
 

 

 

 

 

 

WHEN EXPECTATION DOES NOT MEET REALITY:  

DISCORDANT CHILDBIRTH NARRATIVES AMONG AUSTIN-AREA WOMEN 

 

 

 

 

Brianna M. Guidorzi  

 

 

TC660H 

379HB 

Plan II Honors Program/ Center for Women‘s and Gender Studies  

The University of Texas at Austin 

 

 

May 8, 2013 

 

 

 

 

____________________________________ 

Kristine Hopkins, Ph.D. 

Department of Sociology and Population Research Center  

Supervising Professor  

 

 

 

 

____________________________________ 

Lisa L. Moore, Ph.D.  

Department of English 

Center for Women‘s and Gender Studies   

Second Reader  



 

 

Abstract   

Author:        Brianna Guidorzi  

Title:            When Expectation Does Not Meet Reality: Discordant Childbirth Narratives among  

          Austin-Area Women    

Supervising Professor:  Kristine Hopkins, Ph.D  

 

 Women‘s experiences of childbirth are easily accessible: they are found aplenty in 

commercial bookstores, the pages of scholarly articles in nearly every academic discipline, and, 

perhaps most interestingly, at the dinner table. This abundance of stories does not, however, 

indicate a wide variance of narratives. Since the natural childbirth movement of the 1960s, 

popular narratives have presented childbirth predominantly as a positive or empowering event, 

while academic literature has employed childbirth narratives primarily to juxtapose delivery 

types.   

 Missing from these romanticized and polarized representations of childbirth are the 

experiences of women whose plans, expectations, or desires for childbirth were not met in the 

event that actually transpired. My research focuses specifically on these narratives and explores 

the following questions: how do these women talk about and frame their childbirth narratives? 

There is little academic or nonacademic literature discussing discordant experiences that contrast 

dominant childbirth narratives or that do not fit into specific categories of delivery type.  

 Using data collected from interviews with twelve Austin-area women, my thesis analyzes 

the social and economic factors that influence childbirth plans and expectations, as well as actual 

outcomes. This work also examines how a woman‘s body becomes the object upon which 

successes and failures of childbirth are placed and how the body is conflated with success or 

failure in motherhood. Finally, this thesis illustrates the specific ways in which my participants‘ 

childbirth narratives are recorded and how those narratives evolve gradually over time. Broadly 

speaking, this feminist research calls for the diversification of representations of childbirth 

narratives in order to dismantle historical and contemporary preference for certain childbirth 

narratives over others.   
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―What we bring to childbirth is nothing less than our entire socialization‖  

–Adrienne Rich, Of Woman Born 
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Chapter 1  

  Introduction  

  

 Women‘s experiences of childbirth are easily accessible: they line the shelves of 

commercial bookstores, fill the pages of scholarly articles in nearly every academic discipline, 

and, perhaps most interestingly, have become dinner table conversation. This abundance of 

stories does not, however, indicate a wide variety of narratives. Since the natural childbirth 

movement of the 1960s, popular narratives have presented childbirth predominantly as a positive 

or empowering event, while academic literature has employed childbirth narratives primarily to 

compare delivery types.   

 Missing from these romanticized or polarized representations of childbirth are the 

experiences of women whose plans, expectations, or desires for childbirth were not met in the 

event that actually transpired. Pregnant and laboring women often have a birthing plan—a set of 

expectations and desires for a specific feeling or result to their childbirth—that range in 

specificity and extensiveness. For example, a woman may desire specifically a vaginal delivery 

or cesarean section, or, more generally, she might expect pain or no pain. These plans can change 

based on personal experiences, professional recommendations, or medical intervention. My 

research will focus specifically on the narratives women share after having discordant 

experiences and will evaluate how the personal expectation of childbirth before giving birth 

affects and compares to the reality of the experience.  

 This thesis will explore the following questions: how do women with these discordant 

experiences construct or reconstruct their stories of childbirth during the immediate postpartum 
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period and in the years following the birth? What social factors and experiences affect these 

narratives?   

 First, this introduction will review the use of childbirth narrative within both commercial 

nonfiction and academic literature. Ultimately, it will assert that the diversification of childbirth 

narratives is necessary to better represent women‘s unique childbirth experiences and to 

dismantle historical and contemporary preference for certain successful and empowering 

childbirth narratives over others that are not.  

  

Childbirth Narratives within Commercial Nonfiction  

 Commercial nonfiction on childbirth is material produced for expectant parents, primarily 

expectant mothers. It is found in the advice and health sections of bookstores, as well as in free 

online forums and blogs. This content directed toward pregnant women ranges from didactic 

biological explanations and personal anecdotes to polemical endorsements of particular 

childbirth models. This review is particularly concerned with how commercial nonfiction 

currently employs the use of narrative—specifically of first-person accounts of childbirth. 

Childbirth experiences and subsequent narratives are not created in a vacuum but are based, 

rather, on the economic, social, and medical frameworks of our society. Contemporary childbirth 

narratives, ranging from stories of natural childbirth to the stories of navigating the medical—

and hegemonic—model, reflect these frameworks.  

 The sharing of narratives in childbirth literature became prominent during the beginning 

of the natural childbirth movement, which was a part of the greater 1960s feminist reproductive 

rights movement (Rich 1976). Natural childbirth rejects the ―medical view of birth as potential 

pathology, in which something could go wrong at any time,‖ and instead posits that childbirth is 
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a natural event of which women have innate knowledge and capability (Lazarus 2012: 27). The 

natural childbirth narrative became an essential way for leaders and participants in the movement 

to express independence from the male-dominated medical world and challenge ideologies about 

hospitalized childbirth. From the movement‘s inception, these narratives were especially salient 

because women‘s voices regarding their bodies and reproductive health had been essentially 

silenced during the 20
th
 century when childbirth was incorporated into a male-dominated 

healthcare system.   

In Of Woman Born, Adrienne Rich (1976:174) describes the appearance of ―a sprinkling 

of volumes celebrating home birth, glamorized with photos of very young and lovely pregnant 

women, naked or in flower dresses…romanticized hippie earth mothers.‖ Many people today 

still read Ina May Gaskin‘s 1975 book, Spiritual Midwifery, which includes stories of women‘s 

natural births at ―The Farm,‖ a site founded in 1971 to which women sojourn to give birth. 

Decades after its conception, the natural childbirth movement still stands in firm opposition to 

the medical model of childbirth, and its narratives—the success story of a woman having a 

natural birth, free from the hegemony of the hospital—remain strong.   

