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Abstract
This dissertation explores the simultaneous trends towards increasing and
decreasing medical intervention in childbirth. Using the medicalization literature as a
theoretical framework, I use a mixed‐methods approach to explore how both the
medical community and laypeople think about and plan for childbirth.
First, the midwifery and obstetrics literatures from the past 35 years are reviewed
to provide a medical and scientific context for the trends seen in childbirth over this time
period. Second, descriptive and logistic regression analyses of the Center for Disease
Control’s Natality dataset, a census of U.S. birth certificate data, provide a picture
childbirth trends and an understanding of the relationship between maternal
characteristics and medicalized and natural births. Third, 35 qualitative interviews were
conducted with pregnant women, focusing on their plans for their children’s birth. The
interviews also address the factors that influence women’s plans and choices for
childbirth, thus providing a better understanding of the social factors that affect birth
plans.
The key finding of this research is that most women would prefer to be able to
have the “best of both worlds” – the ability to experience childbirth as a natural process
for as long as is safe and comfortable, combined with immediate access to the medical
skills and technology that can assist them and their babies in an emergency.
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The quantitative analyses demonstrate that alternatives to a mainstream model
of childbirth are on the rise, even while these alternatives continue to represent only a
small fraction of births. The increase in midwifery use while rates of hospital births
remain relatively consistent suggests that many midwife‐attended births are taking
place in hospitals. These data support the finding that women like the idea of a natural
birth, but also want to have ready access to trained doctors, surgeons, and the best
medical care available in case something goes wrong.
There can be no doubt that childbirth, on the whole, had become a highly
medicalized process. However, despite the fact that women want childbirth to be
recognized as a natural process, there is no true movement for the demedicalization of
childbirth. That is, women are not suggesting that medical intervention be removed
entirely from childbirth. Instead, there need to be more options available to women,
thus enabling them to give birth in a way that is comfortable and respectful of their
preferences and goals, while simultaneously maintaining ready access to additional
intervention, should it be necessary.
Implications for future research in childbirth and other fields of study are
discussed.
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1. Introduction
In 2005, over 4.1 million women gave birth – approximately one‐third of those
for the first time. Correspondingly, about 4 million men also became fathers, whether
they knew it or not. It is thus undeniable that childbirth affects a tremendous number of
people in any single year – and a huge percentage of the population over the course of a
lifetime. As such, the processes, both clinical and social, of childbirth merit significant
study. Indeed, the issues presently surrounding childbirth, such as the high rate of
cesarean section in the United States, the feasibility of vaginal birth for women with a
history of cesarean section, and the efficacy of episiotomy, are not relegated solely to
academic debate. Instead, research in childbirth is highly visible not only in clinical
journals and the non‐clinical academic journals of disciplines with an interest in the
psychological, physiological, or social aspects of childbirth, but also in the popular
media.
Since the conception of this project in early 2007, I have come across related
articles and news stories in countless newspapers and on television. An April 2008 Time
article addressed the rising rate of cesarean sections, noting that 31% of births in 2006
occurred via cesarean section. The article chronicles the experiences of a woman who,
long before she was ever pregnant, decided she would have an elective cesarean section,
but it also addresses a possible change in social norms that make cesarean sections more
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acceptable, and even desirable, and suggests that the vaginal versus cesarean delivery
may one day become a standard, normal choice that women make (Park 2008). An
October 2008 item in The Week magazine reported the development of a new, non‐
invasive prenatal test for Down’s syndrome and other chromosomal disorders that
eliminates the risks associated with amniocentesis and chorionic villus sampling (“A
risk free fetal test” 2008). In 2007, actress former talk show host Ricki Lake produced a
documentary film, The Business of Being Born, that addresses the current state of
childbirth and maternity care in the United States. The film promoted homebirth as a
reasonable alternative for many women and that birth “need not be a medical event”
(Scelfo 2008). Marginally aware of the film around the time of its release, I was
surprised by the number of women who brought it up during interviews, asking if I’d
watched it or suggesting that I might find it helpful to my research. An article in the
New York Times published in 2008 reported on the marked increase in home births in
recent months, partly fueled by Lake’s film. Although home births still account for only
a fraction of one percent of births in New York City, midwives – who typically attend
home births – have been overwhelmed with calls from pregnant women interested in
giving birth at home (Scelfo 2008).
This project emerged out of a previous paper on the medicalization of women’s
health. I was struck by both the process of medicalization and the number of ways it has
impacted women’s lives, diagnoses, and well‐being in recent years. From PMS to
2

menopause, from compulsive eating to compulsive shopping, and from mental health to
sexual health, the influence of the medical sphere on women’s lives is undeniable. Any
of these topics, or perhaps a combination of several topics, would make for interesting
research. However, childbirth stood out to me as a pertinent and timely topic that
affects millions of women every year.
I set out to understand what appear to be two divergent trends – the
simultaneous medicalization and demedicalization of childbirth. At the same time as
the rates of cesarean section are soaring, the use of midwifery care is also rising. At the
same time that medical intervention has become a standard part of childbirth, some
women are questioning the necessity of these interventions. So how is it that one
woman chooses an elective cesarean scheduled in advance with no trial of labor while
another chooses to give birth at home under the care of a midwife? How is it that, even
among hospital births, there can be such a divergence of childbirth experiences? What
drives the choice of healthcare provider (typically a doctor or midwife), the location of
the birth (hospital, birthing center, or home), or what interventions are preferred or not
(episiotomy, fetal monitoring, and epidural analgesia, to name a few)?
The dissertation begins with a discussion of the theoretical underpinnings of the
dissertation – namely, medicalization and demedicalization. It also reviews the
sociological literature related to the medicalization of childbirth, including both the
historical origins of the medicalization of childbirth and the current relationship
3

between the medical establishment and pregnant women.
In Chapter 3, I present an analysis of nearly 35 years of articles from Obstetrics &
Gynecology, the journal of the American College of Obstetricians and Gynecologists, and
the Journal of Midwifery & Women’s Health, the journal of the American College of Nurse‐
Midwives. Essentially a study in the sociology of science, reviewing the development of
technology, the emergence of new “best practices,” changing opinions, and key issues in
the fields of obstetrics in midwifery will provide a medical and scientific context for the
trends we have seen in childbirth over this time period.
In Chapter 4, I present the results of quantitative analyses of the Center for
Disease Control’s Natality dataset. The Natality data provide a census of births in the
United States every year; the dataset includes information from birth certificates. For
the purposes of this analysis, I focus on characteristics of the pregnancy, birth, and
mother to accomplish two goals. First, I present descriptive data to demonstrate trends
in childbirth over the past 30 years. Of particular interest are the location of births
(hospital, birth center, home, or elsewhere), the attendant at the birth (doctor or
midwife), and the method of birth (vaginal or cesarean), and how these characteristics of
the birth are related to maternal characteristics such as race, age, and education. Second,
I present the results of logistic and multinomial logistic regression models that look at
several maternal characteristics as predictors of more medicalized births and more
natural births. This chapter is important both because it enables us to look at the factors
4

that may affect the type of birth a mother has and because it allows us to see the “bigger
picture” of childbirth trends through recent decades. The independent variables are
largely maternal characteristics, but several controls are included that consist of other
factors related to childbirth such as when prenatal care was first received, whether the
baby is a first‐born or later‐born, and the baby’s birth weight. Understanding what
types of conditions set the stage for more medicalized and more natural births will help
us understand the factors that contribute to the decisions women and their health care
providers make about childbirth. Moreover, the data will demonstrate the extent to
which childbirth has become both more and less medicalized over the period studied.
In Chapter 5, I present the results of 35 interviews with pregnant women. These
interviews focused on each woman’s plans for her child’s birth, including her healthcare
provider, planned delivery location, and feelings about various types of medical
interventions. Perhaps more importantly, the interviews also address the factors that
influence women’s plans and choices for childbirth. This chapter thus provides a better
understanding of the social forces that affect birth plans, such as types of social support,
the experiences and advice of friends and family, and the portrayal of pregnancy and
childbirth by the media. This analysis leads to several conclusions about women’s
decision‐making processes and how the current social climate affects them.
Chapter 6 provides concluding remarks about each substantive chapter and
connects the findings to each other, to the sociological perspective, and to the theoretical
5

basis of this project.
Medicalization is not a new phenomenon, and demedicalization, though it
occurs less frequently, has also been recognized in the sociological literature. Rarely, if
ever, however, do we see these two trends seemingly occurring at the same time. This
dissertation seeks to understand the factors that have continued the long‐time trend
towards medicalization, as well as the factors that may be creating a “backlash” against
medicalization, or at least promoting increased recognition of the possibility of forgoing
some of the medical intervention that has become standard in childbirth.

6

2. Theory and Literature Review
2.1 Theoretical Framework
The guiding theoretical framework for the dissertation is the relationship and
tension between medicalization and demedicalization. At its simplest, medicalization is
the process by which conditions or behaviors become defined in medical terms – in
other words, a formerly non‐medical issue becomes a medically recognized disease,
understood and treated within a medical framework (Conrad 1992; Conrad & Angell
2004). Of course, medicalization is not quite as simple as that. It does not occur through
a single process or operate the same way in every case. The process can occur through
the work of doctors, patients, advocacy groups, pharmaceutical companies, or other
special interests (Conrad & Schneider 1992; Conrad 1992). It may happen relatively
quickly, or it may take much longer for the public to accept a medical conception of a
previously non‐medical problem. And, of course, medicalization has many more finely
nuanced definitions and applications, all worthy and important in their own right. As
such, I will review here three well‐known approaches to medicalization as a way to flesh
out a more nuanced definition and understanding of medicalization.
One common perspective is the medicalization of deviance, wherein behaviors
previously considered deviant – such as alcoholism or drug use – are recreated as
medical afflictions necessitating medical treatment (Conrad & Schneider 1992).
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Alcoholism is an obvious example. For a long time, alcoholics were considered
deviants, believed to have a personal flaw or weakness that led to their excessive
drinking and drunkenness. However, the efforts of organizations, both medical and
non‐medical, and individuals led to the eventual medicalization of alcoholism and the
recognition of alcoholism as a disease that could and should be treated within the
medical community. That is not to say that excessive drinking is no longer considered
deviant, but rather that alcoholism itself is recognized as a disease requiring – and
eligible for – medical treatment.
A second perspective on medicalization addresses the social construction of
illness and disease. Essentially, this perspective looks for medicalization to occur as a
result of social movements and activism. Brown identifies “potentially medicalized
definitions” – conditions which currently have neither general acceptance as a medical
condition nor applied biomedical definitions. Should that change, however, the
condition could become medicalized (1995). Brown emphasizes the social factors that
facilitate medicalization – social movements, individual experiences of illness,
allocations of health services, and the work of activists promoting, for example, AIDS
awareness or women’s health. It is through this relatively complex network of social
factors that a condition is ultimately recognized as medical.
The third perspective on medicalization is perhaps the most important to the
proposed study – medicalization as a form of social control. Zola argues that
8

medicalization, along with the field of medicine in general, allows doctors and other
interested parties in the medical realm to determine what will be treated, who will be
treated, and how they will be treated (1972). Moreover, medicalization leads to the
extension of medical inquiry into parts of everyday life previously untouched by
medicine – exercise, diet, and sleep, for example. Indeed, medicalization is often a
precursor to increased medical social control (Conrad 1992). Zola cites aging and,
notably, pregnancy, as examples of things once considered normal, natural processes
that have now become “medical problems” with their own medical specialties. In
addition to changing how we think about pregnancy, this shift has added millions of
new patients around the world. Indeed, as recently as the turn of the twentieth century,
nearly all births took place outside the hospital, without medical supervision, and it has
only been in the last century or so that pregnancy has been monitored by medical
professionals on a regular basis (Zola 1972; Barker 1998). Today, not only childbirth but
all related processes – reproductive technology, prenatal care, pediatrics, sexual
functioning, etc. – have also come under the umbrella of medicine (Zola 1972).
Demedicalization, in contrast, occurs when a condition previously considered
medical is either dropped by the medical community or reclaimed by lay society. Either
way, the “problem is no longer defined in medical terms and medical treatments are no
longer deemed to be appropriate solutions” (Conrad 1992: 224). In theory, anything that
has been medicalized could subsequently be demedicalized. Indeed, some researchers
9

argue that medicalization and demedicalization are cyclical. That is, over time,
designations may change from, in Conrad and Schneider’s terms, badness to sickness
and back again to badness (1992). Although it is theoretically true that medicalization
does not have to be permanent and that medicalization, demedicalization, or
remedicalization may occur in response to changing attitudes about and understandings
of the social or biological causes of a disease, true demedicalization, in which the
behavior previously medicalized is freed from the medical realm, is relatively rare.
A common example of demedicalization is homosexuality. It was originally
medicalized as a form of protection for homosexuals when physicians and psychiatrists
suggested that being gay was genetic or hereditary, not a choice – and therefore
something to be treated, not punished. Homosexuality was included in the first edition
of the Diagnostic and Statistical Manual of Mental Disorders (DSM) and remained there
until the work of gay activists and liberationists convinced the American Psychiatric
Association to remove it in 1974, though a diagnostic category remained for
homosexuals who were unhappy with their sexuality (Conrad & Schneider 1992; Conrad
& Angell 2004). Removing it from the DSM was certainly an important step towards
demedicalization, but it is important to note that, although it has been “officially”
demedicalized, some people still believe homosexuality is a treatable condition.
Several areas of reproductive health have also been partially demedicalized,
including birth control and artificial insemination. Although pharmacological methods
10

of birth control still require a prescription in the United States, they are available over‐
the‐counter in many parts of Europe. There is a movement underfoot in the U.S. to
encourage the same over‐the‐counter availability here. The demedicalization of these
drugs enables consumers to assess and manage their health needs without having to
consult a physician, and research shows that most people are capable of safely doing so
(Grossman et al. 2006).
Artificial insemination has also become somewhat demedicalized through the
practice of self‐insemination. Self‐insemination restores women’s ability to control their
reproductive decisions, and the success of self‐insemination raises the question of
whether artificial insemination requires the care and guidance of a physician (Winkler &
Winkler 1991).
Lay midwives (as opposed to professional or certified nurse‐midwives) have
advanced the idea of the demedicalization of childbirth by promoting birth as “family
event” instead of a medical event. Accordingly, women are encouraged to labor at
home without intervention, and technology only enters the equation in case of
emergency (Peterson 1983).
The examples above demonstrate that demedicalization takes on different
meanings in the theoretical literature and in the real world. In everyday life,
demedicalization can be achieved through multiple means, such as increasing the
availability of and access to drugs or enabling consumers to manage a condition that
11

previously required physician guidance. In the case of childbirth, demedicalization may
be more about recognizing birth as a natural event that can often be accomplished
without medical intervention than eliminating all medical involvement in childbirth.
The very process of medicalization can have significant effects on how we think
and act when it comes to health and wellness. Importantly, medicalization “create[s]
new markets for products and services” (Conrad & Schneider 1992: 265). The
pharmaceutical industry reaps profits from drugs developed for new diseases – even
more so if they can find a new application for an existing drug. Others who benefit
include the field of medical technology which is able to develop and market new
equipment for use in diagnosing, monitoring, and treating these new diseases, as well as
medical practitioners who see new patients or more patients more often to diagnose and
treat new diseases. At the same time, lay persons must become better consumers of
health care. They must navigate a maze of doctors and treatments and decide where,
when, and how to spend their consumer dollars on health and medical care. Further, as
is noted above, aspects of daily life, such as sleep habits, nutrition, and exercise may be
scrutinized by doctors and individuals may feel pressured, for better or for worse, to
adapt their lifestyles to the many guidelines set out by the medical community.
Studies of medicalization have particularly addressed women’s lives, including
PMS, eating disorders, reproduction, and menopause (Conrad 1992). One reason may
be the historical male‐domination of the medical field (Cahill 2001). The medicalization
12

of pregnancy and childbirth means that women are being pressured into managing their
pregnancies and deliveries in a certain, medically prescribed way. This pressure may
come from doctors, literature, or even well‐meaning friends and family. For some
women, however, the prospects of such a medicalized version of childbirth may seem
confining and too controlled. Given the ubiquity of the medicalization of women’s
bodies and lives, and in particular the intensity with which pregnancy and childbirth
have come under a medical magnifying glass, childbirth is a strategic site for looking
deeper into the processes of medicalization and demedicalization.
The analyses presented in the following chapters presume the differential
diffusion of trends. That is, we expect different groups of women to adopt new ideas
and trends at different rates. Link and Phelan demonstrated a link between
socioeconomic status and mortality due the increased resources associated with high
SES. High SES often implies greater access to resources, more and better social
connections, increased power, and an improved ability to be your own advocate (1995).
In this study, education will be used as a proxy for SES. We expect that women with
more education will be among the first to adopt new trends toward both medicalized
childbirth, such as elective cesarean section, and natural childbirth, such as giving birth
at home or working with midwives.
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2.2 Theoretical Definitions
Although I will operationalize medicalized and demedicalized – or “natural” –
births in the data and methods section, I would like to briefly discuss the use and
implications of the terms “medicalized” and “demedicalized” or ”natural” births here.
As I have noted, few conditions have been officially demedicalized, but
medicalization and demedicalization need not be either/or propositions. Although the
literature argues that childbirth has been increasingly medicalized (Conrad 1992), there
has been a movement among some women to reclaim childbirth as a natural process,
free from doctors, drugs, or medical facilities. Given the range of choices presented to
health care consumers, the rise of “natural childbirth,” including the use of birthing
centers, home births, midwives, etc., does suggest that some women are resisting a
highly medical model of childbirth that does not fit with their personal conception of
what childbirth should be.
What constitutes a medicalized childbirth or a natural childbirth – and how or if
they differ from a “normal” childbirth – is a tricky question. The meanings of both
“natural” childbirth and “normal” childbirth have been shown to be fluid; they are often
defined by a specific doctor or patient in a specific context, and those definitions may
vary across time, place, or people. A study of midwives in the United Kingdom, for
example, found that midwives defined “normal labor” as “a purely normal
physiological event with no interventions” (Gould 2000, 419). However, when
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midwives identified interventions such as the artificial rupture of membranes (breaking
the patient’s water), induction of labor, or episiotomy, they argued that these
interventions did not necessarily mean a labor was not normal, which suggests a fluid
definition of normal labor that may depend on the midwife and the patient. In contrast,
the medical community has established a series of “measurable parameters” as
guidelines for determining whether a labor is normal. These parameters are largely
quantifiable (e.g. dilation, contractions, and fetal descent) and are usually recorded and
used to mark the progress of labor (Gould 2000). Another study of Canadian women
and prolonged pregnancy (women still pregnant after 41 or 42 weeks of gestation)
showed that most women preferred to give birth “naturally” (that is, without artificial
induction of labor), even if their pregnancy went on longer than expected. However,
when the women were interviewed again after the births of their babies, almost all of the
women reported taking some sort of proactive, self‐help approach to bring on labor after
they reached 40 weeks. Although many of the methods the women tried (homeopathic
remedies, sex, etc.) were not medical per se, they did contradict the women’s initial
convictions that they would let nature take its course (Westfall and Benoit 2004).
The reality is that all of these terms are highly relative. A woman who defines a
“normal” birth as vaginal, in a hospital, with an epidural, might see a cesarean section as
highly medicalized; a woman who defines a normal birth as vaginal and in a birthing
center may well see a vaginal hospital birth with an epidural as medicalized. Therefore,
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as I use terms like natural, demedicalized, and highly medicalized childbirth, I am not
trying to identify unbending, inflexible categories, but rather attempting to roughly
describe women’s choices against a very open backdrop of what is most commonly
considered “normal” or “mainstream”. This study will emphasize pregnancies and
childbirths that are more medicalized than most – particularly cesarean sections – or
more natural than most – particularly those that take place outside of hospitals. The
contrasting goals of childbearing women towards both more and less medical
involvement in their pregnancies and childbirths makes this topic particularly suitable
for studying medicalization, demedicalization, and the tension between the two.

2.3 Review of the Literature
2.3.1 Historical Origins of the Medicalization of Pregnancy and
Childbirth
Today, the vast majority of women give birth in a hospital – approximately 99%
in 2004 (Martin et al. 2006). Moreover, “in most industrialized countries, childbirth is a
defined as a medical event…” (Gijsbers van Wijk et al. 1996, p.713). However, childbirth
has not always been considered as such.
Medicalization is a highly gendered process, and, like many aspects of women’s
health, pregnancy has been medicalized to some degree because of the historical male
dominance of the medical field (see e.g. Conrad 1992, Cahill 2001). Medicalization by its
very definition requires the identification and labeling of a process or behavior as
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abnormal. In this case, history has assigned the “normal” label to men. Women, then,
by the very fact that they are different from men and that their bodies endure different
biological processes, are identified as abnormal or deviant.
The medicalization of pregnancy and childbirth traces its roots to the 16th and 17th
centuries in Western Europe, but only to the turn of the 20th century in the United States.
Prior to the 17th century invention of forceps, men were largely excluded from
childbirths. Laboring women were almost exclusively attended by female friends,
relatives, or midwives (Cahill 2001). Indeed, male intervention often resulted in the
death of the baby, and sometimes the mother as well. In Great Britain, doctors in the 16th
and 17th centuries began emphasizing their scientific training and knowledge as a way to
discredit unlicensed practitioners, including midwives. Moreover, the demographic
composition of these doctors, in terms of gender, class, and race, closely mirrored those
characteristics of influential individuals at the state level, giving the doctors greater
credence and support. Over time, men continued to use their scientific knowledge as a
way to reassert their superiority as doctors and to devalue the contributions of female
birthing attendants (Cahill 2001). Indeed, in men’s efforts to decrease the role of women
attendants at births, they often declared midwives to be witches whose healing powers,
they implied, were dangerous, and who deserved to be burned at the stake (Fleming
1998; Cahill 2001).
In the United States, the notion of a “medically monitored pregnancy” did not
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emerge until the 20th century. In 1900, 50% of women had physician‐attended births, but
only women with significant complications saw a doctor prior to going into labor
(Barker 1998, 2003).
The first federal welfare program, the Sheppard‐Towner Act, was passed in 1921.
Among its primary goals was the provision of a “national educational program
designed to promote the use of medical prenatal care” (Barker 2003, p.333). This
provision promoted the idea of maternal health needs as medical needs, and
subsequently institutionalized that definition. For example, in correspondence between
lay women and female physicians at the US Children’s Bureau in the 1920s and 30s, the
emphasis on medical care was undeniable. In response to letters requesting information
about all aspects of pregnancy and delivery (emotional instability, preparing for the
birth, and so on), the physicians from the Bureau largely responded with
recommendations to seek early and regular prenatal care and to have a hospital birth.
This same advice was provided even to lay women whose letters made it clear they did
not have access to a doctor or a hospital, for financial or geographic reasons, or both. In
responding to women in this way, the physicians emphasized over and over a medical
model of maternal and prenatal health, despite lay women’s perceptions of economic
and social maternal needs (Barker 2003).
This medicalization of pregnancy in the US can also be seen in the
metamorphosis of literature provided to expectant women in the first half of the 20th
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century. Barker analyzes of two versions of the handbook Prenatal Care, provided to
millions of women in the first part of the 20th century “as the first widespread attempt to
introduce women to a biomedical conception of pregnancy” (1998, p.1068). The first
version, published by West in 1924, describes pregnancy as a condition requiring a
doctor’s diagnosis and supervision, suggesting that it is not so much a natural process as
a disease. The same handbook overlooked the role of non‐medical attendants and “folk‐
wisdom” in favor of careful adherence to physicians’ instructions. By 1935, the same
handbook had gone even further towards a medical model. In the book’s list of “rules,”
the emphasis shifted from hygienic admonishments (e.g. bathe regularly, hydrate, and
avoid constipation) to specific medical guidelines specifying how often to see the doctor
and precisely how much water to drink (West 1924, De Normandie 1935, both in Barker
1998).
The above examples of the medicalization of pregnancy fit with the cultural shift
occurring at the same time which raised the status of scientific knowledge and the allure
of hospitals as routes to a safer delivery (Barker 2003).

2.3.2 Medicalized Childbirth: The Contemporary Scene
Today, the widespread medicalization of pregnancy and childbirth is evidenced
in the books and brochures available to pregnant women, the prominence of prenatal
care and testing, the status of the fetus as a patient, the high rates of hospital births, the
incidence of medical interventions during labor and delivery, and the high rates of
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cesarean sections.
Studies of current pregnancy texts, brochures, and leaflets available to women
show that pregnancy is often presented as “pathological,” particularly with regard to the
mood swings and emotional changes that often accompany it. Women are advised to
consult with their doctors early and often and are even urged to have a doctor “confirm”
they are pregnant, rather than relying on their bodies’ own signs or a home pregnancy
test. From this very early state, then, women are given the message that managing a
pregnancy is best left to a medical professional. Moreover, certain “norms” and
expectations are presented about motherhood that imply who should or should not be a
mother. Often these expectations favor women with greater socioeconomic resources,
and imply that some women may not be fit to be mothers because they cannot provide
the same resources or have different lifestyles or perspectives on motherhood (Marshall
& Woollett 2000; Rúdólfsdóttir 2000). Some women, then, may be presented with the
message that they are not “suitable” for motherhood prior to conception or very early in
their pregnancy, thus producing a new set of worries.
Preliminary US data from 2005 indicates that approximately 84% of women
received prenatal care during the first trimester of pregnancy; well over 90% of women
received at least some prenatal care (Martin et al. 2006). Prenatal care can indeed be
useful, but it also raises some concerns. To begin, prenatal care emphasizes a
pathological view of pregnancy. Although complications of pregnancy and childbirth
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can and do occur, the emphasis on medical care overshadows any notion of pregnancy
as a natural, biological phenomenon (Smeenk & ten Have 2003). Moreover, frequent
medical visits may actually increase women’s anxieties about the health of their babies.
The widespread, commonplace use of technologies such as ultrasound,
amniocentesis, and chorionic villus sampling as part of standard prenatal care is further
evidence of the medicalization of pregnancy. Although these technologies can provide a
tremendous amount of information to doctors and expectant parents, they also mean
that medical procedures must be performed on women with normal pregnancies.
Further, some of the tests themselves carry a degree of risk, thereby potentially
jeopardizing the health of the unborn baby. Additionally, such tests may cause parents
unnecessary worry about their babies, and, in the case of false positive results, subject
both the parents and the fetus to additional, unnecessary testing (Gijsbers van Wijk et al.
1996, Smeenk & ten Have 2003). In addition to the risks, both physical and
psychological, of the tests themselves, pressure from doctors, nurses, or friends and
family may make it difficult for parents to turn down these theoretically optional tests.
It is interesting to note here that “boutique fetal imaging” – essentially
ultrasounds conducted in a non‐clinical setting – has also gained popularity, but in this
instance, critics suggest that medicalization of this procedure is important. Ultrasound
as a recreational activity is unnecessary and may reveal problems that cannot be
interpreted outside of a doctor’s office, leaving parents‐to‐be with little understanding of
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what might be wrong (American College of Obstetricians and Gynecologists 2004,
Chervenak & McCullough 2005). Thus, not only has medicalization led to testing that
some critics argue is unnecessary, but the very proliferation of medical procedures has
led to their emergence in non‐medical settings, at the potential expense of parents’ well‐
being.
In conjunction with prenatal testing as evidence of medicalization is the notion of
the fetus as patient. In this view, the mother may be a mere vessel for the fetus, whose
health is of primary importance, and who can be diagnosed and treated prior to delivery
(Smeenk & ten Have 2003). This conception, however, may lead to a conflict between
the needs and health of the mother and the needs and health of the fetus. Lyerly et al.
cite the example of pressuring women to have a repeat cesarean section, rather than
attempt a vaginal delivery, because it will minimize the (already low) risks to the fetus,
despite the fact that a woman may have strong personal reasons for preferring a vaginal
delivery, such as a bad experience with a previous cesarean (2007). Thus, a woman may
feel pressure to accept certain procedures or interventions because she is told it is best
for the baby’s health, and to refuse those recommended procedures would be to put her
own interests or preferences above those of her unborn baby – not a very “motherly”
thing to do (Beckett 2005).
Another indicator of the ongoing medicalization of childbirth is the high rate of
physician‐attended hospital births. As noted previously, 99% of 2004 births took place
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in hospitals, and 91.5% of all births occurred in hospitals with physician attendants. The
remaining hospital births were usually attended by a certified nurse‐midwife (Martin et
al. 2006). In this context, we see that even births attended by midwives may be at least
somewhat medicalized.
Hospital births may be accompanied by one or more interventions, such as
artificial rupture of the membranes, induction of labor, fetal heart monitoring, epidural,
or episiotomy. Proponents of hospital births argue that hospitals provide ready access
to these and other interventions that may be medically indicated or requested by the
mother. And indeed, these interventions are extremely common today. For example, in
2004, the rate of induction of labor was 21.2%. This rate has increased fairly steadily
across all races and most gestational ages over the last two decades (Martin et al. 2006).
These interventions, made possible by ever‐advancing technology, have been
promoted as important to both mother and baby, but there is scant evidence of any
benefit of these interventions, particularly in low‐risk deliveries, and they have done
little to improve the outcomes of even high‐risk deliveries. Critics of medicalized
childbirth suggest that such interventions are largely unnecessary and possibly harmful,
especially in instances when they lead to unnecessary cesarean sections (Peterson 1983,
Cahill 2001). Moreover, midwives can and do perform some interventions, such as
breaking women’s water and episiotomy, and fetal heart monitoring can be done at
home (Gould 2000, Monincx et al. 2000). This means that women concerned about their
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potential needs during labor do have alternatives to a physician‐attended hospital birth –
a fact not often advertised by the medical establishment.
An especially strong indicator of the increase in the medicalization of childbirth
can be seen in the continually rising rates of cesarean sections, an increasing portion of
which are planned or elective. Preliminary data shows that the cesarean rate rose from
29.1% in 2004 to 30.2% in 2005. This represents an all‐time high in cesarean birth rates.
Cesarean rates dropped briefly in the 1990s, but have risen consistently from the 1996
rate of 20.7% (Martin et al. 2006, Hamilton, Martin, & Ventura 2006). One reason for the
rise in cesarean sections is related to the increase in prenatal monitoring, particularly
fetal heart monitoring. Almost all women birthing in hospitals are continually
monitored, along with their babies, for signs of distress. Fetal heart monitoring,
however, has a fairly high rate of false positives – instances in which fetal distress is in
incorrectly detected – leading to cesarean sections that are not necessary (Cahill 2001).
Another cause of high cesarean section rates is the narrow definition of “normal labor.”
Some physicians feel that labor that lasts more than 10‐12 hours is not progressing
adequately, and will resort to a cesarean section. Midwives, however, counter that
laboring for that long, particularly with a first child, is not at all unusual and should not
by itself be cause for a cesarean section (Beckett 2005).
Planned cesarean sections (as opposed to emergency cesarean sections) have also
increased, but perhaps the most controversial reason for the rise in cesarean section
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rates, however, is the rise in the number of women wanting a cesarean section for
personal, non‐medical reasons. Indeed, data shows that elective cesareans sections
accounted for 1.87% of all deliveries in the US in 2001. While this is an admittedly small
percentage, it represents a 20% increase over the rate of elective cesareans in 1999
(Singer 2004). Women may elect to have a C‐section (without a medical reason) for
aesthetic reasons, personal or psychological health reasons, or for convenience. Babies
may be delivered prior to forty weeks gestation to minimize the stretch marks and
weight gain that often occur. Also, cesarean section lessens the risks of perineal tears
and incontinence that sometimes result from vaginal births, and may alleviate the fear of
the pain of birth associated with vaginal delivery. Some women may simply prefer to
schedule their baby’s arrival, to facilitate the scheduling of parental leave or simply to
alleviate the anxiety associated with the unknown. There is a perception that cesarean
sections are extraordinarily safe, and it is not entirely untrue. Most comparisons of
maternal and fetal morbidity and mortality rates between cesarean and vaginal
deliveries include all cesarean deliveries. However, many cesarean sections occur due to
complications or emergencies, therefore artificially raising the incidence of morbidity
and mortality (Hannah 2004). A recent randomized study of planned cesarean and
vaginal births among women with babies in breech position showed that fetal morbidity
and mortality rates were indeed lower in the planned cesarean section group, with no
corresponding increase in maternal morbidity and mortality (Hannah et al. 2000). The
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obstetrics community has released a committee opinion accepting elective cesarean
section without medical indication with the “adequate informed consent” of the mother
(American College of Obstetricians and Gynecologists 2003, cited in Singer 2004 and
Hannah 2004). Given the relative safety of cesareans and the current stance of the
ACOG, it seems likely that rates of elective cesareans will only continue to rise.
The evidence of the medicalization of pregnancy and childbirth is unequivocal.
Although there is, as I will soon discuss, a movement towards demedicalized, natural
childbirths, there is also little chance that medicalization will reverse course any time
soon. This reality begs the question of how medicalization will continue to change the
face of pregnancy and childbirth. For one, we may expect to see cesarean rates,
particularly those that are planned and/or elective, continue to rise as more women opt
for a childbirth that allows them to decide exactly when and where it will take place.
Moreover, we may see parental control grow even stronger long before the birth
takes place through genetic manipulation that allows parents to select, for example, the
sex and physical attributes of their babies. Already, post‐fertilization techniques can be
used to select a baby’s sex. And, already, it has raised ethical concerns. Current
guidelines support sex selection when it is used in the prevention of “sex‐linked genetic
disorders” but not for personal, social, or cultural reasons, such as balancing families
(American College of Obstetricians and Gynecologists 2007). As genetic testing becomes
more accurate and more accessible, we may see more parents who want only a “perfect”
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baby and are willing to undergo whatever procedures necessary, either before or after
conception, to ensure that their “dream baby” becomes a reality. We may also continue
to see the fetus recast as a patient as in‐utero surgery becomes reliable and commonplace
to address many health issues prior to birth.

