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 28 

Abstract  29 

 30 

Background A traumatic childbirth experience affects ~30% of women each year, with negative 31 

impacts on maternal, infant, and family wellbeing. Women classified as vulnerable or 32 

marginalised are those more likely to experience a psychologically traumatising birth.  A key 33 

contributory factor for a traumatic childbirth experience is women’s relationships with 34 

maternity care providers.  Aims To develop, design and evaluate an immersive educational 35 

programme for maternity care providers to raise awareness of traumatic childbirth experiences 36 

amongst vulnerable groups, and ultimately to improve women’s experiences of 37 

childbirth.  Methods A critical pedagogical approach that utilised virtual reality (VR) 38 

underpinned the design and development of the educational programme. This involved: a) 39 

collecting vulnerable/disadvantaged women’s experiences of birth via interviews; b) analysing 40 

data collected to identify key hotspots for traumatic experiences within interpersonal patient – 41 

provider relationships to develop a script; c) filming the script with professional actors creating 42 

a first person perspective via VR technology; d) using existing literature to inform the 43 

theoretical and reflective aspects of the programme; e) conducting an evaluation of the 44 

education programme using pre-and post-evaluation questionnaires and a follow-up focus 45 

group. Findings Human Perspective VR was very well received. Participants considered the 46 

content to have enhanced their reflective practice and increased their knowledge base 47 

regarding contributory factors associated with a traumatic childbirth experience. A need for 48 

further work to implement learning into practice was highlighted.  Conclusion While further 49 
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research is needed to evaluate the impact of the programme, Human Perspective 50 

VR programme offers an innovative approach to reflective education and to enhance 51 

participants’ care practices.  52 

 53 

Introduction 54 

Each year it is estimated that ~30% of women experience a psychologically traumatising birth 55 

(1,2).  A traumatic childbirth experience is defined as: 56 

 ‘A traumatic childbirth experience refers to a woman's experience of interactions and/or 57 

events directly related to childbirth that caused overwhelming distressing emotions and 58 

reactions; leading to short and/ or long-term negative impacts on a woman’s health and 59 

wellbeing’(3).  60 

Traumatic childbirth experiences have been associated with a wide range of negative impacts 61 

for women and their families, such as, low self-esteem, early breastfeeding cessation, and 62 

relationship issues (4).  Similar to other forms of trauma, a traumatic birth can lead to post-63 

traumatic stress disorder (PTSD), a trauma- and stressor-related disorder, with 4.7% of women 64 

developing  PTSD post birth (5) 65 

 66 

A meta-ethnography focused on women’s experiences of a traumatic birth highlighted 67 

disrespectful care practices and women experiencing a loss of control as the main contributory 68 

factors to a distressing birth experience (6,7). More recently, a comparative systematic review 69 
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and meta-analysis explored the prevalence and risk factors of birth-related posttraumatic stress 70 

among parents, highlighting elevated rates of PTSD in targeted 71 

samples (those with a potential risk status) such as mothers of young age, those with pregnancy 72 

complications and women with a history of childhood trauma (6). Other research has also 73 

identified the contribution of social aspects of birth to a self-perceived traumatic birth such as a 74 

lack of understanding from health care professionals regarding the individual needs of women, 75 

feelings of stigma, lack of trust in staff providing care and communication barriers (7–11). 76 

Women’s experiences of poor maternity care are reported globally, including care in the UK 77 

(12–15). An international knowledge mapping exercise focused on training provision for women 78 

following a traumatic birth, acknowledge a traumatic birth experience as a key public health 79 

concern, calling for formalised care providing and training for care providers (16). 80 

 81 

A traumatic birth, if left untreated, can lead to post-traumatic stress disorder, a recognised 82 

complex and serious mental health condition that affects approximately 4.7% of women in 83 

general community samples (5) and 19% in high-risk groups, such as women with a previous 84 

mental health illness, previous PTSD, preterm birth (17). These statistics indicate that women 85 

from more complex vulnerable and disadvantages communities may be disproportionally 86 

affected.    87 

 88 

Disadvantaged and vulnerable women’s experiences of maternity care 89 

Disadvantaged and vulnerable women have been found to be more likely to have poor access 90 

to healthcare due to issues such as mistrust of professionals (18–23), social stressors such as 91 
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lack of support and complex life factors (24), communication barriers (25), health literacy (26) 92 

and fear of stigma and judgments (27,28). Black, Asian and minority ethnic (BAME) women and 93 

those from disadvantaged and vulnerable backgrounds have a higher risk of preterm, low birth 94 

weight babies (29,30), are at a greater risk of poor mental health such as depression, anxiety 95 

and stress and are more likely to die during childbirth (31–34). A recent meta-ethnographic 96 

synthesis of disadvantaged and vulnerable women’s negative experiences of maternity care in 97 

high-income countries also highlighted how disadvantaged women’s vulnerability was 98 

compounded by complex life factors, judgmental and stigmatizing attitudes by health 99 

professionals, and differential care provision (28). Such findings highlight the need for increased 100 

awareness of contributory factors to such experiences amongst women accessing maternity 101 

care.  102 

 103 

Additionally, women from vulnerable backgrounds and those with complex life factors are at an 104 

increased risk of perinatal mental health difficulties (35–38) and higher rates of morbidity and 105 

mortality, in particular amongst black and ethnic minority women (32). In recent years there 106 

has been significant investment in perinatal mental health following the work of the Maternal 107 

