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With the ongoing national independent investigation into maternity and neonatal
services and the formation of the national maternity and neonatal taskforce, policy
makers, clinicians and academics are exploring strategies for making UK maternity care
safer, more equitable and responsive. Perinatal mental health provision has repeatedly
been flagged as an area where standards of care fall short, with perinatal mental health
conditions disproportionately affecting deprived and minoritised groups. The MBRRACE
report 2025 demonstrated that in the UK between 2021 and 2023, maternal suicides
remained the leading cause of deaths between six weeks and one year after pregnancy.
(1) Maternal suicides represent not only potentially preventable deaths which have a
devastating impact on the child and family, but also the ‘tip of the iceberg’, with many
more women living with perinatal mental health conditions unable to access appropriate

care.

Concurrently, UK general practice is facing significant challenges, with access and
continuity of care often limited, mounting administrative burdens and GPs being asked
to ‘do more with less’. GPs remain the chief gatekeepers to most secondary care services,
including perinatal mental healthcare. National guidance places GPs at the forefront of
community perinatal mental health provision. The NICE clinical guideline CG192 on
antenatal and postnatal mental health (2) advises healthcare professionals to direct
postnatal women with all but the most severe mental health conditions to their GP.
Similarly, the Royal College of Psychiatrists’ perinatal guidance states “mild to moderate
disorders should usually be managed by primary care services or IAPT [Talking
Therapies]”. (3) A recent parliamentary briefing supporting policy change in perinatal
mental healthcare identified primary care as the first point of contact for women. (4) A

2025 charity report estimated that annually, 115,000 UK women requiring perinatal

3
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mental health support fall below the threshold for specialist services. (5) If standards of
care are to improve, itis imperative that GPs are given the knowledge and tools to assess
and support women with perinatal mental health conditions within the time and resource

constraints imposed upon them.

A traumatic perinatal experience can result in overwhelming distress, negatively
impacting a woman's health and wellbeing, termed ‘birth trauma’. If severe symptoms
persist, women may meet the diagnostic criteria for childbirth-related post-traumatic
stress disorder (CB-PTSD). The symptoms and aetiology of CB-PTSD are detailed
elsewhere. (6-8) A diagnosis of CB-PTSD requires the presence of a traumatic event or
events related to pregnancy, birth or the postnatal period, accompanied by symptoms of
re-experiencing, avoidance, hypervigilance, and negative cognitions and mood for at
least 1 month. Birth trauma is subjective, and CB-PTSD can occur following a medically
uncomplicated birth. Previous trauma, mental health conditions and inadequate support
increase the risk, whilst high quality maternity care, effective communication, and

support during pregnancy and birth are protective, even when complications occur. (8)

Untreated CB-PTSD can have profound effects on women and families. (7) For some, the
associated anxiety can lead to increased utilisation of healthcare appointments for the
women and infant. (9) For others, CB-PTSD can lead to avoidance of healthcare contacts,
including in future pregnancies. Some women may choose an elective caesarean in
subsequent pregnancies, attempting to maintain control, whereas others may choose to
reject aspects of care during pregnancy and labour, or opt for a home birth against

medical advice to avoid intervention, (10) potentially increasing the risks to the mother
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and baby. The MBRRACE report also includes cases where CB-PTSD contributed to

suicide. (1)

Despite an estimated prevalence of 4.7% in postnatal women, (11) and the association
with suicidality, there is no established CB-PTSD assessment tool for use in primary care.
Birth trauma and CB-PTSD are specifically mentioned in national guidance for GPs
including the NICE guideline CG192, (2) NHS England’s guidance on the GP postnatal
consultation, (12) and the NHS England ‘Maternal Care Bundle’, (13) but with no
framework for assessment. Clinicians are directed to the NICE guideline NG116 on PTSD,
(14) which states that “GPs should take responsibility for assessment and initial
coordination of care”, but again given no information on how to determine symptom

severity or risk.