The preface to Birthing a Better Way: 12 Secrets for Natural Childbirth reads ―You Can 

Do It‖ in eight languages and includes positive testimonies of women who had vaginal births 

without the use of anesthetics or medication (Cook and Christensen 2010). Beautiful Birthing 

Stories, a blog on which women can share their childbirth stories proclaims the following quote 

from Laura Stavoe Harm in its ―About‖ section: ―We have a secret in our culture, and it‘s not 

that birth is painful, it‘s that women are strong‖ (www.beautifulbirthstories.blogspot.com). This 

quote reflects the primary ideology of the natural childbirth movement: woman are capable of 

giving birth without medical intervention.  
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There have, of course, been problems with the representation of the natural childbirth 

narrative from the start. Rich (1976:174) criticized these narratives in the 1970s, arguing that 

―prepared‘ or ‗natural‘ childbirth in the United States has been a middle-class phenomenon‖ and 

that ―…the context of a woman‘s life may have something to do with her experience in labor.‖ 

Since it began gaining currency, the natural childbirth movement has primarily touted the stories 

and experiences of middle and upper-class women, women who have the greatest likelihood of 

being able to have a ―normal‖ delivery with little or no medical intervention (Rich 1976).  

A few books offer more nuanced narratives of childbirth or include stories that do not 

glorify the experience of the event as staunch supporters of natural childbirth often do. One of 

these compilations of childbirth stories, Great Expectations: Twenty-Four True Stories about 

Childbirth, which was written by Canadian women and a few men telling a partner‘s story, states 

in its preface:  

  We received stories about the betrayals many of us associate with Western  

  medicine and childbirth. We received stories showing the gratitude many of us  

  felt for medical intervention…there are women who demanded epidurals and  

  weren‘t given them. There are stories of women who wanted natural birth and  

  were given an epidural‖ (Crane and Moore 2008: 2). 

 The editors of Great Expectations frame these narratives as diverse, honest, and 

unabashed accounts of childbirth. In a chapter about her own childbirth, editor Crane writes of 

her experience as being neither victorious nor disempowering: she and her husband were 

―smiling tired. The battle over. Not won, not lost, just over‖ (Crane and Moore: 36).  Another 

contributor to the anthology, Stephanie Nolen, subtly acknowledges the biased information that 

many expectant mothers face while writing about her own feelings toward her newborn, stating, 
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―I wanted him near me, but I didn‘t feel—not yet—that wave of maddened love I‘d read about. 

Instead, all I could think about…was the fact that I was no longer pregnant…I felt gloriously 

normal‖ (Crane and Moore: 64). 

 Even as several of these authors subvert the natural childbirth narrative by sharing their 

narratives within medical hegemony, many of them conclude with the ways in which childbirth 

empowered them, just as narratives within the natural childbirth movement do. Or, if the authors 

do not offer such encouragement, they disregard entirely the childbirth experience, explaining 

that the result of childbirth—the baby—is most important. As an example of this, Claire 

Wilkshire, another contributor to Great Expectations, writes, ―The thing about birth is that it‘s 

not really about birth, it‘s not about labour and delivery. It‘s about what happens after. It‘s about 

the fact that seven years later a girl tears across the playground when she sees me coming‖ 

(Crane and Moore: 91). Additionally, despite the fact that the preface of Great Expectations 

makes the anthology seem as if it might be a collection of average women‘s stories, the back 

jacket reveals that the twenty-four contributors are already ―celebrated authors.‖  

 The producers and audiences of these narratives are women who have the time, money, 

energy, and interest to create or to access them—a group that does not include all women. 

Similar to narratives within the natural childbirth movement, directed primarily toward white, 

educated, middle-to-upper class women, most other commercial nonfiction on childbirth today is 

produced for—and only available to—more affluent women (Lazarus 1994). This privileged 

accessibility to commercial nonfiction on childbirth does not, however, prevent the 

dissemination of these narratives and ideals to other women and within society more generally.  

 The dominant childbirth narrative within commercial nonfiction remains the success 

story of childbirth—or at least the representation of an empowering one—and its strength 
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enables it to permeate through society. These prevailing narratives tell women that they can get 

what they want if they are informed and prepared, a narrative which fits seamlessly within our 

consumerist society. The effects of these positive, empowering narratives should not be taken 

lightly. Indeed, scholars argue that commercial nonfiction on childbirth, as well as the giving and 

receiving of childbirth advice and narratives, communicates that a woman is responsible for the 

outcomes of her childbirth (Carter 2010). 

   

Childbirth Narratives within Academic Literature  

 While commercial nonfiction narratives of childbirth present childbirth as an empowering 

event, academic literature argues that such is not the case, frequently using narratives to illustrate 

the ways in which childbirth can be disempowering. This discrepancy creates a rift between the 

use and results of narratives within commercial nonfiction and academic scholarship. Academic 

books and journals from diverse disciplines, ranging from the sciences and social sciences to the 

humanities, include studies of pregnancy, childbirth, and the postpartum period. The collection 

and sharing of childbirth experiences have become essential to academic researchers for the 

same reason that such narratives became important to the natural birth movement: to validate and 

recognize women‘s experiences and to change the childbirth model into one that is more 

empowering for women. Much of the scholarship that employs the use of narrative via 

interviewing discusses the ways in which childbirth has changed over the last half-century, 

focusing on the social, medical, and economic factors causing particular patterns in attitudes 

toward childbirth and delivery types. Researchers have also found that many women‘s 

perceptions of childbirth do not align with their actual experience and that, contrary to the 
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positive narrative presented in commercial nonfiction, childbirth is neither a success nor 

empowerment story for some women.  

 As my research will only affirm, studies have found that women‘s childbirth preferences 

do not always align with their actual experience of childbirth. Chasteen Miller and Schriver 

(2012) interviewed 135 women who had one of the following delivery preferences: home birth 

with a midwife, unassisted home birth, or hospital birth with a physician. Their research found 

that a large percentage of the women who wanted to have a home birth with a midwife instead 

delivered in a hospital; all women who wanted to deliver in a hospital were able to; and finally, 

the majority of women whose preference was to have an unassisted birth at home were able to do 

so. Chasteen Miller and Schriver‘s report primarily discusses the social and economic factors 

influencing childbirth preferences but does not focus on the emotional or social effects of 

childbirth preference not aligning with delivery type. Their findings, however, provide evidence 

that not all women have the childbirth experience—whether it is delivery type or preferred 

location, or both— that they originally preferred.  