Mental Health Alliance who highlighted the disparity in specialist provision across the UK, and 108 

commissioned an economic evaluation that highlighted the costs of poor perinatal mental 109 

health at 8.1 billion per annum (39). However, a lack of knowledge and skills amongst midwives 110 

regarding traumatic birth and PTSD still exist (40,41). Furthermore, as a multi-cultural society, 111 

with high levels of deprivation and inequalities, maternity professionals are increasingly 112 

required to provide services to women from diverse backgrounds. Notwithstanding this, 113 
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provision in maternity education is lacking resources and knowledge to support maternity 114 

professionals to deliver an equitable service (42). Global and national initiatives call for the 115 

identification of enhanced approaches to address issues of disrespectful, inequitable and biased 116 

maternity care (43–46), acknowledging opportunities to harness digital solutions and 117 

technologies to support this (47).  118 

 119 

Innovative digital tools and approaches in healthcare  120 

A recent quality improvement innovation in health care is the use of Virtual Reality (VR) to 121 

enhance educational approaches. The following definition is proposed, providing a detailed 122 

description of VR;  123 

‘Virtual reality incorporates computer-generated, interactive and highly vivid environments that 124 

enable the user to achieve a state of immersion through the ultimate experience of 125 

telepresence, and facilitate engagements in human encounters that are multi-sensorial, 126 

dynamic and resemble the user’s perception and understanding of the real world’ (48). 127 

 VR has been reported as useful in redirecting patients’ attention during painful treatments and 128 

in exposure therapy for the treatment of phobias and PTSD, by creating safe imaginative spaces 129 

to encounter and overcome fears and phobias (49–53). It has been used to address eating 130 

disorders and obesity, encouraging individuals to improve body image perceptions and adopt 131 

healthier eating habits (48,54). Its use also spans multiple health disciplines including patient 132 

motor rehabilitation, aiding patients to reacquire specific skills and improve body movement in 133 

virtual environments (55). Several authors have reported an increase in knowledge retention 134 
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when using VR tech as opposed to conventional teaching methods (56–58). A recent scoping 135 

review focused on the use of VR as an application to assist pregnant women identified how this 136 

technology has different applications in pregnancy, from reducing anxiety and pain to exercise 137 

training (59). VR has also been used to provide midwifery students with a virtual, internal 138 

anatomical view of pregnancy, its physiological progression and fetal and placental positions 139 

(60). More recently a cross-sectional survey and observational study included an evaluation of 140 

VR within a midwifery curriculum with findings suggesting VR enhances engagement, creates 141 

authentic active learning experiences and supports students to visualise and better understand 142 

abstract concepts (61).  143 

 144 

Drawing on the utilisation of VR as an embodiment experience to enhance sensory experience 145 

offers a unique approach to midwifery training and education, allowing professionals to 146 

experience care from the perspective of the woman. This study capitalised on this approach to 147 

develop, design and evaluate an immersive educational programme utilising VR to raise 148 

awareness of traumatic birth experiences amongst vulnerable and disadvantaged population 149 

groups for maternity care providers.   150 

 151 

Methods 152 

A critical pedagogical (CP) framework underpinned the design, development, and evaluation of 153 

the immersive education programme. CP allow participants to recognize connections between 154 

individual problems and experiences and the social contexts in which they are embedded (62). 155 

Realizing one's consciousness ‘(‘conscientization’) is the first step in achieving ‘praxis’, defined 156 

https://en.wikipedia.org/wiki/Critical_consciousness


8 
 

as the ability and knowledge to take action against oppression through liberating education 157 

(63). Within the context of this educational programme, CP was used to facilitate midwives 158 

‘conscientization’ via illuminating situations of power within the social space of birth. The social 159 

space relates to the international interactions between women and healthcare providers.  As 160 

detailed within a secondary discourse analysis focused on experiences of women who have had 161 

a traumatic birth (64), interpersonal interactions play a key role in how women experience 162 

childbirth.   In our study, it was considered that helping midwives to identify how these 163 

interpersonal situations can contribute towards a traumatic birth would facilitate ‘praxis’. 164 