The All Party Parliamentary Group (APPG) birth trauma report highlighted that women
may struggle to access appropriate care through their GP. (15) Surveys suggest that many
UK healthcare practitioners, including many GPs, feel they lack confidence and skills in
supporting women with birth trauma. (16,17) A UK study demonstrated that, despite half
of GPs recognising trauma-related features when reviewing case vignettes describing
CB-PTSD, their most common diagnosis was postnatal depression. (18) Misdiagnhosis
can be detrimental, since the management of the conditions differs. Antidepressants are
less effective for PTSD than specialist psychological interventions and are therefore not
recommended by NICE as a first line treatment. (14) Whilst PTSD and depression are
frequently comorbid, increasing the risk of suicidality, (19) there is also evidence that

treating depression alone may not improve co-existing CB-PTSD. (20)
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NHS England guidance on the 6-to-8-week postnatal check (12) and clinical practice
articles aimed at GPs (6) suggest several questions to ask women to identify CB-PTSD.
However, evidence is lacking as to which questions effectively identify clinically
significant symptoms. Although the APPG report recommended the development of two
standard birth trauma screening questions to be asked at the GP postnatal check, (15)
there is no research evidence for this approach. As well as addressing both physical and
mental health concerns, the 6-to-8-week postnatal appointment may be combined with
an appointment for the baby and immunisations, which can dominate the consultation.
This can make assessing the mother’s mental health challenging, particularly if they
attend alone with the child. In addition, some women may not feel able to discuss a
traumatic birth immediately as it may be retriggering. Asking inappropriate questions at
an inappropriate time risks GPs being falsely reassured, and women left feeling unable to

ask for help and potentially more traumatised.

Research is required to explore strategies for improving CB-PTSD recognition. Promoting
educational resources [Box 1] could improve GPs’ diagnostic confidence. Screening for
postnatal depression has generally been demonstrated to be acceptable to women, (21)
and is recommended by NICE. (2) However, studies suggest that, in the case of postnatal
depression, screening tools must be delivered appropriately and alongside supportive
conversations to be acceptable to women. (21,22) Paired with increasing awareness and
clinician education, a sensitively implemented CB-PTSD screening tool validated for use
at the 6-to-8-week GP appointment could provide the framework for a consultation
deliverable within the time constraints of primary care, which both identifies patient need

and gives the clinician greater confidence in their diagnosis. However, any tool would
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need to be integrated within a robust pathway promoting timely referral to specialist

services when indicated.

GPs areinaunique position to assess and understand a woman’s perinatal mental health
in the context of their history and social environment, to advocate for access to specialist
support, and to provide ongoing, holistic care for CB-PTSD. Further research must be
prioritised to equip GPs with evidence-based guidance on the assessment and
management of women with CB-PTSD in primary care, to improve outcomes and to

mitigate harm to women and families.

Box 1: GP birth trauma and CB-PTSD resources

1. NHS England eLearning for healthcare “Perinatal Mental Health Birth Trauma”:
three learning modules which build on a trauma informed approach to birth
trauma. (Created 17 Mar 2025).

2. NHS Healthier Together birth trauma information for patients:
https://www.healthiertogether.nhs.uk/pregnancy-and-birth/birth-trauma

3. Birth Trauma Association: UK charity providing patient and professional
resources around birth trauma diagnosis, support, treatment and prevention:
https://www.birthtraumaassociation.org/

4. Make Birth Better: UK charitable organisation providing birth trauma information
and educational resources: https://www.makebirthbetter.org/

5. PANDAS: UK charity providing support for families affected by perinatal mental

illness: https://pandasfoundation.org.uk/
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6. SANDS: UK charity providing support for pregnancy loss including professional
resources: https://www.sands.org.uk
7. MASIC: UK charity supporting women who have suffered severe perineal injuries

during childbirth, including professional resources: https://masic.org.uk/

Footnote

This article uses the terms “women” and “mothers” to refer to people who have carried
a pregnancy, whilst recognising that some birthing people are not represented by these

terms.
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