A large amount of childbirth research focuses exclusively on delivery types, a framework 

that has led to greater understanding of commonalities between—and injustices within—specific 

delivery methods. Perhaps the most attention over the last half century, though, has been given to 

cesarean sections, as the frequency of this surgical procedure has increased steadily in most 

developed and highly medicalized countries since the mid-20
th

 century. Research has found that 

underlying reasons guiding this procedure are not always justified and often occur at the 

physician‘s preference over the patient‘s (Hopkins 2000; Potter et al. 2001; Wendland 2007). In 

addition to cesarean section, most other types of delivery have been analyzed. One particular 

study showed that having a doula present at a childbirth, for example, can create a more intimate 
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experiences for a birthing women (Hunter 2012). Additionally, research posits that women 

planning home births encounter many logistical difficulties due to strict legal structures and 

liabilities surrounding the childbirth industry (Piley Edwards 2005). 

 While this type of categorization by delivery type has illuminated differences between 

groups, it does not capture all types of narratives, namely the experience of a woman who 

wanted to fit into a specific delivery category but then ended up in a different one. One study 

moves closer toward achieving a comprehensive understanding of women‘s childbirth 

experiences, arguing that a woman‘s perception of her childbirth experience does not lie 

exclusively with her attitude toward childbirth nor with her delivery outcome; rather, the 

interaction between the expectation and the actuality dictates her perception of the experience 

(van Bussel et al. 2009). Van Bussel et. al employed psychologist Joan Raphael-Leff‘s 

categorizations of women‘s philosophies toward childbirth, two of which include the 

―Facilitator‖ and the ―Regulator,‖ in order to discuss women‘s childbirth perceptions. The 

Facilitator represents a woman whose attitude is most closely aligned with the natural birth 

movement, while the Regulator represents the attitude in accord with the more medicalized 

model of birth. About Facilitator/Regulator perceptions, Van Bussel et al. writes:   

  The Facilitator, for example, is convinced that childbirth is a natural event and  

  that, at  the end of pregnancy, a woman‘s body is prepared to deliver without   

  medical assistance. Hence, technical interventions are perceived as both unnatural 

  and a personal failure, resulting in less fulfillment from the childbirth. The  

  Regulator, on the other hand, is considered grateful for the interventions in these  

  situations because she is confident that her obstetrician or midwife has it all  

  ‗under control‘ and ‗knows what to do.‘ (2009:156).  
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 Most importantly, van Bussel et al. provide compelling evidence that a conclusion 

about whether or not a woman had a positive childbirth experience cannot be determined 

by delivery type alone; such determinations are largely dependent on expectations for the 

birth.  

 Consider a hypothetical scenario in which two women have cesarean sections: 

one elected to have the procedure, while the other‘s was unplanned, as she intended to 

have a home birth but transferred to the hospital due to complications. These two women 

likely perceive of their experiences differently, and it would be flawed to draw a general 

conclusion about cesarean sections based on these two experiences. I offer this example 

not to discredit research on delivery type or cesarean sections specifically but to illustrate 

that women‘s personal experiences within one delivery type can vary extensively. Failure 

to consider and compare both desires for childbirth and the reality of the event of 

childbirth can lead to a misunderstanding of some women‘s unique experiences.  

 Indeed, some scholars harshly critique the trend in academic literature on childbirth to 

focus so heavily on delivery outcomes. Anne Drapkin Lyerly posits that ―analyses that focus on 

models of birthing rather than women‘s emotional lives fail to capture the substance of the insult 

that women have recently incurred in giving birth,‖ arguing that categorization by delivery type 

precludes understanding of women‘s holistic childbirth experience (2006:116). Lyerly calls for a 

more thematic understanding of childbirth experiences, a statement with which Maria 

Zadoroznyj (1999:270) agrees: she demands that childbirth research ―…direct attention away 

from the type of birth per se toward women‘s subjective sense, power, and control regarding 

childbirth.‖  
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A small body of literature has explored thematic aspects of childbirth, focusing on issues 

of control and socioeconomic characteristics of participants instead of on delivery type. Ellen 

Lazarus (1994) studied perceptions of control in childbirth among lower and middle-class 

women (some of whom were health professionals) and found that the idea of control is generally 

a middle-class phenomenon. Unlike many studies that select participants based on delivery type, 

Lazarus‘s study selected participants based on sociodemographic factors and focused its 

conclusions thematically on the issue of control as it relates to economic subgroups. Because 

these studies do not focus heavily on delivery type, they come closer to answering qualitative 

questions about women‘s potentially discordant childbirth experiences.  

Overall, however, there is a lack of scholarship describing the narratives of women 

whose perceptions and expectations for childbirth differed from their actual experience. Research 

on delivery type, as well as broader thematic research on childbirth show that these discordant 

experiences exist; yet, the narratives about them are absent from both commercial nonfiction and 

academic literature. My research seeks to fill this gap in the literature by exploring and giving 

credence to these underrepresented childbirth stories. 

 

Discordant Narratives of Childbirth  

My research hypothesizes that the hegemonic narrative of success and empowerment in 

childbirth fails to represent all women‘s experiences. Instead of reemphasizing the empowering 

success story, my research seeks out the potentially jaded narratives of women who did not get 

what they wanted, expected or desired in childbirth. My research attempts to answer the 

following questions: how do women with these discordant experiences construct or reconstruct 
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their stories of childbirth during the immediate postpartum period and in the years following the 

birth? What social factors and experiences affect these narratives?   

As the earlier review of the use of childbirth narratives within commercial nonfiction and 

academic scholarship showed, dominant childbirth narratives fall short of capturing women‘s 

diverse childbirth experiences. Commercial nonfiction privileges affluent women‘s stories over 

poorer women‘s stories and stigmatizes dissatisfaction with childbirth, while academic works 

tend to categorize women by delivery type. Throughout my research process, I have made a 

concerted effort to avoid perpetuating the hegemonic middle-to-upper-class empowerment 

childbirth story and to avoid using women‘s delivery type to categorize their subjective 

experiences.  

Because of the tendency of commercial nonfiction to favor privileged women, I decided 

to interview an equal number of women with two different types of health insurance funding for 

their latest delivery: publically-funded healthcare and privately-funded healthcare. Due to 

commercial nonfiction‘s proclivity to spread primarily positive childbirth stories, though, I 

worried that discord between expectations and reality would be associated automatically with 

stigmatized ideas of dissatisfaction or disappointment. Because of the conflation of motherhood 

and childbirth, expression of dissatisfaction with childbirth can be considered socially taboo. In 

order to circumvent some of this stigma, my research uses objective language, expressing in both 

my recruitment and report that what a woman either wanted, expected, or desired for childbirth 

was different than what happened during the actual event. Although unmet expectations and 

desires can indicate dissatisfaction, disappointment, or discontent within a childbirth narrative, 

dissatisfaction does not necessarily follow unmet expectations. My research surmounts the 

tendency to focus exclusively on delivery type by not defining unmet childbirth expectations 
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explicitly and instead allowing unmet expectations to lie on a spectrum. This variance in 

expectations will be discussed further in the ―Methods‖ section.  