A three-phase interlinking model based on the writings of Freire helped to frame the CP 165 

approach undertaken; ‘listening and naming’, ‘dialogue and reflection’ and ‘promoting of 166 

transformative social action (62).  Full details of work undertaken in each of the three phases to 167 

design, develop and deliver the educational programme is illustrated in Table 1 and described 168 

as follows: 169 

 170 

a) ‘Listening and naming’ relates to learning the problems, issues and real-world experience of 171 

the learners.  In the case of this study - the contributory factors to traumatic birth within the 172 

social space of birth. This work involved three stages: 173 

 174 

i) Identifying triggers:  Similar to work undertaken by Wallerstein & Bernstien (65), the 175 

educational programme was designed to present real life situations of traumatic 176 

birth from within women’s accounts.  This stage involved a systematic review and 177 

meta-synthesis of available literature exploring the birth experiences of 178 

https://en.wikipedia.org/wiki/Critical_consciousness
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disadvantaged and vulnerable women (28) and a further 10 interviews undertaken 179 

in North-West UK (June-August 2017) to ensure the insights from the review were 180 

still relevant.  This information was synthesised using a qualitative content analysis 181 

approach to identify the ‘meaning units’, defined as ‘the constellation of words or 182 

statements that relate to the same central meaning’ (66). The focus here was to 183 

identify ‘triggers’ that created situations of traumatic birth within the social context 184 

of childbirth (see Table 1 for overview of key triggers identified). 185 

 186 

Table 1. Key triggers identified following a synthesis of primary and secondary sources  187 

Triggers for a traumatic birth within 

the social context of childbirth 

Description 

A lack of emotional support  A lack of emotional support refers to how women felt they were 

not supported emotionally by healthcare professionals.  

Poor information giving  Poor information giving highlights how women felt they were 

not provided with sufficient information and were unsure of 

what was happening and why.  

Poor use of language Poor use of language related to inappropriate language used.  

Unconsented interventions  Unconsented interventions were explicitly and implicitly 

reported by the women highlighting issues around consent and 

choice during birth.  

Submissive interactions Submissive interactions related to women being shouted at or 

not feeling that they were able to voice their concerns.  

Judgemental attitudes  Judgemental attitudes related to professionals’ negative 
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 188 

 189 

 190 

 191 

This evidence, as well as wider research into traumatic birth and PTSD onset (1,2,17,67,68) was 192 

used to develop a theoretical PowerPoint presentation on traumatic birth and particular issues 193 

faced by vulnerable/disadvantaged women to be used within the educational programme.  194 

  195 

ii) Script development: This stage included developing a script to depict one woman’s birth 196 

experience that included all identified triggers. A script writer (and screenplay 197 

director) was employed to support the process with all included authors providing 198 

input and feedback. Clinician input on drafts of the script was also provided with 199 

various stakeholder engagement and feedback.  200 

 201 

iii) Filming the scenario: This aspect included hiring three professional actors (who acted 202 

the roles of a woman in labour, a midwife and a doctor) who were filmed using 360-203 

degree camera technology.  The screenplay director led this work with actors 204 

performing the birth scenario within one NHS maternity Trust in North-West UK. 205 

Elsasser & Hagener (2015) highlight the importance of creating a narrative field that 206 

tells a story with the props, content and set alongside the narrative and actors (69). 207 

Filming within an NHS maternity hospital provided scenarios with a familiar 208 

preconceptions based on women’s social, cultural and ethnic 

backgrounds.  
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environment and culture to facilitate critical reflection (65,70).  The completed film 209 

was 7 minutes in length (see Supplementary File A for script narrative). 210 

 211 

Participants used VR headsets to enable 360 viewing of the filmed scenario with audio. The VR 212 

viewing provided a first-person experience of care, allowing for spatial and sensory reflective 213 

experience.  214 

 215 

b) ‘Dialogue and reflection’ allow for a problem-posing approach, encouraging critical thinking 216 

amongst participants. This stage involves learners being encouraged to think critically, enabling 217 

them to focus on learning as opposed to outcomes. We drew on the SHOWED model for this 218 

phase (see Figure 1). This model was adapted from Freirean techniques (71) and provided a 219 

practical guide for the inclusion of critical questioning in sessions with learners after they had 220 

viewed the VR content. 221 

 222 

Figure 1 SHOWED model  223 

SHOWED model (adapted from Sharma and Romas 2012) 

• What do we See here? 

 • What is really Happening?  

• How does the story relate to Our lives? 

 • Why did the person acquire the problem? 

 • How is it possible for this person to become Empowered?  

• What can we Do about it? 

 

 224 
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Through dialogue in education, people can name, interrogate, and re-imagine their reality (72). 225 

Dialogue in this section encouraged a deeper look at the social space of birth and factors that 226 

impact upon women’s experience and the potential for a traumatic birth. This included 227 

discussing care practices from different viewpoints to facilitate critical consciousness. 228 

 229 

The SHOWED approach was used at two points. First, after the learners had watched the filmed 230 

scenario as part of a critical discussion.  Second, after additional information was provided 231 

about the woman (named as Emma in the script).   232 

 233 

‘Emma is new to the area, she is originally from London fleeing from an abusive 234 

relationship. She is 17 years old and had a history of sexual abuse and drug use. She 235 

spent some time prior to arriving in the area in a women’s refuge, this is her first baby’  236 

