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Abstract

Background A substantial number of women who subsequently become pregnant and give birth have a history
of physical, sexual, and/or child abuse. This study investigated the associations of these types of traumas and their
cumulative effect with childbirth experiences, namely, mode of birth, maternal and child complications during
pregnancy/childbirth, preterm birth, medical procedures, and obstetric violence during labour.

Methods A group of Russian women (n=2,575) who gave birth within the previous 12 months, completed a web-
based survey, where they provided demographic information, details about their childbirth experiences, and a history
of trauma.

Results Women with any type of past abuse were at higher risk for maternal complications during pregnancy/
childbirth (exp(B) <0.73, p<0.010 for all). More specific to the type of trauma were associations of physical abuse
with caesarean birth, child abuse with complications during pregnancy/childbirth for the baby, and physical and
child abuse with obstetric violence (exp((3) < 0.54, p <0.022 for all). There was a cumulative effect of trauma for all the
outcomes except for medical procedures during childbirth and preterm birth.

Conclusion This study provides insights into potential different individual effects of physical, sexual, and/or

child abuse as well as their cumulative impact on the childbirth experiences. The robust findings about maternal
complications during pregnancy/childbirth and obstetric violence highlight the importance of trauma-informed care,
supportive policies, and interventions to create safe and empowering birthing environments that prioritise patient
autonomy, dignity, and respectful communication.
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Background

Nearly 1 in 3 women across the globe have experienced
physical and/or sexual violence by an intimate partner
or non-partner violence, or both [1]. A recent world-
wide meta-analysis further discovered an overall pooled
child sexual abuse prevalence of 24% [2], which is slightly
higher than World Health Organization (WHO) previous
estimates of one in five women having experienced sexual
abuse as a child [3]. Taken together, these dark statistics
show that a substantial number of women who subse-
quently become pregnant and give birth have a history of
physical, sexual, and/or child abuse.

While some women with a history of abuse find child-
birth to be a positive and healing experience, research
suggests that for many others maternity care can trigger
feelings of violation and mistreatment similar to their
experiences of abuse in the past [4]. In a qualitative study
carried out by Halvorsen and colleagues, women who had
experienced rape in adulthood revealed that the act of
giving birth was comparable to “being back in the rape”
for them [5]. Indeed, many characteristics of childbirth
and labour, such as pain, invasive pelvic examinations,
restriction of movement, body position, and the inequal-
ity of relationship between a woman and the healthcare
providers may trigger flashbacks, sense of objectification,
and loss of control [6, 7]. Furthermore, childbirth experi-
ences have been associated with acute stress and disso-
ciative responses in survivors of sexual assault and child
sexual abuse [5].

There is a significant body of literature indicating
that previous traumatic events may predispose to post-
traumatic stress disorder (PTSD), which is also true for
childbirth-related PTSD (CB-PTSD) [8, 9]. Seng and col-
leagues showed that pregnant women with PTSD were
five times more likely to have experienced completed
child rape than those who did not have PTSD [10]. Simi-
larly, Oliveira et al. indicate that among women who
developed CB-PTSD, approximately 30.2% reported a
history of child sexual abuse, 92.5% reported experienc-
ing psychological abuse and 45% - physical violence from
their partners during pregnancy [11].

Despite this convincing evidence, the pathways under-
lying these associations remain unclear. Multiple stud-
ies found that a woman’s perception of the severity of
the event is more significant than the objective stressor’s
actual severity [12, 13]. An uncomplicated birth may be
perceived by a woman as a negative or even traumatic
experience; conversely, labour with serious complications
may be generally perceived positively [14]. As Cheryl
Tatano Beck defines it ‘trauma lies in the eye of the
beholder’ [15]. These findings are in line with the results
of several recent overviews showing that one of the most
critical predictors of CB-PTSD is a woman’s negative
subjective experience of childbirth [16, 17].
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On the other hand, a significant body of literature indi-
cates that women with a history of sexual assault or child
maltreatment have higher rates of miscarriage, obstetric
complications, preterm delivery, and unplanned caesar-
ean birth (CB) as compared to women without such his-
tory [6, 18]. Furthermore, a retrospective cohort study
of over 2 million Canadian women showed that women
who were hospitalized for physical or sexual assault,
and assault with documented intimate partner violence
before and during pregnancy were at higher future risk of
placental abruption, antepartum haemorrhage, stillbirth,
preterm birth, and low birthweight [19]. Contrarily, other
studies found no such differences [20, 21].