2.3.3 Demedicalization and Critiques of the Medicalization of Childbirth
An optimistic view of the reason for the medicalization of pregnancy and
childbirth would suggest that prenatal care provides a significant reduction in maternal
and infant mortality rates, and therefore emerged out of a practical need and desire for
improved care. The reality, however, is that there has been no convincing evidence
linking prenatal care and decreased mortality rates. Much of the decrease in mortality
rates in the second half of the 20th century can be attributed to improved delivery
methods, particularly the ability to prevent and treat infection (Barker 1998). Further,
although some interventions, namely social support, have had undeniably positive
effects on pregnancy and childbirth, there is little evidence of any widespread benefits
from such interventions as episiotomy or the induction of labor. Likewise, fetal heart
monitoring has had little effect on high risk deliveries, and has contributed to the rising
rates of cesarean sections, some of which may be unnecessary (Cahill 2001).
The feminist critique of medicalized pregnancy and childbirth points to the
increased influence of doctors and the deleterious effects of this influence on women.
Their arguments center on the importance of rejecting a patriarchal model, and,
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moreover that medicalizing pregnancy takes away from what is supposedly a natural
process and denies women control over their pregnancies and their bodies. This loss of
women’s agency and choice can be seen in the pressure to accept certain medical
interventions, to have a physician‐attended, hospital birth, and in the dietary and
mobility restrictions placed on women giving birth in hospitals. These women, then,
may feel that they are not free to have a childbirth experience that embodies what is
important to them, or that their intuitive knowledge about their pregnancy, labor, or
delivery is not being respected or even acknowledged (see for example Beckett 2005;
also, see a review of the topic in Fox & Worts 1999).
It is interesting, however, that one wave of feminist critics has spoken out against
the demedicalization or childbirth, or, more accurately, the emphasis of many feminists
on “natural,” alternative births. These critics argue that promoting alternative births as
more natural also diminishes women’s choice. By defining a home birth, for example, as
natural, advocates of alternative birth are implicitly labeling hospital births as abnormal,
and therefore wrong or inappropriate. In the same way that the feminist critique of
medicalization worries that pressuring women into a hospital birth eliminates women’s
right to a truly free choice, critics of the alternative birth movement worry that
promoting alternative birth as natural may lead some women to “choose” a natural
birth, even if their own, personal preference might be for a hospital birth with pain
medication (Beckett 2005).
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A cultural critique of medicalized childbirth has also emerged. Critics like
Davis‐Floyd (1990) argue that childbirth, being inherently natural, is a threat to the
patriarchal, technology‐based system upon which our society is based. Thus, the
prevalence of obstetric procedures and the emphasis on the medical model is a way of
making childbirth a “cultural rite of passage” that reinforces the cultural dominance of
technology over nature. Fox & Worts add that such a medicalized approach to
childbirth is a means of “social control of a key process through which society
reproduces itself” (1999, p.331). Although different from the feminist critique discussed
above, the cultural critique offers another way in which medicalized childbirth denies
women autonomy – this time by pushing them towards a model of childbirth that
reinforces the dominant values of society, rather than reflecting their own values and
beliefs.
The persistence of midwifery in the face of ongoing pressure for medicalized,
hospitalized births is evidence of a trend toward demedicalization of childbirth.
Midwives are a very realistic alternative for women with low‐risk pregnancies, and in
parts of Europe, such as the Netherlands, the use of midwives is not at all uncommon.
Indeed, normal births usually take place at home or in an out‐patient unit in the
hospital, attended by either a general practitioner or a midwife. Since the late 1970s,
approximately 35% of births in the Netherlands have taken place at home (Smeenk & ten
Have 2003). While midwives still attend a low proportion of births in the United States,
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their continued presence is worthy of exploration. In 2004, midwives attended
approximately 7.9% of all births. However, cesarean deliveries are almost exclusively
the domain of doctors, meaning that the overall percentage of midwife‐attended births is
driven downward by the 30% of births by cesarean section. Among vaginal births in
2004, 11.1% were attended by a midwife; this rate is up from 5.7% in 1991 (Martin et al.
2006; similar findings reported in Declercq 2007). Although these rates represent an
overall increase of the past decade, the proportion of all births attended by certified
nurse‐midwives dropped slightly from 2003 to 2004, and the proportion of vaginal
births attended by certified nurse‐midwives increased only very slightly. It remains to
be seen whether these rates will remain stable, or whether the current rates “represent a
brief plateau before resuming their increase or represent the beginning of a downward
trend in [certified nurse‐midwife] deliveries in the United States” (Declercq 2007, p.87).
The goal of midwifery is usually to provide women with a pregnancy and
delivery with minimal medical or technological intervention. Many midwives do
require that their patients see a doctor for at least one prenatal visit, but beyond that,
they dispense with much of the medical intervention so common in births today. This
approach provides expectant mothers with a more natural birth experience. Women
choosing to use a midwife often learn more about the birthing process and are therefore
more prepared and more empowered during their deliveries. Much of the technology
used in prenatal care and during delivery today has not been proven to be of significant
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benefit to the mother or the baby, so midwifery provides an alternative for women who
prefer a less medicalized, more natural birth experience. Of course, eschewing all
medical intervention is not always wise – midwives often work in conjunction with a
“back up” physician in case of emergency, and some midwives will perform certain
interventions such as breaking a patient’s water or performing an episiotomy. On the
whole, however, women who are working with midwives and have low‐risk
pregnancies followed by normal labors have a relatively demedicalized experience
(Peterson 1983, Smeenk & ten Have 2003).
Demedicalization clearly has both supporters and detractors. Although it seems
unlikely that it will disappear as a debate any time soon, there are a few issues within
the demedicalization debate that merit further consideration.
First, if demedicalization is to succeed in changing the current practices of
childbirth in the US, it may be necessary to see the emergence of a stronger social
movement. Professional associations of midwives exist, both regionally and nationally,
as do associations for birthing centers and other aspects of natural childbirth. What is
less apparent, however, is how these groups “market” themselves and their services to
women. If society dictates that the “obvious” place to go when you are pregnant is to
the doctor/hospital, then it will require extra efforts to increase awareness of alternatives
to the medical model. Historically, there have been “lay” groups, such as La Leche
League in Chicago in the 1950s, which sought to promote alternative birthing practices
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and breastfeeding (Beckett 2005). Perhaps a resurgence of such grassroots‐style
marketing will be necessary to increase awareness of the options available to women.
Second, sometimes the very meaning of demedicalization must be called into
question. For example, some women explain their refusal of prenatal testing in terms of
protecting their unborn babies’ health. Although turning down prenatal care that is so
standard may appear to be evidence of women asserting their autonomy and their right
to choose, describing this decision in the language of wanting what is best for the baby
suggests that these women may actually be adopting a more medicalized view than they
realize. Indeed, they are placing the fetus in the role of patient and exercising choices to
best benefit the baby. Granted, they might not be sacrificing their own health, but
neither can their choice be considered a rejection of the medical model (Markens,
Browner, & Press 1999). Likewise, if women root their choice for a natural childbirth in
a medical model (i.e. “it’s better for the baby”), can their decision really be considered a
preference for demedicalization?
Finally, any movement towards natural childbirth risks being co‐opted by the
medical community. Alternative medicine has already been embraced by the medical
establishment – some hospitals have acupuncture clinics or offer other type of
alternative health services previously available only outside the established medical
community. Natural childbirth may soon find itself in the same situation, as hospitals
establish maternity wards with birthing rooms that more closely resemble the
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accommodations usually found in a birthing center – or at home. The accommodations,
designed to feel less sterile and to make women feel more comfortable during childbirth,
suggest a recognition of natural childbirth, but may also prevent demedicalization
movements from making progress, as women embrace “the best of both worlds” – the
comfort and ease of an alternative birth, alongside the reassurance of medical
intervention and technology, should the need arise.

2.3.4 Who’s Buying in and Who’s Opting Out?
With critics on both sides of the medicalization debate, it is evident that we will
not find an answer to questions about the “best” way to have a baby in the theoretical
literature. Instead, I now turn to a review of literature describing the characteristics
associated with women and families who opt for more or less medicalized pregnancies
and deliveries. Unfortunately, this literature is somewhat scarce. Only a few studies
have expressly looked at the relationship between maternal characteristics and
medicalized or demedicalized childbirth. Among those studies that do exist, only a
limited number of maternal characteristics are explored. This dissertation, therefore,
stands to make a significant and important contribution to our knowledge on this
subject. What follows is a summary of the limited literature available.
In their qualitative study of 40 post‐partum women, Fox & Worts (1999) found a
range of feelings regarding the women’s births, including women who were happy and
unhappy with both medicalized and natural births. Indeed, some women actively
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sought medical intervention. However, the most important predictor of medical
intervention, they found, was social support – particularly from the women’s partners,
but also from mothers, mothers‐in‐law, or other relatives, friends, or a midwife. Women
with strong social support, both before and during childbirth, were far less likely to
receive an epidural or suffer from post‐partum depression, while women without such
social support were more likely to receive an epidural and suffer the “baby blues.” Fox
& Worts hypothesize that knowing they have the support of the people around them
makes women feel more confident in their ability to handle the pain of labor and
delivery, as well as the tremendous responsibility that faces new parents when they
return home. Therefore, medicalized childbirth may be a preferred option for some
women not because of the medical interventions themselves, but rather because of the
support they may gain by actively taking on the role of “patient.”
A study of births in Michigan in 1990 found that method of payment, maternal
race, and maternal education were all predictors of the use of nurse‐midwives. Overall,
nurse‐midwives served a primarily disadvantaged population – less‐educated, nonwhite
women with Medicaid, and teenage mothers. However, the results of multivariate
analysis revealed a more complex scenario. Women who paid with Medicaid were 3.5
times more likely to use a nurse‐midwife than those who paid with private insurance,
but this effect was affected by race: whites paying with Medicaid were three times more
likely to use a nurse‐midwife, and nonwhites paying with Medicaid were five times
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more likely to use a nurse‐midwife. Maternal education was positively related to
midwife use, but this story is also complicated by race. Although nonwhites had a
greater likelihood of using a nurse‐midwife overall, educational attainment decreased
the likelihood of nurse‐midwife use within this group, but the reverse was true among
whites, where educational attainment increased the likelihood of nurse‐midwife use.
Teenage mothers were more likely to use a nurse‐midwife than women in their twenties,
while women in their thirties were slightly less likely to use a nurse‐midwife. This
study found no relationship between parity and nurse‐midwife use (Stewart 1998). A
more detailed study of ethnicity and midwife use found that Native American women
were the most likely to use a midwife and white women were the least likely. However,
all ethnic groups showed an overall increase in midwife use during the 1980s, with
white and Native American women increasing at the fastest rates (Parker 1994).
A study of births in the 1980s in Massachusetts revealed that uninsured women
are less likely than privately insured women to undergo a cesarean section (Haas,
Udvarhelyi, & Epstein 1993). Another study of California births in the early 1980s
showed a significant relationship between mother’s SES and cesarean section. Gould,
Davey, & Stafford (1989) found that 22% of women living in areas with a median
household income of $30,000 or more underwent a primary cesarean section, compared
with only 13.2% of women living in areas with a median household income of $11,000 or
less. The results of these two studies both suggest an important relationship between
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SES and method of delivery.
Unfortunately, I have not been able to find more recent data on this topic, nor
have I found data on the relationship between other maternal characteristics and
cesarean section, other than preliminary data from 2005 which shows that cesarean
section rates continue to rise among all racial groups and among all age groups
(Hamilton, Martin, & Ventura 2006).
Overall, the data available reveal somewhat unclear patterns, particularly when
we consider interaction effects between multiple maternal characteristics. An important
contribution of this dissertation will be the ability to look at multiple maternal
characteristics simultaneously and to explore the range of medicalized and
demedicalized deliveries within the same paper, two things that have not been
accomplished to date.
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3. Perspectives From the Midwifery and Obstetrics
Literatures, 1975‐2005
As data in subsequent chapters will show, there have been significant changes in
the patterns of childbirth over the past 30 years. Undoubtedly, there are many factors
driving these changes. Whereas the preceding chapter focused on the sociological
literature related to medicalization, pregnancy, and childbirth, this chapter will review
the issues, changes, trends, and philosophies present in the fields of midwifery and
obstetrics from 1975 to the present, in order to gain a clearer understanding of how
events in these two fields may both influence and respond to trends in childbirth. This
perspective will provide important context for the data presented in subsequent
chapters.

3.1 Data and Methods
To identify trends in the fields of midwifery and obstetrics, I sampled
professional, peer‐reviewed journals from 1975 to the present. This time frame covers
over thirty years, allowing ample time for changes to become evident. The starting date
of 1975 corresponds with the earliest year of birth records data used in Chapter 4.
Two journals were selected, one each from the fields of midwifery and obstetrics,
based on their preeminence in the field. The first journal, Journal of Midwifery and
Women’s Health, is the official journal of the American College of Nurse‐Midwives
(ACNM). This journal was known as the Journal of Nurse‐Midwifery until its name was
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changed in 2000 to reflect the broader scope of nurse‐midwives’ work with women,
which includes not only prenatal care and childbirth, but also ongoing wellness and
gynecological care. The Journal of Midwifery and Women’s Health (JMWH), is presently
published six times per year, in addition to an occasional special issue. Prior to 1978, it
was published four times per year. The second journal, Obstetrics and Gynecology, is the
official journal of the American College of Obstetricians and Gynecologists (ACOG).
This journal is published twelve times per year, in two volumes of six issues each.
The volume of articles in more than thirty years of journals made it impossible to
review every article of every issue. To facilitate sampling the journals, I randomly
selected an issue number and identified articles related to childbirth practices or issues,
trends, or challenges in the field in that issue number each year. The randomly selected
issue number in JMWH was two. In Obstetrics and Gynecol, each calendar year consists of
two volumes of journal, each with six issues. To identify one issue per year, I randomly
drew a number between one and twelve, with numbers one through six referring to
issues one through six in the first volume published each year, and numbers seven
through twelve referring to issues one through six in the second volume. The randomly
selected number was five. I thus sampled the fifth issue of the first volume published
each year.
After identifying a particular issue for each year, I went through the entire
contents of each issue, saving abstracts of articles as well as pertinent commentaries,
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editorials, letters to the editor, and reviews of other media.
In identifying appropriate articles for the study, I focused on pregnancy and
childbirth, ignoring articles that had to do with birth control, general women’s health,
and gynecological procedures unrelated to pregnancy or childbirth (e.g. cancer,
reconstructive surgery, etc.). In the midwifery journal, this was a relatively
straightforward process. While other topics are routinely covered, the main focus of the
journal is pregnancy and childbirth. The obstetrics journal, however, covered a broad
range of topics, many of which were entirely unrelated to pregnancy or childbirth.
I also chose to limit my focus to low‐risk pregnancies and births. Midwives do
not routinely work with women who have severe complications or high‐risk
pregnancies. If a midwifery patient develops such complications, they are generally
referred to a doctor. As a result, to best compare the childbirth‐related content of the
two journals, I chose not to include articles that addressed unusual illnesses of mother or
fetus, or severe or uncommon complications. Articles that appeared in the midwifery
journal on topics that may emerge even in a seemingly low‐risk pregnancy (e.g.
preeclampsia or maternal hemorrhage) were included, as were their counterparts in
Obstetrics and Gynecology, where they referred to complications of otherwise normal,
low‐risk pregnancies.
One limitation was the frequency of highly technical, scientific articles in
Obstetrics and Gynecology that were not intellectually accessible to a layperson. Although
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it necessarily introduced subjectivity into the sampling process, I did not include
abstracts or articles that were not at least vaguely comprehensible without the assistance
of a medical encyclopedia or a chemistry degree.
Overall, I identified approximately 150 relevant articles in JMWH, and nearly 250
articles in Obstetrics and Gynecology. I then sorted the articles, by journal, into three
general categories: professional reflections and concerns; legal and licensure issues; and
clinical issues. “Professional reflections” contains articles that assess the state of the
fields of midwifery or obstetrics, as well as major concerns or issues in the fields, such as
research, education and training, ethics, and career satisfaction. It also includes articles
that reflect on the history of the field and how things have changed or are changing.
“Legal and licensure issues” focuses on legal concerns such as risings costs of liability
insurance or, in the field of midwifery, licensure issues and state regulations for
practicing. “Clinical issues,” includes articles that address or evaluate new or changing
techniques, management practices, medications, and so forth. While a broad range of
clinical issues are included in the articles, I have focused on those topics that seem
particularly important (as measured by frequency of articles), particularly timely (recent
topics), or which are also discussed in the popular media (e.g. elective cesarean section).
I also considered the topics emphasized in subsequent chapters and used those as
guidelines to help narrow the scope of this chapter.
This chapter is organized around the three categories described. Each category is
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discussed as it relates to obstetrics and midwifery. Where appropriate, there is also a
discussion of how information presented in the journals may affect women’s options for,
choices about or experiences with childbirth. The sheer volume of material that could be
included below required some editorial decisions. I tried to focus the following
discussion on those topics which are of the greatest importance, are among the most
commonly discussed in the literature, and which have a clear relationship to the issues
that emerge in subsequent chapters.

3.2 Professional Reflections
In the midwifery journal, over one‐third of the articles sampled related to
professional concerns. In contrast, just 15% of the obstetrics articles related to
professional concerns. Within midwifery, key topics included the practice of midwifery,
the history and future of midwifery, collaboration with physicians and other medical
professionals, education and training, ethics and philosophy, and research within
midwifery. Within obstetrics, key topics included career satisfaction and quality of life,
gender within obstetrics, ethical issues, and prenatal genetic testing.

3.2.1 The Practice of Midwifery and Obstetrics
Many midwifery articles focus on the practice of midwifery ‐ models of
midwifery practices and outcomes, collaborative practices with physicians and nurses,
and staying true to midwifery’s mission of being “for women.”
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Midwifery articles related to models of practice may describe a specific practice –
it’s background, approach to care, services offered, and outcomes (e.g. Wingeier, Bloch,
& Kvale 1988; Cavera, Fullerton, & Bartlòme 1991). These articles provide examples of
successful practices that may be emulated by readers. For example, Wingeier, Bloch, &
Kvale write about a successful practice in a rural area (1988). Rural areas have long been
a key part of midwifery, as these populations often lack access to hospitals and doctors’
offices, and this article provides midwives with evidence that these practices can be
successful in terms of both financial feasibility and patient outcomes. Other models of
practice include those that have been successful in urban areas, which provide their own
unique challenges due to higher concentrations of low‐income and culturally diverse
clients, as well as models that have been successful in other countries and may provide
ideas for successful practices in the United States (e.g. Dickinson, Jackson, & Swartz
1994; Page 2003). In describing these various types of midwifery articles, the authors
also provide evidence in support of midwifery through discussions of birth outcomes
(mortality rate, cesarean rate, etc.) and patient satisfaction. In a culture where the use of
midwives is still considered somewhat unusual, these data reinforce the strengths and
importance of midwifery care, although since these articles are being published in a
professional journal, one might argue they are preaching to the proverbial choir. These
data are almost certainly even more important to the field when they can be
disseminated among the broader population.
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Some articles on midwifery practice also contain information about successful
collaboration with physicians. Many midwifery practices include some sort of
relationship with a physician, but these relationships can be challenging in both their
creation and maintenance. Many midwives want – and need – to work with physicians.
They may need to refer high‐risk clients to a doctor during pregnancy, or a complication
may arise during labor that requires medical intervention beyond what a midwife is able
to offer. However, these relationships may be challenging because of power struggles or
different philosophies about pregnancy and childbirth (e.g. Burgin 1992). Thus, many
articles describing model practices make mention of any collaborative efforts that are
part of the practice, such as physician backup or relationships with neonatal teams (e.g.
Cavero, Fullerton, & Bartlòme 1991; Wingeier, Bloch, & Kvale 2005).
The availability of physician care may have a direct effect on the likelihood that
women will use midwifery services. In interviews I conducted for this project, it was
not uncommon for women to express interest in the principle of midwifery care, but
reluctance about or concern over the absence of physician expertise “in case something
happens.” Thus, incorporating physician care into midwifery practices may increase the
likelihood that women will use midwifery services.
At the same time, efforts to formalize standards for collaboration with physicians
have been only moderately successful. The ACNM has published and repeatedly
revised a “Joint Statement of Practice Relationships Between Obstetrician‐Gynecologists
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and Certified Nurse‐Midwives,” which is designed to provide guidance to both
physicians and midwives trying to negotiate collaborative relationships. However, even
a recent version from 2001 left some practitioners disappointed. There were ongoing
concerns about the language in the statement that could be interpreted to give
physicians authority and control over midwives and midwifery practice (Letters to the
Editor 2002).1 Continued expectations of deference to physicians, whether perceived or
real, limit midwives’ autonomy, enable physicians to control when, how, and where
midwives practice, and may also jeopardize the success of midwifery practices. After
all, what woman wants to see a healthcare provider who must get permission (or so it
appears) from a physician for every test ordered, prescription written, or condition
diagnosed?
Another issue that has emerged over the past decade has been the role, if any, of
midwifery care beyond pregnancy and childbirth. There is a strong belief that if
midwives are truly “with woman” (the meaning of the word “midwife”), they should
also provide routine wellness and acute care for women. In other words, women should
be able to utilize midwives as their primary health care providers. Many midwives
report receiving training that would prepare them for this role (Stuart & Oshio 2002) – it

According to the ACNM website, a subsequent revision of the Joint Statement was published in 2002. The
new version was not printed in an issue sampled for this study, but it merits inclusion because of the
importance of the topic. In the newest version, the language of the statement was altered to remove
references that could be inferred to imply the power of physicians over midwives. The revised version was
agreed on jointly by the ACNM and the ACOG (Shah 2002).
1
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has become a required part of the midwifery curriculum in accredited midwifery
programs (Shah 2004) – and it would offer women greater continuity of care over the
lifecourse, possibly at a lower cost. Indeed, midwives already provide many low‐
income and minority populations, who are “vulnerable to poor outcomes,” with cost‐
effective services otherwise inaccessible to these populations (Zeidenstein 2000b). Just
as many physician assistants provide routine care under the supervision of a physician,
so too could midwives provide care in conjunction with a supervising or consulting
physician. Of course, this goal is not without challenges for midwives, who have
historically been a “fringe” group, and a minority group compared to physicians
(Zeidenstein 2000a). To be successful, midwives will have to find a way to negotiate a
role in mainstream health care that meets the needs and expectations of patients while
preserving the ideals of midwifery (Zeidenstein 2000a). However, many of the elements
of primary health care, including listening to patient concerns, answering questions,
monitoring patients for emergent and on‐going issues, and the ability to wisely refer
patients elsewhere as necessary, are already important principles of midwifery care
(Shah 2004). As such, Shah (2004) argues that it is time for the field of midwifery to
make a case to:
“legislators, the holders of the purse strings, our professional colleagues, and the
general public that [certified nurse‐midwives and certified midwives] can be
entrusted with the awesome responsibility of being among the sanctioned
providers of first access for essentially healthy women…” (p.83).
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The very fact that this issue is so salient in recent midwifery literature
emphasizes the importance midwifery places on regular review of its role in providing
care for women. Midwives as a group seem highly interested in assessing how they can
both maintain the traditions of midwifery and also keep up with a changing world that
needs their services. This stands in stark contrast, as we will see, to the field of obstetrics
which allots almost no time thinking about how the field could change or develop to
best serve patients’ needs – at least not in its official publication.
The obstetrics literature has a vastly different focus than the midwifery literature
when discussing the practice. Obstetricians are far less reflective about what it means to
be an obstetrician and how to gain mainstream acceptance, which they largely already
have. And perhaps this is not unrealistic – unless they feel threatened by the rise of
another group, there is probably little reason or incentive for a dominant group to
discuss, for example, models of successful practice. With a near‐monopoly on prenatal
care and labor and delivery in the United States, the field of obstetrics has already
achieved success and may not perceive a need for discussion of something that is
already working.
Instead, more recent obstetrics editorials and commentaries have addressed
issues of career satisfaction and quality of life, noting the toll that long hours and
liability take on doctors and their families (e.g. Rochelson 2002). In the past decade,
there has been concern within obstetrics and gynecology about rising career
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dissatisfaction. The trend likely stems, at least in part, from “the well‐publicized
professional liability insurance crisis and concerns about lifestyle [that] have contributed
to a declining interest among medical students in obstetrics and gynecology…” (Scott
2005, p.936). There is also evidence that younger doctors would prefer to have a better
work/life balance, and avoid medical specialties that do not permit the sort of lifestyle
that students desire (Weinstein & Wolfe 2007). So, despite the predominance of
obstetrics over midwifery, obstetrics as a field may need to make changes to continue to
attract and retain high‐quality practitioners. Indeed, the American College of
Obstetricians and Gynecologists and the Association of Professors of Gynecology and
Obstetrics developed a plan to reverse this trend away from obstetrics and gynecology
by carefully reviewing the factors that discourage students from entering these fields
(Bienstock & Laube 2005, 1125). Other suggestions for improving career satisfaction
include limiting the hours worked each week, making use of “support staff” for
administrative tasks, addressing the liability insurance crisis, and, perhaps most
interestingly, establishing policies such as on‐site childcare and job‐sharing that may
improve the quality of life of young doctors who want to balance family responsibilities
with their careers (Rochelson 2003; Weinstein & Wolfe 2007). This last idea, of creating
more family‐friendly policies, stands out here because it is so closely connected to the
principles of midwifery. Is it possible that obstetrics is slowly coming to recognize the
importance of family‐centeredness for both doctors and patients?
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Other articles discuss gender in obstetrics – the challenge for women who are
trying complete a residency and start a family at the same time and, increasingly, the
challenge faced by men doing the same thing. In an era where it is common for couples
to share housework and childcare, the burden of balancing a career and a family is
falling on men, too. One particularly telling commentary was written by a woman who
had ultimately dropped out of her residency program after the birth of her daughter.
The author found that she was not ready to go back to work at the end of her eight‐week
maternity leave, but her department was unable to offer any options besides continuing
or quitting the program. She points to the irony of such inflexibility in a field “dedicated
to the care and well‐being of women and their fetuses” (Becker 2002, 833). She
advocates for the option of a part‐time residency program for men and women like her
who want to be able to spend time at home with their families while also completing this
challenging phase of their medical training (Becker 2002). A 2002 letter to the editor of
Obstetrics & Gynecology expresses similar concerns. The author writes, “…it is
profoundly discouraging to note that we obstetricians – who, after all, make our living
from pregnancy – still do not cope well with this reality [i.e. pregnancy] of many
women’s lives” (Plante 2002, 841). She recommends providing onsite childcare so that
parents are able to work near their children. She also points out that other residents are
often left to pick up the “slack” when a woman goes on maternity leave, which can fuel
hostility and resentment. Instead, she says, hospitals need to hire additional staff or pay
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residents more for taking on the extra work. This solution would help alleviate tensions
among residents and staff and allow women to go on maternity leave without ill‐will
from their colleagues (Plate 2002).
The ACOG predicted in 2001 that there would be a shortage of obstetricians and
gynecologists in the United States starting in 2010. The ACOG presents data showing
that the ratio of women to men in this field is increasing, but that women are, on
average, only 85% as productive as their male colleagues. Thus, over time we can expect
to see less “manpower” overall (Pearse, Haffner, & Primack 2001). The issues raised
above regarding gender in obstetrics and gynecology are of critical importance as the
field must strive to maintain its workforce through recruitment and policy changes
designed to make it more appealing to new doctors. Of course, one seemingly obvious
possibility is to promote the use of midwifery services to manage low‐risk pregnancies,
thus lessening the burden on the shrinking obstetrics field. This idea, however, is not
mentioned in the obstetrics literature.

3.2.2 Midwifery and Obstetrics – Past, Present, and Future
Midwives have published extensively on the history of midwifery – more than 15
articles in the sampled issues addressed the history of midwifery, the history of the
training of midwives, the history of the Journal of Midwifery and Women’s Health, the
history of the American College of Nurse Midwives, and the future of the field of
midwifery.
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Articles on the history of the field of midwifery recollected successful early
practices, the “pioneers” of midwifery, and studies that demonstrated the efficacy of
midwifery (e.g. Levy, Wilkinson, & Marine 1971, reprinted in 2005; Hogan 1975;
Kennedy 2005a). Other articles document the creation and history of the American
College of Nurse‐Midwives, including the premises of the College and the conflicts over
the role of nurse‐midwives at the time of the creation of the ACNM (Lang 1975a; Dawley
2005), as well as an article tracing the evolution of the Journal of Midwifery and Women’s
Health itself (Shah 2005).
Other articles document the history and development of midwifery training and
education, such as the evolution of the “Core Competencies” required of midwifery
education (Avery 2005) and the emergence of “distance learning” to enable the
education and certification of midwifery students who were unable to relocate to one of
the few established midwifery programs (Osborne, Stone, & Ernst 2005).
Another set of articles combines reflection on the history of midwifery with
current and emergent issues in midwifery and obstetrics, such as the changing
population demographics, a potential shortage (or surplus, depending on the decade) of
obstetricians, the continuing economic strain of healthcare in the United States, and the
potential for new and increased collaboration with other healthcare providers (e.g.
Dempkowski 1982; Fullerton, Schuiling, & Sipe 2005; King & Barger 2005). There is also
a discussion of the ways midwifery can rise to and meet challenges, particularly by
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educating the public about the field of midwifery, providing lifetime care to women as
primary care providers, continuing to provide efficient and cost‐effective care, and
promoting the midwifery model of care (e.g. Dempkowski 1982; Rose 1983; Barger 2005).
It is interesting to note that these articles on the history of midwifery span the
entire time frame of the study, from the 1970s to the present. However, the majority of
articles related to the history of midwifery are from 1975, the celebration of the 20th
anniversary of the ACNM, and 2005, the celebration of the 50th anniversary of the
ACNM. Obviously, these landmark years are a time of reflection and discussion of the
College’s past, present and future.
The obstetrics literature, by comparison, devotes no space to the discussion of the
history of obstetrics and gynecology. The only discussion of the future, other than the
previously discussed articles on improving career satisfaction, comes in occasional
discussions of the growth or shrinkage of the field (e.g. Pearse, Haffner, & Primack
2001).

3.2.3 Education and Training
Both midwives and obstetricians have published a number of articles on issues
surrounding the education and training of new doctors and midwives. Midwifery
articles address technical issues, such as the content of the national certification exam in
nurse‐midwifery (Fullerton, Johnson, & Oshio 2000) and the development of a master’s
degree in midwifery (Farley & Carr 2003). More abstract issues, however, such as the
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philosophy behind midwifery training are also covered (e.g. Hsia 1989).
Obstetrics articles across multiple decades have discussed the need for training
and education in handling ethical issues, particularly as they pertain to practical issues
that may arise in obstetrics‐gynecology (Chamberlain & Nisker 1995; Fleischman &
Rhoden 1988). Other issues include ensuring that medical students and residents obtain
adequate training in surgical skills (Goff et al. 1999), and improving the education and
training received by residents by focusing more on patient care and less on activities of
marginal educational use (Weinstein & Wolfe 2007). Changing the system as such may
also facilitate a shorter workweek, a quality of life issue.
Education and training is an area in which we see relatively parallel coverage
between the midwifery and obstetrics journals. Although the midwifery journal spends
more time detailing the history of midwifery education, both fields reflect on the need
for high‐quality education that is continually modified to reflect changes in the field.
Moreover, both fields seem to place great importance in questioning whether students
are receiving the best training possible and how the training could be improved.