 237 

This process relates to ‘culture circles’ (73) in terms of how revisiting a familiar environment 238 

with a critical eye allows participants to open up dialogue on dehumanising aspects of a 239 

scenario. Participants were given this additional information and encouraged to discuss 240 

interactions within the scenario that may have further impacted upon Emma’s experience, as 241 

well as a wider reflection on practices that may cause situations of trauma for women who may 242 

have complex life situations.  243 

 244 

c) ‘Promoting of transformative social action’:  The final phase in the Freirean model is the 245 

promotion of transformative social action, or the critical action phase (71). This process is 246 
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where those taking part in the programme take part in the continuous process of action and 247 

reflection to facilitate praxis (74). Critical action has been identified as having three different 248 

forms: campaigning, awareness raising and education (75). Campaigning or convincing an 249 

organisation or government to change policy could be at one end of the spectrum of possible 250 

change (71). On the other end, this can relate to equipping learners with the tools they need to 251 

identify inequality and injustice so that they can seek change if that is what they desire (75). It is 252 

this ‘education phase’ that was targeted in the programme – to promote transformative action 253 

by influencing how people think and react (70).  254 

 255 

Wallerstein and Bernstein (1988) describe this step of a CP as a group effort to identify 256 

problems, through the process of critically assessing the social and historical roots of the 257 

problem to be addressed and then developing strategies to improve current practices (65).  258 

Within the education programme it encouraged participants to reflect on practice from the 259 

woman’s midwife’s, and doctor’s perspective within the shared video, and to write ‘practice 260 

points’.  The aim was to consolidate learning into a shareable format for knowledge translation 261 

and to facilitate conscientization. As a final activity in the programme, participants were asked 262 

to work as a group to identify and name five key points for practice that could have a personal 263 

impact upon a woman’s childbirth experience, and to document these on a pre-prepared 264 

template poster to be displayed in their clinical areas. This was described to participants as 265 

actions that could be shared with colleagues (i.e. once the poster is displayed it can be a focus 266 

for continued discussions/conversations and prompt actions of others) and individually 267 

implemented when caring for women during labour and birth.  268 
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 269 

Evaluation elements  270 

Evaluation was undertaken in two stages. First, bespoke pre- and post- training questionnaires 271 

were developed that included Likert scales and open-ended questions. The initial questionnaire 272 

gathered a baseline of participant’s knowledge of traumatic birth and PTSD, knowledge of risk 273 

factors associated with traumatic birth and PTSD. These issues were then revisited within the 274 

post-training questionnaire to provide an assessment of how the programme had influenced 275 

knowledge and attitudes. Attendees were also asked additional questions at this juncture to 276 

explore their experiences of the training. They were asked to indicate how useful the training 277 

programme was in terms of raising awareness of traumatic birth/PTSD following childbirth and 278 

how to improve women’s birth experiences measured on a scale of 1 – very useful to 5- not 279 

useful at all.  An open question of ‘Do you have any thoughts on the use of VR?’ was also 280 

included (see Supplementary File B for questionnaires). 281 

 282 

Field notes of discussions were undertaken on the day by GT to capture critical reflections.  283 

Participants were also re-contacted ~6 weeks after the educational programme had been 284 

delivered to the impact of attendance upon participants knowledge and practice, alongside 285 

exploring how participants found sharing learning (practice points) in their work areas. 286 

 287 

Running the event 288 

The immersive educational programme was delivered in an NHS Trust in the North West of 289 

England on the 10th of April 2018. The session was booked six weeks in advance through liaising 290 
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with the practice education midwife and in close collaboration with the delivery suite 291 

coordinator. Fostering relationships with clinicians was important to ensure that delivery did 292 

not adversely impact upon clinical practice, as some participants attended during work hours. 293 

The programme was organised in the education centre at the host Trust, booked for 12 mid-day 294 

with food and refreshments provided to the participants. All participants were provided with an 295 

information sheet about the programme and associated evaluation.  A reminder email was sent 296 

to each participant the week before, providing details of the location and time.   At the start of 297 

the day, participants were asked to introduce themselves, were provided with an overview of 298 

the planned activities and then asked to sign a consent form (see Table 2 for overview of all 299 

activities).   300 

 301 

Table 2 Overview of delivery of educational programme mapped to Matthews (2014) three step 302 

model.  303 

Segments of the 

educational 

programme  

Time 

spent on 

activity 

Description of the activity Links to three step model 

of a critical pedagogy 

(Table 14)   

Introductions  5 MINS Introductions, an overview of the day to ensure 

participants were clear about the programme and 

participants provided with an opportunity to ask any 

questions. 

 

Consent  5 MINS Consent obtained.  

Pre-questionnaire  5 MINS Questionnaires issued and completed  

VR scenario viewing  15 MINS Participants were supported in the use of the VR 

google cardboards and how to view the scenario. 

Listening & Naming 
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The VR scenario lasted 7 minutes.  

Discussion  15 MINS Participants encouraged to reflect on the scenario 

from the woman, midwife and doctor’s perspective 

using the SHOWED model.  