Montgomery and colleagues further highlight that it
might be the way the medical procedures are performed
that trigger memories of abuse rather than them per se
[4]. A ‘re-enactment of abuse’ may come from actions
and words that diminish a birthing woman’s sense of con-
trol and disempower her, which may come in a form of
obstetric violence [4, 22], which, in turn, is often reported
as another major risk factor for CB-PTSD [23, 24].
Bohren et al. show that women often felt stripped of their
dignity as a result of objectification of their bodies by
healthcare providers; numerous, painful pelvic examina-
tions during labour were perceived as dehumanising [25].
The survivors of physical, sexual, and/or child abuse may
further experience higher rates of disrespect and abuse
during labour, as it has been well documented that early
abuse is a risk factor for adult victimisation in women
[26, 27]. However, to date, there is a lack of evidence of
the association between a history of physical, sexual, and/
or child abuse and experience of obstetric violence and
its types. Moreover, although there is also an indication
from a recent systematic review that exposure to differ-
ent types of maltreatment during childhood influenced
the risk of adverse perinatal outcomes in differing ways
[18], the studies of different types of lifetime adversity’s
effects on childbirth experiences remain scarce.

In our recent study of the present cohort we found that
women with past experience of physical, sexual, and/or
child abuse had higher symptoms of CB-PTSD [9]. Fur-
thermore, the more traumatic experiences women had in
the past, the higher were CB-PTSD scores. However, it
is unclear whether it is related to the differences in the
childbirth experiences of women with and without a his-
tory of physical, sexual, and/or child abuse which pres-
ent risk for developing CB-PTSD, or rather differences
in the experiences of relationships with the healthcare
providers.

While it is not always possible to predict and prevent
medical complications during pregnancy and/or child-
birth, the use of some medical procedures during birth is
avoidable or there are various ways for them to be applied
and communicated to the women, particularly in the
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presence of maternal history of abuse. As women with
previous traumatic experiences are shown to be at higher
risk for developing CB-PTSD [4, 6, 9-11], it is impor-
tant to investigate what characteristics of childbirth may
elevate this risk, specifically if they can be modified via
respectful trauma-informed maternity care. Neverthe-
less, to date, there have been no studies exploring the
associations between a history of abuse and common
medical procedures during birth as well as experiences
of obstetric violence from the care providers. Moreover,
it is understudied whether women with different types of
abuse experiences in the past are more sensitive to differ-
ent medical procedures and ambiguous behaviours from
the midwives and other caregivers and whether these
experiences work cumulatively.

Therefore, to address the gaps in the literature and
explore potential avenues for prevention of CB-PTSD
among women with traumatic past experiences, this
work aims to investigate the association between a his-
tory of physical, sexual, and/or child abuse and childbirth
experiences. Namely, we will focus on the mode of birth,
complications for the woman or her child during preg-
nancy and/or childbirth, preterm birth, medical proce-
dures during childbirth and their types, and experience of
obstetric violence and their types as the outcomes. More-
over, we will focus both on the individual types of past
traumatic experiences and cumulative trauma. Based on
the previous studies, we hypothesise that there are higher
risks of all adverse childbirth outcomes among women
with a history of abuse.

Methods

Participants

This cross-sectional study comprises the data collected
between May and September in 2022. Women were
invited to participate in the web-based survey via social
media (relevant Instagram, Facebook and VK commu-
nities and perinatal health professional pages), antena-
tal classes, and classes for new parents. Invitations were
also delivered by the doctors and midwives in mater-
nity hospitals and healthcare clinics. We received 2,954
responses. The participants were included in the study if
they were older than 18, could read and type in Russian,
and gave birth to a live-born child within the previous 12
months in Russia. In total, 2,575 fulfilled the inclusion
criteria and formed the final sample of this study.

Measures

Demographic characteristics

The survey included questions about the participants’ age
at the time of childbirth, highest achieved level of edu-
cation (primary/secondary/tertiary), marital status (mar-
ried/in relationship/single), and perceived socioeconomic
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status in comparisons to other residents of their current
region (low/middle/high).

Childbirth experience and obstetric characteristics
Respondents answered questions regarding their preg-
nancy and childbirth experiences, namely parity, ges-
tational age at childbirth, number of months from the
childbirth to the date of filling in the survey, and mode of
birth (vaginal/ assisted vaginal (with the use of forceps/
vacuum)/ emergency caesarean/ planned caesarean).

Furthermore, they indicated whether and what kind of
medical procedures had been performed during labour
(none/amniotomy/use of synthetic oxytocin/epidural
analgesia/episiotomy/other) and whether and what kind
of obstetric violence experiences had occurred during
labour (none/bullying and verbal abuse/threats and accu-
sations/medical procedures without consent/denial of
pain relief/use of Kristeller manoeuvre/other). A sum of
the total number of medical procedures as well as total
number of instances of obstetric violence during labour
were calculated, ranging from 0 (none) to 5 (all) and 0
(none) to 6 (all), respectively.