 My hope is that this research will contribute to the work on childbirth that is dedicated 

particularly to analyzing the ways in which childbirth is embedded with social and political 

meanings and how discordant stories are currently absent from existing childbirth narratives. The 

rejection of categorization by delivery type within my research allows room for unmet 

expectations to exist within all ideologies of childbirth. Seeking neither negative nor 

sensationalized accounts of either medicalized or home birth, my research does not endorse or 

demonize any particular childbirth philosophy, nor does it favor one socioeconomic group over 

others. Often dictating what is best for women or even what is most feminist for women, past 

and current childbirth advocacy has been and still is polemical and argumentative. The 

implications of these assertions are far-reaching and, for one, have led to absent childbirth 

narratives.     

I argue that a feminist critique of childbirth is one which strives to find untold stories 

challenging all dominant ideologies about childbirth, one that focuses on how to improve 

childbirth for women within disparate models of healthcare. Although my research will focus on 

narrative, both qualitative and quantitative analyses of childbirth remain necessary. A true 

feminist research perspective toward childbirth supports a variety of methods which ultimately 

strive for women to have access to choice and knowledge in the childbirth process and which 

does not quell voices.  

 

Chapter Outline   
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 Chapter two will describe the methods that I used to conduct my research and the 

importance of childbirth narratives. This chapter will outline my methods of recruitment, as well 

as my procedures for the research, coding, and analysis of my interviews.  Chapter three will 

briefly describe study participants in a table showing demographic characteristics and will also 

provide qualitative descriptions of participants‘ expectations for and realities of childbirth.   

 Chapter four will juxtapose two of my participants‘ narratives in order to illuminate and 

discuss the disparity of access to health care for women of higher and lower socioeconomic 

groups. This chapter postulates that women of higher income brackets have more access to 

information regarding the childbirth process and that the birth plan and pregnancy— especially 

the act of choosing a healthcare provider—serve as loci of power and agency for these women. 

 Chapter five will discuss the ways in which the female body becomes the object on which 

conflations of success and or failure in childbirth are associated with success and or failure in 

motherhood. This chapter looks critically at the contemporary and dominant childbirth ideologies 

and explains how these social outlooks on childbirth do not affect all socioeconomic groups 

equally.  

 Chapter six will explore the ways in which women‘s childbirth narratives are in flux, 

changing over time as women come to terms with the ways in which their expectations, hopes or 

desires for the experience did not align with reality. This topic of remembering, constructing, and 

re-constructing the story is explored through the ways in which women chose to analyze or 

validate their experiences over time and the importance they place on having an oral or physical 

narrative of their childbirth for themselves or their child.  

 Finally, chapter seven will discuss the limitations of my research and provide concluding 

commentary on the significance of my research.  
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Chapter 2  

 Methods  

 

 This thesis is based on data that I gathered in the Austin, Texas area from August 2012 to 

November 2012. In total, I conducted 11 in-depth interviews: four with women who had 

publically-funded healthcare, five with women who had privately-funded healthcare, and two 

with women who self-paid for their deliveries. Because it requires much text to continuously say 

―women who used public funds for their latest delivery‖ or ―women with privately-funded 

healthcare,‖ throughout this thesis I will refer to women who used public funds for their latest 

delivery as ―public participants,‖ women who used private funds for their latest delivery as 

―private participants,‖ and women who paid for their delivery in full ―self-pay participants.‖  

 In each interview, I asked participants about their personal experiences of pregnancy, 

childbirth, and the postpartum period. I also asked about what they knew and heard about 

childbirth before they were pregnant and how they currently share their experiences. Although I 

had set questions, each interview took a unique form and varied in content from other interviews.   

After receiving approval from the Institutional Review Board (IRB) of the University of 

Texas at Austin, I began my research. I was somewhat self-conscious, though, before proceeding 

with interviews. Would women feel comfortable talking to me about childbirth? After all, I have 

never experienced childbirth personally. My interest in the topic originated in curiosities about 

the history of midwifery in Texas but later turned toward women‘s subjective stories of 

childbirth when several Texas midwives I spoke with shared their own childbirth experiences 

with me. I still wondered, though, if other women—specifically women whose experiences were 

not what they wanted or desired—would be willing to talk to me.  
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As I began conducting interviews, however, I did not find that my lack of experience in 

the childbearing arena hindered my conversations with participants. In fact, because many of my 

respondents discussed the judgmental and persuasive ways in which other women who have 

given birth talked to them about their experiences, it is possible that my interviewees felt as if 

I—an experiential outsider to childbirth—were a less judgmental or more neutral listener.  In this 

way, my outsider status in regard to childbirth may have partly dismantled the hierarchy that 

inevitably exists within any interviewing situation.  

There are, of course, problems with the use of interviewing to develop narratives.  I argue 

in my introduction that commercial nonfiction and academia have, thus far, misrepresented 

childbirth narratives: some experiences unfairly dominate others within society, and academics 

tend to reduce complex narratives into groups based on delivery type. Despite these 

shortcomings, however, the collection of narrative via interviewing remains the best way of 

understanding women‘s subjective understandings of childbirth.  

In their desire to give credence to women‘s experiences, feminist researchers value the 

use of the open-ended interview as a method of data collection (DeVault and Gross 2007). 