Dialogue & Reflection 

 

Theoretical 

presentation on 

traumatic birth and 

PTSD  

15 MINS Delivery of a theoretical presentation to address 

issues associated with traumatic birth and PTSD 

onset, including information on contributory factors 

that can place some women at a higher risk.  

Listening & Naming 

 

Return to Emma’s 

story adding 

additional factors  

15 MINS Additional context on Emma’s situation provided, 

and participants encouraged to discuss how 

observed interactions may have impacted on 

Emma’s experience.  

Dialogue & Reflection 

 

 

Practice points 

group work  

10 MINS Five practice point identified during a group 

discussion.   

The promoting of 

transformative social 

action 

 

Post questionnaire  5 MINS Questionnaires issued and completed.    

 

 

Closing and any 

final questions  

5 MINS Participants given opportunity to ask any final 

questions.  

 

Follow up 

assessment  

Text 

responses 

via email 

Participants re-contacted for follow up feedback   

 304 

Ethics approval and consent to participate 305 

Ethics approval was gained from Health Research Authority (Integrated Research Application 306 

System number (blinded for review) and (blinded for review). Written consent was gained from 307 



17 
 

participants and all methods were carried out in accordance with the Health Research Authority 308 

guidance for researchers and ethics committees and the Declaration of Helsinki.  309 

 310 

Data analysis  311 

Quantitative data captured within the Likert scales were analysed descriptively using SPSS.  A 312 

thematic approach was undertaken to analyse the open text answers, field notes, and email 313 

follow-up comments.  Braun and Clarke’s (2006) approach of reading and re-reading, organising 314 

the data into codes and then into themes that represented the whole data set was first 315 

undertaken by SH and GT with final interpretations shared with all authors (76).  316 

 317 

Results 318 

In total 10 participants attended the immersive educational training programme. Participants 319 

included two student midwives (n=2) (who were also qualified nurses). The remaining 320 

participants’ clinical backgrounds included roles working on the local midwife-led birth centres 321 

(n=3), joint research and clinical roles (n=2) and centralised hospital labour ward (n=3).    322 

 323 

Based on the baseline questionnaire, all participants stated that they had received no training 324 

in relation to traumatic birth / PTSD throughout the course of their midwifery career. Answers 325 

to the same questions asked at both stages to assess influence of the programme on 326 

knowledge and attitudes, overall demonstrated a positive shift (Provided as supplementary file 327 

C for pre post results).  328 

 329 
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These data identified that while only three (30%) participants agreed they had ‘good’ 330 

understanding of how traumatic birth/PTSD onset following childbirth was caused at baseline, 331 

all participants either agreed or strongly agreed with this question after delivery of the 332 

programme. Similar baseline scores were recorded for the question ‘do you feel able to 333 

recognise women at risk of traumatic birth/PTSD onset. In terms of being able to impact on 334 

women’s experiences, baseline and endline measures were all positive. 335 

 336 

In the following section, we report on five key themes to emerge from the field notes, 337 

qualitative comments to open-text questions in the questionnaires (n=10) and email contacts 338 

(n=10) collected ~6 week after delivery of the educational programme. Key themes identified 339 

were ‘Identifying and meeting knowledge gaps’, ‘Becoming the other’, ‘Nurturing professional 340 

empathy and understanding’ and ‘Understanding and adopting a critical social lens’. These 341 

themes are presented below.  342 

  343 

Identifying and meeting knowledge gaps 344 

As reflected within the baseline questionnaire data, midwives spoke of the lack of training 345 

about traumatic birth/PTSD: 346 

  347 

‘I’d never have thought it would have been that prevalent, because you don’t really hear 348 

about PTSD as a midwife, its more postnatal depression, I’ve never had any training on 349 

PTSD so I would not have known what to look out for’ (P1) 350 

 351 
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N=10 participants demonstrated knowledge gaps in identifying factors that contribute to 352 

traumatic birth experiences for women, and a lack of confidence in identifying PTSD post-birth. 353 

For example, one believed traumatic births to be only attributed to physical trauma rather than 354 

it being a complex phenomenon that can include psychological trauma: 355 

 356 

‘Birth trauma is when the woman experiences trauma such as an instrumental birth or a 357 

grade one section, it can also be when a woman had a tear or a shoulder dystocia and 358 

may need a debrief about her experience’ (P1) 359 

 360 

Participants also reflected on situations contributing to trauma emphasising emergency 361 

situations, or an intervention-based birth, rather than it being a subjective experience that can 362 

occur irrespective of how a woman gives birth.  For example, one midwife reported: 363 