3.2.4 Other Topics in Midwifery
JMWH routinely publishes updates to key midwifery documents, such as the
ACNM’s statements of philosophy and ethics. The philosophy, written in 1984 and
revised in 2004, lays out the tenets of midwifery care, including patient rights (equitable
and ethical care, respect for dignity, active participation, and the provision of complete
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and accurate information), the midwifery model of care, and respect and honor for “the
normalcy of women’s lifecycle events” (American College of Nurse Midwives 2005b).
The ACNM’s code of ethics was also revised in 2004. This document sets forth the
ethical standards espoused by the ACNM. It largely echoes the content of the
Philosophy of the ACNM, but articulates specific actions and behaviors expected of
midwives (American College of Nurse Midwives 2005a). The regular review, revision,
and promotion of these documents demonstrates the ACNM’s commitment to ensuring
that the midwifery model of care maintains high standards, reflects current concerns,
and provides a safe and appealing environment for women.
A number of articles discussed research and research agendas within midwifery.
These articles describe the need for research on the work of midwives, and research that
incorporates a midwifery perspective. Much of the clinical research is done in obstetrics,
but there is also a demand for research on how midwives are practicing, what they are
able to offer women, as well as on clinical topics within midwifery (e.g. Farley 2005;
Kennedy 2005; Kennedy, Schuiling, & Murphy 2007).
Midwives have also written about language and midwifery. In particular, there
is concern about the adoption of medical jargon that removes power and strength from
patients. For example, saying “I delivered the patient’s baby” emphasizes the midwife’s
role and places the power in her hands. Conversely, saying, “I helped that mother give
birth to her baby” acknowledges and honors the work the mother did and shifts the
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power from midwife to bother. The articles encourage midwives to be conscious of the
language they use and to incorporate a vocabulary that empowers women, rather than
depersonalizing them (Zeidenstein 1998; Hunter 2006).

3.2.5 Other Topics in Obstetrics
Prenatal and genetic testing is one area in which there was no coverage in the
sampled issues of the midwifery journal, but heavy coverage in the obstetrics journal. A
number of articles, spread over thirty years, discussed the risks, both short and long
term, associated with amniocentesis and chorionic villus sampling (Howard & Crandall
1979; Burton, Schulz, & Burd 1992; Mennuti 2008). Several articles specifically addressed
issues associated with Down syndrome testing, including, for example, a new type of
test (Leung et al. 2003) or guidelines and best practices for identifying candidates for
Down syndrome screening (Wenstrom 2003). One article addressed the predictors of
Down syndrome testing among women younger than age 35. Researchers discovered
three predictors, two of which were prenatal care site and agreement with the statement,
“Modern medicine interferes too much with my pregnancy” (Kuppermann et al. 2006).
These findings are of particular importance because they demonstrate, first, that there
can be different models of childbirth and labor management, that there is (or should be)
room for maternal decision‐making during birth, and second, that some women have
significant concerns over what may be considered unnecessary medical involvement in
their pregnancies.
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An additional set of articles related to prenatal genetic testing emphasized the
ethical concerns associated with testing (e.g. Botkin 1990; Post et al. 1992) as well as
physicians’ knowledge and appropriate use of testing (Wilkings‐Haug et al. 1999). One
article compared physicians’ and midwives’ discussions with patients about prenatal
testing, concluding that physicians were more likely than midwives to make a specific
recommendation about testing and were less likely than midwives to inform patients
that the testing is voluntary (Bernhardt et al. 1998). This finding suggests that
physicians may take a more paternalistic view of the care they provide, believing it is
their responsibility to tell their patients what to do, whereas midwives share information
but ultimately leave patients to make their own decisions.
Overall, it appears that the midwifery journal devotes more space to reflection on
the field of midwifery itself, while the obstetrics journal focuses more on current issues
within the field. This may reflect the fact that obstetricians are largely able to take for
granted their role in childbirth; it is an established field that is not particularly
threatened. Midwives, in contrast, must regularly fight for their right to practice and to
participate in childbirth. They do not have the luxury of taking for granted their role or
status.
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3.3 Legal and Regulatory Issues
3.3.1 Practice Regulations
The regulation of midwives is largely managed at the state level. These
regulations include where midwives may practice, licensure requirements, and their
ability to receive insurance reimbursement (Reed & Roberts 2000). As one might
imagine, a patchwork of regulations has evolved across different states. These
regulations cover not only certified nurse‐midwives, but also certified professional
midwives (CPM) and direct entry midwives (DEM), and while the regulations for CNMs
have become increasingly more consistent across states, the regulations for CPMs and
DEMs remain inconsistent (Reed & Roberts 2000).2
Because the practice of midwifery is overseen at the state level, keeping track of
regulations across the country takes an enormous amount of effort. To help midwives
keep current with changing regulations, JMWH periodically prints legislative updates
reflecting changes in the legal status of midwives in individual states. In the early 1970s,
the American College of Nurse Midwives developed and conducted a survey of current

Certified nurse‐midwives (CNMs) are registered nurses and, at a minimum, a bachelors degree. They have
also completed an accredited nurse‐midwifery program. CNMs are recognized and licensed by every state
in the U.S. They practice mostly in hospitals and birth centers. Certified professional midwives are not
required to have a nursing degree, but are required to complete an accredited midwifery training program.
They are not licensed in North Carolina; presently only New York, Rhode Island, and New Jersey license
CPMs. They primarily attend home births. Direct entry midwives (DEMs) are not required to hold any
specific degrees. They acquire their skills through a variety of means and may or may not hold a
certification. They are not presently legal in North Carolina. The primarily attend home births
(www.ancm.org; www.nchomebirth.com).
2
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state laws and their influence on the practice of midwifery, as well as how these laws
were likely to affect midwifery practice over time. The resulting reports included:
“information on (1) patterns of legislation and the practice of nurse‐midwifery;
(2) legal bases for practice in states where nurse‐midwifery was officially
recognized; (3) a directory of licensing authorities; and (4) a list of institutions
and agencies which employed certified nurse‐midwives for practice” (Legislation
and Nurse‐Midwifery Practice in the USA 1976a, p.2).
The survey also identified “key informants” in each state, thus creating a
network through which the ACNM could keep apprised of changes at the state level –
and disseminate this information to members (Legislation and Nurse‐Midwifery
Practice in the USA 1976a).
In 1976, the ANCM published a directory of state‐by‐state information pertinent
to midwives. Each state’s entry included a brief summary of nurse‐midwives’ legal
status, sources for individual pieces of legislation, the qualifications and application
procedures required to practice, agencies employing nurse‐midwives for “full clinical
practice,” the state’s ANCM affiliation (i.e. chapter and region information), and the
name of the “key source” for legislation information (Legislation and Nurse‐Midwifery
Practice in the USA 1976b). A full state‐by‐state update was published in 1992 (Bidgood‐
Wilson, Barickman, & Ackley 1992). Subsequent state updates have been published
when one or more states enact legislation that may affect how midwives can practice.

3.3.2 Insurance Issues and Regulations
The practice regulations with which midwives must contend are not of similar
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concern to obstetricians who have long secured the right to practice. Of greater concern
to obstetricians are insurance issues, particularly the cost of liability insurance. As far
back as 1979, a survey was conducted about the cost of liability insurance and its effects
on obstetrics practices (Sax Jacobs, Fielden, & Pearse 1979). More recently, the ACOG
surveyed member obstetricians and gynecologists on the impact of liability insurance
costs; members reported that these costs would likely shorten their careers (Bettes et al.
2004). These costs also affect the geographical distribution of obstetricians and
gynecologists, as doctors look to practice in states where insurance costs are lower
(Pearlman & Gluck 2005). Within the past year, the ACOG released a Committee
Opinion offering advice on coping with a liability lawsuit, noting that “89.2% of ACOG
Fellows have been sued at least once in their careers” (ACOG Committee Opinion 2008b,
p.1257). Although there are no ready solutions to the problem of high insurance costs,
the ongoing reporting and study of this topic over 30 years suggests that it is an ongoing
concern with real and serious repercussions for the successful practice of many
obstetricians and gynecologists.
Malpractice insurance is an issue among midwives just as it is among
obstetricians. One difference, however, is that hospitals are sometimes disinclined or
unable to offer affordable coverage to midwives thus making it difficult – if not
impossible – for midwives to continue practicing. Most midwives deliver babies as a
critical component of their work, meaning that they are subject to the same liability
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issues as obstetricians. However, midwives are fewer in number than obstetricians and
do not make as much as obstetricians. As a smaller group, they may not qualify for the
same insurance rates as obstetricians, and they have limited means with which to cover
the premiums, which even in the mid‐1980s cost a minimum of $3000‐$5000 per year
(Sinquefield 1986). Unfortunately, the issue of insurance persists within the midwifery
community, just as it does among obstetricians.
Another insurance issue that midwives face is whether their services will be paid
for by clients’ insurance. Whereas physicians’ services are included as part of standard
maternity coverage, not all plans will reimburse clients for midwifery services. If
insurance companies are not willing to pay for midwifery services, potential clients are
forced either to receive their care elsewhere or pay for midwifery care out of pocket. If
the clients elect or are forced to seek care elsewhere, midwives may not be able to
maintain their income. In the mid‐1970s, the then‐President of the ACNM testified
before Congress about the national health insurance bills then being considered. There
was no explicit provision of insurance coverage for midwifery care, which would
jeopardize the field and limit the options available to women (Lang 1975b). Although
national insurance has never become a reality, the issue has not changed. Coverage for
midwifery care still varies by insurance provider. Moreover, as recently as 2000, survey
data indicated that midwives admitted to gaps in their knowledge and understanding of
insurance reimbursement issues, further increasing the challenge of maintaining a
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successful practice (Ament 2000).

3.4 Clinical Topics
The clinical issues addressed in the midwifery and obstetrics journals cover a
broad range of topics, including emerging best practices, changing protocols, and labor
management techniques. The midwifery journal sometimes serves as a reference for the
incorporation of new clinical techniques and technological advances. Articles may
describe a technique, give suggestions on when its use may be an advantage, and
provide additional resources for midwives who wish to learn more or receive the
necessary training. Other articles provide theoretical discussions on the incorporation of
new technologies and clinical interventions, as well as how midwives may want or need
to collaborate with physicians as part of the incorporation of these technologies and
techniques (e.g. Avery 1992; Avery & DelGiudice 1993; Sinquefield 1993).
Some of the most important issues are addressed in both the midwifery and
obstetrics literatures, while others are more pertinent to one field or the other. To keep
this chapter focused and within the broader scope of this project, I have focused on the
most common interventions, complications, and issues in childbirth.
The method and location of birth are, of course, two key components of
childbirth, although the latter receives no attention in the obstetrics journal, as
obstetricians typically deliver only in hospitals. Cesarean section rates are rising,
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including elective cesarean rates, in which there is no medically indicated reason for a
cesarean section. In 2008, the ACOG released a Committee Opinion describing the
ethical and clinical principles involved in managing patient requests for elective
cesarean, as well as other procedures that are not medically indicated. The ACOG
emphasized the importance of considering patient autonomy, beneficence, and
professional responsibility, among other things, when making a decision. The ACOG
never says that elective cesarean is always a poor or wrong choice, but urges physicians
to consider all the aspects of the issue and make sound judgments based on facts (ACOG
Committee Opinion 2008a). Perhaps of greater importance to this chapter than the
content of the ACOG Committee Opinion is the very fact that it was published, thus
demonstrating the recognition of rising rates of elective cesarean and the need for
exercising caution and good judgment in deciding when it is warranted.
JMWH has also devoted space to the issues surrounding elective cesarean. A
2004 commentary notes that elective cesareans are on the rise and that midwives must
take steps to more thoroughly understand this phenomenon. It also emphasizes the
importance of informed decision‐making, so that women who express interest in elective
cesarean are made aware of both the risks and benefits, and encourages midwives to
listen to women’s concerns. Interestingly, the authors repeatedly refer to “cesarean
section on demand,” as opposed to “elective cesarean” which adds a subtle, negative
charge to the procedure (Shah & Williams 2004). The same issue of JMWH also
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contained an article on how to talk to women about elective cesarean, including why
women may choose an elective cesarean, the existing research (or lack thereof) on the
topic, and the potential negative side effects and birth outcomes of cesarean sections
(Leslie 2004).
Cesarean sections in general, i.e. not solely elective cesarean sections, are also
addressed in both the midwifery and obstetrics journals. A study reported in JMWH
comparing the outcomes of hospital births in the late 1980s revealed that midwife‐
managed patients have a significantly lower rate of cesarean section than physician‐
managed patients. The study also revealed that two common interventions, epidural for
pain relief and oxytocin for the induction of labor, were also associated with higher rates
of cesarean section (Davis et al. 1994). A recent article in Obstetrics & Gynceology
reproduced this conclusion in a study demonstrating that women who underwent
induction of labor were more likely to deliver via cesarean section than women who
came to the hospital in spontaneous labor (Hoffman et al. 2006). This fact suggests that
medical intervention early in labor can have a “snowball” effect and culminate in a
cesarean delivery, a fact confirmed anecdotally by several women interviewed for this
project.
Although the high rates of cesarean section are acknowledged in the obstetrics
literature (e.g. the 2008 ACOG Committee Opinion), little attention is given to either the
reasons for the high cesarean rates or possible approaches for lowering cesarean rates.
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One exception is an article which addresses the effects of an external peer review on
cesarean rates, but finds that the review had no significant effect on cesarean rates
(Bickell et al. 1996). Some attention also is given to best practices in cesarean sections, in
terms of the type of incision or suture technique employed (Schutterman & Grimes 1983;
Bujold et al. 2003).
Women who give birth via cesarean section are not always given the option to
attempt a vaginal birth with subsequent pregnancies. Although there can be clinical
reasons not to attempt a vaginal birth after cesarean (VBAC), it can be a viable option for
some women, and midwife‐attended VBACs have been shown to have good outcomes
(Avery, Carr, & Burkhardt 2004). An obstetrics article also reported the relative safety
and success of VBACs, noting in particular that previous VBAC success is associated
with a greater likelihood of subsequent VBAC success. That is, about 63% of women
attempting their first VBAC were successful, while over 91% of women with four or
more prior VBACs were successful in their VBAC attempt (Mercer et al. 2008). Further
study of this topic could ultimately provide more women with an alternative to repeat
cesarean sections, thereby lowering the rate of cesareans. It could also increase interest
in midwifery care by demonstrating equal or better clinical outcomes compared to
physicians.
When labor stalls or an exhausted mother needs assistance delivering her baby, a
vacuum extraction is a relatively common intervention. In 1993, the Journal of Nurse‐
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Midwifery published a guide to the “principles of vacuum‐assisted birth” and provided
information about credentialing for midwives who wished to incorporate vacuum
extraction into their practices (Johnson & Pace 1993). The inclusion of this article
demonstrates the desire (or need) for midwives to be clinically “competitive” with
physicians by offering the same services, where appropriate. It also demonstrates that
well‐trained midwives can competently attend most births, even when intervention is
needed. Obstetrics & Gynecology also includes articles on vacuum extraction. The most
significant difference between the journals’ treatment of vacuum extraction is the
presumption in the obstetrics journal that readers are familiar with the use of and basic
methods associated with vacuum extraction. One of the articles compares outcomes of
babies born with vacuum assistance to those born via cesarean or with forceps
assistance; this article finds that vacuum extraction is generally very successful and safe,
with no serious or significant effects (Greis, Bieniarz, & Scommegna 1981). The second
article reports the results of a study comparing two methods of vacuum use in an
attempt to identify the technique associated with the best maternal and fetal outcomes
(Bofill et al. 1997).
As the next chapter will show, out‐of‐hospital birth rates have slightly increased
since 1975, but they still represent a small portion of births. Out of hospital births
include births in a freestanding birth center, at home, or in a doctor’s office or clinic.
Home births are usually attended by midwives. A pair of articles compare the outcomes
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of home births and hospital births in Texas and British Columbia; both note that,
although the numbers are small, home births are generally associated with good
outcomes, with no noted increase in risk or complications (Anderson & Greener 1991;
Janssen et al. 2003). This finding demonstrates that the increasingly medicalized nature
of childbirth does not always confer greater benefit than more traditional approaches.
Management of labor, including interventions when it does not go as planned, is
addressed in the fields of both midwifery and obstetrics. Evidence suggests that these
two fields have different ideas of what constitutes “normal” labor. An article reviewed
in JMWH, for example, demonstrates that the length of “normal” labor is longer than
usually accepted among physicians. The commentary on this article further noted that
even the new range of “normal” might be underestimated (Rosenberg 2000). The
implications for this finding are significant because prolonged labor is often seen as a
reason for a cesarean section. Midwives, however, are typically more tolerant of longer
labors, especially among first‐time mothers, as long as the labor continues to progress.
Acceptance of longer labors could help reduce the rates of otherwise unnecessary
cesarean sections.
Midwifery articles include a number of articles about labor management,
providing up‐to‐date guidance on stopping or slowing labor in the case of premature
rupture of membranes on the one hand (King 1994) and inducing labor on the other
(Summers 1997).
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Obstetrics & Gynecology devotes a tremendous amount of space to articles on the
management of preterm labor and the induction of labor – over 20 articles in the issues
sampled. Articles on preterm labor and/or the premature rupture of membranes
(PROM) primarily addressed means of prolonging the pregnancy (e.g. Evans, Kofinas &
King 1992), the benefits of prolonging pregnancy compared to immediate delivery (e.g.
Graham et al. 1982), and the incidence of infection or other complications in the case of
PROM in full‐term pregnancies without the immediate onset of labor (e.g. Duff, Huff, &
Gibbs 1984; Shalev et al. 1995). Clearly, this has been a topic of considerable interest and
importance for a long time. Indeed, the ACOG published a “Practice Bulletin” in 2003
that addresses various methods of managing preterm labor and their respective costs
and benefits. The introduction notes, “Despite the numerous management methods
proposed, the incidence of preterm birth has changed little over the past 40 years.
Uncertainty persists about the best strategies for managing preterm labor” (ACOG
Practice Bulletin 2003, p.1039).
The majority of obstetrics articles covering the issue of induction of labor
reported the results of studies of the efficacy and safety of various pharmacological
interventions. Most common among these medications were various iterations of the
hormone prostaglandin, which appeared in articles dating from 1977 (Hauth,
Cunningham, & Whalley 1977), and throughout the 1980s (Buchanan, Macer, &
Yonekura 1984; Macer Buchanan, & Yonekura 1984) and 1990s (Chua et al. 1991;
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Perryman, Yeast, & Holst 1992). Other studies covered the use of the hormone oxytocin
(Blakemore et al. 1990; Mercer, Pilgrim, & Sibai 1991) and the drug misoprostol (Vengalil
et al. 1998). This in‐depth coverage of drug studies is a marked difference from the
content of the midwifery journal.
A Thai study reporting the safety and efficacy of membrane stripping as a
method of inducing labor was also published (Wiriyasirivaj, Vutyavanich, & Ruangsri
1996). More recently, a study reported the findings of a study on the efficacy of
amniotomy (articificial rupture of membrances) as a means of shortening labor once it
has begun; it was not found to significantly affect the time of labor (Smyth, Alldred, &
Markham 2008). These two studies were the only ones to cover “natural” (i.e. non‐
pharmacological) methods of inducing labor. Interestingly, they were also the most
recently published of the induction articles, suggesting perhaps that there is increasing
recognition that pharmaceutical intervention is not always the only, best, or most
effective type of intervention.
On the topic of labor management, there is fairly even coverage between the
midwifery and obstetrics journals, demonstrating not only the shared importance of this
topic, but also the ability of both midwives and obstetricians to manage many of the
most common issues that may emerge during labor.
Other articles related to labor management discuss issues related to the birth
itself, such as shoulder dystocia (Piper & McDonald 1994) which occurs when the
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shoulders get stuck in the birth canal, and the management of babies in a breech (feet
first) position (Stein 1986; Clay, Criss & Jackson 1993). Coverage of these topics provides
midwives with practical clinical information and sends a message that these are issues
that can, with proper training and techniques, be managed by midwives. Increasing
their clinical knowledge of and skills in routine birth interventions opens up greater
possibilities and capabilities for midwives practicing in any setting. Management of
breech presentation is also covered in the obstetrics journal. Topics include nonsurgical
techniques for rotating the fetus (Bloomfield & Philipson 1997), a topic also addressed in
the midwifery journal. As one might expect, however, the obstetrics journal also
included an article on surgical techniques for supporting vaginal delivery of a breech
baby (Pollard et al. 1996). Obviously, surgical techniques are not covered in the
midwifery journal, as midwives are not surgeons. It is encouraging, though, to see non‐
surgical techniques covered in the obstetrics journal. Moreover, a letter to the editor
scolded the authors of another study for not taking into account all of the short and
long‐term risks of cesarean delivery in the case of a breech presentation (Carbillon 2004).
Collaboration between midwives and physicians is often emphasized in
midwifery journal discussions of pregnancy, labor, and birth management, such as in
the case of breech presentation described above (Stein 1986) or in the care of patients
with gestational diabetes. In addition to providing information to midwives (Avery &
Rossi 1994), there is also an emphasis on collaborative work with consulting physicians
68

(O’Brien & Gilson 1987). Collaboration with physicians, as previously noted, is fraught
with challenges and can lead to power struggles and frustration. However, recognizing
the need for and promoting positive physician collaboration could facilitate better
collaborative models. It may also offer women more options. If a risk factor develops,
such as gestational diabetes, collaborative relationships may permit a woman to
continue working with a midwife as her primary attendant while still receiving
appropriate physician guidance and oversight.
Fetal monitoring during labor has long been a topic of debate, both in terms of
methods and necessity. Multiple articles in the midwifery journal explored different
methods of fetal monitoring, including both practical matters (the “how‐to”) and
evaluative matters of each method (Harvey 1989; Urang et al. 1993; Paine et al. 2001).
Coverage of fetal monitoring in the obstetrics journal has been largely similar – new
methods and techniques are evaluated as they emerge (e.g. Leventhal et al. 1975;
Huddleston, Sutliff, & Robinson 1984; Fukushima et al. 1989; Elliott, Clewell, & Hutson
1997). This is an area in which the midwifery and obstetrics coverage has been largely
similar. I was surprised, however, to find no debate over the necessity and utility of
continuous fetal monitoring, particularly in the midwifery journal, although this may
have been a fluke of the sample.
Episiotomy has been a common topic in both the midwifery and obstetrics
journals over the past decade. Interestingly, two of the midwifery articles that emerged
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in my sample were reviews of articles about episiotomy that appeared in Obstetrics &
Gynecology. A 1996 study of episiotomy use revealed that obstetricians used episiotomy
far more frequently (68%‐79% of births) than midwives (39% of births). This
discrepancy remained even after controlling for risk‐status of the birth. Further, the
study found that the use of episiotomy tends to lead to longer hospital stays (Hueston
1996 in Rosenberg 1997). Commentary on this article points to the growing recognition
that routine episiotomy is generally not warranted, but that little guidance is provided
in obstetrics training on how to deliver without episiotomy. In contrast, midwives work
very hard to avoid episiotomy, to the point that, “[t]he lack of an intact perineum is
often viewed by a midwife as a failure of her own skills rather than a flaw in the
woman’s body” (Rosenberg 1997). Indeed, a subsequent study published in JMWH
identified techniques that minimize the risk of genital tract or perineal trauma (Albers
2003). A second survey conducted a few years after the Hueston study drew similar
conclusions – midwives use episiotomy far less frequently than physicians – and also
showed that episiotomy use is associated with other medical interventions, including
induction and epidural. Again, midwife commentary points to the efforts taken by
midwives to avoid episiotomy and also to the side effects of episiotomy (Snapp 2001).
These findings are of particular importance in light of the concern among women
discussed in Chapter 5 that medical intervention can snowball, ultimately leading to
significant unwanted intervention during the birth.
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Two articles that appeared in the sampled issues of Obstetrics & Gynecology
similarly concluded that routine episiotomy is not the best course of action. A 1991
study found that perineal trauma that occurred in conjunction with episiotomy was
significantly more likely to be “major” than trauma that occurred when no episiotomy
was performed (Walker et al. 1991). A more recent study provided evidence that
slowing the delivery of the baby’s head and encouraging mothers not to push during
that phase of the birth led to a reduction in the occurrence of anal sphincter tears (Laine
et al. 2008). Although this article did not specifically discuss episiotomy, midwives have
long incorporated this delivery technique as a way to minimize perineal tears and
trauma.
Pain management is another important issue across both fields. A 2002 editorial
in JMWH addresses the fact that, historically, there has been little data available about
pain and pain management in labor (King 2002). Generally, however, epidural rates are
lower among midwives than physicians; midwives tend to incorporate more
nonpharmacologic options such as breathing techniques and variation of positions
during labor (The CNM Data Group 1996). The Obstetrics & Gynecology articles on
epidural use focus largely on the clinical outcomes of epidural, such as cesarean rates
(e.g. Lieberman et al. 2005), fetal position and rotation (e.g. Lieberman et al. 2005;
Mancuso et al. 2005), and the effects of epidural on labor (Newton et al. 1995). There is
no discussion of alternative methods of pain management, potential side effects of
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epidural, or the costs and benefits of epidural to the mother or fetus.
Despite the lack of discussion of pain management outside epidural, two
obstetrics articles did cover alternative birthing positions. However, both articles were
case studies highlighting the potential dangers associated with certain positions during
labor and childbirth (Roubal, Chavinson, & LaGrandeur 1996; Babayev, Bodack, &
Creatura 1998). Although the topic is not specifically covered in any of the midwifery
journal issues sampled, changing positions is a commonly used technique among
midwives for pain management and to facilitate birth. It is thus interesting to note that
the obstetrics articles on this topic both covered the issue is a somewhat negative light,
emphasizing the dangers rather than any possible benefits.

3.5 Conclusion
Overall, we see a few important themes in the content of the journals studied.
First, the field of midwifery tends to be more reflective than the field of obstetrics. This
fact is demonstrated in the significant volume of midwifery articles pertaining to the
field itself, including history, model practices, and the philosophy and ethics of
midwifery care. The obstetrics journal, in contrast, devotes little space to professional
reflection. The limited articles on this topic tend to emphasize job satisfaction among
physicians rather than a reflexive review of the care provided and how it could be
improved. This difference likely reflects the differences in the societal standings of the
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two groups – whereas physicians are widely accepted as “normal” care providers,
midwives are still fighting for recognition, are a smaller group, and have contact with
far fewer people in a clinical setting.
Midwives must also devote a significant amount of time to keeping up with
legislative changes and developments that affect how they can practice. Obstetricians
have a similar responsibility, although the guidelines are generally more stable and
involve less variation at the state level.
Not unexpectedly, the obstetrics journal publishes far more clinical articles than
the midwifery journal. This fact is due in part to greater scope of obstetrics care.
Obstetricians are trained to manage more conditions and complications and can perform
more procedures than midwives. However, many of the clinical articles also
demonstrated the wide‐ranging capabilities of midwives.
The ability of midwives to practice is of critical importance in providing women
access to midwives’ services. As interviews conducted in conjunction with this project
revealed, convenience is often of significant importance to women when they are
seeking prenatal care. Limiting the scope of midwives’ services makes it harder to locate
and secure their services, driving potential clients elsewhere. The above review of
clinical journals demonstrates that midwives are equally capable of providing the care
and services needing during the course of a normal, low‐risk pregnancy and birth.
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4. Descriptive and Logistic Regression Analysis of
Childbirth Data, 1975‐2005
As we have seen in the chapter on historical context, there have been a number of
changes in the fields of midwifery and obstetrics over the past 30 years, including rising
rates of cesarean section, new techniques for managing labor and childbirth, and
increased medical intervention through prenatal testing, fetal monitoring, and the
induction and augmentation of labor. These changes can be presumed to have impacted
trends in childbirth, perhaps especially when those changes affect women’s options or
experiences during childbirth. For example, improved clinical options for augmenting
(speeding up) labor may reduce the amount of time physicians “let” women labor before
suggesting medical intervention to move the process along more quickly. Improved
fetal monitoring techniques may contribute to cesarean rates by identifying potential
fetal problems sooner and more consistently. In contrast, increasing awareness of
midwifery care, coupled with midwives’ hospital privileges and cooperation with
doctors may contribute to an upswing in midwifery use among women with low‐risk
pregnancies. This chapter has two goals, each guided by a research question, to help
connect the recent history of obstetrics and midwifery to current patterns in childbirth.
Research Question 1: What have been the trends in place of birth, method of birth,
attendant at birth, and other related variables over the last 30 years?
The first question focuses on aggregate trends over roughly the same period as
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the historical context chapter, 1975‐20051. Analyses in this section will focus on rates of
cesarean delivery, the type of attendant present at birth, and the location of the birth, as
well as how these trends interact with maternal characteristics such as age, education,
and race.
Research Question 2: Which maternal characteristics affect the likelihood that a woman
will have a more medicalized or more natural childbirth?
The second question will be addressed using the most recently available data
(2005) to identify maternal characteristics associated with different childbirth
experiences using logistic regression techniques. The 2005 data are used so that the
results of the analysis are pertinent to current issues, trends, and debates about
childbirth. Conducting the same analysis on older data is not expected to yield
sufficient additional information to make the exercise worthwhile. Moreover, the
Natality dataset used in this analysis has undergone changes over the past 30 years that
would make some comparisons over time nearly impossible.

4.1 Data and Methods
4.1.1 Data Overview
Data for this chapter come from the National Center for Health Statistics (NCHS)
Natality datasets. These datasets are created yearly from information collected from
birth certificates filed throughout the United States. During the period 1968‐71, the data

1

The most recent Natality data available from the CDC at the time of analysis was 2005.
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contains a sample of 50% of birth certificates from all participating states. Since then, all
available records from states that participated in the Vital Statistics Cooperative
Program were included.2 In 1972, just six states were participating; that number rose to
46 in 1984, and all states, as well as the District of Columbia, participated beginning in
1985. Prior to 1985, however, some reporting states reported only 50% of births. All
states reported 100% of births beginning in 1985. As such, the data available since 1985
are a census of US births. Data are also available for births occurring in US territories
(Puerto Rico, Virgin Islands, Guam), but will not be used in this study.
The data for this study come from the Natality Detail file, which includes one
record per birth. All identifiers (birth certificate numbers, infant and parental dates of
birth, etc.) have been removed by NCHS. The datasets include variables on a wide
range of parental and infant characteristics, including geographic location; parental age,
race, education, and marital status; pregnancy history; prenatal care; infant birth weight;
APGAR score (a summary of infant health immediately after birth); place of delivery;
method of delivery; attendant at delivery; and others. Beginning in 1989, the data
include additional variables, including information about congenital abnormalities and
complications of labor and delivery. The variables of particular interest for this project

The VSCP is a cooperative program between the states and the federal government in which the federal
government offsets the cost to states of gathering vital statistics on births, deaths, marriages, divorces, and
abortions (Weed 1995).
2
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are maternal demographic characteristics and information about the medical nature of
the birth – specifically place of birth, attendant at birth, and method of delivery.
The analyses presented here use data beginning in 1975 and continuing with
every fifth year through 2005. This collection of data points provides a clear picture of
changing trends over time without overwhelming the analysis with data from every
year.
Data collection is controlled at the state level. Accordingly, states do not collect
identical information. Thus, although most of the variables included in these analyses
are universally collected and recorded, some variables are not collected or recorded in
all states. Variable values of “unknown” or “not stated” were changed to “missing.”
Regression analyses include only cases with available data for each variable in the
model.
Prior to 2005, geographic indicators were available in the datasets. The mother’s
state of residence was known and could be included in analyses. Beginning in 2005,
however, all geographic indicators were dropped from the public‐access dataset. State
of residence is available in an online tool that allows for some basic cross‐tabulations,
but it cannot be utilized in more complex analyses or offline.

4.1.2 Descriptive Analysis
The data included in the descriptive analysis include three key birth outcome
variables. The first, place of delivery, describes the location in which the birth took place.
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There is some variation among the datasets with regard to the response categories, but
they generally include hospital, freestanding birth center, doctor’s office, home, and
other. The second dependent variable, method of delivery, describes whether the child was
born vaginally or via cesarean section. The third dependent variable, attendant at birth,
specifies whether a doctor, nurse‐midwife, other midwife, or other person delivered the
baby.
The patterns of birth outcomes are shown across categories of demographic and
other, related variables, including mother’s age, mother’s race, and mother’s education.
For this descriptive analysis, I used Stata to create crosstabs relating the
independent and dependent variables and used those crosstabs to create tables showing
the relationship between the variables over time.

4.1.3 Logistic Regression
Four dependent variables are utilized in this portion of the analysis. First, I
created a composite variable combining the place of delivery, method of delivery, and
the attendant at the birth to indicate the relative level of medicalization of the birth. The
resulting nominal variable, medicalz, has three categories: medicalized, mainstream, and
natural (demedicalized). The criteria for each category are shown in Figure 1. Births via
cesarean section are considered medicalized; vaginal births in a hospital with a
physician attendant are considered mainstream; all other births are considered natural
because they have a less common, less traditional element – either a midwife attendant
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(in or out of a hospital) or a birth outside the hospital, typically in a birthing center or at
home.