According to Zadoroznyj (1999:274), ―…the narrative approach allows respondents to tell their 

story in ways that ‗make sense‘ to them and hence brings into view their reflexivity as well as 

highlighting shifts in their subjective and lived identity.‖ While experiences contain great value 

and testify to one person‘s unique story, they are complex insofar as being heavily shaped by 

cultural, economic, racial, and social factors. As feminist researchers have said time and time 

again, ―raw‖ experience does not exist (Maynard and Purvis 1994). But the factors which prevent 

narratives from being ―raw‖ experience—the cultural, economic, racial, and social factors—are 

the very same components that better inform researchers‘ understandings of the narratives. 
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Although one childbirth story could not possibly be representative of all women‘s experiences 

with reproduction, a collection of stories moves closer to illustrating particular trends within 

communities or groups of women who share certain characteristics. As Nadine Piley Edwards 

(2005:52) analogizes in Birthing Autonomy: Women’s Experiences of Planning Home Births, 

feminist researchers use women‘s shared experiences in order to ―contribute to a changing 

tapestry of knowledge rather than build on a solid mass of truth.‖  

There is surprisingly little consensus on the ways in which researchers define—or 

discriminate between—the terms ―experience‖ and ―narrative.‖ Piley Edwards (2005) uses the 

word ―experiences‖ in the title of her book Birthing Autonomy: Women’s Experiences of 

Planning Home Births, while other researchers, including Carter in her report entitled ―Beyond 

control: body and self in women‘s childbearing narratives,‖  use the term ―narrative‖ (2005: 

2010). In these two titles, as well as in the works‘ content, there is no clear difference between 

these two ostensibly interchangeable terms. Although the idea of a narrative often connotes more 

sophistication than experience, ―narrative‖ can indeed be defined flatly as an ―account of a 

sequence of events in the order in which they occurred‖ (Poletta et al. 2011). I posit, however, 

that it is this ―account‖—the constituting and re-constituting of an experience—is that which 

turns an experience into a narrative. I argue that the specific act of sharing childbirth experiences 

creates a unique but continuously evolving narrative.  

In the remainder of the ―Methods‖ section, I will explain how I defined participant 

eligibility and recruited participants for my study, my procedures for interviewing women, and, 

finally, details on my interview transcription and analysis.  

 

Eligibility and Recruiting  
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 In order to be eligible to participate in my study, women had to meet the following 

requirements: have had a baby within the last five years, be over the age of 18, and acknowledge 

that one of their childbirth experiences (not necessarily the most recent one) did not happen as 

originally expected, planned, or desired. This last criterion could mean a variety of things, 

including, but not limited to: wanted one type of delivery and had another (i.e. wanted vaginal 

birth and had cesarean or vice versa); desired to use medication during childbirth and did not, or 

vice versa; preferred location of childbirth changed. This criterion was open-ended, and a woman 

was eligible if she explained to me that something she wanted, desired or expected for childbirth 

was different than what actually happened. Women also had to be English-speaking in order to 

participate in this research because I am only fluent in English.  

 I recruited women using a variety of methods. A couple of women that I knew gave me 

contact information of women who they thought would be interested in participating in my 

research. I encouraged snowball sampling, meaning that participants could refer me to potential 

participants, but only one of my participants was referred using snowball sampling. In order to 

recruit women who used public funds to pay for their most recent delivery, I reached out to 

several Austin-area day care centers and affordable housing complexes that agreed to share 

information about my research via an informational flyer that was either given to potential 

participants or displayed on community bulletin boards. I also spoke with physicians about my 

research at a local community clinic.  

 In general, it was more difficult to recruit public participants than private participants. 

Even after I had advertised my study widely at several day care centers and affordable housing 

complexes, I received little response. This difficulty in recruiting public participants could be 

explained by several factors. First, as a middle-class university student, I am not well connected 
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to low-income women or communities in Austin. Second, this research was conducted only in 

English, meaning that I could not recruit or communicate with Spanish-speaking women who 

make up a large percentage of women in the Austin area using public funds to pay for healthcare.  

 Ultimately, I did not meet my original goal of interviewing an equal number of public 

and private participants; I interviewed four public participants and five private participants. The 

remaining two participants self-paid for their childbirths because they did not have health 

insurance at the time of their childbirth and their incomes were too high to qualify for assistance. 

Though I did not meet my original goal, I found the inclusion of the two women who self-paid 

for their most recent delivery an interesting addition to my research. These two participants 

straddled various economic lines between typical public and private participants. One of these 

women who self-paid used public funds to pay for her first birth over ten years ago, for example. 

The second self-pay participant was unfortunately able to qualify for food stamps after she self-

paid for her childbirth because the cesarean wiped out all of her savings and she closed her 

business. In this way, these two participants added interesting perspectives to my research.  

 

Procedure 

 Women who participated in my study agreed to talk to me about the following: their 

perceptions of childbirth before they gave birth (potentially before they were even pregnant), the 

details of their childbirth experience(s), and their perceptions of childbirth following their unique 

experiences. Interviews usually covered these topics in the aforementioned order, moving 

chronologically from before, during, to after childbirth, but if an interviewee deviated from 

chronology, I let her tell her narrative in the way that made most sense to her. Interview 

questions were open-ended and solicited neither yes or no answers nor homogenous responses 
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from interviewees. For example, in order to get a sense of what sort of information or knowledge 

of childbirth that by participants possessed, I did not ask: ―Did you read anything about 

childbirth to prepare for the experience?‖ Instead, I said something to the effect of ―Tell me 

about what you knew about childbirth before you had your own baby.‖ Open-ended questions 

and prompts such as these allowed women to explain their own experiences without feeling as if 

I were demanding a particular response. All interviews were conducted at a convenient location 

of the participant‘s choosing, and most interviews took place at the participant‘s residence.  

 The following sociodemographic information was collected after the interview ended: 

education level, race or ethnicity, current relationship status, income during the last year, and 

number of people living on given income.  

 

Transcription, Coding & Analysis 

 I conducted 11 interviews that lasted, on average, approximately 50 minutes. The shortest 

interview was 30 minutes long and the longest interview was an hour and 30 minutes long. Each 

interview was transcribed within one week of the interview being conducted. After I conducted 

all of my interviews, I reviewed the transcribed data and began developing a coding scheme. The 

codes emerged from my data and prevailing themes within transcripts rather than from my 

interview questions or preconceived ideas for codes. Developing a coding scheme was an 

iterative process, and the codes underwent several edits based on their ability to effectively 

categorize all data from my transcripts. Once the coding scheme was complete, each transcript 

was coded by hand and then coded in Weft QDA, a free qualitative analysis software found 

online. My thesis features the most prominent themes of the interviews. The next chapter details 
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demographic information on participants, as well as qualitative descriptions of participants, in 

order to introduce the women before I delve into my research findings.   
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Chapter 3  

 Participant Descriptions 

 

 Because my research deals with a small sample size of 11 participants, I will feature 

stories and quotes from all of my participants throughout this thesis. In this chapter, I describe 

the interviewees in two formats: the first is through a table that shows demographic 

characteristics of each of the research participants; the second is through qualitative descriptions 

that acquaint the reader with the participants‘ diverse expectations and experiences in childbirth. 

In both the table and the qualitative descriptions, the participants are divided into three categories 

of type of healthcare payment—public, private, and self-pay—because these distinctions are 

significant in following chapters.  