Finally, women reported whether they experienced
medical complications during pregnancy or childbirth
either in relation to their own health (none/minor/major)
or the health of their baby (none/minor/major).

Past traumatic experience

The survey further included a list of potentially trau-
matic life events (Serious, life threatening illness / Physi-
cal abuse / Sexual abuse / Military combat or lived in a
war zone / Child abuse / Accident / Natural disaster /
Other trauma). The participants were asked to tick the
boxes next to the events they had experienced or wit-
nessed at least once at some point of their lives. For the
purposes of this study, we focused on the traumatic expe-
riences that were previously associated with CB-PTSD
in this cohort [9], namely Physical abuse (e.g., attacked
with a weapon, severe injuries from a fight, held at gun-
point, etc.), Sexual abuse (e.g., attempted rape, forced
sexual act with a weapon, etc.), and Child abuse (e.g.,
severe beatings, sexual acts with someone 5 years older
than you, etc. before age 18). We further calculated the
sum of lifetime traumatic types women experienced and
categorised them into four groups, including O=never
experienced, 1=exposure to one type, 2=exposure to
two types, 3=exposure to all three types (i.e., physical
abuse, sexual abuse, and child abuse). The exposure to
each lifetime traumatic type (i.e., physical abuse, sexual
abuse, and child abuse) is defined as O=never exposed to
any, and 1=exposed to at least one of action related to
the traumatic type.
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Covariates

All analyses were adjusted for maternal and obstetric
characteristics previously associated with past traumatic
or childbirth experiences as covariates: maternal age
at the time of childbirth, level of education, marital sta-
tus, and perceived socioeconomic status as well as ges-
tational age at birth, parity, and number of months from
the childbirth to the date of filling in the survey. In the
analysis exploring the association with preterm birth,
gestational age was excluded from the list of covariates.

Statistical analyses

The proportional odds model was used to explore the
associations between the individual types of past trau-
matic experiences and mode of birth, childbirth compli-
cations, preterm birth, types of medical procedures, and
types of obstetric violence experiences.

Binary logistic regression tested the association of the
number of lifetime traumatic types experienced with
the mode of birth (vaginal/caesarean) and preterm birth
(yes/no).

Ordinal logistic regression analysis was performed to
assess the association between the number of lifetime
traumatic types experienced and medical complications
during pregnancy/childbirth (none/minor/major).

We explored the association of the individual types of
past traumatic experiences with the number of medical
procedures and obstetric violence experiences using gen-
eralised linear models.

Finally, multiple linear regression tested the associa-
tions between the number of lifetime traumatic types
experienced and the number of medical procedures and
instances of obstetric violence experienced during labour.

The level of significance was set to #=0.05. All analyses
were performed using SPSS 28 software.

Results

Demographic, childbirth, and trauma-related character-
istics for participants are presented in Table 1. It shows
that most participants were highly educated (91.1%),
married (91.7%), and had average income in compari-
son to other families from their region (66.2%). For most
participants it was the first child (63.1%), on average
born vaginally (73%) at term (Mean=39.57, Standard
Deviation=1.65). A substantial number of participants
reported having experienced complications during
pregnancy or childbirth in relation to their own health
(44.6%), while complications in relation to baby’s health
occurred for 19.1% of women. Absolute majority of the
participants had at least one medical procedure during
labour (82%), their quantity ranging from one (#=1022,
48.2%) to five (n=6; 0.3%). Almost a third of women
reported at least one instance of obstetric violence during
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labour (31.5%), the number of instances among them
ranging from one (n=531, 63.8%) to six (n=1, 0.1%).

Past trauma and mode of birth
We found that women who experienced physical abuse
gave birth via caesarean significantly more often than
those without such experience (exp(p)=0.66, p=0.011).
Table 2 shows that this is also true when we look at the
mode of birth in four categories (vaginal/ assisted vaginal
(with the use of forceps/vacuum)/ emergency caesarean/
planned caesarean). There were no such associations for
women with a history of sexual or child abuse (Table 2).
Binary regression analysis showed that after adjustment
for covariates there was a significant association between
the number of lifetime traumatic types experienced and
mode of birth (Table 3).

Past trauma and childbirth complications

Table 2 further shows that experiences of any one of the
three types of abuse were associated with higher risk of
complications during pregnancy and/or childbirth for the
mother, while only child abuse experience remained sig-
nificant in relation to complications for the baby’s health
(exp(B)=0.76, p=0.037).