Figure 1: Medicalization of childbirth continuum
This categorization of births as medicalized, mainstream, and demedicalized is
inherently imperfect. First, the variables available have limited information. There is no
way to know, for example, whether a cesarean section was elective, planned but
medically indicated, or emergent. Although other data suggest elective cesarean section
rates are rising, it is still true that many cesareans are medically indicated. Additionally,
the dataset lacks information on pharmacological pain relief (typically, an epidural).
The qualitative work done for this project and discussed in the next chapter indicates
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that many, if not most, women equate natural childbirth with the absence of
pharmacological pain relief. Lastly, a small number of out‐of‐hospital births were
probably unplanned – the baby was unexpectedly born at home or during a doctor’s
appointment or came too fast for the mother to reach the hospital. Although intent is an
important consideration, the data as they exist address only the reality of what
happened. These limitations are thus real, but do not negate the utility of this measure
of medicalization. The majority of cases, particularly those that fall into the
demedicalized category, do demonstrate characteristics of their given category,
regardless of the mother’s intent.
Given these limitations, it is important to understand that the terms
“medicalized” and “natural” or “demedicalized” are not used here in any absolute
sense, but relative to what has been labeled a mainstream birth. From the data available,
there is no way to assess the reason for a cesarean section, and it would be grossly unfair
to assume that cesareans are medicalized by choice. Moreover, any number of factors
can make a birth less medicalized than the mainstream, but this analysis does not enable
us to compare variation with this general category of “less medicalized.” For simplicity,
then, “natural” is used to refer to these less medical births, and “medicalized” is used to
refer to cesarean births.
Independent variables were added to the model in three stages, representing
increasing proximity to the dependent variable [Figure 2].
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Figure 2: Depiction of staged regression models
In the first stage, mother’s age and mother’s race/ethnicity were included in the
model. Mother’s age has been recoded as three dummy variables. The reference group is
women ages 25‐34, the most common childbearing years. The other categories are
women under 25 and women ages 35 and over. Mother’s race/ethnicity is a nominal
variable included in the model as a series of dummy variables. The reference category is
White; the other categories are Black, Hispanic, Native American (including Eskimo and
Aleut), and Asian/Pacific Islander. In the second stage, mother’s education was added.
Mother’s education is coded as an ordinal variable where the categories are 0‐8 years, 9‐11
years, 12 years, 13‐15 years, and 16 or more years. Finally, in the third stage, variables
related to fertility history – birth order and cesarean history – were added. Birth order
refers to the order of this baby’s birth in the mother’s pregnancy history. For the

81

purposes of this study, it includes only live births and does not include previous
pregnancies that ended in miscarriage or termination. A code of “1” means this is the
first child born to the mother; a code of “2” means this is the second child, and so forth.
Cesarean history is a dichotomous variable that refers to whether the mother has had a
previous cesarean section. It was created by collapsing the categories of the method of
birth variable such that the categories “VBAC” (vaginal birth after cesarean) and “repeat
cesarean” were combined to represent women with a previous cesarean, and the
categories “vaginal” and “primary cesarean” were combined to represent women
without a previous cesarean. This variable is included in the analysis because a history
of cesarean section is known to increase the likelihood of subsequent cesarean section.
In addition to these independent variables, several control variables were
included in all of the models. These variables can be expected to have direct effects on
the outcome variables, but are not the variables of primary interest in this study. These
variables are: prenatal care (the trimester in which prenatal care was first received);
plurality (singleton, twins, triplets, etc.); gestation weeks at birth (length of pregnancy in
weeks); and birth weight.
The analysis of the dependent variable medicalz was performed using
multinomial logistic regression techniques. Whereas traditional logistic modeling
allows only a dichotomous dependent variable and ordinal logistic modeling allows
only for an ordinal‐level dependent variable, multinomial logistic modeling applies
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logistic techniques to a nominal‐level variable in which the response categories cannot
be logically ordered or ranked.3 The most common dependent variable category –
“mainstream birth” in this case – is used as the reference category. The effects of each
control and independent variable are then assessed in relation to the reference category.
As described above, the control variables were included in every model and the
independent variables were added in stages.
After conducting the analysis of the composite dependent variable, I ran separate
analyses on each of the three variables comprising the composite variable. These
analyses were performed to determine whether one of the components of the composite
variable was driving the overall composite variable effect. First, I ran another
multinomial logistic model using the dependent variable place of birth. Multinomial
logistic modeling was again required here because the dependent variable is nominal.
That is, there is no inherent rank or order to the categories of this variable, which are
hospital, freestanding birth center, doctor’s office or clinic, and home. “Hospital” was
the reference category and the effects of every control and independent variable were
assessed relative to the reference category. The independent variables in this analysis
were the same as described above and were again added in three stages. The controls
were also the same, with the addition of controls for attendant at birth and method of

Of course, there is an implicit order ranging from more medical to less medical. However, they are
necessarily imperfect categories and the ordering within them is not quantifiable, which made multinomial
logistic regression the more attractive option.
3
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delivery. These controls were introduced in order to separate the effects of the
independent variables on place of birth from the inevitable correlation between place of
birth and attendant at birth and method of delivery. (A cesarean section, for example cannot
be performed at home, and free standing birth centers are almost exclusively staffed by
midwives rather than doctors.)
I also ran logistic regression models on two other dependent variables, attendant
at birth and method of delivery. Both of these variables were recoded to be dichotomous,
so standard logistic regression modeling was sufficient.
Attendant at birth was coded as either a doctor (M.D. or D.O.) or midwife
(certified nurse‐midwife or other midwife). Cases in which a doctor attended the birth
were coded 0; cases in which a midwife attended were coded 1. Cases in which the
attendant was listed as “other” were extremely rare and were counted as missing data
for the purposes of this analysis. The independent variables were the same as described
for all previous regression analyses. The control variables were also the same, with the
addition in this case of controls for the place and method of delivery.
Method of delivery was coded as either vaginal or cesarean (vaginal = 0, cesarean =
1). The independent variables were the same as above. The control variables also
remained the same, with the addition of controls for the place of delivery and the
attendant at birth.
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4.2 Hypotheses
H1: Maternal age
Women in their mid‐thirties and older are more likely to have medicalized births
relative to mainstream births than their younger counterparts. The risks associated with
pregnancy and childbirth increase with age, especially among women age 35 and over
(Prysak & Kisly 1997). Therefore, women in this age group may prefer a physician‐
attended, hospital birth in order to have ready access to a range of interventions, should
an emergency arise. In addition, women in their late‐twenties and early‐thirties (the
reference group) will be more likely than other women to have more natural births
relative to mainstream births. Women in this age group are not generally considered
high risk, but they are sufficiently mature that they may wish to explore other childbirth
options, and may not automatically defer to doctors based on their authoritative
position alone.
H2: Race
White women are more likely than nonwhite women to have births at both ends
of the continuum – more medicalized and more natural. Compared to nonwhites, white
women are more like to have additional resources – economic and otherwise – that
would enable them to pursue childbirth options that are outside the mainstream. This
effect may be largely due to differences in socioeconomic status.
H3: Education
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Women with more education are more likely to have both more medicalized and
more natural births than less‐educated women. Well‐educated women may, on one
hand, be more likely to prefer the control that comes with a planned induction or
cesarean. On the other hand, they may also be more likely to investigate other options
available to them, or even to reject the authority society has given doctors.
H4: Marital status
Married or partnered women are more likely to have a natural childbirth than
unmarried women. Social support is a key factor in women’s ability to endure a natural
childbirth (Fox & Worts 1999), so married women may feel more confident using a
midwife or a birthing center, knowing that their husband or partner will be there with
them.
H5: Fertility history
Women with more children are more likely to have a medicalized birth. Given
that the current cesarean rate in the US is about 30% (Hamilton, Martin & Ventura 2006),
a large portion of women may have already had a cesarean section, making it more
likely that they will have repeat cesareans at subsequent births because of lingering
questions about the safety and efficacy of vaginal births after cesarean sections (Martin
et al. 2006). Women’s decisions may also be based on whether they were happy with
their past births, but this issue cannot be explored with the current dataset.
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4.3 Results
4.3.1 Descriptive Analysis
One of the challenges in working with this data over the span of 30 years is the
fact that the variables have changed over that time period, in some cases to such an
extent that meaningful comparison is nearly impossible. Racial categories have
changed, but are largely still comparable: “Black” has replaced “Negro,” but the
categories are roughly equivalent. Hispanic ethnicity was not included until 19804, but
so few states recorded ethnicity that incorporating Hispanics into a race/ethnicity
variable is not viable until 1990; the longitudinal analyses reflect this fact and Hispanics
are not included as a separate group until that time. The attendant variable has changed
more drastically. Through 1985, the variable categories included Physician in hospital or
institution, Physician (not in hospital), and Midwife (not in hospital), thus confounding, to
some extent, place and attendant. Beginning in 1990, the categories include MD, DO,
Certified Nurse‐Midwife, and Other midwife. The place of birth variable has undergone even
greater change. In 1975, the variable categories were: Hospital or institution; Clinic, center,
or a home; Names place [as in, when asked, the patient named the place where the baby
was born]; Street address; and Not classifiable. Method of delivery was not recorded at all
until 1990. As a result of these changes, the longitudinal analysis below has been

The dates referenced in this section include the years used in this analysis. Accordingly, changes in
variable categories and other aspects of data collection aspects may have been made in intervening years;
the year stated is the year in which the change was detected in this analysis.
4
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adjusted to incorporate as much data as possible while still reflecting comparable
variables. In some instances, early data is omitted in order to preserve the integrity of
the analysis; these omissions are noted.
The results of the descriptive statistics covering key birth outcomes from 1975‐
2005 are summarized in Table 1.
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Table 1: Childbirth trends, 1975‐2005
1975

89

Place of Birth
Hospital or Institution
Clinic, Center, or a Home
Names Place
Street address
Not classifiable
Hospital
Non-hospital
En route or born on arrival
Freestanding birth center
Clinic/Doctor's office
Residence
Other
Unknown
Attendant at Birth
Physician in Hosp. or Inst.
Physician (Not in hosp.)
Midwife (Not in hosp.)
Other & Not specfied
M.D.
D.O.
Certified Nurse-Midwife
Other Midwife
Other
Unknown/Not specified
Method of Delivery
Vaginal
VBAC
Primary C-section
Repeat C-section
Not stated

89.64%
9.35%
0.12%
0.80%
8.00%

98.60%
0.36%
0.49%
0.55%

N/A
N/A
N/A
N/A
N/A

1980

1985

0.01%
98.92%
1.04%
0.04%

0.03%
98.89%
1.02%
0.06%

98.95%
0.33%
0.36%
0.36%

N/A
N/A
N/A
N/A
N/A

1990

1995

2000

2005

98.79%

98.96%

99.02%

99.04%

0.39%
0.03%
0.67%
0.09%
0.04%

0.30%
0.02%
0.63%
0.07%
0.02%

0.30%
0.01%
0.59%
0.06%
0.01%

0.29%
0.01%
0.59%
0.06%
0.01%

91.88%
3.04%
3.57%
0.38%
0.74%
0.39%

89.64%
3.64%
5.60%
0.37%
0.57%
0.18%

87.51%
4.15%
7.33%
0.45%
0.53%
0.03%

86.77%
4.77%
7.40%
0.50%
0.49%
0.08%

72.83%
2.03%
13.83%
8.15%
3.16%

75.69%
2.88%
13.08%
7.60%
0.75%

74.27%
2.21%
14.21%
8.52%
0.78%

69.06%
1.01%
17.61%
11.81%
0.50%

98.95%
0.26%
0.46%
0.33%

N/A
N/A
N/A
N/A
N/A

In this table, I have preserved the variable categories as they are listed in each
year. Although it makes the table more unwieldy, I think it better represents the data.
As is widely known, cesarean rates increased from about 22% of births in 1990 to over
29% of births in 2005. (Method of birth was not available in earlier datasets, but
published statistics tell us that cesarean rates were even lower prior to 1990.) Hospital
birth rates have been high for several decades, and they remained relatively stable from
1980 (nearly 99%) to 2005 (just over 99%). In 1975, just under 90% of births took place in
a hospital or “institution.” An additional 9% took place in a “clinic, center or a home,”
so it is difficult to compare in‐ and out‐of‐hopsital births in these years. Non‐hospital
births declined very slightly from 1990 to 2005, but only by about 0.2%. The rate of
midwifery use has increased from a meager ½% in 1975 to about 8% in 2005. This is still
a low percentage, to be sure, but it does represent a nearly 16‐fold increase over 30 years.
There is a unusually large increase in midwifery use between 1985 and 1990, from about
0.5% to nearly 4%. It is unclear whether this reflected a change in policy that enabled or
encouraged more women to work with midwives, a social change that promoted
midwifery, or an artifact of the change in the way birth attendants were reported and
recorded during this time. Regardless, midwifery use has approximately doubled from
1990 to 2005, so we can still confidently assert that there has been a significant increase
over the period studied.
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Next, we look at how the relationship between these three key variables
(method, place, and attendant at birth) and some of our independent variables has
emerged over the past few decades. In this section, I have chosen to focus the anaylsis
on the relationship between the birth outcomes above (place, method, and attendant)
and three maternal characteristics – age, race, and education. These three variables
address important demographic characteristics and were collected with some amount of
consistency during the years included in the analysis. Additional independent variables
are included in the logistic regression analysis in the next section, but were not included
here for various reasons including lack of data in earlier years and inconsistency in the
measurement of the variable in earlier years. The results of the logistic regression
analysis also suggest that some of these variables would not offer significant insight in
this section.
The findings of this longitudinal analysis are presented in Figures 3‐11. In order
to present the data as clearly as possible, I dichotomized the variables and the graphs
represent the “minority” category. With regard to place, I have graphed the percent of
births that take place in a non‐hospital setting. With regard to method and attendant, I
have graphed the percent of cesarean births and the percent of births attended by a
midwife, respectively.
Looking first at the relationship between mother’s age and the place of birth, we
see that the percent of out of hospital births generally increases with age (Figure 3).
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Figure 3: Out of hospital births by motherʹs age
The youngest mothers (<15 years) are slightly more likely than women in their
late teens to give birth outside the hospital, but after that, there is a consistent increase in
out of hospital rates with increasing maternal age. In more recent years, there is a
substantial drop off in non‐hospital births among the oldest women (>50 years), likely
due to increased risks associated with birth in older women. It is surprising, however,
that this drop off does not occur sooner, since age 35 is generally accepted as the age at
which pregnancy and childbirth become harder and riskier. Notice also that the rates of
non‐hospital births have stayed very consistent over the years, as have the relative rates
of non‐hospital births among different age groups.
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The analysis of method of delivery is complicated by the fact that method of
delivery has been recorded only since 1990, and even now is not recorded in all states.
In 2005, over 30% of birth records did not report the method of delivery. Looking at the
relationship between cesarean section delivery and mother’s age, as seen in Figure 4,
there has been a clear increase in cesarean births among all groups since 1990.

Figure 4: Cesarean section by motherʹs age
The rate of cesarean section appears to have decreased in 2005, but we know that
it actually increased, so it must be assumed that this discrepancy is a result of the
missing data. Cesarean section rates rise consistently with maternal age, which is
expected due to the increased risk and likelihood of complications that are associated
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with advancing maternal age. Older women are also more likely to already have
children and with overall cesarean section rates near 30%, it follows that women with
prior births are more likely to have had a cesarean section; most babies born to women
with a history of cesarean section are delivered via repeat cesarean section.
We now look at midwifery use by mother’s age [Figure 5].

Figure 5: Midwifery use by motherʹs age
As we have seen before, there is a significant increase in midwifery use among
all age groups between 1985 and 1990. The reason for this increase is uncertain, but the
changes in data collection during that time suggest that it may be related to the way data
was coded. From 1990 through 2005, we see an overall increase in midwifery use among
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all age groups except for the oldest women (>50 years). We also see that younger
women are the most likely to work with midwives and that the rate of midwifery use
diminishes with age. The relative likelihood of midwifery use by age group remains
relatively static over time, even as overall rates of midwifery use increase.
Next, we look at out of hospital births by mother’s race [Figure 6]. Due to data
availability, Hispanics are not included in the analysis prior to 1990.

Figure 6: Out of hospital births by motherʹs race
Whites consistently have the highest rates of non‐hospital births, although at just
over 1%, there is still very limited use of out of hospital settings. Among the other racial
and ethnic groups, there has been a very slightly decline in out of hospital births.
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Figure 7 shows the relationship between cesarean section rates and mother’s
race.

Figure 7: Cesarean rates and motherʹs race
As expected, we see an increase in cesarean section rates among all racial and
ethnic groups over time. American Indians consistently have the lowest rate of cesarean
section. As we will see below, this finding parallels the fact that they have the highest
rates of midwifery use – midwives do not perform cesarean sections.
Looking now at midwifery use by mother’s race [Figure 8], we see that rates of
midwifery use until 1990 were almost negligible.
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Figure 8: Midwifery use by motherʹs race
Again, I suspect this is an artifact of the data collection rather than an accurate
reporting of midwifery use. In more recent years, we can see that midwifery use has
been increasing among all racial groups. Midwifery use is particularly high among
American Indians. This is not unexpected as their geographic isolation and preference
for more traditional medicine makes them ideal candidates for midwifery care.
Finally, we look at the relationship between mother’s education and the three
key birth outcomes. Figure 9 displays the relationship between education and place of
birth.
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Figure 9: Out of hospital births by motherʹs education
The lease educated women are the most likely to give birth outside the hospital.
The rate of non‐hospital births drops off significantly among all other women, but it
slowly and slightly rises with increasing education. Women with 16 or more years of
education, the equivalent of a college degree, are more likely to give birth outside the
hospital than women with some high school, a high school degree, or some college.
Over time, however, we see that the percentage of non‐hospital births has been
largely static among all educational backgrounds.
Figure 10 shows the relationship between cesarean section rates and mother’s
education.
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Figure 10: Cesarean rates by motherʹs education
This graph shows an overall increase in cesarean section rates over time among
all education groups. We also see that women with more education have higher rates of
cesarean section than their less educated peers. We have already seen that older women
are more likely to have cesarean sections, and it likely that more educated women are
also older, thereby suggesting an interaction effect between age and education and the
rate of cesarean section.
In Figure 11, we see the relationship between midwifery use and mother’s
education.
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Figure 11: Midwifery use by motherʹs education
We see the same sharp increase in 1990 that is apparent in other analyses of
midwifery use – likely a result of a change in data collection and coding procedures.
Since 1990, it is apparent that midwifery use has increased among all groups. The least
educated women, however, consistently have the highest rates of midwifery use, and
midwifery use drops off as education increases. It is possible that this decline is
partially due to an interaction between education and age. It may be that the more
educated women in this analysis are also older and therefore have a higher risk for
complications during pregnancy and childbirth. As a result of their increased risk, they
may prefer to work with obstetricians. Regardless of the reason, however, this
100

relationship contradicts the expectation that more educated women would be more
aware of and more inclined to take advantage of alternatives to the mainstream model of
childbirth, such as working with midwives.

4.3.2 Logistic Regression
The results of the logistic regression and multinomial logistic regression analyses
are shown in Tables 2‐5. Given that the dataset represents population data, no
significance testing was required. The models including all the independent variables
had the best explanatory power in all analyses, so the discussion below focuses on these
models. Interesting coefficients in other models are also noted. This section will
primarily describe the results of each model, along with some commentary. Then, in the
discussion session, I will discuss the findings by variable across all the models, both
highlighting expected and consistent effects and attempting to reconcile and explain
divergent or unexpected.
4.3.2.1 Composite Medicalization Variable Analysis
The first multinomial logistic regression analysis [Table 2] was performed on the
composite variable medicalz, reflecting the relative medicalized or demedicalized nature
of the birth, as compared to a “mainstream” birth.
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Table 2: Multinomial logistic regression models: Effects of maternal characteristics on
medicalized and natural birth (Relative risk ratios reported)

Medicalz=1 (Medicalized birth, relative to
mainstream)
Control variables
Prenatal care first received (1st tri., 2nd-3rd, none)
Plurality (singleton, twins, triplets+)
Gestation weeks at birth (17-47 weeks)
Birth weight (0g-8165g in 500g intervals)
Independent variables
Mother's age (0=25-34)
<25
>34
Race (0=White)
Black
Hispanic
American Indian
Asian/Pacific-Islander
Mother's education (0-8, 9-11, 12, 13-15, 16+ yrs.)
Marital status (1=yes, 2=no)
Birth order (1st, 2nd, 3rd, etc.)
Cesarean history (0=no, 1=yes)
Medicalz=3 (Natural birth, relative to mainstream)
Control variables
Prenatal care first received (1st tri., 2nd-3rd, none)
Plurality (singleton, twins, triplets+)
Gestation weeks at birth (17-47 weeks)
Birth weight (0g-8165g in 500g intervals)
Independent variables
Mother's age (0=25-34)
<25
>34
Race (0=White)
Black
Hispanic
American Indian
Asian/Pacific-Islander
Mother's education (0-8, 9-11, 12, 13-15, 16+ yrs.)
Marital status (1=yes, 2=no)
Birth order (1st, 2nd, 3rd, etc.)
Cesarean history (0=no, 1=yes)
Psuedo R2
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Model 1

Model 2

Model 3

0.895
4.744
0.931
1.062

0.902
4.740
0.930
1.061

0.875
8.850
0.940
1.054

0.724
1.485

0.731
1.481

0.712
1.510

1.234
1.043
1.130
0.945

1.242
1.060
1.138
0.944
1.013

1.281
1.001
1.093
0.957
1.024
1.098
0.331
78.190

1.324
0.382
1.058
1.096

1.295
0.390
1.058
1.099

1.293
0.382
1.058
1.093

1.060
0.970

1.011
0.982

1.048
0.968

0.988
1.184
2.833
0.808

0.963
1.106
2.744
0.817
0.936

0.965
1.110
2.749
0.822
0.940
0.980
1.081
1.480

0.031

0.032

0.201

Among the control variables, the strongest predictor of a medicalized birth
(which in this analysis refers to a cesarean delivery) is plurality. That is, non‐singleton
births (twins, triplets, etc.) are more than eight times more likely than singleton births to
be medicalized. This is not come as a surprising, as women carrying multiples are often
not even permitted to attempt vaginal births, much less an out‐of‐hospital delivery.
Women who first received prenatal care after the first trimester are slightly less likely to
have a medicalized birth. Weeks of gestation has a very small negative effect on the
likelihood of a medicalized birth. Increasing birth weight has a very slight positive
effect on the likelihood of a medicalized birth, likely because large babies can be more
difficult to deliver vaginally.
As one would expect, a history of cesarean section greatly increases the
likelihood of a medicalized birth. Women with a prior cesarean are 78 times more likely
to have a medicalized birth. Mother’s age has mixed effects. Women under age 25 are
only about 71% as likely to have a medicalized birth, compared to women ages 25‐34,
while women ages 35 and over are 50% more likely to have a medicalized birth, . Blacks,
Hispanics, and American Indians are more likely than Whites to have more medicalized
births, while Asians/Pacific‐Islanders are slightly less likely than Whites to have
medicalized births. Mother’s education has a very slight positive effect on the likelihood
of a medicalized birth. Unmarried women are slightly more likely than their married
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counterparts to have a medicalized birth. Interestingly, women who are not giving birth
to their first baby are considerably less likely to have a more medicalized birth.
We turn now to the second portion of the medicalz analysis, which considers
predictors of less medicalized births, compared to mainstream births. Among the
control variables, weeks of gestation and birth weight have strong positive effects on the
likelihood of a natural birth. Prenatal care has a slightly stronger positive effect on the
likelihood of a natural birth, such that women who first receive prenatal care in the
second or third trimester, instead of the first trimester, are more likely to have a natural
birth. Plurality has a moderately strong negative effect, implying that women giving
birth to twins, triplets, or other multiples are less likely to have a natural birth.
Assessing the effects of the independent variables, we see that mother’s age
again has mixed effects. Younger women (<25 years) are slightly more likely than
women ages 25‐34 to have a natural birth, while older women are slightly less likely to
have a natural birth, compared to a mainstream birth. Looking at race, we see that
Blacks and Asians/Pacific‐Islanders are somewhat less likely than their White
counterparts to have natural birth, while Hispanics are somewhat more likely to have
natural births. American Indians, however, are 2.7 times more likely than Whites to
have natural births. This fact is likely due to the overall greater likelihood of American
Indians to rely on midwifery care (Parker 1994). These facts align both with their
cultural beliefs and preferences, as well as the geographic reality that American Indians
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often lack the same access to hospitals as other groups. Mother’s education, as it did
when we considered more medicalized births, has a slight negative effect on natural
births. Unmarried women are also less likely to have natural births.
Women giving birth to second, third, fourth, etc., babies are slightly more likely
to have a natural birth than their first‐time mother counterparts. This difference may
reflect increased comfort with the birth process, thus giving women more confidence to
explore alternatives. Interestingly, a history of cesarean section also increases the
likelihood of a natural birth.
4.3.2.2 Place of Delivery
The next set of models compare the effects of the control and independent
variables on the likelihood of giving birth in a freestanding birth center, doctor’s office
or clinic, or at home, as compared to giving birth in a hospital [Table 3]. As in the
composite variable, a hospital birth can be evidence of either a medicalized or more
natural birth, depending on the method of delivery and the attendant at the birth. In
these models, however, the hospital is the most medicalized of the possible locations.
Home is the least medicalized setting, and birth centers fall somewhere in between.
Doctor’s offices and clinics are also somewhere in the middle, and although I do address
the effects of each of the variables on the likelihood of a doctor’s office or clinic birth
relative to a hospital birth, the number of births in doctor’s offices and clinics is so low
(n=371) that few conclusions can be made based on these results.
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Table 3: Multinomial logistic regression models: Effects of maternal characteristics on
place of birth (Relative risk ratios reported)
Place = 2 (Freestanding birth center, relative to hospital)
Control variables
Prenatal care first received (1st tri., 2nd-3rd, none)
Plurality (singleton, twins, triplets+)
Gestation weeks at birth (17-47 weeks)
Birth weight ((0g-8165g in 500g intervals)
Attendant at birth (0=doctor, 1=midwife)
Method of delivery (0=vaginal, 1=cesarean)
Independent variables
Mother's age (0=25-34)
<25
>34
Race (0=White)
Black
Hispanic
American Indian
Asian/Pacific-Islander
Mother's education (0-8, 9-1, 12, 13-15, 16+ yrs.)
Marital status (1=yes, 2=no)
Birth order (1st, 2nd, 3rd, etc.)
Cesarean history (0=no, 1=yes)
Place = 3 (Doctor's office or clinic, relative to hospital)
Control variables
Prenatal care first received (1st tri., 2nd-3rd, none)
Plurality (singleton, twins, triplets+)
Gestation weeks at birth (17-47 weeks)
Birth weight
Attendant at birth (0=doctor, 1=midwife)
Method of delivery (0=vaginal, 1=cesarean)
Independent variables
Mother's age (0=25-34)
<25
>34
Race (0=White)
Black
Hispanic
American Indian
Asian/Pacific-Islander
Mother's education (0-8, 9-11, 12, 13-15, 16+ yrs.)
Marital status (1=yes, 2=no)
Birth order (1st, 2nd, 3rd, etc.)
Cesarean history (0=no, 1=yes)
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Model 1

Model 2

Model 3

2.760
0.644
1.115
1.194
46.250
0.018

2.261
0.683
1.115
1.216
45.009
0.018

2.474
0.650
1.117
1.182
44.090
0.017

0.577
1.160

0.428
1.265

0.571
1.229

0.182
0.138
0.120
0.238

0.165
0.091
0.104
0.239
0.691

0.246
0.101
0.141
0.223
0.653
0.305
0.968
1.090

4.136
1.358
0.966
1.044
3.217
0.054

2.877
1.574
0.958
1.082
2.879
0.055

3.186
1.367
0.957
1.051
2.823
0.091

0.758
1.810

0.462
2.061

0.616
1.951

0.151
0.604
2.906
0.481

0.120
0.217
2.165
0.455
0.414

0.169
0.233
2.939
0.420
0.400
0.357
1.134
0.170

Place=4 (home, relative to hospital)
Control variables
Prenatal care first received (1st tri., 2nd-3rd, none)
Plurality (singleton, twins, triplets+)
Gestation weeks at birth (17-47 weeks)
Birth weight (0g-8165g in 500g intervals)
Attendant at birth (0=doctor , 1=midwife)
Method of delivery (0=vaginal, 1=cesearean)
Independent variables
Mother's age (0=25-34)
<25
>34
Race (0=White)
Black
Hispanic
American Indian
Asian/Pacific-Islander
Mother's education (0-8, 9-11, 12, 13-15, 16+ yrs.)
Marital status (1=yes, 2=no)
Birth order (1st, 2nd, 3rd, etc.)
Cesarean history (0=no, 1=yes)
Psuedo R2

Model 1

Model 2

Model 3

3.778
3.021
1.083
1.334
58.877
0.009

3.393
3.281
1.081
1.36
58.333
0.009

3.593
3.072
1.084
1.312
57.635
0.006

0.428
1.584

0.361
1.665

0.493
1.546

0.237
0.133
0.093
0.231

0.218
0.101
0.085
0.229
0.810

0.288
0.112
0.105
0.226
0.790
0.430
1.334
1.650

0.343

0.350

0.358

Looking first at the control variables, we see that mothers who first receive
prenatal care after the first trimester have an increased likelihood of giving birth in all of
the non‐hospital settings. They are more than twice as likely to give birth in a birth
center, and three and a half times more likely to give birth at home, compared to the
hospital. Plurality has mixed effects. Giving birth to multiples is correlated with a
higher likelihood of giving birth in a doctor’s office or clinic or at home, and a lower
likelihood of giving birth in a birth center. Birth center regulations may discourage or
prevent women pregnant with multiples from giving birth at a birthing center, but it is
interesting that giving birth to multiples, which is associated with higher risks, would be
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associated with an increased likelihood of giving birth in any non‐hospital setting. The
number of weeks of gestation has mixed effects – a slight positive association with
giving birth in a birth center or at home, and a slight negative association with giving
birth in a doctor’s office or clinic.
Higher birth weight is associated with an increased likelihood of delivering
outside the hospital. This effect is fairly small in birth centers and doctor’s offices or
clinics, but is moderately strong for home births. This may be related to the fact that
home births are commonly managed by midwives, who are more likely to let women go
into labor naturally, even if they go beyond their due date. Thus, the relationship is
likely due to the fact that women who give birth at home may have slightly longer
pregnancies than women who give birth in hospitals, where they are more likely to be
induced. Increased birth weight also correlates with an increased likelihood of
delivering in a non‐hospital setting. This effect makes sense, as we have already that
increased weeks of gestation is correlated with birth in non‐hospital settings. Babies
who are delivered after a slightly longer pregnancy would be expected to weigh more.
As one would expect, having a midwife attendant at the birth is strongly
associated with non‐hospital births, particular in birth centers and at home. Conversely,
giving birth via cesarean section has a very strong negative association with non‐
hospital births. This, too, is as expected.

108

Younger women are substantially less likely than average age women to deliver
in a non‐hospital setting, and older women are substantially more likely than average
age women to delivery in a non‐hospital setting. This is surprising because we have
already seen that older women are less likely to have natural births, and subsequent
analyses show that older women are also less likely to delivery vaginally or have a
midwife attendant at the birth – factors associated with births in non‐hospital settings.
Non‐Whites are substantially less likely to give birth in a non‐hospital setting,
with one exception: American Indians are nearly three times more likely than Whites to
give birth in a doctor’s office or clinic. As discussed above, this fact is likely due to
limited geographic access to hospitals, and to many American Indians’ preference for
and emphasis on more traditional medical care.
Maternal education has a surprisingly strong negative effect on the likelihood of
giving birth in all three non‐hospital settings. This effect is surprising but may have to
do with the resources available to less educated women. These women may be poorer,
and giving birth outside the hospital is often less expensive. Unmarried women are also
much less likely than their married counterparts to give birth outside of the hospital.
This could be due to the absence of a key source of social support during childbirth – a
spouse. Giving birth outside the hospital tends to require more spousal support and
involvement, as will become clear in the next chapter.
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Birth order has a slight negative effect on delivery in a birth center, such that
later born children are less likely than first‐born children to be delivered in these non‐
hospital settings. Later born children are more likely than first‐borns, however, to be
born at home or in a doctor’s office or clinic. A history of cesarean section substantially
decreases the likelihood of the birth occurring in a doctor’s office or clinic, and very
slightly increases the likelihood of the birth occurring in a birth center. Surprisingly, a
history of cesarean appears to have a strong positive effect on the likelihood of the birth
occurring at home.
4.3.2.3 Method of Birth
With regard to method of birth, cesareans are logically presumed to be more
medical and vaginal births are more natural. Because cesarean is the key criteria for
medical birth in the composite variable, we can expect to see the results here align with
the “medicalized” coefficients in the composite variable models.
Looking first at the effects of the control variables on the method of delivery
(vaginal or cesarean), we see that plurality has a strong positive effect – women giving
birth to multiples are nearly nine times more likely to deliver via cesarean section [Table
4].
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Table 4: Logistic regression models: Effects of maternal characteristics on method of
birth* (Odds ratios reported)

Control variables
Prenatal care first received (1st tri., 2nd-3rd, none)
Plurality (singleton, twins, triplets+)
Gestation weeks at birth (17-47 weeks)
Birth weight (0g-8165g in 500g intervals)
Attendant at birth (0=doctor, 1=midwife)
Place of birth (0=hospital)
Freestanding birth center
Doctor's office/clinic
Home
Independent variables
Mother's age (0=25-34)
<25
>34
Race (0=White)
Black
Hispanic
American Indian
Asian/Pacific-Islander
Mother's education (0-8, 9-11, 12, 13-15, 16+ yrs.)
Marital status (1=yes, 2=no)
Birth order (1st, 2nd, 3rd, etc.)
Cesarean history (0=no, 1=yes)

Model 1

Model 2

Model 3

0.898
4.772
0.931
1.061
0.037

0.904
4.768
0.931
1.060
0.037

0.874
8.888
0.940
1.052
0.037

0.019
0.053
0.009

0.020
0.053
0.009

0.013
0.114
0.004

0.725
1.485

0.732
1.481

0.711
1.514

1.235
1.043
1.126
0.944

1.242
1.059
1.133
0.943
1.013

1.283
1.002
1.097
0.957
1.024
1.103
0.330
76.685

Psuedo R2
0.075
0.076
0.306
*Method of birth is coded such that vaginal birth=0 and cesarean section=1. Coefficients
greater than 1.000 thus represent an increased likelihood of cesarean section.

