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INTRODUCTION:	
Maternal	assisted	caesarean	birth	(MAC)	refers	to	the	active	involvement	of	the	pregnant	person	in	their	operation	by	reaching	their	sterile	hands	into	the	surgical	field	to	lift	their	newborn	from	
their	incision	onto	their	chest.	It	shifts	the	focus	from	a	passive	surgical	procedure	to	an	active,	patient-led	birthing	experience.	Patients	who	have	experienced	birth	trauma	may	benefit	from	a	
trauma	informed	approach	to	care	in	subsequent	pregnancies,	as	this	may	help	prevent	future	mental	health	difficulties	[1].	Trauma	informed	care	places	an	emphasis	on		physical,	emotional	and	
psychological	safety	of	the	patient	through	empowering	them	to	have	control	and	choice	in	their	pregnancy.	As	a	MAC	can	provide	that	sense	of	control	and	choice,	it	may	appeal	to	patients	who	
require	trauma	informed	maternity	care.	
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t	 A	38-year-old	para	2	contacted	our	

antenatal	service	to	enquire	about	a	
MAC.	She	suffered	significant	trauma	
following	her	first	birth,	requiring	
extensive	psychological	intervention.	
Unfortunately,	her	second	birth	
unravelled	the	work	done	and	she	re-
experienced	that	trauma.	Her	hope	was,	
that	by	adapting	her	care	and	doing	a	
MAC	she	could	avoid	being	re-
traumatised	and	therefore	avoid	issues	
with	bonding	and	worsening	her	mental	
health.	
	She	prepared	a	compelling	letter	and	
audio	recording,	as	she	was	aware	her	
request	was	outwith	usual	practice.	
Following	comprehensive	MDT	
discussion,	a	decision	was	made	to	offer	
a	MAC.	The	patient	had	appointments	
with	anaesthetic,	obstetric	and	peri-
natal	mental	health	to	discuss	all	
aspects.	An	in-theatre	simulation	was	
arranged,	with	the	innovation	of	
including	the	patient.	

This	was	a	rehearsal	to	address	logistic	
and	practical	nuances	of	a	MAC,	
including	maintaining	sterility,	reliable	
monitoring,	IV	access	and	situational	
awareness.	Importantly,	involving	the	
patient	highlighted	adaptations	required	
to	mitigate	how	overwhelmed	she	felt.	
Addressing	the	challenges	she	
encountered	during	the	simulation	was	
a	deliberate	trauma-informed	approach	
required	to	enhance	her	psychological	
safety.	
Her	MAC	proceeded	as	planned	under	
neuraxial	anaesthesia.	In	theatre,	IV	
access	was	placed	in	her	antecubital	
fossa,	after	which	she	performed	a	
supervised	surgical	scrub.	A	combined	
spinal-epidural	(CSE)	was	carried	out,	
and	once	an	adequate	block	was	
confirmed	–	along	with	satisfactory	
monitoring,	IV	positioning,	security,	and	
access	–		

–	she	completed	a	second	alcohol-based	
hand	scrub,	wearing	goggles	to	protect	
her	eyes.	She	was	then	assisted	in	
donning	a	sterile	gown	and	gloves,	and	
she	positioned	her	arms	across	her	chest	
to	maintain	sterility.	The	drapes	were	
kept	down	and	the	operation	
proceeded.	The	newborns	head	and	
shoulders	were	delivered,	and	then	the	
head	of	the	table	was	raised	so	she	
could	see	and	reach	down	under	the	
newborns	arms	to	lift	them	onto	her	
chest.	A	new	sterile	drape	was	placed	to	
re-define	the	sterile	field	and	she	had	
skin	to	skin	for	the	remainder	of	the	
procedure,	which	was	uneventful.	
Postnatally,	the	patient	reported	a	
highly	positive	birth	experience	and	
markedly	improved	mental	health	
compared	with	previous	births.	She	felt	
the	truly	person	centred	approach	made	
all	the	difference,	and	described	the	
MAC	component	as	“the	icing	on	the	
cake”.	

To	our	knowledge,	this	was	the	first	documented	MAC	in	Scotland.	It	was	an	interesting,	challenging	and	hotly	debated	case	for	a	multitude	of	reasons.	There	was	discussion	regarding	the	
clinical,	corporate	and	legal	aspects	as	well	as	resource	implications	of	the	case.	Taking	a	trauma	informed	care	approach	[1],	it	was	felt	proceeding	with	a	MAC	may	prevent	further	

psychological	harm.	Mental	health	conditions	are	the	fourth	leading	cause	of	maternal	mortality	in	the	UK	[2],	and	just	as	physical	co-morbidities	justify	increased	maternity	resources,	mental	
health	should	receive	resource	investment	in	maternity	care.		

References	
1.  Caring	for	patients	who	have	experienced	trauma.	ACOG	Committee	Opinion	No.	825.	American	College	of	Obstetricians	and	Gynaecologists.	Obstet.	Gynecol	2021;	137	e94	–	9.	
2.  Felker	A,	Patel	R,	Kotnis	R,	Kenyon	S,	Knight	M	(Eds.)	on	behalf	of	MBRRACE-UK.	Saving	Lives,	Improving	Mothers’	Care	Compiled	Report	–	Lessons	learned	to	inform	maternity	care	from	the	UK	and	Ireland	Confidential	Enquiries	into	Maternal	Deaths	and	Morbitity	2021-23.	Oxford:	National	Perinatal	Epidemiology	unit,	University	of	Oxford	2025.	

DISCUSSION:	