Furthermore, ordinal logistic regression analyses of the
number of lifetime traumatic types experienced in rela-
tion to complications during pregnancy/childbirth dem-
onstrated that experience of each additional type of abuse
increased the probability of more serious complications
for the mother by 28% (Table 3). Similarly, babies of
women with more traumatic experiences were at higher
risk of complications during pregnancy or childbirth
(Table 3).

Past trauma and preterm birth

There were no statistically significant associations
between having experienced any type of trauma in the
past and having a preterm birth (p-values for all >0.33)
(Table 2). Binary logistic regression also did not find asso-
ciation between the number of lifetime traumatic types
experienced and higher risk of preterm birth (Table 3).

Past trauma and medical procedures

Table 2 shows that there were no significant associations
between any of the types of the past traumatic experi-
ences and any of the types of medical procedures (p-val-
ues for all >0.053). Furthermore, the number of lifetime
traumatic types experienced was not associated with the
number of medical procedures during labour (Table 3).

Past trauma and obstetric violence during childbirth

Table 2 further demonstrates that women who experi-
enced or witnessed physical or child abuse had a sig-
nifically higher risk for encountering at least one type of
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Table 1 Characteristics of the sample (n=2,575)
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Characteristic Mean/Median/N SD/% Range
Maternal age 31.03 429 18-46
Education Primary 44 1.7%
Secondary 184 7.1%
Tertiary 2347 91.2%
Family status Married 2362 91.7%
In relationship 151 5.9%
Single 51 2%
Perceived socioeconomic status Low-income 263 10.2%
Middle-income 1704 66.2%
High-income 608 23.6%
Region of childbirth facility Moscow 588 22.8%
St.Petersburg 289 11.2%
Another region in Russia 1698 66%
Parity 1 1626 63.1%
2 699 27.1%
3+ 250 9.7%
Number of months from the childbirth to the date of filling in the survey 549 352 0-12
Gestational age at birth(weeks) 39.57 1.65 25-43
Preterm birth (yes) 99 3.8%
Mode of birth Vaginal 1879 73%
Assisted vaginal (with the use of 64 2.5%
forceps/vacuum)
Emergency caesarean 406 15.7%
Planned caesarean 226 8.8%
Medical complications during this pregnancy/childbirth (mother) None 1428 554%
Minor complications 1006 39.1%
Major complications 141 5.5%
Medical complications during this pregnancy/childbirth (baby) None 2082 80.9%
Minor complications 415 16.1%
Major complications 78 3.0%
At least one medical procedure during labour (yes) 2111 82%
Type of medical procedures during labour Amniotomy 1081 41.9%
Use of synthetic oxytocin 721 28%
Epidural analgesia 975 37.8%
Episiotomy 481 18.7%
Other medical procedure 501 19.4%
Total number of medical procedures 1.00 1.05 0-5
At least one instance of obstetric violence during labour (yes) 809 31.4%
Type of instance of obstetric violence experienced during labour Bullying and verbal abuse 377 14.6%
Threats and accusations 172 6.7%
Denial of pain relief 129 5%
Medical procedures without 206 8%
consent
Kristeller manoeuvre 165 6.4%
Other types of obstetric violence 233 9%
Total number of instances of obstetric violence experienced during labour 0.00 0.87 0-6
At least one type of lifetime trauma experienced (yes) 690 26.8%
Type of lifetime traumatic experience Physical abuse 205 7.9%
Sexual abuse 281 10.9%
Child abuse 425 16.5%
Total number of lifetime traumatic types experienced 1.00 1.05 0-3
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Table 2 Association of a history of physical, sexual and/or child abuse and childbirth experiences
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Statistical parameters Physical abuse Sexual abuse Child
abuse

Mode of birth (vaginal/caesarean) Exp(B) 0.66 0.84 092

p-value 0.011 0.25 0.54

95% Cl 0.48-0.91 0.63-1.13 0.72-1.19
Mode of birth (vaginal/ planned caesarean/ as- Exp(B) 0.7 0.92 1.0
sisted vaginal (with the use of forceps/vacuum)/ p-value 0.021 0.54 097
emergency caesarean) 95% C| 0.51-0.95 0.69-1.21 0.78-1.27
Medical complications during this pregnancy/ Exp(B) 0.61 0.73 0.73
childbirth (mother) (none/minor/major) p-value p <0.001 0.01 0.003

95% Cl 0.46-0.81 0.57-0.93 0.59-0.9
Medical complications during this pregnancy/ Exp(B) 0.78 0.8 0.76
childbirth (baby) (none/minor/major) p-value 017 0.15 0.037