Women receiving later prenatal care are slightly less likely to deliver via
cesarean; weeks of gestation also has a slight negative effect. Increasing birth weight has
a small positive effect on the likelihood of cesarean delivery. A midwife attendant or a
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birth that occurs outside of the hospital has a strong negative effect on the likelihood of
cesarean, as one would expect.
Increased maternal age (35 years and over) increases the likelihood of cesarean
delivery, as does being unmarried. Young women (<25 years), however, are less likely
to have a cesarean section. A history of cesarean section, unsurprisingly, substantially
increases the likelihood of cesarean section. Blacks, Hispanics, and American Indians
are slightly more likely than Whites to have a cesarean delivery, while Asian/Pacific‐
Islanders are slightly less likely than Whites. Birth order has a negative effect on the
likelihood of cesarean, such that non‐first births are less likely to be delivered via
cesarean.
4.3.2.4 Attendant at Birth
With regard to the attendant at birth, a doctor (M.D. or D.O.) is a more
medicalized option than a midwife (CNM, CPM, or other midwife). In the composite
variable, a midwife attendant is presumed to mean a more natural birth, regardless of
where the birth occurs. The same holds true here; however, a birth attended by a doctor
is presumed to be more medicalized in this model, even if the birth takes place outside
the hospital (although very few doctors attend non‐hospital births).
First receiving prenatal care after the first trimester, more weeks at gestation, and
higher birth weight are all associated with increased likelihood of midwifery care [Table
5]. Not unexpected, giving birth to multiples and delivering via cesarean section are
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both associated with a lower likelihood of having a midwife attendant at birth.
Likewise, delivering outside the hospital, in a freestanding birth center, a doctor’s office
or clinic, or at home, are all strongly associated with an increased likelihood of having a
midwife attend the birth.
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Table 5: Logistic regression models: Effects of maternal characteristics on attendant at
birth* (Odds ratios reported)

Control variables
Prenatal care first received (1st tri., 2nd-3rd, none)
Plurality (singleton, twins, triplets+)
Gestation weeks at birth (17-47 weeks)
Birth weight (0g-8165g in 500g intervals)
Method of birth (0=vaginal, 1=cesarean)
Place of birth (0=hospital)
Freestanding birth center
Doctor's office/clinic
Home
Independent variables
Mother's age (0=25-34)
<25
>34
Race (0=White)
Black
Hispanic
American Indian
Asian/Pacific-Islander
Mother's education (0-8, 9-11, 12, 13-15, 16+ yrs.)
Marital status (1=yes, 2=no)
Birth order (1st, 2nd, 3rd, etc.)
Cesarean history (0=no, 1=yes)

Model 1

Model 2

Model 3

1.146
0.334
1.057
1.092
0.037

1.132
0.339
1.057
1.094
0.037

1.126
0.336
1.058
1.093
0.037

46.434
3.179
59.145

45.666
3.003
59.299

45.511
3.028
59.354

1.129
0.903

1.100
0.909

1.105
0.905

1.087
1.341
3.241
0.906

1.069
1.291
3.182
0.912
0.963

1.045
1.284
3.127
0.918
0.971
1.052
1.058
0.993

Psuedo R2
0.128
0.129
0.129
*Attendant at birth is coded such that doctor=0 and midwife=1. Coefficients greater than
1.000 thus represent an increased likelihood of having a midwife as the attendant.

Mother’s age again has mixed effects, such that women under age 25 are about
10% more likely to work with a midwife and women ages 35 and older are about 10%
less likely to work with a midwife than women ages 25‐34. With the exception of
Asian/Pacific‐Islanders, non‐Whites are more likely than Whites to have a midwife
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attendant at the birth. Among American Indians, this effect is particularly strong; they
are over three times more likely than Whites to work with a midwife at the birth.
Mother’s education has a negative effect on midwifery use, meaning that more educated
women are less likely to use a midwife. Being unmarried has a very slight positive
effect on the likelihood of midwifery use, as does giving birth to a second or later child.
A history of cesarean section has a very slight negative effect on the likelihood of having
a midwife attendant.

4.4 Discussion
The descriptive analysis showed a definite trend towards rising cesarean rates
and increasing use of midwives. While the percentage of women who have a midwife
attend the birth is still small, it has shown a clear and steady increase over the past thirty
years. Hospitals still have a near‐monopoly on births – over 99% of births occur in
hospitals. Thus, the increase in midwifery care is likely associated with an increase in
the number of midwives practicing in hospitals, rather than in birth centers or at home
births. As the next chapter will demonstrate, a significant group of women are
interested in, for example, midwifery care, but also want the security of knowing that
they have immediate access to doctors and emergency care, should the unthinkable
happen.
In multivariate regression analyses, maternal age has consistently mixed effects.
Younger women are more likely to have natural births and more likely to work with
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midwives than average age women, but they are less likely to give birth in all of the non‐
hospital settings. Older women are more likely to have medicalized births and cesarean
sections than average women, but they are also more likely to give birth in all of the
non‐hospital settings. This effect is somewhat counter‐intuitive. If older women are
more likely to give birth in a non‐hospital setting, it would stand to reason that they
would be more likely to work with midwives. It could be that older women tend to have
an interest in non‐hospital births but are simultaneously faced with increasing risk with
increasing age. Those women who have normal, healthy pregnancies are able to take
advantage of non‐hospital options, while those women whose pregnancies are
complicated by their age utilize, by necessity, the services of doctors and cesarean
sections. Younger women may be more inclined towards some of the features of natural
birth, such as working with midwives, but they may prefer to give birth in the hospital
where intervention is readily available in the event of an emergency.
These findings support the first half of H1, in that older women are more likely to
have medicalized births. The findings do not, however, support the second half of H2 –
average age women are less likely than younger women to have natural births, although
they are more likely than older women to have natural births. Although I expected that
average age women are more aware of and more willing to take advantage of
alternatives to mainstream childbirth, that does not seem to be entirely true.
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Race has varying effects on the medicalization of childbirth. Blacks are more
likely than whites to have a more medicalized birth, and less likely than whites to have a
natural birth. Hispanics and American Indians are more likely than whites to have both
medicalized and natural births, and Asian/Pacific‐Islanders are less likely than whites to
have either medicalized or natural births, compared to mainstream births. Looking at
the effects of race on place of birth, we see that all non‐White groups are less likely than
Whites to give birth in a birth center or at home. Blacks, Hispanics, and Asian/Pacific‐
Islanders are also less likely than whites to give birth in a doctor’s office or clinic, but
American Indians are almost three times more likely than whites to give birth in this
setting. Blacks, Hispanics, and American Indians are more likely to have a cesarean
section; Asian/Pacific‐Islanders are less likely to have a cesarean section. Blacks,
Hispanics, and American Indians are more likely than Whites to be attended by a
midwife, but Asian/Pacific‐Islanders are less likely to be attended by a midwife. What
stands out here is that American Indians are more likely both to have a cesarean and to
work with midwives – a combination that does not usually occur. Indeed, there is no
reason to think that midwives are performing these cesareans. Rather, it is likely that
there is a split – many American Indians have cesareans, and many others use
midwives. The reason for the split is not immediately clear, but it is possible that
American Indians tend to plan to work with midwives but have more health
complications that, in some cases, lead to cesareans.
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Based on these findings, H2 is generally not supported. In almost every model,
Whites fall somewhere in the middle – there are other groups both more and less likely
to have medicalized births, work with a midwife, and deliver via cesarean. The one
exception is that all other groups are less likely than Whites to deliver outside the
hospital.
Higher education slightly increases the likelihood of medicalized births, but
decreases the likelihood of natural births, compared to mainstream births. More
education also has a surprisingly strong negative effect on the likelihood of giving birth
in all three non‐hospital settings. Mother’s education slightly increases the likelihood of
a cesarean section, and slightly decreases the likelihood of working with a midwife. As
such, the results do not support H3. These results comes as a surprise because it was
assumed that better educated women would be more aware of and have more access to
alternatives such as midwifery care and non‐hospital births.
Marital status has mixed effects. Unmarried women are more likely than their
married counterparts to have more medicalized births and cesarean sections, and less
likely to have natural births. Concomitantly, being unmarried has a strong negative
effect on the likelihood of giving birth in any of the three non‐hospital settings analyzed.
Despite this fact, being unmarried does slightly increase the likelihood of having a
midwife attendant at the birth – presumably, these midwives are largely practicing in
hospitals, since unmarried women are less likely to deliver outside the hospital. These
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findings largely support H4 – married women are more likely to have natural births. As
previously described, this may be due to the additional support a spouse provides.
With regard to fertility history, this analysis considered the effects of two
variables – birth order (first born, second born, etc.) and whether the mother had had a
prior cesarean section. Birth order has a strong negative effect on the likelihood of a
medicalized birth, such that mothers not delivering their first baby are less likely to have
a medicalized birth. Later born children are slightly more likely to have a natural birth.
Later born children are more likely than first‐borns to be born in at home or in a doctor’s
office or clinic, but slightly less likely to be born in a birth center. Later born children are
far less likely to be born via cesarean section (controlling, of course, for mother’s
cesarean history), and are slightly more likely to be born with a midwife attendant.
These results do not support H5. Whereas H5 predicted that later born children would
subject a woman to higher risk or cesarean section, the data suggest instead that women
may become more comfortable with childbirth after the birth of their first baby and
consider an alternative attendant or setting for subsequent births.
As one would expect, a history of cesarean section greatly increases the odds of
having a more medicalized birth (i.e. delivering via cesarean); however, it also increases
the odds of having a natural birth. Although a history of cesarean section diminishes
the likelihood of having a midwife attendant, women who have previously had a
cesarean section are substantially less likely to give birth in a doctor’s office or clinic,
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slightly more likely to give birth in a birth center, and, surprisingly, substantially more
likely to give birth at home. Given that a history of cesarean section leads to a 78‐fold
increase in the likelihood of cesarean birth, we know that most women with a history of
cesarean have another cesarean. We must surmise, then, that this much smaller group of
women who are eligible to attempt a vaginal birth aim to avoid a repeat of previous
births by attempting a delivery in an alternative location, perhaps to avoid medical
interventions that they felt contributed to previous cesarean sections. Because some
birth centers will not accept as patients women who have had a previous cesarean,
women with a history of cesarean section who wish to have a natural birth face limited
choices, with some apparently choosing to give birth at home.

4.5 Conclusion
The limitations inherent to this dataset make the above analyses feel frustrating
and incomplete. With additional data, such as information on elective cesarean and pain
management, we could more clearly assess the relative level of medical intervention
during births. A further limitation is the small proportion of women who work with
midwives and/or deliver outside of hospitals. While this proportion has risen over the
past 30 years, it remains a fraction of all births. Characteristics of the women who take
advantage of these other options may be statistically drowned out by the hundreds of
thousands (or even millions) more women whose births more closely resemble the
“mainstream.”
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Despite these limitations, we can begin to understand the relationship between
various maternal characteristics and birth outcomes. In the following chapter, we will
go beyond these demographic characteristics to understand more about the personal
factors and decision‐making processes associated with birth plans. Although additional
and more detailed quantitative analysis is clearly called for, the information in this
chapter and the following chapter does increase our understanding of the relationship
between parental factors and medicalized and natural childbirth.
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5. The ‘Best of Both Worlds’: Women’s Perspectives on
Medicalized and Natural childbirth
5.1 Data and Methods
To more clearly understand the choices women make surrounding childbirth
and the factors that influence those decisions, I undertook a qualitative interview study
of pregnant women. I conducted a total of 35 interviews from a medium‐size city and
the surrounding area in the southeast United States. To inform people of the study, I
utilized two email listservs to send out an initial recruitment email. These listservs are
comprised of parents who are graduate/professional students at or employees of a
prestigious, local university. The email I sent described the topic and purpose of the
study, as well as what was involved in participating and information on compensation.
I invited interested pregnant women to contact me via phone or email. I also asked
email recipients to pass on the information to anyone they knew who might be
interested in taking part in an interview. In the course of scheduling and conducting the
interviews, I learned that those original emails had in fact spread throughout the
community – they were posted to several online bulletin boards of mothers’ groups, sent
out to book clubs and neighborhood bulletin boards, and shared with friends and
acquaintances. This recruitment method, originally intended to be just a first step,
yielded approximately forty responses. The vast majority of women who contacted me
about the study and were eligible subsequently agreed to participate.
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Participants contacted me almost exclusively via email to learn more about the
study or to schedule an interview. I arranged to meet participants at a time and place
convenient for them. I met many women in their homes, but I also met women at their
offices, in coffee shops and casual restaurants, and even outside, perched on a stone
wall. The interviews generally lasted about 45‐60 minutes, from start to finish.
Participants received $25 in cash. Most interviews started with a few minutes of “small
talk,” followed by the informed consent process. Participants were also reminded that
the interview was voluntary and that their confidentiality would be protected. I also
asked for their permission to tape record the interview. All participants agreed to the
recording. Accounting regulations also required that I ask participants to complete a
“payment verification form” which could be used to track the money used to pay
participants in the event of an audit. Participants were given the $25 as soon as the
paperwork was complete, and they were told that the money was theirs even if they
chose to discontinue the interview at any time.
The interviews were semi‐structured – I used an interview schedule (Appendix
A) to guide the interview, but I moved through the topics in different orders, and in
varying depth, depending on the flow of the conversation. The initial questions were
intended to elicit information on women’s choice of provider, place of delivery, method
of delivery, and preferences for interventions such as induction of labor and pain relief.
These questions allowed me to collect basic information about each woman’s plans for
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her upcoming birth while also continuing to build a rapport with the participant. I also
asked participants to describe any previous birth experiences to learn how their plans
and preferences may have changed over time. Additional questions were designed to
elicit information about the resources women use when making decisions about their
births. For example, I asked about influential books, magazines, or websites – what they
loved and what they hated. I was also interested in hearing about the people in their
lives who influenced their decisions – spouses, mothers, friends, other family members,
or doctors. I also asked some questions about their “big picture” approach to childbirth
– what a “good” birth means to them, and what their philosophy for childbirth was.
These two questions, about a good birth and their philosophy, were well‐received by
some women who seemed to enjoy thinking about and articulating their approach at
that more abstract level. Other women seemed confused by these questions or had
trouble articulating a global approach that guided their thinking. Lastly, I asked
participants whether they had ever considered any other options – working with a
midwife, for example, if they were presently seeing an obstetrician. This question
helped me learn two things – first, what options they perceived as available to them, and
second, why they may have discounted those options. With regard to perceived
options, if a woman was not aware of the existence of a birthing center, or that midwives
could deliver babies in hospitals, then surely she never considered those options. With
regard to reasons for opting against any given option, it was equally important to me to
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learn, for example, why someone chose to give birth in a hospital as it was to learn why
they chose not to give birth in a birthing center.
After the interviews, I tried to jot down a few notes about the interview and the
participant – especially things that would not be reflected in the recording. These notes
helped place the interview in context, provided a summary of the participant’s views on
childbirth, reinforced important ideas or interesting quotes, and generally helped me
remember the interviews when I returned to them later for analysis. Each interview was
also transcribed, some by me, some by a hired transcriptionist. Each participant was
assigned a pseudonym to protect her identity. Other identifying details were either
deleted or changed prior to inclusion in this and any other published materials.
I analyzed the interview transcripts using the constant comparative method
(CCM), which emerged out of the grounded theory approach to qualitative analysis
developed by Glaser and Strauss (1967). At its core, grounded theory (GT) focuses on
conceptualization and the use of concepts to explore emergent patterns in the data.
Glaser emphasizes the distinctions between GT and other types of qualitative data
analysis; the former relies on this process of conceptualization that transcends time,
place and people, while the latter sometimes does not. He also stresses that GT analysis
must not get bogged down in description, but rather strive to link concepts through
diligent and careful comparison of all of the data (2002). The constant comparative
method combines coding and theory development so that each can occur

125

simultaneously. Glaser writes, “The data are coded only enough to generate, hence, to
suggest, theory” (1965, p.438). This method allows theory to emerge from the interviews
themselves, rather than forcing the interview data into a predetermined coding scheme.
In this way, I initiated the interviews without preconceived notions of what I would
learn and let the themes emerge as I reviewed the transcripts. As these themes emerged,
I coded the transcripts on seven topics I thought were important and relevant to the
overall topic of this project. These topics included discussion of medicalized births,
discussion of natural births, resources utilized, the effect of experience, and what
alternatives, if any, the participant considered. A second reader coded approximately
10% of the transcripts to check reliability. The reliability test resulted in 100% agreement
between the readers. I used the coded transcripts to offer support for the themes within
the chapter, as well as to identify additional topics that merited discussion in the
chapter.

5.2 Sample Description
Interview participants ranged in age from 23 to 40. The mean and median ages
were both 31. Thirty‐four of the thirty‐five participants were married; one woman was
divorced and had not remarried, although she was in a relationship with the father of
the baby. The sample was very highly educated, probably due to a combination of the
recruitment method and the demographics of the area, which is home to several
research universities and hospitals. Thirty‐four of the thirty‐five women had at least a
126

college degree, many had received or were working on advanced degrees. One woman
reported attending some college but did not have a degree. Twenty‐three women, about
66% of the sample, had received or were in the process of attaining a graduate or
professional degree.
The sample was almost entirely comprised of non‐Hispanic whites, an
unfortunate limitation that can hopefully be addressed in future research. One
participant self‐identified as Hispanic.
Approximately 46% of the participants were presently affiliated with the
university where recruitment was based. Some of these women were students or
employees of the university; others were married to a student or employee at the
university. The remaining 54% of participants were not currently affiliated with the
university, although a few had previously attended the university. The fact that over
half of the participants were not directly affiliated with the university demonstrates that
the emails sent out via listserv were effective in recruiting both on and off‐campus
participants. The women who were not affiliated with the university reported hearing
about the study through friends and colleagues, online message and discussion boards,
and from other listservs to which the recruitment email was forwarded.
Fifteen of the participants were pregnant with their first child. The other twenty
women had already given birth to between one and four children.
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Seventeen participants (about 49%) were currently employed, either full or part
time. An additional 20% of the participants were currently enrolled as students. The
remaining 31% of participants were not currently working. Among those who were
working, about half planned to go back to work at least part time after their babies were
born. Most, but not all, first‐time moms were either employed or in school, although
many expected to leave their jobs after their babies arrived. Women who already had
one or more children were less likely to be employed.
Although I make no claims as to the generalizability of this sample to any larger
group, I believe I was successful in recruiting a broad range of women, both
demographically and with regard to birth plans. The sample was, however, more highly
educated, more White, and more likely to be married than would be expected.
Accordingly, I think the findings apply to a relatively broad group of women, but are
not representative of the national or regional population.

5.3 Interview Dynamics
It would be dangerously naïve to think I had no influence on the content of the
interviews. The very fact that I asked women questions about their birth plans could
have affected their thinking. At least one woman mentioned during our interview that
after she had emailed me about participating in the study and learned the nature of the
topic, she started thinking more about developing her birth plan.
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I generally felt very comfortable during interviews, and genuinely enjoyed
talking with all of the participants. Pregnancy, for most women, is a joyous and exciting
time, and I shared that enthusiasm. After much internal debate and some trial and
error, I found that remaining completely neutral and detached did not yield the best
interviews. Instead, by sharing participants’ excitement, energy, and worries, I was
treated as more of a confidant than if I withheld all emotion.
Many women seemed to want validation – they had a plan or an idea or a feeling
about something, and they wanted reassurance that it was “normal.” I would never
offer false or empty reassurance, but I often was able to reassure a woman that I had
heard the same plan, idea, feeling, or worry from other women. For instance, a woman
early on told me that she would rather have a cesarean section than go through an
induced labor. I took note of it and listened as she explained her reasoning. A week or
two later, another woman repeated the same sentiment, but expressed concern that she
sounded “crazy”. Whether or not I shared her approach to childbirth was irrelevant; I
was able to offer her some validation for her views simply by mentioning that another
woman had told me the same thing.
Overall, I think the interviews were very successful and I felt that I was able to
develop positive rapports with the participants, allowing for honest and straightforward
conversation.
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5.4 Childbirth and Medicalization – Buying In or Opting Out?
The literature suggests that medicalization is a polarizing issue: individuals
either subscribe to the medical model, embracing the role of doctors, pharmaceuticals,
and medical intervention, or they reject the medical model altogether (e.g. Conrad 1992).
I would argue, however, that where childbirth is concerned the majority of mothers
instead fall somewhere in the middle. They recognize, and firmly believe in, pregnancy
and childbirth as natural processes, as things their bodies are “meant” to do. But they
also see the medical establishment as valuable and potentially life‐saving. More than
one woman pointed out to me that, although she would like a “natural” birth, childbirth
has historically killed many women and babies. If medical intervention can save lives,
most women would not reject such intervention.
Women who fall in the middle of the medicalization debate often indicated that
they would like to give birth “naturally,” but that they weren’t opposed to intervention
if it was “medically necessary.” First time moms – who hadn’t been through childbirth
before – were often particularly open‐minded with regard to pain management. Many
of these first‐time moms expressed a desire to try to deliver without drugs (specifically,
without an epidural), but admitted that they weren’t sure what it would be like and
were open to an epidural or other pharmaceutical means of relief if the pain became
more than they could tolerate. For example, Paige, 29, was planning for the birth of her
first child in a nearby birth center. Epidurals are not available at the birth center, but she
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did have the option of receiving narcotics to manage the pain. I asked her what she
thought about pain management and although she was researching natural methods of
pain management, she said, “I’m going to go in there and try not to use [the drugs available],
but if I feel like I need to, then I’ll ask for it. I don’t feel like I have to go in there and absolutely
not use it because…the birth is not supposed to be an awful experience.” Even Erin, 28, who
was planning to deliver her first baby at home where no drugs would be available, said,
“We did put it into the birth plan that at any point I can say, ‘I don’t want to do
this here. I’m not comfortable with this and I want to go to the hospital.’ You
know, I have a lot of friends who have been so committed to being at home that
they will endure anything. I don’t feel that way. If I feel like [the] pain is
unmanageable, I’m not going to want to do this.”
In this way, they approach childbirth “naturally,” but with the provision that
they might opt for medical intervention during the process. Ultimately, then, these
women wanted the “best of both worlds” – the ability and option to try it naturally, but
the availability of pharmacological pain relief and other medical interventions – such as
induction, episiotomy, vacuum assistance, and even cesarean – if labor does not
progress adequately, if the pain becomes too much, or if another problem arises that
could potentially harm either the mother or the baby.
Meredith, a 29 year old mother expecting her second child, described the birth of
her first child. Meredith suffered from mild preeclampsia and required multiple
interventions during that birth, including magnesium, pitocin, an epidural, and a
forceps‐assisted delivery. She described the overall situation: “We went in trying to be
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very open‐minded. I was hoping to do it naturally, but I knew that I didn’t really have control
over what would come up. So, I felt like I ended up having every intervention in the book.”
Asked about what would be an ideal birth for her this time, she said,
“I guess overall…I feel like I should be able to get through it naturally. But we’ll
try to remain open‐minded, no matter what. That’s the biggest thing, because we
really don’t have control over what comes up. If I end up with a c‐section, then
so be it. I guess our overall philosophy is, at the end of the day, as long as I’m
healthy and the baby’s healthy, that’s the priority.”
Jill, a 32 year old expecting her first baby, described her ideal birth in the
following way:
“Ideally you’d have the best of both worlds, which is not possible, so you’d have
something where you’re in the most natural, calm environment possible
and…your physical state would be such that you felt well connected with what’s
going on and you weren’t experiencing pain. And I think the way things are,
realistically, you can’t just really have all of those things.”
This “best of both worlds” mindset is echoed in Kathy’s approach to the birth of
her third child:
“I have in the back of my mind that I want to try to do it myself and with as little
assistance as possible. … But you know I want to be in a hospital. I want to be
around the doctors and the people that can take are of me and the baby if there’s
problems, but I still want it to by my experience and my job as the mother of the
child. … I go into [it] thinking I want a healthy baby. I’m going to do what I can
do and then, you know, if I have to get help that’s fine because I want a healthy
baby.”
Laura, 27, had an epidural with her first child because she was induced, which
tends to intensify contractions. This time, she hopes to try to give birth without pain
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medication, but she noted that whether she ultimately has an epidural is not the most
important thing:
“Well obviously, I think it’s every girl’s dream to be able to have one naturally
and be able to handle the pain. But the real important thing to me is that I just
want to have a healthy baby. … I want the baby to be healthy and, you know, I
think that makes it successful.”
The most striking part of Laura’s statement was the “fairytale” nature of it – that
“it’s every girl’s dream to be able to have one naturally.” Apparently, natural childbirth
has taken on a certain mystique for some women – they believe it is somehow superior
to other births. The concern this raises is whether they will feel let down or
disappointed in themselves if they opt for pharmaceutical pain relief.
Other women fall “in the middle” of the medicalization debate for another
reason – their plans for the birth experience include a mix of natural and medical ideals.
For example, Jackie was set on having an epidural (a medical intervention) but was
equally set on avoiding induction, saying, “I’ve heard that the induction stuff makes the labor
harder and faster. … So I’m scared to death of being induced because I think it’ll just make it too
fast, too hard, that I won’t be able to handle it all.” Jackie’s current provider was an
obstetrician, but she had worked with midwives in the past. She is representative of
women who take a “buffet style” approach to birth, picking out the elements from both
the natural and medical models that will enable them to have the birth they want. This
approach differs from the “best of both worlds” approach described above in which
women plan for a natural (drug‐free, low‐intervention) birth but are glad to know that
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medical intervention is there should they or their baby need or want it. In the buffet
style, espoused by Jackie, it is truly pick‐and‐choose, as opposed to starting with one
approach and seeing how it goes. As women become increasingly aware of the options
available to them, this approach may become increasingly common. I would argue this
is the same mindset as that of a woman who wants an epidural but has also chosen to
work with a midwife because of the “woman centered” care ethic espoused by
midwives, or a woman who has hired a doula to attend to her during labor but also
plans for an epidural or an induction. In fact, I expect that this model, where women are
able to choose the specific elements they want as part of their birth will account for an
ever‐increasing proportion of midwifery and doula use in the coming decade.
Jackie was not the only woman who fit the “buffet” model. Joy had a difficult
childbirth history. She had two miscarriages prior to her current pregnancy and her
mother died in childbirth with Joy’s sister. Given all this, Joy felt certain that she wanted
to give birth in the hospital. She was ambivalent about having an epidural, hoping to be
able to deliver naturally, but not opposed to an epidural if she felt it was necessary. The
hospital, she said, is where you go if there’s a problem – so why would you want to try
giving birth anywhere else? Joy and her husband had also opted to hire a doula. Joy
saw the doula as someone who would be there to support them during the birth,
whether it was answering questions, offering massages, suggesting different labor
positions, or running to pick up a sandwich. Joy said, “I think everyone should have that –
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someone just for them.” Here again we see a buffet style approach to birth. Although Joy
remains uncertain about what the actual birth will entail, she has already elected to
bring one traditionally natural or holistic element (the doula) into a traditionally medical
realm (the hospital).
Ellen’s plans for the birth of her first child also fit with a “buffet” approach. She
was excited to be working with a team of midwives because she felt they took a more
“holistic and woman‐centric” approach to birth and that there was more personal
attention and a less clinical atmosphere. At the same time, Ellen was exploring the
possibility of an epidural (she had previous back problems which would possibly
prevent administration of an epidural) or, if that wasn’t an option, even an elective
cesarean. Midwifery care and cesarean generally don’t “mix,” but Ellen was focused on
reconciling her options and her preferred model of care in a nontraditional way so that
she could have the best experience possible.
The women’s experiences described in this section may suggest what the future
of childbirth will look like, with increasing options available to moms. Women who are
informed about the options available may feel more comfortable pursuing their ideal
birth, even if it combines elements that do not traditionally “go together,” such as both
hiring a doula and having an epidural. At the same time, some evidence suggests that
hospitals may be recognizing that women want options. Hospitals are hopefully
noticing that although women may want to give birth in a hospital, they may still want
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to preserve the natural process of birth by avoiding medical intervention where possible
or introducing more holistic elements into the birthing process.
Joy reported taking a birthing class in which this meshing of natural and medical
was emphasized:
“[W]e learned a lot and some of the things that I associate with midwives and the
views of midwives and doulas and birthing centers, stuff like that…I found that
at least from this instructor the hospital was very much in line with the views of
[midwives and doulas]. They encourage people to try to go without
medication… You know, try it at first. Don’t necessarily go into it saying, ‘I
must have this’ before you even try. So I just, I was really impressed. A lot of
the views that some people have about hospitals feeling a certain way – the
hospital didn’t feel that way.”
Kristin reported similar findings in her experiences at two hospitals, one local
and one out of state. She suggested I might find it interesting to take tours of the
hospitals, because, she said,
“[O]ne thing you’ll find is that it seems like there’s a lot of meshing together of
these different approaches. So for example, the hospital approach at a place like
County General [or at the private hospital in New York where I delivered my
first child], both of their birthing rooms are now created to look and feel very
much like a home environment. There are painted walls with, you know, fabric
or wallpaper borders and…they’ll have bathtubs and the experiences is meant to
lend itself to make you not feel like you’re in this sterile operating room. And
instead in a way it seems like they’re trying to simulate a home birth to an
extent.”
When she entered the hospital to deliver her first baby, Deirdre, 25, was on the
fence about medical intervention for pain relief. She hoped to do it naturally but, like
many first time moms, was unsure what it would be like or whether she could handle it.
When she arrived at the hospital and shared her plans with the nursing staff, they
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strongly encouraged her to make a decision before her labor progressed any further. If
she wanted to do it without drugs, they said, they would support her whole‐heartedly.
But if she remained undecided, they said she would be more likely to change her mind
and ask for drugs later on. Deirdre did what they suggested and chose to give birth
without drugs. She was extremely pleased with the outcome: no interventions,
unwavering support from the nurses, a healthy and alert baby, and an easy recovery. In
this example, despite being in a traditional medical environment, the nursing staff was
able to support and encourage Deirdre’s goal of giving birth without an epidural.
The experiences of Joy, Kristin, and Deirdre demonstrate that hospitals are
indeed coming to recognize that many women don’t fall sharply on one side of the
medicalization debate, but instead prefer an integrated approach that enables them to
take advantage of the strengths of both more natural and more medical approaches.