Table 1 shows participant age, race/ethnicity, relationship status, highest level of 

education, and annual income for the 2011-2012 year. The age of one participant, Maya, is 

missing because neither the screening questions nor the demographic questions that I asked 

women to fill out following our interview included a question regarding age. One of my 

screening questions, however, was ―Are you above the age of 18?‖ When women replied yes, 

some also told me their age. Additionally, some women brought up their age or age range in the 

interviews, as it was often related in some part to their narratives. Maya is the only participant 

who did not reveal her age, although I speculate that she is between the ages of 25 and 35. The 

table shows exact ages for some participants who gave their age, and age ranges for women who 

said age ranges such as ―in my early forties‖ or ―late thirties‖ in our interviews.  
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In terms of educational level, four participants have completed postgraduate work, two 

have completed university, two have completed or are in community college, two have high 

school degrees, and one completed her secondary education outside of the United States. 

Approximately three women identified as Hispanic/Latina, seven identified as white, and one 

identified as African. Six participants are married, three are single, and two are in a relationship 

Age Race/Ethnicity 
Relationship 

Status 

Highest Level of 

Education 

Annual Income 

in Dollars

Public 

Participants

Maya ? African
In a 

relationship 

Professional school 

in country of origin
< 10,000

Hillary 29 white
Divorced/In 

a relationship

Completed 

university 
25,000-34,000

Jane 25-30 white Single
1-2 years 

community college
15,000-19,999

Michelle 45 Hispanic/Latina Married
Completed high 

school 
10,000-14,999

Private 

Participants 

Gloria 35-40 Hispanic/Latina Married Postgraduate work 50,000-74,999

Virginia 30-35 white Married
Completed high 

school 
50,000-74,999

Andrea 44 white Single Postgraduate work >75,000

Sylvia 40-45 Hispanic/Latina Married Postgraduate work >75,000

Nora 40-45 white Single Postgraduate work 50,000-74,999

Self-Pay 

Georgia 30-35 white Married
1-2 years 

community college
50,000-74,999

Audre 43 white Married
Completed 

university 
50,000-74,999
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(one of the participants in a relationship is formerly divorced). Incomes spanned brackets from 

$10,000 per year to over $75,000 per year.  

 The purpose of the following qualitative descriptions is twofold: first, they allow me to 

introduce the participants so that I can discuss these women in the chapters without first 

interjecting a summary of each of their experiences; second, these descriptions illustrate the 

broad ways in which women self-defined or intimated unmet desires or expectations for 

childbirth, a primary criterion for participants in my study. Because excerpts of each 

participant‘s narrative, as well as each participant‘s personality, will surface in the following 

chapters, the descriptions here simply detail how participants‘ expectations and desires for 

childbirth were different than what they experienced, which was a key criterion of my study. 

Both the table above and the following participation descriptions can be referred to throughout 

my thesis if questions about the participants arise.  

 

Public Participants 

Maya was fearful of cesarean sections, but she ended up having a cesarean section with her first 

pregnancy. During her second pregnancy, she told her doctor that she wanted to try to have a 

vaginal birth because not only did she not want to undergo the surgery again but she also knew 

that if she had a second cesarean she would be required to have the surgery with any subsequent 

pregnancies. As Maya‘s due date neared during her second pregnancy, her doctor required her to 

sign a paper saying that if anything happened to the fetus, Maya was responsible. This frightened 

Maya into agreeing to have the second cesarean section. She then had the surgery for her third 

child as well.   
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Hillary desired to have a vaginal childbirth at home with a midwife, but she agreed to deliver in 

the hospital due to her family‘s fear and disapproval of home birth. Hillary was able to have a 

vaginal childbirth in the hospital without the use of analgesics, but her experience in the hospital 

was much worse than she had imagined it would be. At the time of our interview, Hillary was 

five months pregnant and was planning to have a home birth.   

 

Jane thought that she would have her baby vaginally. As Jane‘s due date neared, though, her 

back pain increased, and Jane told her doctor that she wanted to have her baby as soon as 

possible. Jane‘s doctor scheduled an induction. When the induction did not result in Jane‘s cervix 

dilating fast enough, doctors performed a cesarean section. While Jane feels okay with the fact 

that she had a cesarean section, she did not have a good experience in the hospital.  

 

Michelle has a 19 year-old daughter and did not intend on having any more children because she 

suffered from hyperemesis gravidarum—an uncommon condition in pregnancy that causes 

severe nausea, vomiting, and dehydration—during her first pregnancy. Michelle also had this 

condition throughout her second pregnancy, although her symptoms were not as severe as the 

first time. When Michelle was seven months pregnant, she went into labor. Michelle had 

developed high blood pressure during pregnancy, and she almost had a seizure in labor; the fetus 

was also in a transverse position and its heart beat slowed each time Michelle had contractions. 

Michelle had an emergency cesarean section.  

 

Private Participants 
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Gloria desired to have a home birth with her first pregnancy. As her due date neared, though, she 

developed high blood pressure (despite being in good health) and did not go into labor even two 

weeks past her due date. In the hospital she was induced, but induction was not successful, and 

Gloria had a cesarean section. For her second child, she similarly planned to have a home birth 

with a midwife, but she again developed high blood pressure, and, in addition to this, the fetus 

was in a transverse position. Home birth was not recommended, and after she passed her due 

date, she decided that the safest option was a cesarean section.    

 

Virginia intended to have a water birth at a birthing center in Austin. Although she had her son 

at the birthing center, her labor progressed more quickly than the bathtub could fill up, and she 

had a vaginal birth on one of the birth center beds in the supine position, a position in which she 

had not planned or wanted to labor. She described that her childbirth experience was 

empowering to her.    

 

Andrea described that her hopes for childbirth were simple: she wanted to have a vaginal birth 

in the hospital and was open to the idea of using pain medication if she felt that she needed or 

wanted it. A week after her due date, though, the fetus had not yet descended, and because 

Andrea did not want to be induced, her doctor recommended that Andrea have a scheduled 

cesarean section, which is what she did.   

 

Sylvia hoped to have a vaginal birth in the hospital, and was open to the use of pain medication. 

The fetus did not descend, and Sylvia‘s doctor recommended induction. When induction resulted 

only in slow dilation of Sylvia‘s cervix, Sylvia was exhausted and felt that a cesarean section 
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was a better idea. For her second pregnancy, she decided at about eight months pregnant that she 

wanted to have an elective cesarean section, unless she went into labor before her due date, 

which did not happen.  