95% Cl 0.55-1.11 0.58-1.09 0.59-0.98
Preterm birth Exp(B) 0.81 1.44 0.77
(yes/no) p-value 0.55 033 0.99

95% Cl 0.40-1.63 0.69-3.02 0.54-1.58
At least one medical procedure during labour Exp(B) 0.81 0.92 0.83
(yes/no) p-value 0.31 062 0.22

95% Cl 0.54-1.22 0.65-1.29 0.62-1.11
Amniotomy (yes/no) Exp(B) 1.22 1.07 091

p-value 0.20 0.63 040

95% Cl 0.9-1.65 0.82-1.39 0.73-1.13
Use of synthetic oxytocin (yes/no) Exp(B) 1.29 0.88 0.87

p-value 0.14 0.36 0.26

95% Cl 0.92-1.82 0.66-1.16 0.69-1.11
Epidural analgesia (yes/no) Exp(B) 0.89 0.94 0.99

p-value 0.46 0.67 0.94

95% Cl 0.66-1.21 0.72-1.23 0.79-1.24
Episiotomy (yes/no) Exp(B) 141 143 1.1

p-value 0.10 0.053 048

95% Cl 0.94-2.11 0.99-2.07 0.83-1.46
At least one instance of obstetric violence during  Exp(3) 0.69 0.8 0.55
labour (yes/no) p-value 0.014 0.10 p<0.001

95% Cl 0.51-0.93 0.61-1.05 0.44-0.69
Bullying and verbal abuse (yes/no) Exp(B) 0.54 0.78 0.55

p-value p <0.001 0.15 p<0.001

95% Cl 0.38-0.76 0.56-1.09 0.42-0.72
Threats and accusations (yes/no) Exp(B) 0.66 0.8 0.65

p-value 0.10 0.37 0.022

95% Cl 0.4-1.08 0.5-1.29 0.44-0.94
Denial of pain relief (yes/no) Exp(B) 1.05 0.88 0.59

p-value 0.89 0.66 0.013

95% Cl 0.54-2.05 0.5-1.55 0.38-0.89
Medical procedures without consent (yes/no) Exp(B) 0.72 0.67 0.72

p-value 017 0.057 0.072

95% Cl 045-1.15 0.44-1.01 0.51-1.03
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Table 2 (continued)
Statistical parameters Physical abuse Sexual abuse Child
abuse
Kristeller manoeuvre (yes/no) Exp(B) 1.01 0.99 0.84
p-value 0.97 0.95 040
95% Cl 057-1.8 0.59-1.65 0.56-1.26

Note Exp(B) stands for the B coefficients that express the relative risk or log odds of an outcome being equal to one value versus the other value
In(P(outcome="no")/P(outcome="yes")) =intercept+B1*type of abuse+B2*maternal age at the time of childbirth+B3*maternal level of education+f4 *marital
status+B5*perceived socioeconomic status+B6*gestational age at birth+B7*parity+p8* number of months from the childbirth to the date of filling in the survey.
In the analyses with complications during childbirth the exp(f) coefficients express the values from the formula with two intercepts: In(P(outcome="none")/
P(outcome="minor"))=intercept1+p1*type of abuse+B2*maternal age at the time of childbirth+3*maternal level of education + 34 *marital status + B5*perceived
socioeconomic status+f6*gestational age at birth+p7*parity+p8* number of months from the childbirth to the date of filling in the survey; and
In((P(outcome="none") +P(outcome="minor"))/P(outcome="major")) =intercept2 +B1*type of abuse+p2*maternal age at the time of childbirth+B3*maternal level
of education+ B4 *marital status+p5*perceived socioeconomic status+p6*gestational age at birth+p7*parity +$8* number of months from the childbirth to the
date of filling in the survey. In the analysis exploring the association with preterm birth, gestational age was excluded from the list of covariates. 95% Cl stands for

95% confidence interval

Table 3 Associations of the number of lifetime traumatic types
experienced and childbirth outcomes

Outcome OR/B  95%CI p-value
Mode of birth 1.16 1.01;1.33 0.039
Medical complications during 1.28 1.14.144 <0.001
this pregnancy/childbirth

(mother)

Medical complications during 1.19 1.03;1.38 0.016
this pregnancy/childbirth (baby)

Preterm birth 0.98 0.71;1.34 0.89
Number of medical procedures  0.017 -0.043;0.077 0.58
during labour