5.4.1 The Benefits of Medical Intervention
Although many women take a middle‐of‐the‐road or wait‐and‐see approach to
medicalization, a few women felt more strongly about medical intervention in
childbirth. Caitlin, 23, was describing her plans for the birth of her first baby and had
already told me that she planned to have an epidural. I asked what a good birth would
be like:
“I would prefer to experience as little pain as possible and I get grossed out easily
so I don’t think I’m going to really want, you know, there will be mirrors and all
– I don’t think I’ll necessarily need to see that. And I would prefer to avoid a c‐
section, but if that’s what the doctors recommend I think I will follow the doctor’s
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counsel. I’m not so against something like that that I would want to put myself
through further pain to try, you know. … I’ve had a few friends who have been
induced – with an epidural – and for them, that’s been really nice because they
hardly experience any pain.”
Later, Caitlin also noted, “I do think I want to have an episiotomy because I’ve heard
that it’s a lot better than ripping. So I know some people who don’t want to have that, but I’d
probably prefer to just have that than have the stitches.”
As it became clear that Caitlin’s perspective is quite strongly medicalized, I asked
her if she felt fairly generally open to medical intervention:
“Yeah…and that’s why I chose the type of practice I chose because I appreciate all
the medical advances that we have, that the doctors and researchers have come up
with and I have faith in that. You know? I’m not like one of those people that are
leery of modern medicine. If the doctor thinks [induction] is what is best, that’s
what I’ll do and I want to get the baby out as soon as I can, so especially in
something like [induction] and stuff to relieve pain and to make [the labor]
progress, I think I’ll definitely be up [for that]. ‘Cause I know some women want
to try it by themselves; I’d just rather get it over with.”
After the recorder was off and I was getting ready to leave, Caitlin and I
continued chatting and she said, “For me, the more interventions the better.” I thought this
closing statement of hers very neatly summed up her overall approach. It was clear that
she is looking forward to being a mom, but she was not as enthusiastic about the birth
process. She and her husband hoped that medical intervention would make the birth
process as painless and as fast as possible.
Some women buy in to a medical model that is less overarching than Caitlin’s.
Instead of feeling that “the more interventions the better,” there may be one or two
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specific interventions or aspects of a medicalized birth that are particularly appealing or
important to them.
Isabelle, a 29 year old mother expecting her third child, felt very strongly about
being in a hospital. This preference emerged as she explained why she had never been
interested in working with midwives:
“I guess I’d rather be in a hospital in the sense [that] if something went
wrong…I’d feel more comfortable that you’re much closer to health care for the
baby. You know? I would feel like…[hospitals] would be a lot more equipped to
handle things that go wrong and in this day and age I think you’d feel really bad
if you…[tried] to deliver at home and there’s a major complication and had you
delivered in the hospital the baby would have been fine but in this case the baby
didn’t survive. I’ve actually never heard of anything like that, so I don’t know.
Now, there’s a midwife group that I’ve heard about here at the hospital and it
seems like a much better option just [because] it’s midwives and they still have
the capabilities for anesthesia if you need it stuff.”
Isabelle’s perspective reveals that she equates midwives with home birth. She
had only recently moved to the area, and it is unclear exactly what options were
available in her home state. The idea of midwives practicing in a hospital was new to
her. In this excerpt, it seems that the setting of the birth is of particular importance to
her – being in the hospital means quick access to care in an emergency. Interestingly, a
few minutes later she spoke out about what she disliked about the hospital setting:
“The one thing that’s kind of funny to me is [that birth] is a very natural process,
but…they hook you up to so many devices and you’re just sitting there, covered
in cords. This is my only beef about a hospital birth, it’s like, this is not all
natural when you’ve got fetal monitors, you’ve got an IV, you’ve got all sorts of
wires coming off you. … [B]y the time you’re done, you have a catheter, you have
an epidural, you have the saline thing, you have the fetal monitor… [T]his
doesn’t feel very natural when you’re covered in cords.”
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For Isabelle, the hospital represents safety and security, even if it makes the birth
feel less natural.
Isabelle had also decided to schedule an elective induction for the birth or her
third child, and although she had also been induced when her second child was born,
she admitted that this time, it was for “convenience.” The induction, she said, would
allow her to plan for childcare, allow her husband to arrange his class schedule, and
enable her mother to arrive in time for the birth.
Isabelle’s comments initially puzzled me because of the apparent contradictions.
Ultimately, though, it’s about balance. Isabelle recognizes that childbirth is a natural
process, but embracing a medicalized model of birth assuages her fear of needing
emergency care and fits her lifestyle – she can plan ahead for a birth that must fit into a
hectic family life in a new city.
Perhaps the most common medical intervention in childbirth is the delivery of
pharmaceutical pain relief, usually through an epidural or intravenous narcotics. We’ve
already seen that many women approach birth hoping to deliver without drugs. Other
women know from the outset that pain relief is absolutely necessary to them.
Jackie, for example, had a “walking epidural” when she gave birth to her first
child overseas. I asked her whether she planned to have an epidural when her second
child is born:
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“Mmhmm. I told [the doctor] today, ‘Get the epidural ready. Have it in your
back pocket. Since I’m already starting [to dilate]. Shoot me up right now.’
Yeah, I want to be able to feel what’s going on . And with the epidural I had with
[my first child] I did and they let me get up and walk and stuff. And apparently
they don’t here [in the U.S.]. And I don’t know if there’s different levels of it, but
I want to be able to feel what’s going on, but just not be frickin’ crazy.”
Janine was induced with her first baby, and she recounted being told she would
have to be induced again while in labor with her second baby:
“So after that experience [with my first child], when they wanted to put me on
pitocin for my second birth, I was fine with that, but I definitely said, ‘Okay, I
want to go ahead and have the epidural now,’ because I knew what was coming.
So yeah, I had an epidural both times. And I plan to [have one] this time.”
Rose expressed surprise at the number of people she had encountered who
expressed a desire to try a “natural,” drug‐free birth: “I felt like I was the only one in [my]
child‐preparedness class that was like, ‘I am one of those people who wants [the epidural] in the
car on the way to the hospital,’ because I know myself and I know my pain tolerance is very low.”
For the women described above, an epidural is about knowing themselves and
feeling that they cannot handle the pain of childbirth without it. Whether this is “buying
in” to the medical model of birth is unclear. On the other hand, women now have the
autonomy to make this decision for themselves. At the same time, it is not clear that
women are fully informed of all the options available to them for pain management.
It is interesting to note that I interviewed three women who were planning what
would technically be considered elective cesareans. However, all of these women had
either undergone previous cesarean sections or had medical reasons for preferring a
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cesarean section. As such, I would argue that these women weren’t “buying in” to the
medical model in the same way as were, for example, Caitlin, who sought as much
intervention as possible, and Isabelle, who had scheduled an induction for convenience’s
sake.
Lynn, 39, delivered her first two children via cesarean and was planning a
cesarean for her third child as well. With her second child, she attempted a VBAC
(vaginal birth after cesarean) and worked with midwives throughout the pregnancy.
She said that she had heard that the recovery was faster with a natural birth. Although
she ultimately delivered via cesarean, she was definitely not buying in to a strictly
medical model. Indeed, she would have preferred a more natural birth, but nature did
not comply. When she got pregnant with her third child, it was clear that a cesarean
section would be the only medically acceptable delivery option because of her history.
Wendy delivered her first two children vaginally and had worked with
midwives throughout those pregnancies. Now pregnant with her third, she learned that
her baby was in the 95th percentile for size. Wendy was petite, and she had serious
concerns about the safety of a vaginal birth – as well as whether it was even realistic to
attempt. Although her obstetrician had not yet insisted on a cesarean birth, Wendy was
leaning strongly in that direction:
“Personally, I think I’m just going to have an elective cesarean because I just
don’t think it’s worth trying to [deliver vaginally] if I go full term, which I
suspect I probably will. I think I probably [would] get myself into some sort of
situation where [the doctors would] probably end up saying if it’s not an elective
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cesarean, it will be an emergency one…and I have no intention of trying to be
heroic or trying to attempt something that is going to mean a frightening
outcome.”
Rose delivered her first child via cesarean when her labor slowed down and the
baby’s vital signs became erratic after Rose received pitocin. She is planning another
cesarean for her second baby:
“I kind of looked at VBAC. I have two sisters, one that had [two children]
vaginally and one that had cesareans for all four [births] and she and I talked
about the VBAC and I just think for me personally, the risk factors outweigh the
benefit of being about to have the baby vaginally. And I know that it’s more
about the experience and being able to hold your baby immediately…but at the
same time to me the health of the baby and my health [are] what’s most important
so I trust that cesarean is just more safe to do [compared to] the VBAC.”
Of the three women described above, Rose’s plan is the most likely to represent a
buy‐in to the medical model. She cites safety as her reason for wanting a second
cesarean, but research has shown that attempting a VBAC is often just as safe (e.g.
Avery, Carr, & Burkhardt 2004, Cahill et al. 2006; Mercer et al. 2008;) – and if successful,
eliminates the need for surgery. Rose may have bought into a medical model without
being fully aware of her options or the likely outcomes of those options. However, none
of the cesareans described here are elective for reasons of convenience or aesthetics.
The increase in truly elective cesareans was mentioned in a few interviews, and
women were, for the most part, skeptical of that option. Lynn, planning a third cesarean
section out of medical necessity said,
“Well, I guess I don’t know if people really sit down and think about [the fact
that] a c‐section is major surgery so it’s not something to take lightly. I think
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unfortunately it’s becoming more [common] that people [say], ‘Oh, I don’t want
to do pain and suffering,’ but there’s pain that comes with a c‐section. You’re
cut open and it’s not the most comfortable thing.”
Melissa, 35, delivered her first baby via cesarean section because it was in a
breech position. Pregnant with her second child, she initially considered a cesarean
section, but ultimately decided to attempt a VBAC:
“It is very odd to me to choose the date of my child’s birth. That’s just an odd
thing for me. I think the day that you’re born is, I don’t know, the stars align in
a particular way for you as a unique individual, and I think it would be odd to
try to set the timing in an artificial way. I think that it’s also silly to ever elect
surgery. I will never have Botox. I’ll never have plastic surgery. Elective
surgery to me is just not something that you do when you have natural
options…. The recovery period on a c‐section is also pretty significant.”
Elective cesarean makes many women uncomfortable because of the risks of
surgery, the recovery involved, and because it replaces a natural process with one that
may seem artificial. Of course, no one was critical of medically indicated cesarean
sections. Indeed, this procedure can save the lives of both mothers and babies, and is
undoubtedly the best, if not only, option in many instances. Despite the increasing rates
of elective cesarean sections, however, many women remain skeptical of the procedure.
It is both important and interesting to note that a couple of women reported
feeling pressured to succumb to medical intervention.
Isabelle had planned to avoid an epidural for as long as possible with her first
baby. When she arrived at the hospital in labor, however, the anesthesiologist
immediately came in to offer her an epidural:
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“I think I’d always intended to take [the epidural], but I got kind of bullied into
taking it, like, really, really early. … The second I got into the [hospital] room,
the anesthesiologist walks in and goes, ‘Want your epidural?’ [I said], ‘I’m not
really needing it right now,’ but [he] launched into this whole [spiel], you know,
‘I’m free right now. I have to go do a c‐section and if I’m in the middle of doing a
c‐section, I can’t leave so if you want [the epidural] in an hour and I’m in the
middle of a c‐section, well, then it could be another hour ‘til I can get to you, and
then it takes a half an hour to kick in. So once you really want it, it could be
another hour and a half before you actually relief.’”
Isabelle acquiesced and received the epidural immediately. Hours later, when
she was ready to give birth, the epidural had mostly worn off and she was given a
second epidural, which resulted in the anesthesia being too “heavy” during delivery,
making it difficult for her to push and leaving her frustrated with the experience.
Tracy was induced during her first labor because of concern for the baby. At the
end of her second pregnancy, she went to the doctor for a checkup on her due date. She
was already partially dilated, so the doctor sent her to the hospital. When she got there,
the labor started to slow down and she ultimately accepted pitocin to speed it up:
“I think I felt a little bit guilty for having sort of pushed the system, you know,
because I went to the doctor and I said, ‘I think I’m ready. I really want to go
in.” And then I didn’t want to be taking up a bed for someone else and
needlessly incur days on end and so I was inclined to just go with it if they
wanted to speed things along. … I think I respected their need to…like, if they
worked with me, I was going to work with them, you know?”
I was surprised to hear these women’s accounts of the pressure they felt to accept
the interventions presented to them, but perhaps I shouldn’t have been. Charlotte, 30,
was a medical student and pregnant with her first child. Despite her active involvement
in the medical community, she and her husband had decided to work with a practice of
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midwives that deliver in one of the area’s university hospitals. She discussed her
negative impression of the labor and delivery unit where she had worked as a medical
student:
“My impression was that [deliveries are] all done according to the timetable of
the providers. [The doctors are] very scornful…of birthing plans and the wishes
of the women who are giving birth in general. They’re completely separate from
the laboring process. They only come in at the very last minute, or to check [the
patient’s] cervix every two hours. And, it’s, you know, extremely interventionist
from my point of view. If [the patient is] not progressing along a specific path,
you know, time course that’s been set down based on I don’t know what...then,
you know, they’re induced. If they’re not progressing when they’re induced, they
get maybe an epidural if they think that will help. If the epidural doesn’t help,
they can’t push, they go to a c‐section. You know, that’s the way it happens.”
Charlotte’s description of this interventionist approach to childbirth supports not
only the experiences of women who have felt pressured to accept intervention, but also
the experiences of women who have found that one intervention often leads to a cascade
of intervention. Charlotte explained where she perceived as the basis for this approach
to childbirth and why it is difficult to change:
“I think that, as in every field of medicine, you do what the people ahead of you
did, and you don’t question it because you have so much to do, you have to do it
quickly, you’ve been trained throughout your whole life and…you’ve gotten as
far as you’ve gotten academically [by giving] people what they want. And
there’s so much hierarchy in the hospital that even if you come in [as a student or
resident] with these ideas that you really want to make a difference, it’s sort of
beaten out of you in residency…and you just put your head down and do what
you’re told until you have some power to make some changes. And by then, you
know, maybe people don’t want to make changes, or maybe they never did in the
first place. You know, the 4th year medical student or the 1st year intern is not
going to be the one being like, ‘Hey, why don’t we just let her go for another six
hours.’ Because then [the doctors will] be like, “Well, then it’ll be 3am and I’ll
have to do a c‐section at 3am.’ Honestly, I think that people might answer that
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way and then laugh about it, but it’s not far from the truth. You know, I think
it’s not patient‐centered. It’s just not.”
Charlotte’s discussion of an institution that is reluctant to change and not
patient‐centered demonstrates the extent to which the medical model has become
standardized in our culture. When doctors continue to deliver babies the way the
previous generation of doctors delivered babies, and when intervention becomes
standardized to the extent described above, it is easy to see how the medical
establishment has come to dictate the meaning of a “good” birth, as well as what is
“normal,” and the “best” way to go through labor and delivery.

5.4.2 – Eschewing Intervention
At the opposite end of the spectrum, a few women felt strongly that they wanted
to avoid medical intervention as much as possible. Olivia, 29, was frustrated with her
first birth, which entailed a cascade of escalating interventions, ultimately ending in a
cesarean section. To avoid a repeat of her first birth, she was planning a home birth for
her second baby.
“Once I started looking into it, I said, ‘You know, I really don’t want another c‐
section,’ and it’s just a hard recovery and I knew with another one it would be
even harder to recover. So we started looking into our options and my husband
was joking around one day and said, ‘Man, these babies are so expensive to be
born. Can’t we just get a doctor to come to the house and deliver the baby?’ And
I said, ‘Well actually you can. You can have a home birth.’ And then I started
looking into it and we met with [the midwife] and we’d pretty much decided on
the homebirth before meeting with her, and then meeting with her kind of
cemented it. We’d done lots of research beforehand.”
Asked what her ideal birth would look like, Olivia said:
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“Just something more peaceful, more relaxed, less stressful, where I’m more in
control and know what’s going on versus just following what the nurses say for
you to do and following their lead. … I felt like when I was in the hospital there
was a countdown clock. Like once you got to laboring for twenty‐four hours, that
was kind of [the cut off]. … There just wasn’t really anything about homebirth,
other than the fact that in case of the rare emergency we weren’t at the hospital
that made me really nervous. The fact that there are so many hospitals nearby
kind of quenched any fears that I might have [had].”
Given Olivia’s previous experience of feeling overwhelmed by unwanted and
possibly unnecessary interventions, the ability to take greater control over the birth of
her second child and labor at her own pace made a homebirth immensely appealing.
Another woman, Erin, was planning a home birth for her first baby. Many of her
friends and church members had given birth at home, which led Erin to pursue the
option herself. She was not critical of hospital births, but had researched her options
and felt that a home birth was the best choice for her. She liked the idea of being
surrounded by her mother and sisters, along with her husband, the midwife, and the
midwife’s assistant – too big a crowd for a hospital room. She also liked the idea of
being in familiar surroundings when she is in labor:
“I’m very excited to do it at home because I feel very comfortable there, not
because I don’t like or trust hospitals and doctors. I think I’ve had a very positive
experience so far. You know, my midwife is very accessible. She comes to me
[for appointments] and I have really long appointments – I like that part. I feel
like I get very good care. So I have had a very positive experience so far. And I
would encourage someone to look into it, and I’d say, you know, ‘This is the
reading that I did, this was helpful for me.’ If you’re considering home birth,
definitely talk to people and do as much research as you can. I do shy away from
[saying], ‘Oh, you have to have it at home! It’s the only place to have it! People
have been doing it for centuries!’ Okay, that’s fantastic, but they didn’t have
iceboxes [and no one’s saying we should get rid of them just because people can
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survive without them]. Sometimes technology benefits us. I don’t think
[childbirth] is a case where it’s necessary, though.”
Erin feared being seen as “militant” about home birth; she knew it was not the
right choice for everyone. At the same time, she felt that it was important that women
be aware of the options available to them, saying, “Don’t make a decision out of fear.” In
other words, she would encourage women to fully research different options, rather
than eliminating an option because of a fear of the unknown.
Of course, a woman can try to avoid unnecessary medical intervention without
resorting to home birth. For example, I asked Becca, a 36 year old planning the birth of
her first child, what an ideal birth would be like for her. She said:
“The ideal birth I think for me would be absolute minimum medical intervention.
Something that just my husband and I can completely experience and participate
in together. Partly because I want everything to be as healthy for me and the
baby as possible and from what I understand, the least amount of medically
[un]necessary intervention would be ideal. So, if it’s not needed, then we don’t
want to have it done.”
A friend of Becca’s had previously given birth in a birthing center and required
an emergency transport to the hospital. Although there was certainly some appeal to
giving birth at a birthing center, her friend’s experience led Becca to opt for a hospital
environment, should complications arise. To balance the hospital setting with her more
holistic approach to birth, she was working with midwives – a compromise that
suggests a desire for the “best of both worlds” previously described, but different in that
she remained focused on avoiding intervention rather than saying, in effect, “We’ll see
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what happens.” Later in the interview, she stated her concerns about a hospital setting
and her beliefs about medical intervention:
AD: “You said you want to go as natural as possible. So I assume you have no
plans for an epidural or to be induced, and those all sound like things that you
just would rather avoid at all costs.”
Becca: “Right. And from what I understand…it seems like [in] a lot of hospital
settings, a lot of those things seem to be routine and not necessarily medically
indicated. So for example, if things simply aren’t progressing quick enough,
they’ll induce or they’ll rupture membranes or something like that, which, if the
fetal heart rate is dropping or if there’s a medically indicated reason to do it, I
could understand that and we’re open to that. But if it’s simply a matter of [the
labor] not going by the textbook, I really don’t want those kind of interventions
to be taken. Because then there are – from what I understand – other negative
things that can happen that would involve other [interventions] to have to be
done to deal with that. And I just don’t see the reason for that. … And also just
the sense of control. I don’t want to be flat on my back, passively waiting for
things to happen to me . It’s not the healthiest [way] for it to happen. It’s not the
experience I want. And having an epidural, you’re essentially stuck with that,
and a catheter and monitors and everything else. And you’re just at the mercy of
someone else. It’s just not what I picture this experience being.”
What differentiates Becca’s approach from that of women “in the middle” is her
clear articulation of why she wants to avoid medical intervention. She leaves room for
intervention if the baby is in distress, but she also questions the necessity of
interventions that she believes have become “routine.”
Claire was also hoping for as natural a birth as possible for her second child.
During her first pregnancy, she switched from an obstetrics practice to a midwifery
practice and planned for a birth at the birthing center. I asked her what led her to make
such a shift:
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“I just realized more and more, we were very committed to natural childbirth and
with it being our first child we didn’t want to have any additional obstacles to
that – beyond just natural obstacles of [the] pain [of childbirth]. So I just felt like
I had more support to get the kind of birth I wanted in a birth center versus the
hospital. I still feel like it’s not impossible to have that experience in a hospital,
but you’re just leaving a little bit more up to chance. Which nurse you get is so
important and there are great labor and delivery nurses, but I felt really
uncomfortable leaving that up to [chance], so I just felt like I had the best chance
of achieving [the kind of birth I wanted] in a birthing center and we also couldn’t
afford a doula.”
Despite the limitations caused by her previous cesarean section, Claire and her
husband remained committed to natural childbirth and were taking advantage of the
options available to them. Claire’s story demonstrates that it is possible to have the type
of birth you want even in the face of restrictions and that a history of medical
intervention need not require a repeat of that intervention during future births.

5.4.3 What Does “Natural” Mean, Anyway?
It is worth discussing what women mean when they talk about having a
“natural” childbirth. Likewise, it is important to define a more “medical” birth. Both of
these terms are fluid and are defined somewhat differently by almost every woman. In
the case of natural birth, it may be easier to understand how women interpret this term,
because they use it themselves. In contrast, only one woman I spoke with used the term
“medicalized” spontaneously, although several did speak of “interventions” or “medical
interventions.”
“Natural” childbirth most commonly refers to a birth without drugs for pain
management – i.e. an epidural or narcotics. Deirdre, 25, recounted the birth of her first
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child, saying, “I had decided about halfway through my pregnancy that I really wanted to try to
do it naturally – no drugs.” Joy, asked what a natural birth means for her, gave a similar
response:
“For me, natural birth…probably really means no drugs, no surgery.
Because…I would not want to give birth anywhere except for in a hospital. But
if the actions can be the same as if I were in a birthing center or were at home,
you know, you change positions, you get in the tub if you need to. Yeah, I guess
it comes down to drugs and surgeries.”
This is a clear example of the way many women perceive natural childbirth –
drug free, and, accordingly, vaginally. Eve also felt that a natural birth meant no pain
medication, but for different reasons. She argued that pain is usually viewed as
something that needs to be alleviated, but that, from her perspective, it is a part of a
process that allows for healing. Pain, then, is a necessary part of a process that promotes
recovery. This was a unique perspective, possibly influenced by her experience as a
divinity student. These three women are representative of many women who equate
natural birth with vaginal delivery and the absence of pharmacological intervention for
pain management.
Medical intervention can refer to any number of procedures, including the
rupture of membranes, induction of labor, episiotomy, and the use of forceps or a
vacuum to assist in the delivery of the baby. The interventions listed above are usually
used to facilitate a vaginal birth. Most women seemed to think of cesarean section as
more than just an “intervention.” Presuming a normal labor, some women, as we have
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seen, are very opposed to any sort of intervention, while others are open to just about
anything. Still others are more selective about the interventions to which they are open,
and those they would strongly prefer to avoid.
Karen, a 32 year old physical therapist, is planning a VBAC for her second child.
Asked what a good birth would be, she said,
“A good birth would [mean] that I could handle the pain, that I wouldn’t need an
epidural. They already told me I have to have an IV. They already told me I have
to have fetal monitoring because it’s a VBAC. So, [ideally] I wouldn’t need a lot
of medical intervention, that’s what…a good one would look like to me. No
forceps, no suctioning the baby out, being able to, do what I felt was comfortable
to handle the contractions and push and be done.”
Meredith, 29, was induced with her first baby after her labor slowed down.
Reflecting on that experience and thinking to the upcoming birth of her second child,
she said,
“I felt strongly that I did not want to be induced. I really wanted my body to do
it not necessarily naturally in terms of not having pain relief, but in terms of
when my body was ready, when [the baby] was ready, rather than fooling myself
into it. Which was how I felt about having a c‐section, too. I really didn’t want
to have a c‐section.”
Rory was hoping for a fairly “natural” birth without drugs, but she also seemed
to have a rank‐ordering of other interventions that she would prefer to avoid:
Rory: “I’d really rather not be induced. I mean, to the extent that if I’m like 41
or 42 weeks I’d rather [take] some homeopathic herbs or [use] what I heard is the
French method, which is having sex. … I actually only yesterday heard that
sometimes you need to have the water broken… I’d rather not do that, but if it
was necessary it doesn’t seem that invasive. But things like episiotomies, which I
guess aren’t done very much anymore, I’d rather not have that. I’m still
debating about having the pitocin afterwards [to deliver the placenta] because I’d
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really rather not, but then it seems like maybe the benefits might outweigh my
desire to just do everything naturally because then the placenta can come out.”
…
AD: “[How do you feel about a cesarean section?]”
Rory: “If the baby is under distress, if they’re detecting distress in the baby, that
is my first priority so, you know, obviously we’d have to weigh it. But if the
doctor really seriously thinks a cesarean is necessary for the safety of the baby, I’d
probably just go ahead and do it.”
AD: “What about in a case of a prolonged labor?”
Rory: “No. I’d rather just do it naturally.”
For the women described above, interventions are not necessarily something to
be avoided, but should be used judiciously. Natural childbirth can include intervention,
but these women are uncomfortable with interventions done for the sake of hastening
labor or for other reasons that are more a matter of convenience than medical necessity.
For many women, “natural” refers to the process of childbirth, in addition to
avoiding medical intervention. Many women commented that they believe that
pregnancy and birth are things that their bodies are “made” (as in designed, not forced)
to do. Asked about her plans for the upcoming birth of her second child, Meredith, a 29
year old mother with a young daughter, said,
“I guess ideally with this one I would be able to use all those techniques that you
[learn] in [birthing] classes and…be out of the bed, be able to move around,
maybe use the jet tub that they have there for you. And be able to deliver
naturally, without any intervention. Because I do feel strongly that this is what
my body is designed to do. Granted, things may crop up [that don’t need to be
suffered through, thanks to technology], but I would prefer to be able to do it
without any kind of intervention.”
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Janine, expecting her third child, reflected on her amazement at the birth process:
“[W]e find the whole process fascinating and they have those big mirrors in the
labor and delivery rooms that they can put up and you can watch everything
happening if you want to. And I did, and I found that really amazing. I think it
does help you feel more connected to what’s going on. … I think it’s kind of cool.
You can see the baby’s head and you can see the hair and…it kind of spurs you
on to keep going at that last little bit.”
Although she had been induced and had an epidural with both of her previous
births, Janine still saw it is a fundamentally natural process. For Janine, Meredith and
others, “natural” was more about the process of birth itself and the ability of a woman’s
body to give birth, rather than the specifics of how the birth happened.
Becca also emphasized the fact that the process of birth is inherently natural:
“I think my overall view toward birth is that it’s a natural process. It’s
something our bodies are meant to do, and if you keep yourself healthy, and if
there are no obvious risk factors, then it’s something that your body can handle,
if you’re mentally and physically prepared for it to happen. … From what I’ve
seen, there are a lot of unnecessary [medical] things being done that can have
unnecessary consequences. And I just don’t see the need for that unless it’s
[medically] indicated.”
Olivia shared a similar perspective:
“[B]irth is something that every woman was made to do. I really believe that you
don’t make a baby that is too big for you to birth unless you have, like, diabetes
and didn’t know it. But in general, I think you make the baby that you can birth,
and that it should be a natural process and that you should believe in yourself
and know that you can do it. Because I think so many women, especially the first
time around – and this definitely happened to me – you just blindly listen to
what the obstetrician says because you assume they’re the doctors, they know
best. But I think sometimes they get so caught up in the business side of it that
they kind of forget that everybody’s different.”
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Becca and Olivia’s thoughts both reflect a concern that medical intervention is
not always the best answer and that doctors may recommend or encourage
interventions that aren’t necessary. Olivia’s statement in particular emphasizes the idea
that many women rely on their doctors for advice, not realizing that there are other
options or that the doctor is not inherently right, just because he or she is a doctor. Later
in the interview, Olivia added: “I think there is a time and a place for an obstetrician to deliver
a baby. But the way I see it is obstetricians are trained surgeons and not every baby needs to be
delivered by surgery.” This sentiment echoes Olivia’s belief in birth as a natural process
that typically does not require intervention.
Some women equate “natural” with “a little bit crazy.” These women were
usually inclined to leave room for other people to feel differently, but it was something
they could not accept for themselves:
Janine – “I’m not really the kind of, like, give birth in a hot tub, underwater, at
my house, in my bed, in the first, anything like that. No. In a hospital with
doctors was pretty much the route we wanted to go, just because you never know
what can happen.”
Kathy – “I want to try to [give birth] myself and with as little assistance as
possible. Now, I’m not so much so that I think about doing a home birth or a
water birth or any kind of crazy – what I consider crazy, they’re fine for other
people – things.”
Whether these feelings reflect naïveté, a lack of understanding of alternative
models of care, or a more researched belief in the benefits of medical intervention is
somewhat unclear. Given the examples of natural birth cited by these women, however,
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it seems likely that they see a dichotomy in childbirth options – either in a hospital with
an obstetrician or at home with a midwife. Other interviews revealed that there is much
ground between those two options: Working with a midwife doesn’t have to mean
giving birth at home, and giving birth outside the hospital does not require a water
birth. As we will see again later in this chapter, a lack of awareness and understanding
of the options available may be one of the biggest reasons more women do not pursue
alternatives to the “norm” of giving birth in a hospital, attended by an obstetrician.

