. This may be a survival technique, used since 
childhood to leave during pain or terror. 

2. Dissociation blocks not only the experience, 
but any memory of it as well.



Possible Solutions

1. If possible, find out ahead of time if she sometimes 
dissociates, and how she feels about it for labour. 

2. If she doesn’t want to dissociate, partner, doula, 
midwife, or caregiver should maintain eye contact, 
keep talking to her and asking her to respond by words, 
actions. Keep her in the present.



DELAY OR FAILURE IN DESCENT  
IN SECOND STAGE.

CHALLENGE #7



POSSIBLE PSYCHOLOGICAL CAUSES

1. Fear of vaginal birth: the pain, stretching, possible tearing, 
episiotomy. 

2. Perception of baby as perpetrator, hurting and damaging her. 

3. Reluctance to become a parent. 

4. Holding back tension in perineum. 

5. Fear of exposure or expelling faeces.



POSSIBLE SOLUTIONS
1. Reassurance. 

2. Associate birth more with bowel movement than rape.  

3. Remind her that the pain is coming out of her body; the baby is her 
ally in getting rid of the pain.  

4. Cover her vaginal outlet and perineum with a hot compress.  

5. Ask her why she thinks the baby is not coming.  

6. Episiotomy, vacuum extractor, forceps (will not solve underlying 
emotional reasons).



LACK OF INTEREST IN THE NEWBORN; 
WANTS FATHER OR OTHERS TO HOLD 

BABY; RESISTS ATTEMPTS BY STAFF TO 
GIVE BABY TO MOTHER.

CHALLENGE #8



POSSIBLE PSYCHOLOGICAL CAUSES

1. Baby as perpetrator. 

2. Dissociation during birth may delay bonding. 

3. Traumatic birth may override thoughts for baby. 

4. Abuse in childhood may have left woman with little 
instinct of mothering.



POSSIBLE SOLUTIONS
1. Allow expressions of anger, lack of confidence, dislike toward baby. 

2. Encourage a more positive family member to be with baby. 

3. Don’t rush contact between mother and baby. Give mother time to recognise 
that labour is over, to come back. Most abuse survivors do take in the baby. 

4. Model ways to hold child; encourage positive gestures by mother; point out 
how baby responds to her; show her infant cues. 

5. Make sure mother has resources and follow-up after leaving hospital.



RELUCTANCE OR INABILITY TO 
BREASTFEED.

CHALLENGE #9



POSSIBLE PSYCHOLOGICAL CAUSES

1. Flashbacks to abuse brought on by baby having 
access to breasts, sucking and hurting them. 

2. Baby as perpetrator, manipulative, wilful, hurtful, 
selfish. 

3. Modesty issues around exposure of breasts.



POSSIBLE SOLUTIONS
1. Recognise that sometimes abuse survivors cannot breastfeed. 

Follow their lead. 

2. Pumping and feeding by bottle may be acceptable or an 
alternative. 

3. Help mother recognise that a young baby cannot manipulate or 
deliberately hurt her. Help her frame her perceptions. 

4. Refrain from touching woman’s breasts; allow privacy. Teach latch 
techniques without making her expose her breast. Let her try in 
private



The Caregiver’s Motto
She has very good reason For:  

Feeling this way 

Behaving this way 

Saying these things 

Believing these things…



The Caregiver’s Motto
And… 

I may be the target, but 

I am not the reason!



Questions?

You can contact me 
at 
kicki@birthbliss.co.u
k 
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