Number of instances of obstetric  0.12 0.07;,0.17 <0.001
violence experienced during

labour

Note OR stands for the Odd Ratio coefficient from the binary logistic or ordinal
logistic regression models exploring the mode of birth, medical complications
during pregnancy/childbirth, and preterm birth as outcomes. B stands for
unstandardized regression coefficient from the multiple linear regression
models exploring the number of medical procedures and instances of obstetric
violence experienced during labour as outcomes. 95% Cl stands for 95%
Confidence Interval. All models are adjusted for maternal age at the time of
childbirth, level of education, marital status, and perceived socioeconomic
status as well as gestational age at birth, parity, and number of months from
the childbirth to the date of filling in the survey. In the analysis exploring the
association with preterm birth, gestational age was excluded from the list of
covariates

obstetric violence. Namely, women from both of these
groups were at higher risk for experiencing bullying and
verbal abuse, while only women with a history of child
abuse had a higher risk for threats and accusations and
denial of pain relief (Table 2). None of these associations
were discovered for a history of sexual abuse. There were
no significant associations in relation to medical proce-
dures without consent and use of Kristeller manoeuvre
as outcomes for any type of past trauma (p-values for all
>0.057).

Finally, multiple linear regression analysis revealed
that the more types of lifetime traumatic experiences the
woman had had in the past, the more instances of obstet-
ric violence occurred during her labour (Table 3).

Discussion

This work sheds light on the characteristics of pregnancy
and childbirth experiences of women with a history of
physical, sexual, and/or child abuse. We discovered sig-
nificant associations of a history of trauma with the mode
of birth, pregnancy and/or childbirth complications for
the mother and the baby, and experiences of obstetric
violence during labour, but not with preterm birth and
medical procedures during labour. However, while some
associations were significant in the presence of any type
of past traumatic event, others were notable only in
relation to specific types of abuse in the past. As for the
cumulative effect of the lifetime traumatic types expe-
rienced, we found that the more types of abuse women
had experienced, the higher were the risks for caesarean
birth, pregnancy and/or childbirth complications for
the mother and the baby, and encountering instances of
obstetric violence, while we did not see these associations
in relation to preterm birth and medical procedures dur-
ing labour.

Although, following our hypothesis, we found that the
more types of abuse women had experienced, the higher
were the odds of them giving birth via caesarean, among
the individual types of abuse this was true only for the
survivors of physical abuse, but not those with sexual
and/or child abuse in the past. This finding is not sup-
ported by previous evidence of an increased likelihood
for a non-obstetrically indicated CB or an elective CB
among adult sexual abuse survivors, but not those with a
history of physical abuse at any age or child sexual abuse
[28]. In a longitudinal study from Norway, on the other
hand, women with a history of child abuse more fre-
quently reported fear of childbirth and the wish for CB
during second pregnancy [29]. Similar to our results,
having a history of violence in a Swedish population
increased the woman’s risk of having a CB [30]. These
contradictory findings might shed light on the lack of
consistency in the measurement of physical abuse expe-
rience, where timing, continuity, and the level of close-
ness with the aggressor might have different impacts on
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women and their childbirth experiences. As there is an
overall lack of evidence on the effects of different types
of past traumatic events on mode of birth, further studies
are warranted.

Next, our results demonstrate that women with a his-
tory of any type of abuse are more likely to face com-
plications for maternal health during pregnancy and/
or childbirth. Furthermore, the more types of lifetime
experiences of abuse women reported, the higher was the
risk for more severe complications. These findings align
with previous research of detrimental effects of trauma
on maternal and child health during the perinatal period
[18, 19]. Moreover, discoveries from neurobiology sug-
gest that the abuse survivors are prone to hypervigilance
due to more sensitive amygdala pathway [31], which may
affect the perception of the severity of complications
during pregnancy and/or childbirth among women with
traumatic experiences. As we lack the objective infor-
mation regarding the nature of the complications for
maternal health, we are limited in the interpretation of
the results in terms of the potential biological mecha-
nisms underlying these associations. Nevertheless, these
findings highlight the importance of trauma-informed
maternity care and the need to discuss all the potentially
disturbing events during pregnancy, birth, and postpar-
tum period with women for them to feel safe, involved
in the decision-making process, and confident that their
concerns are heard, no matter whether they are driven by
the objective or subjective criteria.

As for the complications for the baby’s health, these
association were significant only for the child abuse sur-
vivors. Prolonged maternal child abuse is associated with
neuroendocrine abnormalities, such as cortisol and oxy-
tocin dysregulation [32], which can contribute to birth
complications such as preterm delivery [33] and low birth
weight [34]. Thus, these results underscore the poten-
tial intergenerational impact of childhood adversity and
the need for comprehensive care and support for both
mother and baby in these cases.