 

Nora planned and desired to have a vaginal birth in the hospital and hired a doula to be with her 

and assist her during the childbirth. After Nora went a week past her due date, her doctor 

recommended induction because of Nora‘s age. The induction did not result in dilation of the 

cervix, and Nora had a cesarean section.  

 

Self-Pay Participants  

Georgia had a vaginal birth about 13 years ago when she was a teenager. She says that she was 

very drugged for her first birth and that she did not know much about childbirth at the time. For 

her second and third children, Georgia used Pitocin to augment labor and an epidural for pain 

relief, just as she had for her first.  

 Compared to all of the other participants, the discordance between what was expected 

and what actually happened in Georgia‘s case is abstract. Georgia had positive childbirth 

experiences, but since she recently began training to become a doula, she now analyzes her 

childbirth and hospital experiences differently; in retrospect, she wishes that she would have had 

the knowledge to make better-informed decisions. Although my screening questions are found in 

the Addenda of this thesis, it is worth noting here that I asked Georgia the same screening 

question about expectation and actuality that I asked all other participants. This particular 

question had a preface because of the complex nature of my research criterion. It reads: 

―Sometimes what women want or expect in childbirth is different than what actually happens. 
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During your birth(s) within the last five years, was what you wanted in childbirth different than 

what happened?‖ Georgia replied yes to this question. Despite the fact that her experience does 

not seem to be as discordant as others, what matters most is Georgia‘s perceptions of her 

childbirth experiences.  

 Georgia used Medicaid for her first childbirth. For her third childbirth, she self-paid 

because although her children are covered by her husband‘s insurance, she is not.   

 

Audre planned to have a natural vaginal childbirth at home with a midwife. Audre labored at 

home, but the fetus was not in the correct position, and Audre‘s contractions were not very 

strong. After Audre had labored for about 14 hours and the fetus was still not in the correct 

position, Audre transferred to the hospital and had a cesarean section. Audre did not have 

insurance at the time of her childbirth because she was self-employed and said that insurance 

was too expensive to buy. Because she did not have health insurance, she paid for both her 

midwife and all of the costs associated with the cesarean section.   
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Chapter 4  

Disparate Childbirth Narratives: Experiences of Women with Publically Versus Privately-

Funded Health Insurance   

 

Two Babies, Two Very Different Births 

 Nora calls her daughter, Margaret, the Last Firecracker. Margaret was born at 11:57 pm 

on the Fourth of July, 2011. Nora had originally dreaded the idea of having her baby on 

Independence Day, but she now jokes casually about it as we drink tea and talk about her 

childbirth experience one Friday morning in her Central Austin condominium. Fifteen month-old 

Margaret nurses quietly at Nora‘s breast.   

 I ask Nora about her initial plans for her childbirth, and she tells me that her birth plan 

was very important to her and that she hired a doula. She remembers specific desires from the 

birth plan and lists them for me as if she holds a copy of the birth plan in her hand: ―I want to 

hold Margaret, my baby, whenever she comes out. I would like to not be separated from her. I 

would like to not be offered pain medicines, just let me ask for them.‖ She pauses and then 

interjects, ―Kate, my doula, gave me a lot of good advice about that. And I wasn't super militant 

about things. I understood from taking the tour of the hospital that they were, by and large, going 

to be in line with the things that I wanted.‖  

 Nora tells me that she had originally been interested in giving birth at a birth center but 

that it was not recommended due to her ―advanced maternal age‖—a label usually given to any 

pregnant woman above the age of 35. Nora is in her forties. The hospital that she chose is 

conveniently located a few blocks away from her house, the same one that we sit in now.  
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 ―My original plan,‖ Nora explains chronologically, ―was that I would labor at home as 

long as I could, call Kate, call my friend who lives in San Antonio, call my mom, and then when 

I just couldn't take it anymore we would just literally just go down the street to the hospital.‖ 

 Without my even asking, Nora then explains why she did not get to labor at home, as she 

had originally hoped.   

 ―Margaret just wasn‘t descending,‖ Nora tells me unaffectedly, ―and ten days out, my 

doctor started saying, ‗I want to talk to you about what‘s going to happen.‘‖  

 Nora told her doctor that if she did not go into labor on her own, she wanted to use 

Pitocin only as a last resort and try alternative methods of induction first.  

 ―She really worked with me,‖ Nora says about her doctor, ―I felt glad that she tried to 

give me options along the way.‖  

 But Nora ultimately did not go into labor on her own.  

 Nora recounts the details of her induction, of having a Foley catheter inserted behind her 

cervical wall, but informs me that she does not remember much of it. In response to what she 

calls her ―foggy memory‖ of the event, she tells me that I will find it particularly interesting that 

her doula, Kate, took notes throughout her entire labor. I do find this detail interesting but I also 

cannot help but worry in that moment that Nora is framing her story specifically for me or for 

what she hypothesizes my research to be about.  

 I ask Nora to tell me more about why her doula took extensive notes, and she continues to 

address my research directly.  

 ―I think her reasoning actually, Brianna, was similar to what I might assume that your 

thesis is, which is that it is helpful to have—to tell—the story of a birth no matter how it turns 

out so that the mom and the child have that later and can look back on it.‖  
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 I am not sure how to respond to Nora‘s attempt to guess what the conclusions to my 

thesis are, so I am glad that she ends this thought by telling me that she is more than willing to 

show me her doula‘s letter—the product of the extensive notes taken during childbirth—at the 

end of our interview.  

 We return to discussing her childbirth experience, and Nora tells me that the Foley 

catheter did not successfully induce labor, nor did subsequent Pitocin. She got an epidural to 

reduce the pain onset by artificially-increased waves of contractions, but because the epidural 

was not inserted well, it only provided about thirty minutes of pain relief. At that point, Nora 

tells me, she had been at the hospital for nearly 24 hours.  

 ―I was exhausted, nothing was happening. [My doctor] was beginning to get a little 

concerned. She told me, ‗I really would recommend that we think about doing a C-section.‘‖  

 Nora remembers conferring with her doula, who said, ―You‘ve fought so valiantly. It‘s 

not meant to be. I think it‘s time for you to make this decision.‖ Nora‘s mother and friend were 

present at the birth, but Nora says that she desired her doula‘s validation at the time.  

 ―I was pretty disappointed that I was recovering from this abdominal surgery, this major 

abdominal surgery,‖ Nora tells me about having to get a cesarean section, ―and that I didn‘t get 

to have, you know, the experience that…‖  

Nora‘s thought trails off, but I assume that she means that she did not get to have the 

experience of a vaginal delivery.   