 364 

‘Birth trauma can happen when there is an emergency and a woman is scared for her 365 

life, for example a grade 1 section or a forceps delivery’ (P8) 366 

 367 

Positive shifts however were noted in these knowledge gaps within the post-evaluation 368 

questionnaire with participants listing a range of relevant factors such as previously 369 

disclosed/undisclosed trauma, poor interpersonal interactions and poor information giving. All 370 

bar one participant felt the training programme had been ‘very useful’ (remaining participant 371 

recording ‘useful’) in terms of raising awareness of traumatic birth/PTSD following childbirth 372 

and how to improve women’s birth experiences.  All respondents in follow-up email 373 
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correspondence stated that attending the training has enhanced their understanding of a 374 

traumatic birth and PTSD: 375 

 376 

‘I feel I am more knowledgeable about risk factors for birth trauma and PTSD following 377 

the training’ (P2)  378 

 379 

All participants highlighted a need for training of this nature in the follow up emails.  380 

 381 

Becoming the other 382 

Insights from participants reflected on the experience of ‘becoming the other’ in the VR 383 

scenario and how powerful this was for learning and reflection. One of the midwives reflected:     384 

 385 

‘Wow that was powerful, you really become the other, I felt like I was in the room’ (P3) 386 

 387 

Midwives indicated that the feelings and thoughts the film evoked enabled them to appreciate 388 

how ‘helpless’ women must feel:  389 

 390 

‘It was interesting to be looking up all the time because I was on the bed, that must be 391 

really uncomfortable and intimidating, you just forget that dynamic of the situation in 392 

practice’ (P6) 393 

 394 

And the lack of communication between Emma and the midwife/doctor: 395 
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 396 

‘The silences in the room were unnerving for me being the woman, I wanted her [the 397 

midwife] to ask me if I had understood what the doctor had said I thought why is she 398 

not talking to me’ (P10)  399 

 400 

Another highlighted the sense of reality VR methodology invoked, in which she was searching 401 

for support around her within the 360 environment:  402 

 403 

‘The worst bit for me was when everyone left the room, I was looking around to see if I 404 

had a birthing partner’ (P5) 405 

 406 

Overall, the VR stimulated operational and emotional critical reflections about how women in 407 

labour must feel.  This included how social interactions had the potential for women to feel 408 

alone and excluded from care decisions. The participants highlighted (in follow-up email 409 

contacts) the difficulty in explaining to others the psychosocial impacts this had upon them.  410 

This suggested how the immersive nature of the education programme was a crucial facet: 411 

 412 

‘It was hard to explain the programme to someone else other than it was really useful 413 

and powerful. I also don’t think you can get across to people the emotion attached to 414 

the session or viewing the scenario, they need to attend themselves, I think that would 415 

be better’ (P5) 416 

 417 
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Nurturing professional empathy and understanding 418 

Participants referred to their own practice in identifying with the midwife in the film but also 419 

highlighted potential issues, e.g. ‘we can be very paternal, but that’s not empowering’ (P5) and 420 

‘two [midwife/doctor] people against one, that this is what we are going to do to you’ (P2).  A 421 

risk-based approach to care was highlighted during the discussions with one participant 422 

empathising with the midwife in the scenario: 423 

 424 

‘I don’t think she was being purposefully uncaring she was just very task orientated as 425 

she had a lot to do and probably wanted to make sure everything was safe before they 426 

went to theatre, she did ask if she had anyone to go with her, so she was thinking about 427 

the woman needing support’ (P6) 428 

 429 

This comment generated a critical debate around the use of language and exploring effective 430 

communication and information giving.  For instance, one participant reported: 431 

 432 

‘Yes, but then she never followed it up when the women said no, she could have said 433 

don’t worry I will be with you in theatre and I will support you’ (P7) 434 

 435 

Reflections were made on the impact of prescriptive care on a woman’s ability to advocate for 436 

herself, thereby highlighting issues surrounding choice and consent: 437 

 438 
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‘It was all ‘we are going to do this’, there was not much chance for the woman to 439 

disagree or ask questions and although they were doing what needed to be done I think 440 

they could have put it to the woman a bit better’ (P8) 441 

 442 

Participants critically discussed the practices they saw within the scenario. They framed these 443 

responses from the woman’s perspective, but also considered real-life difficulties of keeping 444 

the woman at the centre in everyday practice. This encouraged participants to consider how 445 

the situation may have impacted upon the ability of the midwife in the scenario to provide 446 

good care. One stated:   447 

 448 

‘It’s horrible to see but we have all been there, I feel that the midwife could have done 449 

with some support herself to better support the woman’ (P1) 450 

 451 

With another midwife responding: 452 

 453 

‘It’s easy to forget that there may be a midwife in another room who needs supporting 454 

and feeling like that when your busy with your own work, makes you think twice’ (P6) 455 

 456 

These comments highlight how the programme appeared to nurture professional empathy and 457 

to view care from multiple perspectives; ‘It really saddens me to read those [women’s quotes 458 

shared during delivery of the presentation I’d hate to think that I’ve ever made a woman feel 459 

that way’ (P7). 460 
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 461 

Understanding and adopting a critical social lens 462 

During the discussions, participants discussed frustrations of working in a system that did not 463 

facilitate individualised care, leaving them feeling overworked and under resourced. One 464 

midwife expressed her frustrations at feeling under scrutiny in situations such as the one 465 

presented in the scenario: 466 

 467 

‘I mean she’s trying her best, she’s in task mode, she needs to get everything sorted 468 

before she goes to theatre or they will probably shout at her for not having the right 469 

paperwork, you know what it’s like ‘(P8) 470 

 471 

This was an interesting take in which the participant empathised with the midwife in the 472 

scenario as she identified the pressures and oppressive environment in which she worked.  473 