5.5 Resources for Childbirth Preparation and Planning
5.5.1 Friends, Family, and Husbands
Women report that friends are their most important source for information,
advice, referrals, and support during the pregnancy and when planning for childbirth.
Unlike other resources, I usually did not have to solicit this information – many women
talked repeatedly and spontaneously during the interview about one or more friends on
whom they relied. Friends who were also pregnant or were just slightly “ahead” in
childbearing seemed particularly useful to the women I interviewed. These women
spoke often of a friend who was just a few weeks or months farther along in her
pregnancy, or who had had a baby within a year or so. These friends suggested
obstetrics practices and midwives, answered questions, and generally commiserated
throughout the pregnancy.
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Laura described going through her first pregnancy just a few weeks behind a
close friend:
“I have a very close friend that had a daughter two months before me. So we
went through it together and we were really comparing our experiences,
complaining about heartburn, and that was a really great thing to have because
we both were going through our first pregnancy and it was especially nice for me
because she had just gone through the things that I started to go through. So she
really filled me in on what she was experiencing. That was helpful.”
Jackie described a similar situation with her sister:
“My sister had a baby six weeks before [my son was born.] Which was great for
me because I would say, ‘I’m not sleeping,’ or ‘I’m feeling this way,’ or ‘My
boobs hurt,’ or whatever, and she’d say, ‘I know. I went through the same thing
and it lasts a week,’ or ‘It’s gonna get worse,’ or whatever and that was really
nice.”
Claire reflected on the role of friends during her first pregnancy, noting,
“I had a lot of friends who were pregnant at the same time…so that part was
nice. Sort of the daily aches and pains and questions we could share with each
other. I found [my mother was] not very useful for that. Everything looks very
rosy thirty years later.”
Kathy, who was pregnant with her third child, reported turning to the “mommy
friends” she had made as her other two children got older. She said, “I’ll email and ask
them, ‘Do you remember this,’ or [ask other] questions, so that’s been a huge community to lean
on.”
Importantly, friends who have been through pregnancy and childbirth are often
more than just a shoulder to lean on or someone with whom to share the joys and
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challenges of pregnancy. They are also the ones whose experiences had significant
effects on the choices made by the women I interviewed.
Deirdre gave birth to her first baby without and pain medication, and was
planning to do the same for her second child. Although there were several factors that
affected this decision, she spoke of friends who had experienced serious side effects
from epidurals:
Deirdre: “The thing that I really would like to avoid is epidural. … And a part
of that is a fear – I’ve had two friends, really good friends, that ended up with the
epidural headache. Um, [when the doctors] placed the epidural I guess in a, in a
spot where after you deliver…it puts, like, spinal pressure up on your brain.”
AD: “Eww.”
Deirdre: “So you have to remain horizontal for literally – one friend, she
recovered in five days, the other friend it took two and a half weeks of just
intense, intense headache pain if you were any sort of vertical, because of the
pressure. And so I’m terrified of that side effect!”
AD: “I’ve never heard of that.”
Deirdre: “And it’s really rare, I think. I remember my Lamaze class said it was
a very rare side effect, but you know, having known two people that went
through that, it just terrifies me.”
Wendy also described learning from her friends’ experiences:
“[B]etween our first child and our second, most of our friends had children and
there was just lots of chatting with people, hearing different stories, different
experiences that everyone went through. I had a couple of friends who had
[premature] babies [like I did]. I had a couple of friends who had births [that
were] horrific. So you listen and you learn and you think, ‘Well, I’m not going
to get myself into that sort of situation.’ Or maybe just try and be a little
proactive so the second time around was different than our friends.”
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Some women, especially those new to the area or who are the first in their peer
group to get pregnant, turn not to close friends but to acquaintances. Kristin, for
example, moved to the area with a young son and soon was pregnant again: “When I
[moved] here, I asked around on the playground and at [my son’s preschool] program, just kind of
where people go, and [the practice I chose] seemed to be, at least for the neighborhood, a very
popular choice.”
Several other women mentioned getting referrals, recommendations, and general
advice from coworkers, parents of their children’s friends, or even the wives of their
husband’s coworkers. With so many decisions to make and so much unknown, it seems
important that women identify someone, even if not a close friend, who can help them
sort through the information and options available to them.
When a close friend is part of the medical establishment, their opinion takes on
even greater significance. A few women talked about having a friend who was a
neonatologist, an obstetrics resident, or a doula, for example. Meredith frequently
referenced a close friend who was in her medical residency and it was clear throughout
the interview that this friend was a strong influence on Meredith’s plans and decision‐
making: “I guess my biggest source of information is my friend who’s [an obstetrics] resident.”
This friend helped Meredith get into a private obstetrics practice, discouraged her from
using a midwife by promoting a more medical model, and warned her about
misinformation in a particular pregnancy book.
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Gretchen, 31, described a close friend who is a neonatologist and her influence
over Gretchen’s birth plans. Gretchen was planning a VBAC for her second child, but
was working with a practice of midwives based at a nearby hospital. She had also
worked with the midwives during her first birth, which ended in a cesarean section. I
asked her how she connected with the midwifery practice:
“I knew my mom had [my siblings and me] at home, so I was definitely
interested in [alternatives.] I miscarried a few years ago, and when I was
pregnant that time around, I was going to [give birth at] the birth center. And
then my friend who’s a neonatologist – I just think I listened to too many of her
stories and I got scared about not being in the hospital.”
The combination of a miscarriage and her friend’s horror stories about “births
gone wrong” dissuaded Gretchen from pursuing some of the alternatives she might
otherwise have considered.
Maggie also had a friend who was an obstetrician. Although Maggie was hoping
to attempt the birth of her first child with no drugs, she remained open to the idea. She
mentioned that her friend told her that that she would have an epidural with her own
birth and there’s no reason not to. Although Maggie still intended to give birth without
an epidural, she seemed relieved to have heard from a trusted source that an epidural
would be okay. That reassurance may make it easier for Maggie to opt for an epidural
should the pain be more than she feels she can manage.
Olivia was planning a home birth and planned to hire a doula to assist during
the birth. After asking around, she learned that an acquaintance of hers was a doula.
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Although Olivia was planning to work with a doula anyway, she was especially happy
to work with someone she already knew:
“[I] asked some friends [for recommendations] and I didn’t realize this girl was a
doula. We knew each other, though, [from] playgroups and things like that. And
then she told me that she was [a doula] and so that’s how it worked out. And
because I knew her I felt a little more comfortable. Because you’re pretty
vulnerable during birth. I figured I’d rather have someone that I know and feel
comfortable with than a stronger who‐‐ I’m sure…whoever I picked would have
done a good job, but knowing her personally just made me feel a little more at
ease.”
Some women mentioned belonging to a mothers’ group, either an online forum
or a group that met face‐to‐face. These groups were another source of support and
information – women could pose questions to other women in the same situation and
both learn from the experiences of others and receive validation of their own experience.
Friends often trumped women’s own mothers in terms of importance and how
much women relied on them for information and suggestions. Although mothers were
a common source of support, several women commented that their mothers’ knowledge
of childbirth was out of date – it had been 20 or 30 or more years since they had given
birth:
Jill – “[W]ith all due respect, the last time [my] mom gave birth was twenty‐five
years ago…so…her memory is not as good as it was.”
Lynn – “I mean, [my mom] had us very young, you know, [in] her early
twenties. I’m thirty‐nine now so it’s all kind of fuzzy. And I think back during
that time, the late 60s, things were a little bit different than they are now.
Janine – “Talking to my mother [or] mother‐in‐law didn’t seem all that helpful
because, you know, [they gave birth] thirty‐something years ago and things have
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changed a whole lot since then. So I didn’t really get a lot of specific advice from
them…that was applicable to our situation. So I would say [it was more helpful]
talking to friends [who shared] our philosophies of general things in life and
child‐rearing and labor and delivery.”
Despite some women’s beliefs that their mothers’ knowledge of childbirth was
out of date, mothers and other female family members were still an important resource
for many women. Some of the women I spoke with cited their own mothers’
experiences as a factor in their own decision‐making. Maggie, for example, referenced
her own mother’s experience with childbirth several times during the interview. When I
asked about the things that most informed her decision‐making, she said:
“I would say probably just growing up hearing my mom talk about the fact that
[she and my dad] did Lamaze together and that she did everything naturally has
some bearing. Otherwise…I might be more likely just to say, ‘Oh yeah, give me
all the drugs you can,’ and forget the natural way of doing things. … I’d say my
mom’s experience is probably the main driving force.”
Other times, women who were planning a childbirth that differed from their
own mothers’ experience expressed concern about whether their mothers would accept
or could understand the choices their daughters were making.
Rory was planning the birth of her first child and had hoped to work with a
midwife but, as she said, “My parents really freaked out about it. I’m an only child and my
mom had a really difficult pregnancy. So, I mean, I didn’t have to have the midwife, so that’s
how we ended up with [an obstetrician] and a doula.” Because Rory felt that a midwife
wasn’t critical to her plans, she opted to assuage her parents’ concerns and find a
different solution
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Husbands play a critical – but very different – role in shaping women’s plans for
childbirth. Several women told me that they would have considered an alternative
provider or location for the birth, but that their husbands were uncomfortable with a
birth outside of the hospital or without a doctor. In these situations, the women I spoke
with seemed inclined to compromise with – or even acquiesce to – their husbands’
preferences. Initially, I found this surprising – women are the ones enduring the labor
and delivery, so why shouldn’t their preference take precedence? Eventually, one
participant explained her rationale, which put many women’s approach into
perspective.
Karen is planning the birth of her second child. Although she considered
working with midwives, or even giving birth in a birthing center or at home, her
husband was adamant that she deliver in a hospital. At the end of our interview, after
the recorder was off, she explained that she is willing to defer to him on this because
they are partners in the birth, and she needs him to be comfortable with the process and
the plans because she needs him to be there with her – and for her – during the birth.
I think this feeling is not uncommon. Most women rely on their husbands as
their primary source of support during childbirth. The husbands are there to coach
them, to be their cheerleaders, to advocate for their needs and preferences, and to
generally take care of their wives. Women, understandably, are reliant on their
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husbands during this time and most expressed a desire for them to feel comfortable and
at ease so that they can best care for their wives.
Rory, who had also hired a doula, emphasized that she wanted her husband to
be able to experience the birth how he wants to:
“I just want him to be there to hold my hand and whatever he wants to get out of
it. If he wants to be there to see the baby come out or if he just wants to be, you
know, on my side of the sheets or whatever. … [H]e’s really glad to have the
doula there. I was a little worried that he’d think that the doula was infringing
on his ‘husband territory,’ but he’s just really happy to have a woman there that
knows what she’s doing.”
A couple of women described the importance of having their husbands be able to
fully participate in the birth experience. Jill, like Rory, was planning to hire a doula to
assist at the birth so that her husband could experience it in whatever way he wanted,
without the pressure of having to coach his wife:
“I think the nice thing about hiring a doula is it kind of gets your husband off the
hook of having to be the world’s best birth coach. You can be the best husband in
the world and that’s not necessarily something you’re going to be good at. I
mean, if you think about it, they have so many emotions tied to the birth
themselves that it may be hard for them to be present in a way that you need
them to be. So for me, hiring a doula allows him to experience what he needs to
experience.”
On the other hand, Jackie had chosen not to hire a doula because of the expense,
but wished she could because the birth experience was an uncomfortable one for her
husband:
“[M]y husband was literally in the bathroom crying when [my son] came out
because he was just so frightened and traumatized by the experience. It would be
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great to have [a doula] there who could help me and know that I’m feeling is
natural and supposed to be that way.”
Deirdre also like the idea of a doula but was concerned about the cost.
She felt fortunate, however, because her husband had proven to be a great labor coach:
“When it actually came down to it and I was in labor, he was really, really great
at knowing to encourage me to breathe through contractions and breathing with
me and rubbing the places I needed to be rubbed and suggesting [that I] change
position. He took a really active role.”
Tracy also declined to pursue a doula, even after her mother suggested it,
because she preferred that her husband fill that role:
“I said that I didn’t think I needed one because my husband was going to be in
that role for me. I have a really strong relationship with him and…he is
supportive and flexible and we went to the birthing classes together. I just didn’t
feel like I needed the other person there. And we wanted it to be an experience for
us, rather than with somebody else.”
For all the women described above, their decision‐making was strongly
influenced by a desire to make the birth a comfortable and satisfying experience for their
husbands.
Kristin’s suggestion of giving birth in a birthing center or at home was met with
strong resistance from her husband because of his experiences and his mindset as a
surgeon:
“[B]eing married to a surgeon, when I came home and I tried to start telling him
how naturally beautiful it could be to [give birth] in our house, he told me that I
could choose every single thing about the pregnancies, our children, everything,
but the one thing he insisted on was being in a hospital. Because of the amount
of experiences he’s seen that needed [medical intervention]. He feels very
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strongly that there needs to be at least the ability for western medicine to be close
by, should it be needed.”
Wendy’s husband is also a doctor, and she described how she believes his work
has shaped both of their views on pregnancy and childbirth:
“I’m probably a very safe kind of person. I wonder if it’s because I have a medical
husband who, you know, constantly says that getting pregnant is the most
dangerous thing a woman can ever do and that people have been dying in
childbirth for many, many years. And so therefore I’m kind of risk‐adverse
whereas other people don’t look at the risks and they see childbirth as something
that just happens and they don’t consider that there are issues and quite dire
consequences.”
All of the examples above describe the important and sometimes influential role
husbands play in women’s decisions about childbirth and their experiences at the birth
itself. Although the specific role varies greatly among husbands, it felt very clear that in
no case was a husband’s influence related to issues of control over his wife. Rather, as I
described based on Karen’s comments at the beginning of this section, there is a deep
desire among most women to be “in sync” with their husbands so that they can have a
shared experience in which women feel supported and encouraged.

5.5.2 Media Resources
Most women had done at least some reading or internet research to learn more
about their options, to prepare for the birth, to answer questions, or to follow the
development of their baby. Although nearly all women reported utilizing some of these
resources, almost none referenced them spontaneously. Whereas interview participants
often brought up friends, husbands, and family members spontaneously throughout the
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interview, books and internet use did not come up until I specifically asked. Once
asked, however, nearly everyone cited one or more print or online references that they
had used. Commonly referenced books included: What to Expect When You’re Expecting,
the Mayo Clinic Guide to a Healthy Pregnancy, The Girlfriends’ Guide to Pregnancy, several
titles by Dr. Sears, and Ina May Gaskin’s Ina May’s Guide to Childbirth. The most
commonly mentioned website, by far, was babycenter.com; the Mayo Clinic site also
came up several times as did the website of the American Pregnancy Association and a
few assorted others. A few women mentioned watching television programs –
especially the lineup on TLC and Discovery Health that includes a variety of reality
shows about pregnancy, childbirth, and bringing home baby.
Reviews of the utility of these resources were mixed. The most notable example
is seen in women’s reactions to What to Expect When You’re Expecting, by Heidi Murkoff
and Sharon Mazel. Although some women found the book tremendously helpful,
others thought it was “just okay,” and others so strongly disliked it that they stopped
reading it. A sample of comments about this book included the following:
Jackie – “I had the What to Expect book which was great because that whole
book just says, ‘Whatever you’re feeling is natural.’ Which is what every woman
wants to hear.”
Janine – “I know pretty much everyone reads that book. That was definitely
kind of my resource at home each month that I would read through and look at.
And some of it I found helpful, some of it I totally rolled my eyes at and was like,
‘Yeah, I’m not doing that,’ or like, ‘This does not apply to me.’ You know, I
definitely just took it with a grain of salt.”
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Olivia – “Last time I read What to Expect and it just kind of freaked me out.
[I]t was a lot of good information, but it was kind of overwhelming. … It was
just, it stressed me out because it made me feel like there was so much you were
supposed to do and I could just never live up to even half of the expectations that
they had.”
Deirdre – “I used What to Expect When You’re Expecting, and my doctor
pretty quickly told me just to not read that book. Because I ended up getting
paranoid about all the things that could go wrong.
Tracy – “The What to Expect When You’re Expecting [book], I just can’t
stand. I think it increases anxiety by mentioning all the different things that can
go wrong. And it’s got this thing in it called the ‘best odds’ diet which I think is
an unreasonable expectation for pregnant women to follow. … I felt like that
book had a vision of what things are supposed to be like and you better follow
this, and then also a vision of, like, any number of hundreds of things can go
wrong. And so I didn’t like that one.”
Ellen – “What to Expect scares the hell out of me. Everything about that book
is just like‐‐ The last midwife I saw said, ‘Just get rid of that book,’ because she
could tell from the questions I was asking her what I’d been reading.”
Women who were turned off by What to Expect generally identified an alternative
book or website that they preferred. For example, Georgina, who was expecting her
third child, found that What to Expect scared her, but found Dr. Sears’ books to be much
more her style. She said, “There’s something so appealing about Dr. Sears. It struck a good
balance for me between [a] natural approach [and] all the resources and armaments of modern
medicine.”
The range of opinions about a book many people believe to be the preeminent
resource on pregnancy and childbirth shows that a “one size fits all” approach to birth
does not work. Just as the women I interviewed had vastly different perspectives on
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and plans for childbirth, so too did they prefer different styles of information and
advice.
Women who used the internet mostly relied on it for information about
pregnancy. They tracked the development of their babies, for example, or looked up
information about symptoms they were experiencing. A few women also used the
internet to post questions or respond to questions left by others. This system allowed
women to learn from other women’s experiences as well as validate their own. Jackie,
for example, referenced a local online mothers’ group in which she participates:
“I’m in a mothers’ group here and a woman two days ago or so was saying that
her hips were really bothering her, and I was like, ‘Oh, I hear you sister, mine are
too.’ And, you know, it just makes you feel better knowing that other people are
[going through the same thing].”
Some women enjoyed this type of online community. It gave them a place to
share their excitement or worries with other women in the same situation. Other
women, however, were less comfortable establishing a virtual community and preferred
to use the internet for research and sought human support and companionship offline.
Women who mentioned watching television shows usually said they “took them
with a grain of salt” and did not put much weight on the experiences of the women in
the shows. A few other women said they were familiar with the shows and might have
watched them before their own pregnancy, but preferred to avoid them now. Rory, for
example, said, “I don’t actually [watch them] and one of the reasons that I don’t watch them is
because often times on those shows they show bad things. And I just don’t want to freak myself
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out. I want to stay positive.” Rory’s comment is typical. No one seemed to find the shows
particularly informative and those who said they watched them usually did so for
entertainment rather than educational purposes.

5.5.3 Birth Classes
A majority of women had taken or were planning to take birthing classes. Most
reported taking an “overview” course that covered a lot of topics and approaches to
birth (breathing, pain management, labor positions, etc.) rather than a specific method
such as Lamaze or Bradley. Some women reported finding these classes generally
helpful, but they didn’t seem to be significantly influenced by the content of the class.
Several women also mentioned that when it came time for the actual birth and the pain
and anxiety set in, the breathing and relaxation techniques and the labor positions they
had been taught largely escaped their memory.
Karen – “It was helpful in that it just showed that there’s lots of variations.
There’s not one way to go through labor. You can scream and you can yell and
you can breathe and you can meditate and use tapes…. It’s like, these are all your
options and there’s no right way, there’s no wrong way. It was a small push for
natural as opposed to drugs, but hey, they told you about the drugs, too.”
Rose – “It was fine for the basics and I think it was either free or very minimal
cost so, you know, you can’t really expect someone to sit down and hold your
hand and individually talk about your unique situation.”
Other women, like Lynn, talked about other benefits from the course: “I think it
was just more of a communal thing where you just met other women at the [same] stage in life as
you are, and it’s more of a bonding thing, more so for me than getting ready for the birth.”
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Many women reported taking a variety of additional classes including newborn
care, infant CPR, and nursing. Some couples took a course designed to help your dog
adjust to a new baby, and some husbands went to “Daddy Boot Camp,” a course for
men only on basic elements of caring for a newborn, such as holding and diapering an
infant. Many of these courses were reportedly more helpful and interesting than the
birthing classes. In addition to providing a community of women or couples in the same
situation, the classes provide information and answers to expectant parents trying to
prepare for a significant life transition. Much like reading books and being part of an
online community, classes can help moms and dads feel less alone and can also help
them feel that they’re proactively confronting their fears and seeking answers to their
questions.
Women who already had one or more children were far less likely to take a
birthing class during subsequent pregnancies. They generally believed that the course
would be less useful now that they had personal experience. This was especially true in
families where the children were very close in age or little time had passed since a
previous birth.
Deirdre had a young daughter at home and was preparing for the arrival of a
second baby. Having taken a Lamaze class before her daughter’s birth, she reported no
plans to take another class:
“I think for me the best thing is experience. And having been through it, I kind
of know what they taught us and what things I tried and what things didn’t
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work. I feel like, even if this time is completely different, we have a wealth of
knowledge to pull from.”
Only one woman reported watching a childbirth video outside of a
birthing class, but she did say she found it more useful than the class she and her
husband took. In fact, unlike most women who don’t repeat birthing classes for second
and third children, she was planning to watch the video again in preparation for her
second child’s arrival.

5.6 The Value of Experience
The most important advantage for “experienced” moms preparing for a
subsequent birth seems to be the simple benefit of knowledge and an understanding of
the process of labor and delivery.
Jackie gave birth to her first child while living overseas. The experience was
generally good but also scary because of the language barrier and the newness of it all.
Just days away from delivering her second baby in the U.S., she said,
“I think it’s great that I have been through it before so I going to kind of know
what to expect. On the other hand, that’s also very scary for me, because [when
my son was born] I was screaming like you see people on TV, like, in a comedy
show. And I can’t imagine that it actually hurt that much, that my body was
making those noises. So now…I’m scared because I think, ‘How could it have
possibly hurt [that] much?’ But even the night I had [my son], I said, you know,
I would do it again in a heartbeat. So, it’s scary and also reassuring that I know
what’s going to happen.”
Karen, 32, had an unplanned but non‐emergent cesarean with her first baby due
to complications that arose late in the pregnancy. She had been planning to deliver
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without drugs. Now pregnant with her second baby said, “I’m actually going into this one
a lot less prepared, but I know that. … So for some reason I’m just not planning it as much this
time and I think it might just be because I don’t want to be disappointed if it doesn’t pan out the
way I want.” In this instance, Karen’s previous experience, which was not at all what she
had wanted or planned, has led her to be perhaps more wary of making plans for this
baby – she doesn’t want to get her hopes up. She admitted to being “very upset” when
the first birth didn’t go as she had hoped.
Lynn reflected on the knowledge gained from her prior births which have taught
her that things don’t always go according to plan:
“I think you just have to be very flexible when it comes to the whole childbirth
thing because it’s always a toss up. You never know how your body [is] going to
react and how the baby is going to react and you’ve just got to hope for the best.
… I think it basically boils down to being flexible because I think if you’re too
rigid and say, ‘I want to do it this way and this is how I’m going to do it,’ and
life throws you a curve, it’s not going to work and it’s going to be very hard to
get past that mentally.”
Kathy, expecting her third child, had a similar response, saying, “It cracks me up,
the plans I had before I went through it [the first time].”
Tracy, also pregnant with her third child, said she doesn’t feel the same need to
gather information this time because she is better informed and has some experience:
“I was really hungry for information, I felt very ignorant the first time around,
because I really hadn’t spent much time around any children. I didn’t have any
siblings who had children or really close friends with kids, so I felt like needed to
know everything. And it’s not that I feel like I know everything now, ‘cause
actually every child is different and things change, too.”
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Kristin reflected on her expectations for the upcoming arrival of her third baby:
“I imagine that it’s gonna be easy in the sense that [I’m] more experienced. You
just know what to expect. And I very much feel comfortable with the way the
experience of labor happens now, and…I feel very comfortable with my decisions
about labor and how I expect it to go. That being said, I feel like I’ve learned a lot
from the experiences that I’ve had, and you just never know. … Things don’t
[always] work the same way. And so I’m very much open. I guess that’s the best
thing to say.”
There are some important, significant differences between the plans of first‐time
moms and the plans of women who already have one or more children. To begin,
women who already have children may face some constraints in their childbirth plans.
If they have had a previous cesarean section, for example, they and/or their doctor may
feel that a repeat cesarean is the safest option. Rose, for example, developed gestational
diabetes during her first pregnancy and gave birth via cesarean section after her labored
stalled. She was planning a repeat cesarean for the birth of her second child:
“I kind of looked at VBAC. I have two sisters, one that had both [children]
vaginally, and the other had cesareans for all four [births], and she and I kind of
talked about the VBAC and I think, just, for me personally, the risk factors
outweigh the benefit of being able to have the baby vaginally. And I know it’s
more about the experience of being able to hold your baby immediately. I
definitely regret that I wasn’t able to experience that [the first time], but at the
same time, to me, the health of the baby and my health are what’s most
important, so I trust that cesarean is just more safe to do [than] the VBAC.”
Rose’s doctor was supportive of Rose’s decision, although the doctor never
offered her own opinion on the matter. Regardless, Rose had weighed her options and
felt more comfortable with another cesarean section than with a trial of labor.
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For other women with one or more prior cesareans, a repeat cesarean may be the
only option available to them. Lynn, 39, described the “planning” involved in what will
be a cesarean delivery for her third baby:
Lynn: My oldest son is seven and it was a very normal pregnancy. When I went
in [to the hospital] to have him, he could not get in the birth canal. And so after
laboring for a while, they decided to go ahead and break my water. And that
didn’t help at all and we went ahead and did a c‐section. And then with [my
second son], the same thing. He got into the birth canal, but we could not get
him out…so we ended up doing an emergency c‐section with him as well.
AD: So the third time around –
Lynn: It’s a no‐brainer. It’s going to be a c‐section.
For Lynn, the experiences she had in her two previous labors (including an
attempted VBAC with her second child that was unsuccessful), eliminated any choice in
her upcoming delivery. Her doctors, she said, wouldn’t even let her try a vaginal
delivery this time.
Women with a history of cesarean delivery who are eligible for and choose to try
a VBAC may not be eligible to deliver at a birthing center. Claire, for example, worked
with midwives in a birthing center during her first birth but had to be transferred for an
emergency cesarean section. She is working with the midwives again with her second
birth and is planning a VBAC, but she will have to give birth in the hospital because the
birthing center will not host VBACs onsite. This limitation may be minimal, but it still
reigns in the choices available to these women.
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Even in the case of previous vaginal births, women may have learned that their
labor often slows down or stops, necessitating induction. In this case, women may be
expecting to be induced, or may elect to be induced.
Overall, it seems that women who already have one or more children take one of
three approaches to subsequent births. First, women who were generally satisfied with
their first birth tend to plan a similar birth for subsequent children. It may not go the
way they are planning – all births are unpredictable – but these women are generally
looking to repeat what happened during a previous birth. If, for example, they had an
epidural and found that the labor went fine from there, they are likely to plan for a
subsequent epidural. Likewise, most of these women will use the same doctor and the
same hospital. Not only did they have a good experience with their doctor and hospital
in the past, but now they are familiar with those things and know what to expect. They
may feel that they have developed a rapport with the doctors in the practice, and they
know what the hospital setting will be like. Janine, expecting her third child, said:
“I’m at the same practice that I’ve been at from the beginning with my other two
children. I’m still there. So I’m delivering with the same practice and the same
hospital. … So I was happy with my first two experiences. Both at [the hospital]
and with the practice. So I stayed there for this one.”
Tracy, also pregnant with her third, had changed obstetrics practices but was
delivering at the same hospital and was expecting to have an epidural. She said, “I’m
planning on an epidural again. And I know I hear horror stories about various things, but I just
try to ignore them because [epidurals] have been successful for me.”
177

For these women, planning for the birth seems much more straightforward.
There are few decisions to be made, and they are more confident, knowing what they
will face during the birth.
A second group of women seek to modify their childbirth experience to better
reflect their desires. Women in this group may have been curious about working with a
midwife or delivering in a non‐hospital setting with their first child, but for any number
of reasons (anxiety, fear of the unknown, pressure from friends or family) chose perhaps
a slightly different route for their first birth. For example, Paige was planning to give
birth to her first child at the birth center because she liked the natural, gentle
approached espoused by the midwives. I asked her if she had considered a home birth
or a hospital birth:
“I feel just a little bit too nervous about a home birth. I could maybe see myself
doing that with a second or third child, but the first time through I just, even
with the classes that I have taken and all the stuff I’ve read, you know, I’ve never
experienced it before so I don’t feel comfortable doing that on my own [at home].
The hospital birth, I mean, I would consider it if…I think if I didn’t have the
birth center available I would try for a midwife if a hospital. But I am really
looking forward to the environment that the birth center is supposed to
provide….”
Uncomfortable with a home birth, but wanting as natural approach as possible,
Paige chose to use the birth center, but acknowledged that her plans might change with
subsequent pregnancies. In this way, some women trend slightly away from the
“average” birth, towards a more natural birth. Other women, of course, may trend
towards more medical intervention in second births. For example, they may elect to be
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induced on or before their due date. Often, first‐time moms planning subsequent births
already plan to modify their subsequent births. I sometimes asked women, especially
those who were delivering with an obstetrician in the hospital but seemed interested in
midwives or non‐hospital births, whether they might consider different arrangements if
things went well this time and they got pregnant again.
For example, Becca, expecting her first child, was planning a natural (drug and
intervention‐free) birth in a hospital and was working with midwives. She had
significant concerns about unnecessary medical interventions, but felt safer in a hospital
setting in case complications arose and because a friend had had an emergency situation
while giving birth in a birthing center. As a first‐time mom, Becca didn’t know what to
expect or how she or her baby would react to labor. She did feel, however, that if things
went well and she remained healthy, she would have a strong interest in trying a
birthing center with a subsequent child.
Claire was somewhat limited in her options for her second birth, as her first child
had been delivered via emergency cesarean. But she spoke of her friends’ plans and
they way they evolved over time:
“I think there’s a difference between first and second children. A lot of my
friends, with their first child [they] wanted to be in the hospital and they’re now
doing home births or they’re [using] the birth center. But for the first time, they
wanted that kind of security [of being in a hospital].
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Although Claire’s options were limited, her comments about her friends reflect
the fact that with experience comes confidence and a willingness to try something that
might not have been as appealing with a first birth.
Meredith, 29, said she was planning to have a doula with her at the birth of her
child. She considered using a doula when her first child was born, but never pursued it.
Now, she said, “[Having] been through it once, I know that I want that for the next time.”
Like other women who have learned from previous births, Meredith realized that a
doula would be an important part of her second birth.
In contrast to the women who planned to explore more natural approaches
during subsequent births, Caitlin, a first‐time mom‐to‐be, who was planning a
medicalized birth articulated her wish for additional intervention during subsequent
births:
“I think for sure if I go late or something…I know I’ve had friends get induced
early…and I’ve just heard that being induced is nice and so if that’s not an
option for me this time [because doctors don’t like to induce a first pregnancy
before the due date]…that’s something that I would probably want to do next
time.”
Caitlin was very open to medical intervention and wanted as easy and
straightforward a birth as possible. Although she knew her doctor would likely be
unwilling to induce her prior to her due date with her first pregnancy, she was already
hopeful that she could include that intervention during subsequent births.
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A third category of women were dissatisfied with a previous childbirth
experience and plan accordingly – and very differently – for subsequent births. Olivia’s
first birth did not go as planned when she faced a cascade of interventions. Looking
back, she said: “[N]ow I wish I hadn’t asked for the induction and that I had just waited until
he was ready to come out because I think it would have solved a lot of problems.” With the
benefit of experience and hindsight, Olivia could more clearly identify what she saw as
the downfall of her labor. This time, she was doing everything she could to avoid a
similar outcome.
Although experienced moms have several ways of going about the planning
process for subsequent births, the important thing they have in common is that their
decision‐making is informed by previous births.
First‐time moms are in an entirely different position when they plan their babies’
births. They have no prior experience on which to base their decisions. Instead, they are
likely to rely on the advice of friends, family, and healthcare providers; books and other
reference materials; and their own intuition and knowledge of themselves and their
bodies.
Joy, who was expecting her first baby, said, “Since this will be my first time, you
know, doing labor and delivery, you can read about it, but it’s like you don’t really know what it’s
like until you get there…”
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Janine, expecting her third baby, reflected on her first two births, both of which
required induction:
“[W]hen it’s your first, you don’t really know anything different. You just go
with what [the doctors] say. You know, that’s it. So I really tried to keep an
open mind going into having my first baby on the advice of friends [who told me]
you can have a birth plan and say, ‘This is how I want it to be,’ but you just
don’t know what you’re going to encounter in your labor and delivery process.
You have to be open to other options. So I mean, ideally, I’d love not to have
pitocin and just have the baby on my own. But that wasn’t an option either time,
really.”
Janine relied on the advice of friends to keep an open mind. When the time came
to give birth to her first child, she reported feeling reliant on the doctors to help her
decide what to do because she didn’t have any experience of her on which to rely. This
is not an uncommon approach for first‐time moms who may feel more comfortable
asserting their preferences in subsequent pregnancies.
Kathy, expecting her third child, articulated very well what many women
seemed to imply – that a woman’s lack of experience in a first pregnancy can leave her
particularly vulnerable to influence from the people around her:
“I think women, especially [in] first time pregnancies, we’re so susceptible to
being swayed in different directions by people, you know, either authority people,
doulas or instructors of [birthing] classes or just other people that have gone
through it and you really have to just think for yourself and do what’s best for
you and not worry about what other people think. But that’s very easy to say
and hard to do.”
Kathy’s point was not that women should not seek advice from friends, doctors,
and others around her – indeed, she reported relying on her own friends for advice – but
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rather that it’s important, but very difficult, to make your own decisions based on your
own beliefs, your own needs, and your own goals. Women may be better able to assert
control over subsequent births because their confidence has grown. It is in first births
that the opinions that surround you – including people, books, doctors, and the media –
can be so influential, as moms‐to‐be are overwhelmed with information and lack the
experience to effectively organize, process, and evaluate that information.

5.7 How Do Women Decide?
We’ve discussed the multiple resources that many women consult as they
develop their birth plans, but ultimately, how do women decide? In the face of options
and choices, what makes one option stand out over another? The reality is that the
process is probably a little bit different for everyone. Nevertheless, there are common
themes that are worth exploring.

5.7.1 Referrals, Recommendations, and Reputation
One of the most common factors in women’s decision making, as already
discussed, is the role of recommendations and referrals. Women who are referred to a
midwife, obstetrician, medical practice, or hospital by a trusted source are likely to take
advantage of the recommendation. When asked if they had considered any other
practices before making their decisions, for example, most women said that once they
had a recommendation, they weren’t inclined to consider other options.
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Ellen was working with a team of midwives at one of the nearby university‐
affiliated teaching hospitals because, she said, “I have two girlfriends…who have both been
going there [and] they really liked the team.”
With so many obstetrics and midwifery practices in the area, women can find it
overwhelming to choose. A recommendation from a friend simplifies what could
otherwise be a huge task.
The reputation of a particular provider or delivery location is also important.
One popular hospital, “County General,” is part of a local university health system but
is separate from the main hospital. It has a reputation for excellent nursing care, despite
the fact that the facilities are not as nice as some other hospitals. Women often pointed
out that the nurses on staff would be providing most of their care while in labor – the
doctor or midwife would check the progress of labor and “catch” the baby, but it was
the nurses who would be in the room, monitoring patients, and providing care and
support through the majority of labor. As such, this hospital’s reputation for having
good nurses was of high importance to a number of women:
Janine – “From my last two experiences, the nurse…is more of a primary
component in what’s happening leading up to the actual [birth] than the doctor,
really. … So the nursing care was really, I think, more important. The hours in
the hospital, in labor, leading up to having the actual baby. And then the care
after [the birth]. They come in and check on your while you’re still in the
hospital and all that.”
Kristin – “I found that County General, it’s a very…I don’t know how to even
say this, but the nursing staff is just incredible. And there’s a level of care, I
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think, that you get once you deliver that’s just, it was really nice. Very effective
and the people were very sweet and it was just a really nice experience.”
A few women, however, preferred to deliver at a nearby teaching hospital
affiliated with a major university and known for it’s high‐quality care, especially for
emergency and critical situations (“University Hospital”). Meredith moved to the area
when she was 26 weeks along with her first child and relied on the help of a friend who
was an obstetrics resident to get her into a private practice that would not generally
have accepted a new patient so far along in her pregnancy. Part of the appeal of this
practice was that it was one of the few that delivered at University Hospital.
Tracy spoke about choosing a hospital and a practice. She lived in a location that
was roughly equidistant from multiple hospitals, which gave her more options and also
more to consider:
“I was choosing practices and thinking about both hospitals and what my
neighbor said that convinced me is that even if you give birth at County General,
if there’s anything really, really wrong with you or the baby, they’re going to
ship you over to University Hospital anyway. I don’t know if that’s true or not.
That’s what she said, so I thought, well, I’ll just go ahead and be at University
Hospital. Because I had heard other people say that University Hospital is a little
less personal or a little more [focused on] traditional, western medicine, and of
course County General is too, [more so] than some other options, but I’ve never
been, I mean, I’m not [into] non‐traditional medicine. You know? Like, I value
people who are, but that’s not for me.”
Tracy narrowed down her hospital preference and then selected a practice that
would allow her to deliver at that hospital. It is worth noting that most women select
either a provider or a delivery location – one usually influences the other. If a women
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identifies a doctor or midwife she would like to use, then she has usually also made a de
facto selection for her delivery site – i.e., where the doctor has admitting privileges. If a
woman identifies a hospital or birthing center first, then she will still have to make a
decision about a provider, but her options have been narrowed to providers who have
admitting privileges there.
Interestingly, once women decide whether they want to work with a midwife or
an obstetrician, the provider’s philosophy towards pregnancy and childbirth generally
did not seem to be an important factor in selecting a specific provider or practice. One
notable exception was Michelle, who was pregnant with her fifth child and had chosen
to work with a different obstetrics practice for this pregnancy specifically because it was
a Christian practice.