The complications for the child’s health do not seem
to include preterm birth in our study, as we did not see
any differences in the risks of preterm birth for women
with any type or number of lifetime traumatic types
experienced, contrary to our hypothesis. This finding
contributes to the inconsistent evidence from the epide-
miological review where among the six studies that met
the inclusion criteria, in three women with a history of
child sexual abuse had significantly higher odds of pre-
term birth, while the other three studies did not observe
any statistical differences between women with and with-
out a history of trauma [21]. It also seems to contradict
our own finding of higher rates of pregnancy/childbirth
complications among women with a history of child
abuse. Prospective studies with more detailed reports of
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child abuse and objective records of preterm birth are
needed to reveal more consistent results.

Similarly, our hypothesis regarding medical proce-
dures was not supported, as we saw no increased risk of
any medical procedures during labour in relation to any
type of abuse or the number of lifetime traumatic types
experienced in the past. This finding may suggest that,
contrary to qualitative reports of abuse survivors’ prefer-
ence for epidural analgesia [4], women with a history of
physical, sexual and/or child abuse are not subjected to
amniotomy, use of synthetic oxytocin, epidural analgesia,
and episiotomy more often than women without such
experiences.

Finally, there were several robust findings for the expe-
riences of instances of obstetric violence during labour,
where the risk of encountering at least one type of dis-
respect and abuse during labour was significantly higher
among women with a history of physical and child, but
not sexual abuse. This is an important discovery, which
seems to contradict the existing body of literature high-
lighting the risks of re-traumatisation during childbirth
for the survivors of sexual assault [4-7].However, due
to the limitation of unknown timing of the types of the
abuse in our study that we discuss further, the group with
a history of child abuse may also include childhood sexual
abuse survivors. Furthermore, this finding may indicate
that women with a history of physical abuse and adverse
childhood experiences other than sexual abuse have been
overlooked in the research of perinatal outcomes. Thus, it
is of paramount importance to take into account that any
types of past traumatic experiences may elevate wom-
en’s sensitivity to their care providers’ behaviour during
childbirth, which should be reflected in trauma-informed
training of maternity care professionals.

Among the types of obstetric violence, the highest risk
was for experiencing bullying and verbal abuse for both
physical and child abuse survivors, while the risk for
threats and accusations as well as denial of pain relief was
higher only for women with a history of child abuse. This
finding is in line with previous evidence of elevated life-
time risk of encountering violent behaviour for women
with a history of abuse [26, 27]. Moreover, it could be a
potential pathway moderating the significant association
of past traumatic experiences with more severe symp-
toms of CB-PTSD we found in this cohort [9].

Several plausible mechanisms underlying the associa-
tion between trauma history and obstetric violence can
be considered. Firstly, it is possible that women with a
history of trauma may have significant biological altera-
tions of their stress-response systems that make them
more sensitive to abusive behaviours during the child-
birth process. Indeed, neurobiological research suggests
that child abuse is strongly associated with dysregula-
tion of the hypothalamic-pituitary-adrenal (HPA) axis
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and increased sensitivity of amygdala response which
has long-term effects on stress response [31, 35]. More-
over, there is evidence of alterations in emotional and
threatening words processing in individuals with previ-
ous traumatic experience [36], which is supported by the
strongest associations with bullying and verbal abuse in
our study.

Secondly, women with a history of trauma may exhibit
heightened distrust or fear in healthcare settings that
may impede their sense of self-efficacy, trigger dissocia-
tive states, and impair the process of communicating
their needs to the healthcare providers [37]. As a result,
women who are most prone to experience acute distress
during obstetric procedures may be at risk of being sub-
jected to more invasive procedures and interventions
[38]. On the contrary, women who are more aware of
their needs as the survivors of abuse, may be more vocal
about them and refuse from some of the procedures,
routinely performed by the midwives, thus, causing their
disapproval and potential abusive behaviour in response
[39].

Moreover, the organisational and systemic factors
within healthcare settings may contribute to the occur-
rence of obstetric violence among women with a history
of trauma due to inadequate training or lack of awareness
among healthcare providers regarding trauma-informed
care [7]. Considering that healthcare providers may not
have access to a woman’s complete history, adopting a
proactive approach and implementing universal precau-
tions among clinicians and other perinatal profession-
als can create a safe and supportive environment that
acknowledges and addresses the possibility of hidden
trauma [4].