When the discussion moved to consideration of how complex factors may influence women’s 474 

care, some referred to how they observed judgemental care in practice:   475 

 476 

‘Women who come in who may have had other children removed, you hear others label 477 

those women as selfish and irresponsible for having a baby if they can’t look after it’ 478 

(P8) 479 

 480 

Others highlighted how health environments fostered a culture of stigma and discrimination:  481 

 482 
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‘That happens in healthcare full stop, even in nursing people will say that those 483 

accessing A+E with drug problems, alcohol issues etc., people will stand there and say 484 

that they are draining the system’ (P3) 485 

 486 

The VR film did, however, stimulate critical consideration of the environment on women’s 487 

vulnerability; ‘It’s strange as I’ve never been in that position myself, but I felt vulnerable and I 488 

didn’t like how it felt looking at my legs in stirrups, I felt exposed’ (P5), as well as the need to 489 

share risk factors and to minimise adversity for women. This was in relation to the vaginal 490 

examination performed within the scenario, and how this may have been traumatic for the 491 

woman with a complex history: 492 

 493 

‘She could have a history of sexual abuse and the vaginal examination could have 494 

traumatised her, it was a man too and the midwife never asked if the woman was ok 495 

with that, she [midwife] probably didn’t have any notes she could check either as she 496 

was out of area’ (3) 497 

 498 

With this conversation stimulating a further valuable point of reflection of how women may 499 

choose not to disclose prior abuse due to a lack of trusting relationship with their midwife; ‘not 500 

many women are going to disclose sensitive information like that in the 15 minutes they get 501 

seeing a midwife’ (P7).  Adding the critical context about Emma appeared to enhance the 502 

midwives' ability to make connections between interpersonal interactions and the possibility of 503 

contributing to a traumatic experience.  504 
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 505 

Reflections on educational programme  506 

All participants provided positive feedback to the training and considered it should be offered 507 

on a mandatory basis:   508 

 509 

‘It’s so difficult working full time and keeping up to date with CPD [continual 510 

professional development] stuff, I think it would be great to having something like this 511 

in mandatory training, it’s definitely needed’ (P5)  512 

 513 

The most valuable aspect was around the use of VR as it afforded an experience that could not 514 

be achieved using traditional methods:  515 

 516 

‘It’s one thing being told how to be and what not to do by someone stood at the front of 517 

a classroom, it’s another thing having those things happen to you [via VR] and you 518 

feeling helpless to do anything about it’ (P10) 519 

 520 

VR offered a unique immersive tool to place midwives in a unique and empathic position to 521 

connect and understand women’s realities, as well as how the ‘private’ nature of the immersive 522 

experience helped to enhance reflection: 523 

 524 

‘I thought it was great because it’s good for looking at your own behaviours and 525 

reflecting upon them, usually in training everyone feels they have to put on their best 526 
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performance because everyone is watching your every move, with this [the VR training] 527 

it’s more of a private thing because you’re watching thinking ‘oh I do that’, ‘maybe I 528 

should change the way I think about that’ (P3) 529 

 530 

Suggestions for development of the programme included to use the VR concept to train for 531 

emergency situations such as neonatal resuscitation and obstetric emergencies and filming a 532 

positive birth experience to demonstrate how care could be enhanced.  533 

 534 

 ‘Stimulating praxis’  535 

Following on from discussions during delivery, critical considerations of social aspects of care 536 

were also transposed into five agreed practice points that emphasised openness, empathy and 537 

continuity, namely ‘Inclusive handover’; ‘Be considerate of disclosed and undisclosed history of 538 

trauma’; ‘One to one care in labour’; ‘Use positive language’ and ‘Put yourself in the woman’s 539 

shoes.’  Although as all respondents (in email follow-up) stated that sharing practice points was 540 

difficult, this suggests that further work is needed (and considered further in the discussion).   541 

 542 

Discussion   543 

This study has provided the field of midwifery education with the potential to create reflective 544 

and immersive tools to enhance interpersonal care delivery. However, as yet VR remains an 545 

unexplored method to instigate behavioural change amongst healthcare professionals, where 546 

other approaches have so far been used to observe behaviour, not to demonstrate behavioural 547 

change (77). As far as we are aware, there are no prior studies utilising VR that were designed 548 
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to enhance reflective practices and raise awareness of interpersonal interactions during 549 

maternity care delivery. In a UK midwifery context, the findings of this study suggest that 550 

framing such approaches within a critical pedagogy can influence critical and reflexive thinking, 551 

with the potential to enable midwives, and, potentially, other health care professionals, to 552 

improve problem solving and the identification of and resistance to oppressive aspects of care 553 