5.7.2 Convenience and Practicality
Convenience can also influence women’s decisions. Jackie described how she
picked her obstetrics practice: “We moved here in the winter and I was pregnant then and
needed to see a doctor. And I did an internet search for the closest doctor to my house.” Later in
the interview, I asked her if she had ever considered working with midwives instead of
obstetricians:
Jackie: “I would have loved to have had a midwife. And in Ohio, where I
expected to live forever, I only went to midwives there. And I had my midwife
there and that’s who I wanted to deliver my baby, assuming there was nothing
wrong and there was no need to see a doctor. I don’t know that women need
doctors unless there’s a medical reason for something.”
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AD: “So did you – was there a reason when you got here you didn’t seek out a
midwife or was it just that the closest practice was not midwives?”
Jackie: “Yeah, I needed to see a doctor. I hadn’t seen any doctors yet, all I had
was the pregnancy test. And I was eight weeks pregnant or something, and I
just wanted to get in quickly. And if they had midwives there, I would have gone
to see the midwife.”
Jackie had an interesting perspective on childbirth, on the one hand adamant that
she receive an epidural but also appreciative of the natural elements of birth. Her
recognition that a doctor is not always necessary led her to work with midwives in the
past, but the necessity of finding a nearby practice – quickly – when she moved to the
area trumped her desire for midwifery care.
Because convenience is such an important factor for many expecting women,
there will likely have to be continued growth in the field of midwifery, both in sheer
numbers of practitioners and in the number of delivery settings that employ the services
of midwives, before midwifery care truly becomes mainstream.
Other convenience factors include what facilities are nearby. At least one woman
considered using the birth center but felt it was too far away, especially when a hospital
was located close to her home. Jill said,
“[W]e’re definitely lucky that [the birthing center] is a resource available locally,
so it’s something that I gave some thought to. I think when push came to shove,
though…for everything leading up to the birth, you know, I have a demanding
job. I work full time and it’s hard enough as it is to find time for myself to go to a
doctor’s appointment that’s only a half a mile down the road, let alone drive to
[the birthing center, which is about 30 minutes away]…. [S]o I mean, for some
women, absolutely, that’s worth it, because having that experience is that
important to them and I guess I realized that it just isn’t that important to me.”
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Deirdre was also interested in going to a birthing center in theory, but practical
reasons kept her away:
“I know that there’s a really great one…that I have had a couple of friends go
through. But it was just such a far drive for us. And my obstetrician’s office
here is really less than five minutes from my house and the hospital is less than
five minutes from my house. So as much as [the birthing center] appeals to me, if
there was one closer I think I would definitely do that. But since there’s not…”
I asked Deidre whether she had considered any practices that deliver in the
hospital but employ midwives as providers:
“I didn’t. I think my choices both times were based on recommendations and
based on location. I don’t know if that’s a good way to pick a doctor, but I didn’t
really look that much into the differences between [the practices] as much as
where they were located and what people had said about them.”
Convenience was likely to be an important factor for women who weren’t
looking for anything outside of the mainstream – specifically, women who were content
seeing an obstetrician. Since there are relatively few midwifery practices in this area,
and because midwives don’t deliver at all the hospitals, women to whom it was very
important to work with a midwife had to trade convenience for their choice of provider
and delivery location. Conversely, however, for women who happened to live very near
the birth center or one of the midwifery practices, convenience may have increased the
likelihood that they would consider working with a midwife.

188

Insurance was also a factor sometimes. Caitlin noted: “I had out‐of‐state insurance
when I moved here and I just tried to find someone that accepted it. And I just stuck with [the
practice I found] because they seemed okay. So I just looked on a provider list.”
A lengthy discussion of insurance issues is beyond the scope of this project, but it
is an important topic because of the restrictions it places on women’s decisions. Several
women reported that their insurance policies require them to give birth in a hospital.
Erin and her husband decided to give birth at home, but were forced to pay for
everything out of pocket because their insurance would not cover a home birth.
Not only must women find a practice that accepts their insurance, which can be
difficult with out‐of‐state or smaller insurance companies, but women must also learn
the details of their coverage. Will the policy cover a midwife or only an obstetrician?
Can I use a birthing center? The frustration of acquiring this information may lead some
women to accept the first reasonable option available to them, rather than pursue
alternatives that may not ultimately be realistic options.

5.7.3 Life Experiences
A third factor in women’s decision‐making is experience. Previous births
strongly affect the decisions women make for subsequent births, as we have already
seen. But other experiences can also affect women’s choices.
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Laura, for example, had a miscarriage before she gave birth to her first child. I
asked her whether she thought that experience shaped her approach to subsequent
pregnancies and births. She said,
“I’m sure it probably does to some degree, especially when it comes to choosing a
hospital. I guess I am partial to University Hospital because University Hospital
is such a wonderful place. Nothing against County General…. But I just feel
safer at University Hospital.”
Kristin also experienced a miscarriage before her first full‐term pregnancy.
Reflecting on that first full‐term pregnancy, she said:
“I would say that physically [it] was wonderful, but mentally it was difficult to
trust that everything was okay. … I guess my memory of my experience with
[my first son’s] pregnancy was not really being able to enjoy it in the way that I
felt like a pregnancy should be enjoyed. I would constantly feel that something
was wrong, and I would run back in, get a sonogram and, you know.”
Sometimes, an extreme event in a woman’s life or in the life of a friend or family
member can have a drastic impact on her approach to childbirth. Joy, a 25 year old
woman expecting her first baby, is a poignant example of how such “extremes” can
influence decision‐making. Joy had a history of miscarriages that heightened her worry
about her pregnancy and contributed to the importance she placed on a medical model
of pregnancy and birth. Moreover, Joy’s mother died while in childbirth with Joy’s
sister; Joy’s sister died as well. For this young woman, raised by her grandmother,
family took on special importance. She yearned to have children so that she could
finally have the big family she had craved for many years. But her pregnancy was
studded with worry. Although she knew, rationally, that what happened to her mother
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and sister was highly unlikely to happen to her, it was still there, in the back of her
mind. For her, a delivery in the hospital was, at least psychologically, the only option.
Asked whether she considered giving birth outside of a hospital, she said,
“I don’t think I would want to deliver anywhere except for a hospital, given my
history. I want to be where they can do anything, you know, like if there’s a
problem, where do you go? You go to the hospital. Okay, let’s start there.”
Some women’s cultural experiences affect their planning. Kristin, for example,
moved from New York City, about which she said:
“[T]he culture there for pregnant moms is [about] trying to be very organic and
healthy and natural, and I met a lot of women in my prenatal classes who were
going to do birthing centers and much more natural childbirths. And there were
moments that I was even swayed by some of their stories and idea of being really
natural.”
Because of her move, Kristin quickly experienced regional differences in the
culture surrounding childbirth. When she arrived in the South, she found the culture of
birth, including prenatal care, to be more relaxed compared to the intense levels of
prenatal testing and expectations of doctors in New York. She noted, however, that the
amount of “standard” testing available here has increased dramatically with her
subsequent pregnancies to the point where it is now comparable to the testing she
received during her first pregnancy in New York.
Five women who I interviewed were either foreign nationals or were Americans
who had given birth overseas. All of these women referenced their experiences in other
countries – or the experiences of family members overseas – in their explanations of their
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own preferences and decisions. Their current pregnancies were very different, as were
their histories, but all were informed by their experiences with another culture’s medical
system and drew on that experience as they made their plans.

5.8 “Good” Births and the Philosophy of Childbirth
During every interview, I asked women to step back from the details of their
birth plans and tell me what a “good birth” means to them. I also asked about their
philosophy or framework towards childbirth. By asking these questions, I hoped to
learn more about their broader perspective on birth – and how that view might affect the
decisions they make regarding birth. Some women seemed startled or even vaguely
confused by these questions, as if perhaps no one had ever encouraged them to think
beyond the nitty‐gritty details that the books talk about and their doctors ask about.
Other women seemed almost relieved to hear that someone was interested in hearing
about their broader perspective on childbirth. Either way, their responses to these
questions were often illuminating.
Many women spoke of childbirth as a fundamentally natural process. More than
one pointed to history as a guide, noting that she is only one of billions of women who
have given birth. A few women also mentioned feeling connected in some way to all
those women who had gone before them. Eve, a divinity student, also pointed out the
fundamentally natural process of childbirth, saying that carrying her baby helped her
feel a connection to creation and to the Creator. Her primary focus during the
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pregnancy was, “How can I protect this life?” Melissa claimed to be spiritual, but not
religious, and for her, birth was rooted in a spiritual process:
“I see it as spiritual process. It is very much a physical process, of course, but
again I see it as a mystery in the tradition of the, you know, the King Arthur
mysteries. And it’s something to at once take incredibly seriously and at the
same time it’s just what makes the world go ‘round. … It’s getting to have a first
had seat in one of life’s mysteries and that’s a really cool thing. It’s the greatest
trip you’ll ever take.”
Other women pointed to all the women who had gone before them – without the
option of epidurals or other interventions. Deirdre, for example, said:
“[T]here’s something kind of nice about the connection to all the women in the
past that gave birth to babies before there were interventions. The fact that our
bodies, in a sense, were made to do this. And there’s lots of things we can do to
make it easier, but that kind of connection to the fact that I’m built to do this is
kind of important to me.”
Yet, a few women also pointed out that while childbirth was natural, it could
also be dangerous. Karen, for example, explained, “[I]t’s natural…, it happens. But I also
know that a lot of people died from it, too. That they used to. So a little bit of medical
intervention isn’t bad.”
Thus, the belief that birth is natural need not preclude taking advantage of the
medical advances and technologies available today. Why suffer needlessly? For
example, Jill, preparing the birth of her first child, shared something a physician friend
had told her a couple of years ago:
“At no point in your life do you ever choose pain intentionally. If you have a
headache you…take an aspirin. If you hurt your leg, then you don’t go running
on it the next day. We try to take care of ourselves and yet, for some women, the
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one time they’re going to be in the most pain probably of their whole life, they
specifically choose pain. And, you know, when you think about it that way, it’s
kind of odd.”
Jill had previously spoken of her ideal birth as incorporating the “best of both
worlds” – birth as a natural process, but with the benefit of medical technology. She
said, “I always thought that I would want to have a natural childbirth. But I think now that I’m
in this situation myself, I’m starting to see how it’s not such a bad thing to have compassion for
yourself in terms of the pain you’re going to be enduring.”
Jackie, expecting her second child, expressed a similar perspective. After saying
that she generally felt the best philosophy towards birth was to let nature take its course,
she said:
“But, I do take a Tylenol every day because my hips hurt. And I thank goodness
that that’s an option that I can have. And I think if there’s something that can
make you feel better that isn’t harmful… I don’t know why these women are
doing the all‐natural thing. You still get the baby. And you don’t get a little
present that says, ‘You did it!’ or a little star on your chest. But to each his own.
It works for them. And I think that’s great.”
The way women described what a “good birth” would be like for them was
sometimes telling about their broader perspective on childbirth. Some women spoke of
very specific details that would make the birth experience positive for them – a short
labor and little pain, for example. Others spoke of the broader emotional and personal
experience – a special time for themselves and their husbands. No matter how they
described it, nearly everyone I interviewed had a clear sense of what was most
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important to them and had developed a birth plan that reflected their vision of a good
birth.

5.9 Alternatives Considered
I often asked women whether they considered alternatives – working with a
midwife instead of an obstetrician, for example, or giving birth in a birthing center
instead of a hospital. I usually posed this question to women who were planning fairly
“mainstream” births – working with an obstetrician and delivering in a hospital.
Because obstetricians and hospitals are the “norm,” women who chose to deliver with
an alternative provider or in an alternative location are aware of and gave some thought
to the options available. Moreover, because they were taking a less common path, these
women usually spontaneously told me what had prompted their decisions. Women
going with the “norm,” in contrast, may not have been aware of other options and were
less likely to bring up the topic without a prompt. It was interesting to hear their
reasons, which ranged from convenience to perceived safety to the influence of friends,
family, and spouses. Meredith thought about working with a midwife but said,
“[M]y friend [who] was an OB resident, she influenced [me] more towards the
medical side and away from the midwife. And…I wanted to deliver at Duke and
I don’t know that you can do that if you just go to a midwife.”
Laura said,
“My thing is, I don’t want a midwife. That’s my preference. … I guess they have
the same abilities…. I just haven’t gotten a good vibe [about] midwives. I don’t
want to be pushed to, you know, do it naturally if I physically can’t. I want to do
this to the best of my abilities to do it naturally, but there are some things you
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can’t control. I’d rather have an obstetrician so that they can deliver if there are
complications. I don’t think [midwives] are certified for that. I’m not exactly
sure.”
Some of Laura’s hesitation may reflect a lack of information. She was unclear
about what midwives were certified for do, and she was concerned about being
pressured to do something she did not want to do.
Rose also had reservations about working with midwives, mostly from a safety
perspective:
“[I]t’s not to say that I wouldn’t trust a midwife. I just feel better knowing that
I’m in a hospital setting where, if something happens to myself or the baby, there
is the right equipment around and the NICU is right there. That’s the problem I
would have with a birthing center.”
Jackie was about eight weeks along in her pregnancy when she moved to the
area. She would have loved to work with a midwife, but her priority was just finding a
doctor – and the practice she picked didn’t include midwives.
Janine’s obstetrics practice employed both M.D.s and midwives, but Janine chose
to work primarily with the obstetricians (although she occasionally saw a midwife for a
prenatal visit). When asked why she had chosen not to work with the midwives, she
cited safety concerns:
“I think it was just a decision that my husband and I made with our first
pregnancy. It was all an unknown. You don’t know what’s going to happen in
labor and delivery. And I think [my husband] saw it as, ‘Well, let’s go with a
doctor because in case there [are]…any complications that are more medical, that
you need immediate experience…then the doctor’s right there. I mean, I know
obviously if that happens and a midwife is…working with you then a doctor
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comes in, but I think we thought, ‘Let’s just cover our bases and go with a
doctor.’”
There seems to be a misconception among some women – or perhaps just a lack
of information – that midwives do not deliver babies in hospitals. Finding ways to
disseminate the abilities and roles of midwives may increase midwifery use among
women who like the more holistic approach of midwives but also feel more comfortable
in a hospital setting.
Not all women viewed working with a doctor as a necessity, but even among
women with a more holistic, natural approach, there was often a sense that a home birth
was perhaps too natural. Ellen was happily working with midwives but was equally
happy about delivering in a hospital:
“Just having all the options right there is what I wanted. Because some
people I know that have done [a home birth] said, ‘Well, we’re so close to
the hospital, if anything went wrong we could get right there,’ and I
don’t think you always have that kind of time.”
Several women planned to work with a doula. This is an interesting example of
the mixing of natural and medical births. In most cases, the women who hired doulas
also planned hospital births. Although they had varying reasons for wanting a doula,
most saw the doula as someone who could help them manage pain during labor
through natural methods and offer general support throughout the labor and delivery.
A few women envisioned the doula as someone who could run interference with the
hospital staff to make sure the woman’s needs were met.
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A number of other women liked the idea of a doula, but did not plan to hire one.
This was generally because of the expense, which is often several hundred dollars.
Jackie, for example, said:
“Probably the main reason I’m not using [a doula] is because they’re expensive.
If somebody would offer me one for free, I would love one. Although I think it
would be hard find one that I liked because, and this is really bad for me to say,
but I think a lot of them are very earthy. And, you know, they have their candles
and stuff, and I’m not into that stuff. But I want someone who can help me get
into different positions and…also be calm and say, ‘You’re doing a good job…. It
would be great to have somebody there who could help me and know that
everything I’m feeling is natural and supposed to be that way. But, I’m cheap.
And so since it’s natural, I don’t feel like I need one.”
Rose echoed Jackie’s sentiment about cost and also mentioned that she would
have another source of support during the birth:
“We did think about [having a doula] because [the instructor of our childbirth
class] talked about the benefits of having a doula. My oldest sister who had two
children…had a doula for both of her pregnancies. I guess I thought about it and
it wasn’t that I didn’t want to have one. I’ll be honest [one reason] was probably
the cost factor…. I think when I researched it I was surprised by the cost and
[another reason was that] my mom was able to be there.”
Although some women considered alternatives when they planned their births,
it was clear that some other women were unaware of the options available to them.
Misconceptions combined with a lack of information mean that many women are not
making truly informed decisions. Moreover, insurance companies, financial concerns,
and pressure from friends and family place further constraints on the options available
to even the most informed women. Melissa, whose insurance severely restricted the
options available to her, reinforced this issue when she noted that she feels women and
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mothers are not supported, financially and otherwise, in our society: “I should have the
option of delivering at home. I should have the option of a doula or a midwife. I should have the
option of free lactation consultation. … Pregnancy is not a disease [but] that’s the way it’s
treated.”

5.10 Conclusion
The interviews revealed several important themes about women’s perspectives
on childbirth. First and most importantly, they showed that there is a middle ground
when it comes to medicalization. Women are able to locate themselves at nearly any
place along a continuum, not just at one end or the other. This reality challenges
previous evidence that the public generally either accepts or rejects a medical model.
The women I interviewed ranged from welcoming any and all interventions to trying to
avoid medical intervention at all costs. Most women, though, fell somewhere in the
middle. They welcomed the safety net provided by medical interventions and
technology while recognizing birth as a fundamentally natural process. Most women
neither accepted nor rejected all medical intervention – they appreciated having the
option available, and planned to take advantage of it in ways that suited their needs.
Second, these interviews demonstrated the breadth of resources used by women,
as well as the variation among women. Peers are clearly an important resource for
many women, but other women prefer to turn to family or their health care provider for
information and support. Still others preferred the independence and anonymity of
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books and the internet. Many women, of course, take advantage of all of these
resources. One resource that was surprisingly unhelpful to most women was birthing
classes. Women appreciated learning more about the hospital and the labor and
delivery unit where they would give birth, and some women found the labor
management techniques helpful, but most women did not find the classes to be terribly
beneficial beyond those things.
Third, they have shown the effects of the experience of previous births on future
births. Women undeniably plan subsequent births based on their past experiences. For
some women, the first birth is a confidence‐building experience that leads them to plan
more natural births in the future. Other women learn what makes them comfortable
and plan to repeat that experience. Still others, disappointed in their first birth, look to
alter the experience to better reflect their perspective on childbirth. However first births
affect plans for subsequent births, it is clear that knowledge and experience empower
women.
Finally, they have shown that there is great variance in women’s awareness of
and interest in alternatives such as midwives, birthing centers, home births, and doulas.
Some women know what their options are but cannot take advantage of any of the
alternatives because of financial or personal pressures; others know their options but
have no interest in them. Some women may feel informed but base their decisions on
preconceived notions about midwifery care or the safety or necessity of certain medical
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interventions – they are misinformed. A final group of women are uninformed. Some
of these women know that there are other options out there, but they are not interested
in researching or learning about them, and some of these women just don’t realize that
there is anything else available to them. Education and information dissemination
would help ensure that all women are able to make fully informed decisions that reflect
their goals and beliefs.
One important issue that began to emerge and should be more fully explored is
how the medical establishment “pitches” medical intervention in childbirth. A concern
expressed by some women is that some interventions have become so standard that
women do not perceive any choice in the matter. Moreover, there is concern that
doctors and other members of the medical community are slowly changing the
definitions of “normal” labor and “normal” birth by, among other things, insisting on
augmentation of labor, vacuum‐ or forceps‐assisted delivery, or a cesarean section if a
woman labors “too long.” A better understanding of this issue would provide
additional context for understanding women’s perceptions of and decisions about
childbirth.
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6. Conclusion
6.1 Summary of Results
The research presented in the preceding chapters has demonstrated the
monopoly the medical community (i.e. doctors and hospitals) has on childbirth, but it
has also shown that women overwhelmingly prefer to retain the option of medical
intervention during childbirth.
In Chapter 3, we saw that the midwifery community has historically been far
more reflective about their field of work, their practice, and their mission than the
obstetrics community. This is not unlike any minority or marginalized group –
obstetrics is the dominant group and does not need to evaluate and reinforce its role, as
it is well established. The sheer number of articles on clinical issues demonstrates the
role of medical intervention in childbirth over the decades, and the fact the midwifery
journal also publishes a substantial number of articles on similar clinical topics suggests
that midwives feel compelled to incorporate some of these interventions into their own
practices, perhaps in order to “compete” with obstetricians.
Research in this chapter also spoke to the difficult terrain of the relationship
between midwives and obstetricians. This finding is particularly interesting in light of
the concerns over a looming shortage of obstetricians. Rather than antagonize
midwives, why don’t obstetricians see them as ideal partners for meeting the needs of
millions of women across the country?
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Lastly, the research showed that legal issues also continue to plague both
midwives and obstetricians. Insurance premiums are an ongoing concern in both fields,
but midwives must also contend with changing legislation that affects where, when, and
how they can practice.
Chapter 4 quantified the highly medical nature of births in the United States, but
it also showed that alternatives to a mainstream model of childbirth, particularly
working with a midwife, are on the rise, even while these alternatives continue to
represent only a small fraction of births. The increase in midwifery use while rates of
hospital births remain relatively consistent suggests that many of these midwife‐
attended births are taking place in hospitals. These data support the finding in Chapter
5 that women like the idea of a natural birth, but also want to have ready access to
trained doctors, surgeons, and the best medical care available in case something goes
wrong.
The results of Chapter 5 led to several conclusions. First, it is important to
recognize that the majority of women want to take advantage of both medical
intervention, where appropriate, and a more natural approach to birth. They perceive
birth as a natural process, something their bodies are “meant” to do, but want to retain
access to the technology and the interventions that will keep them and their babies safe.
This “best of both worlds” approach enables women to plan a birth that reflects their
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preferences and beliefs about childbirth while knowing that they will have access to
medical intervention if their plans change or if the circumstances of the birth require it.
Women are strongly influenced by their peer groups and, to a lesser extent, their
own mothers’ experiences. A recommendation by a friend for a doctor, midwife,
hospital, book, or class is worth a lot to a woman expecting her first baby. Likewise, a
friend or family member’s horror story becomes a pregnant woman’s worst nightmare.
Thus, entire playgroups and neighborhoods end up at the same beloved obstetrician’s
office, and women make plans to try to avoid the negative outcomes – a bad epidural,
for example, or an emergency transport from home to the hospital – experienced by their
friends. The importance of peer groups is nothing new, but it offers some interesting
implications for how and why childbirth trends may begin, as well as policy
implications for promoting new or different models of childbirth.

6.2 Theoretical Implications
Medicalization has clearly impacted the trends we see in childbirth as well as the
decisions women make. Women recognize that there are many interventions available
to them, and although many women are skeptical of too much intervention and
interventions that are not medically necessary, they are reluctant to eschew
interventions altogether, in case they become medically necessary or desirable. Many
women want to give birth “naturally,” without an epidural, but they are hesistant to put
themselves in a situation where an epidural would not be available if they changed their
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minds. Accordingly, although the medical establishment has a near‐monopoly on
childbirth, it would be inaccurate to portray this monopoly as unwanted or resented.
In terms of demedicalization, I would point to the concern among some women
that intervention has become too common and too routine, but note that this has not led
to a strong movement to eliminate medical intervention from childbirth altogether.
Women recognize that some interventions may be unnecessary, and they also perceive
childbirth as a natural process. Some women have taken steps, such as working with a
midwife or delivering at home or in a birthing center, to minimize the interventions
likely to be part of their birth experiences. However, even women who hope to avoid
intervention are grateful for the interventions that could save their lives or the babies’
lives, should complications arise. True demedicalization would require a mainstream
movement to rid childbirth of medical intervention entirely – that won’t happen, nor
should it. So, perhaps a term other than demedicalization is needed, one that takes into
account the importance of having intervention available, but that also acknowledges the
concerns about the routinization of medical intervention in childbirth.
The medical sociology literature assumes that doctors generally recommend and
prescribe as much intervention as possible (CITE). The literature also demonstrates that
patients who are better able to assert themselves tend to have better outcomes (CITE).
The interview component of this study provides further evidence for both of these
assumptions. Charlotte’s testimony, as a medical student expecting her first child,
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reinforced the idea that doctors are often focused more on the ends than the means –
getting the baby out is more important than how it gets out. In an emergency, no one
would argue with this approach. But given the common perception of childbirth as a
natural process that does not always require intervention, more attention should be
given to the process. Is the mother comfortable with what is happening? Does she
understand and agree with the procedures recommended? Is she aware of the benefits,
the risks, and any reasonable alternatives? Women who know what they want or need
in childbirth – and who are not afraid to ask for it – are generally happier with their
birth experiences than women who feel that intervention has been foisted upon them.
There is plenty of evidence, both anecdotal and in the ????MIDWIFERY???? literature
that there is often a cascade effect to medical intervention (CITE). What starts as pitocin
to speed labor along or intensify contractions may end up as a cesarean section.
Although it is warranted in some cases, medical intervention in childbirth needs to be
used responsibly, with particular respect for mothers’ wishes.

6.3 Implications for Policy and Future Research
While recognizing women’s desires to have medical intervention close at hand in
case of emergency, it remains unclear why more women do not take advantage of
alternate locations and attendants for their births. In particular, the ability to work with
midwives in a hospital setting would seem to be an ideal situation for many women –
the holistic, “with woman” approach of midwifery care in an environment that can offer
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the highest level of emergency care. The midwifery model has been successful in many
European countries, with excellent maternal and fetal outcomes and high patient
satisfaction. Why is it that this standard, which has been proven to be safe, to meet
mothers’ needs, and to be cost‐effective, has not been adopted in the United States? In
many countries, these midwifery services are provided at home or in freestanding birth
centers or clinics. In the United States, we are offering women the opportunity both to be
in a hospital and work with a midwife. So why don’t more women do so? Is there
simply a lack of awareness that this option exists? Admittedly, part of the limitation
could be access to this type of service. It is unclear how widespread this type of practice
is in various areas of the country, but it is equally unclear why more women are not
demanding these types of services.
It is interesting that the obstetrics community has done nothing to promote
midwifery care. Given their awareness of a potential shortage of obstetricians in the
United States, why haven’t they been willing to promote midwifery care as an option to
women with low‐risk pregnancies? A desire to protect one’s client base is
understandable, but if the field of obstetrics will be unable to meet the demand for
obstetrics services, it would be only logical to encourage women for whom midwifery
care is a viable option to pursue that alternative, thus protecting obstetricians’ time and
efforts for women with high‐risk pregnancies or who develop complications and truly
need the level and type of care that only an obstetrician can provide. The American
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College of Obstetrics and Gynecologists has actively discouraged home birth for the past
35 years, but midwifery care is far from synonymous with home birth.
If we acknowledge that midwifery care has much to offer women, is cost‐
efficient, leads to equal or better childbirth outcomes than obstetrics care, and is
generally under‐utilized in the United States, we must think about how to promote
midwifery care as a legitimate alternative for women with normal, low‐risk pregnancies.
To begin, research on midwifery care and outcomes must be disseminated. Midwifery
care must also be made more accessible to more women. In particular, hospitals should
be encouraged to incorporate midwives into their maternity units, preferably by offering
admitting privileges to practicing certified nurse‐midwives in the area. Giving birth in
the hospital appears to provide reassurance to women because of the technology there,
should a problem arise. Second, insurance companies must make midwifery care a
viable choice for women by covering midwifery services in the same way as obstetrics
services. Finally, midwives need to capitalize on the influence of peer groups and the
attention the popular media is currently giving to childbirth. Increasing awareness of
midwifery services and capabilities could go a long way towards increasing interest in
midwifery care.
Obviously, much research is still needed in this area. Further quantitative
analysis should be undertaken to more clearly understand the relationships among
attendant, place, method of delivery, and medical interventions. However, without
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substantial funding for a new or drastically revised survey, this analysis will not be
feasible. The current dataset, for example, includes variables indicating the induction or
augmentation of labor (induction starts labor; augmentation speeds up or intensifies
labor), but offers no explanation of what “counts” – pharmacological interventions
almost certainly, but what about holistic methods? Without more detailed data, it is
exceedingly difficult to undertake the type of analyses that would be most useful.
Additional qualitative studies, such as follow‐up interviews with mothers after birth
that compare women’s birth plans and birth “realities” would also be useful for
identifying patterns in decision‐making and understanding the care and support that
women look for during childbirth. Finally, future research must include the
perspectives of obstetricians, midwives, nurses, and other healthcare providers to better
understand their role in and perspectives on childbirth and related decision‐making.
This research also has implications for other areas of research in which medical
intervention has become standardized or expanded to incorporate cases in which such
intervention is not medically indicated. For example, ultrasounds were originally used
to assess the wellness of a fetus in utero. Now, with boutique fetal imaging centers
cropping up in strip malls across the country, it is possible to visit an ultrasound
“boutique” for three‐dimensional photos and videos of your baby without a doctor’s
prescription or consent. The result of the spread of this intervention has raised concern
within the medical community that using ultrasound outside of a medical setting or
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when it is not medically indicated can have negative consequences, particularly if a
problem is identified in a non‐clinical setting, where no one can interpret the results for
anxious parents. In this case, a common medical intervention does appear to have
become demedicalized, but not without much criticism of the value and benefits
associated with the procedure.
Plastic surgery also emerged as a medical specialty to treat patients with physical
deformities due to congenital defects or trauma. Today, however, much of the plastic
surgery done in the U.S. is cosmetic surgery – rhinoplasty, facelifts, breast augmentation,
liposuction, and so forth. Does the expansion of plastic surgery into the realm of
elective, cosmetic procedure imply greater or less medicalization? That is, are we
medicalizing our wrinkles and cellulite, or are we demedicalizing the field of plastic
surgery?
Likewise, attention disorders in children are being diagnosed at higher rates and
at younger ages than ever before. Although treatment is clearly medically indicated in
some cases, there is concern that physicians and psychiatrists are over‐prescribing
medication for attention disorders as a matter of convenience to the parents and teachers
of active, naturally rambunctious children. As in the case of childbirth, we must ask to
what extent such intervention is warranted and to what extent it has become the de facto
“cure‐all” for “difficult” children.
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The medicalization and demedicalization literatures have historically focused on
areas in which either medicalization or demedicalization was apparent and clear cut.
What this project has demonstrated, however, is that there is much to be learned about
areas in which medical intervention plays an ambiguous role. We now ought to turn
our research efforts toward understanding the dynamics of medical interventions that
are undeniably beneficial to some, but unwanted by or unnecessary to others.
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Appendix A: Interview Schedule
Tell me a little bit about your pregnancy so far.
When are you due? How have you been feeling? Do you know if you’re having a boy or girl?
Is this your first pregnancy?
If not: What number is this? What were your prior pregnancies like? Tell me a little bit your
previous births? How did those experiences shape your plans for your current pregnancy and
birth?
Tell me a little bit about what “giving birth” means to you. What would your ideal birth
be like? How would you define a “good birth”? What is the value of a “good birth” to
you?
I’d like to talk a little bit about some of the details of your pregnancy and birth plan.
Have you had any prenatal care since you’ve been pregnant?
Who has provided that care? A doctor, midwife, or someone else? When did you first see your
provider? About how many times have you seen him/her? How did you find your provider?
Did you consider working with anyone else? Tell me a little bit about the person you are using,
their practice, and their approach to birth?
Have you decided where you plan to have the baby? Do you expect that your regular
doctor/midwife will be there when you have your baby? Are you planning to have a
cesarean section? If so, is that because your doctor told you you should, or is it for another
reason?
Some women use pain medication to help them through labor, and some women choose
not to. Have you thought about what you might choose? Why?
Sometimes, doctors or midwives suggest other techniques that they think might help
you during the birth. For example, some women receive medicine to speed up or start
labor (induction). Have you talked to your doctor/midwife about any of these
procedures, or have you thought about them yourself? If you were given a choice, do
you think you would ask your doctor to perform them, or agree if s/he suggested them?
Are there any other procedures you know about that you would want? Wouldn’t want?
(Rupture of membranes, epidural, episiotomy, etc.)
I’d like to talk a little about where you’ve gotten help when you have questions or are
trying to make a decision. Some women gather a lot of information for a lot of sources
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to help them make a plan, while others rely on their doctor or midwife’s advice. Who, if
anyone, did you talk when you were making your decisions about your baby’s birth?
Friends? A female relative? Were there other sources you consulted, like books or the
internet? Which books, magazines or websites?
What do you see as your spouse or partner’s role during the pregnancy and the birth?
Have you talked about it much with him? Has he been involved in the planning
process? How so?
Some women, when they’re pregnant, take part in pregnancy‐related groups, such as a
birthing or Lamaze class, an exercise class designed for pregnant women, or regular
“meetings” with other moms‐to‐be. Have you participated in any activities like these?
Where have you attended them? What are they like? What have you learned from them? Do
you think it has helped shape your approach to the birth? How so?
What led you to settle on the kind of birth you are planning? Did you consider any
other possibilities when you were planning for your baby’s birth? (E.g. If you are under
the care of a doctor, did you consider working with a midwife instead?)
So, overall, how would you describe your philosophy (approach/framework) towards
birth?
I’d like to get some demographic information from you. Like everything else, this
information is voluntary. Would you mind telling me your age? Are you married,
never married, divorced, or widowed? What is the highest grade or degree you
completed in school? Are working for pay right now? If so, what kind of work do you
do? If not, did you work before you had your first baby?
That’s about all the questions I have for you, but is there anything you’d like to talk
about or that you think is important that I may have overlooked?
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