Notably, there were no statistical differences in the
rates of the Kristeller manoeuvre use between the groups
with and without a history of trauma, with an overall
prevalence under 7%. However, the general trend is dis-
turbing as during the pandemic this number was at 4.8%
[40] and more than twice lower (3%) in the study among
Russian women in 2020 [23]. Despite the WHO recom-
mendations to avoid this practice which presents a seri-
ous risk for maternal and child health [41], it is still used
by some healthcare providers. Further educational work
among both policy makers, clinicians, and expecting
parents is essential to eliminate this outdated practice
that can physically and mentally traumatise all women,
regardless of their previous status in relation to trauma.

Strengths and limitations

This work is among the first studies that combines
investigation of potential different effects of past physi-
cal, sexual and/or child abuse, their cumulative effect on
multiple obstetric outcomes and their subtypes, namely
multiple common medical procedures and different
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types of instances of obstetric violence occuring during
labour. The strengths of our study encompass a consider-
able sample size, a well-designed study protocol, and the
meticulous control of potential demographic and obstet-
ric confounders. Nonetheless, it is imperative to recog-
nize and carefully consider several important limitations
when interpreting our results.

First, our research lacks objective data on the his-
tory of trauma and childbirth experiences, relying solely
on self-reported information. Particularly, we have not
asked to clarify the specific complications during preg-
nancy/childbirth the participants might have experi-
enced, but only the level of their severity (none/minor/
major), thus, we solely rely on their subjective perception
of the events. This limitation is commonly encountered
in perinatal studies, especially in countries where com-
prehensive registry-based data is not readily available.
Moreover, both for our predictors (three types of abuse)
and one of our outcomes (instances of obstetric violence)
there are normally no objective records at all, especially
in Russia where reports of abuse are strongly stigmatised,
thus, making self-reports the only source of information.

Second, we did not inquire about the specific timing
of the lifetime traumatic types experienced. As a result,
instances of physical, sexual, and child abuse may have
coincided with one another.

Third, contrary to global reports of 20-30% lifelong
prevalence of physical, sexual, and child abuse among
women [1-3], in our sample the estimates varied between
7 and 16.5% for all types of traumatic experiences. This
may be due to high general stigmatisation of gendered
sexual and intimate crimes [42, 43]. Particularly, in Russia
violence against women is often narrated in the context
of victim-blaming and cultural norms, preventing Rus-
sian women from disclosing domestic violence even to
healthcare providers [44]. Thus, despite the anonymity in
our survey, the reports of past traumatic events may not
reflect the genuine picture and affect the reliability of the
results.

Finally, the online data collection introduced sampling
bias due to limited access to internet-connected devices,
potentially excluding participants from certain regions of
Russia. Recruitment via social media platforms may have
resulted in a higher participation rate among women who
are active online, potentially excluding marginalised and
high-risk populations [45]. Moreover, the sample pri-
marily comprised highly educated married women, thus,
limiting the generalizability of the findings [46]. Further
studies should include mothers from low-income groups
to provide a more representative understanding of the
childbirth experience in Russia.
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Conclusions

In conclusion, this study provides insights into the child-
birth experiences of women with a history of physical,
sexual, and/or child abuse. The findings demonstrate that
women with any type of past abuse were at higher risk
for maternal complications during pregnancy/childbirth,
while the risks for encountering instances of obstetric
violence were higher for physical and child abuse survi-
vors, risks of cesarean birth were higher only for women
with past physical abuse, and risks of complications dur-
ing pregnancy/childbirth for the baby were elevated for
women with child abuse experiences. There was also a
cumulative effect of the types of lifetime trauma expe-
rienced for all the outcomes except for medical proce-
dures during childbirth and preterm birth. These findings
underscore the need for further research to better under-
stand the underlying mechanisms linking different types
of trauma history to perinatal outcomes. They further
highlight the need to raise awareness that not only his-
tory of sexual abuse, but also other past adversities may
affect women’s perception of the complications during
childbirth as well as elevate their sensitivity to the care
providers’ behaviour during labour, which should be
reflected in trauma-informed training of maternity care
professionals. Finally, while there were no significant
associations of any type of past abuse with any type of
medical procedures, we found strong effects of physical
and child abuse on the risks of encountering instances
of obstetric violence during labour. Thus, the present
results confirm the evidence from the qualitative study
of Montgomery and colleagues suggesting that it might
not be the events of the childbirth that trigger memories
of past abuse but rather the way the medical procedures
are performed and communicated to the women [4].
Systematic thorough collection of women’s life history
of trauma during antenatal visits and implementation of
the principles of trauma-informed, respectful maternity
care can work towards mitigating the risks of childbirth
complications, obstetric violence, re-traumatisation, and
CB-PTSD for women with a history of physical, sexual,
and/or child abuse, fostering a more compassionate and
sensitive approach to childbirth, and ultimately promot-
ing positive birth experiences and maternal well-being.
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