(78). Additionally, VR in healthcare education could be used as a vehicle for behavioural change, 554 

acknowledging the strong emotional experience of those who participated in this study.  555 

 556 

Critical pedagogies aim to illuminate dehumanisation, placing emphasis on the importance of 557 

being critical of how things are and respecting the agency and capabilities of participants (79). 558 

In this study, these insights emerged organically during reflective discussion with midwives, as 559 

they noticed and reflected on dehumanising aspects of the scenario during labour and birth. 560 

Instead of midwives receiving, filing, and storing deposits of learning material delivered, praxis 561 

was encouraged through the facilitation of reflection, theory and action embedded with the 562 

critical pedagogical approach (74).  The digital educational resources focused on enhancing 563 

relational, respectful, and humanistic care during labour and birth, and appeared to stimulate 564 

acknowledgment of political, social and inequality structures that impact upon maternity care 565 

experiences.  566 

 567 

The adoption of technology is often faced with resistance from professionals. Critical factors 568 

include perceived ease of use; less time to interact with patients; issues with navigating 569 

complex interconnected systems; and a concern that technology will replace the human 570 
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interaction in caring professions (80,81). In contrast, Benjamin and Jennings (2010) proposed 571 

that technological advances may sweep away oppressive aspects of a technocratic culture, 572 

pointing out the progressive possibilities in new technologies of cultural production (82). The 573 

use of technology to enhance the user experience has been supported in the arts, especially 574 

within film, radio, and photography (49,83,84). Benjamin & Jennings (2010) concur, stating how 575 

new and contemporary forms of art that utilize technology maintain their cultural power 576 

through the aura of the authentic and original (82). Evaluation data gathered from Human 577 

Perspectives VR suggested that a key value of the education programme was its use of VR 578 

technology to stimulate affective response. The sensory experience enabled emancipatory 579 

praxis, demonstrating how technology can contribute to progressive forms of education in 580 

midwifery aimed at improving care experiences. 581 

 582 

Immersive scenarios offer an innovative and engaging way of presenting evidence-based 583 

feedback as part of a co-collaborative approach to knowledge production and translation. First-584 

person reflections and feedback from women in maternity care should not just serve as a 585 

vehicle to capture comfort measures but become fully integrated into the system to drive 586 

change, learning and quality improvement strategies. This novel approach to engaging 587 

participants with performative content opens up unprecedented opportunities to use 588 

immersive narratives in maternity education to improve women’s birth experiences, through 589 

the technological embodiment of the ‘other’. The creation of a private learning space within 590 

which empathic reflexivity can occur offers a powerful moment of conscientisation for facing 591 

and challenging unhelpful self-other distinctions.  592 
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 593 

It is important that innovators, researchers and educators approach the use of technology as an 594 

emancipatory endeavour with care and thought, ensuring that the correct ethical and moral 595 

frameworks are considered (85). It is also worth acknowledging potential negative effects of VR and a 596 

resistance to its use, with considerations warranted in exploring the emotional and physical impacts 597 

associated. Digital innovations are at the forefront of strategies deployed by the DOH and NHS 598 

suggesting that technology has the power to transform services and save the NHS billions in 599 

cost and reduce health inequalities (47). That said, caution must be applied ensuring that 600 

technology is utilized within a humanistic framework to ensure emancipatory, as opposed to 601 

exclusionary, outcomes (86). Freire’s (2018) Pedagogical theory provides a valued reference 602 

point for considering the views and consequent behaviours that people express, and to 603 

stimulate challenge through the process of problematisation and conscientisation (64). 604 

Recommendation for future studies include follow up interviews with participants to evaluate if 605 

their raised awareness of birth trauma and PTSD also resulted in an improvement in care 606 

delivery.  607 

 608 

This paper has highlighted how immersive critical pedagogies could help illuminate how power 609 

structures filter into relational care practices, both in terms of how this process affects 610 

organisational cultures and how it affects communication and interpersonal interaction 611 

between maternity professionals and women during birth.  612 

 613 

Conclusion  614 
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The findings of this study demonstrate that Human Perspectives VR can provide an experiential 615 

form of creating and delivering immersive content for midwives, and, potentially, other health 616 

professionals such as doctors and obstetricians whose training differs from midwifery based 617 

educational programmes. It can enable participants to experience context, dialogue, spatial 618 

awareness, and emotional response within the virtual space of labour and birth. Becoming the 619 

‘other’ was a powerful tool to stimulate educational reflective content, enhancing participating 620 

midwives’ critical awareness of practices that could cause situations of traumatic birth and 621 

subsequent PTSD. Findings from the delivery of the programme highlight the need for adequate 622 

training for midwives on traumatic birth and PTSD and a consideration for developing further 623 

immersive educational programmes. A critical approach to delivering maternity education in 624 

practice offers a space to reflect upon and challenge a nexus of power, institutional norms and 625 

practices that may lead to oppressive and impersonal care experiences, for women, birthing 626 

people, and for health care practitioners.  627 
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