 Without my prompting any more questions about the cesarean section, Nora continues to 

tell me about her doula‘s role in her childbirth and about how Kate provided Nora with a few 

postpartum visits and reassured her about the decisions that Nora had made in the hospital.  
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 ―We got to sit and talk about it, and she again gave her perspective, saying, ‗You know, I 

heard you kind beating yourself up during labor because you felt like you should have been able 

to withstand the pain…‘ and she kind of tried to reframe that for me and then presented me with 

the written story, and I felt like it help just put it all to bed.‖  

 Childbirth stories—especially written ones—were not unfamiliar to Nora. In fact, she 

actively sought out hearing and discovering childbirth experiences, subscribing to an expectant 

mothers listserv online, reading childbirth stories in books every night before bed, and actively 

seeking out other women‘s childbirth experiences. Nora worked full time throughout her 

pregnancy, and she says that hearing about other women‘s childbirth stories helped her connect 

to her own upcoming experience.  

 Describing one book she read, Nora says, ―It was just page after page after page of 

women telling stories of how they went into labor. And I would read that every night…and get 

the positive in my mind.‖ 

  Nora goes to another room to get her childbirth memory book, and I watch Margaret, 

who is now playing with toys on the living room floor, try to place plastic cubes and spheres into 

the correct holes of a box. When Nora returns with the memory book, she hands it to me and 

joins Margaret on the floor.  

 I turn the pages idly, and although I want to take notes on the book‘s contents, I don‘t, 

feeling that it might be inappropriate. I finally arrive at the end of the book and see the letter, the 

product of Nora‘s doula‘s extensive notes. It is printed on a few pages of pastel-colored pieces of 

paper with flowery frames, and it is addressed to Nora‘s daughter, Margaret. Even though Nora 

herself gave me permission to read the letter, I feel as though I am invading someone‘s privacy, 

and I skim the letter too quickly. What I remember, though, is that the letter details the 
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proceedings of Nora‘s labor, much of what she told me during our interview: trying to induce 

labor, family members visiting her in the hospital, and finally, Kate‘s praising of Nora‘s efforts 

from the start of the induction to the end of the cesarean section.   

 The letter possesses a calm and tranquil air of finality, similar to Nora‘s own tone of 

voice as she told me about her entire childbirth experience. I cannot help but wonder when 

Margaret will be old enough to read and understand the letter herself.  

 

*** 

 

 On the Fourth of July that Nora celebrated her daughter‘s first birthday—and perhaps 

even re-read the letter that her doula wrote to her daughter—Jane was released from postpartum 

recovery. Jane could not fill her prescription and get the drugs necessary to assuage the pain in 

her lower abdomen because all of the pharmacies near her were closed. But regardless of the 

pain from her cesarean section, Jane was glad to be out of the hospital. The last few days she 

spent in the hospital had been what she described as varying degrees of hell.   

 I sit across from Jane at a four-person table in Denny‘s, and her daughter, Eve, sleeps in a 

baby carrier that rests on the chair next to Jane.  I order coffee and ask Jane the question that I 

ask all of my interviewees first: what were your original plans for childbirth when you found out 

that you were pregnant?  

 Jane tells me casually that she had originally wanted to have a ―normal‖ delivery. Then—

unlike many previous participants who first detailed events of their pregnancy—she quickly 

begins telling me about her childbirth experience.  
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 ―I was supposed to go in to be induced,‖ Jane tells me, ―and I was, but for some reason, I 

guess I didn‘t ask them, or they didn‘t tell me, I don‘t know how it went, but they never told me 

to get up and walk around and try either with the stuff, whatever, the Pitocin...They just gave me 

the epidural after a couple hours because my back was hurting.‖   

 I am admittedly surprised that within the first few minutes of the interview, Jane is 

already telling me about her childbirth experience. Abandoning my set of chronological 

questions, starting with pregnancy, I respond to Jane and ask her if she was induced because she 

was past her due date.  

 ―No, one of my doctors was goin‘ on vacation,‖ she explains to me. ―I didn‘t know. She 

tried to get me to go in on 41 weeks, but I didn‘t find out she was goin‘ on vacation until after I 

had her so I was like, ‗I guess that was a smart choice I had her induced while she was still in 

town.‘‖   

I am not sure who decided that Jane should be induced, so I ask Jane if her doctor wanted 

her to come into the hospital before she went into labor on her own.  

―I left work a week earlier than planned so…when I told [my doctor] I wanted to do it 

this weekend instead of the following week, she said, ‗Okay, well, just show up at the hospital at 

this time and we‘ll go from there.‘‖ 

 Jane does not tell me explicitly that she ended up having a cesarean section, but she 

intimates it through the details of what happened during the surgery.  

 ―I went until about dinner time to get the epidural and I couldn‘t take it no more. And 

then that happened, and I was rushed in at like 12:15 in the morning. And then…she was born at 

12:40. And then I went to the room.‖  
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 I ask Jane to tell me about how she felt when she realized that she was having a cesarean 

section, considering the fact that she originally wanted to have a vaginal birth. She tells me that 

she was okay with it, even though she was alone for the procedure.  

 ―I was kind of nervous,‖ she explains, ―but at the same time, I was glad I was about to be 

done with this. My back was hurting so much that I was…I couldn‘t eat ‗cause when they gave 

the epidural, I couldn‘t even move my legs or anything. So somebody had to move my legs from 

side to side [during] the night.‖  

 Although seemingly unfazed by the cesarean section, Jane tells me that what hurts her 

still is that her doctor did not check on her after the surgery. 

 ―The fact that she didn‘t come in there [the recovery room], it just made it seem like, 

‗Okay, well I‘m probably just another Medicaid number to her.‘ And that‘s what it felt like 

afterwards. I finally realized.‖   

 At this point in the interview, Jane and I had only been talking for fifteen minutes, but if 

another person had been listening to our conversation, she might have felt like Jane had finished 

telling her childbirth story. But when Jane and I talked on the phone a few days earlier, she had 

alluded to experiences at the hospital that upset her—ones that she said potentially warranted a 

lawsuit against the hospital. I am not sure how to broach this potentially sensitive subject but 

since Jane herself brought it up during our phone conversation, I decide that I have to ask about 

it.  

 ―Yeah, [my daughter] got jaundice,‖ Jane starts to explain. ―She didn‘t even lose a whole 

two pounds [ounces], and I told them that I was strictly breastfeeding her with milk in the bottle, 

just my milk.‖  
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 Jane explains to me that breastfeeding was something that she really wanted for herself 

and her daughter. Friends and family had given her plenty of advice about pregnancy and 

childbirth—including natural ways to induce labor and what she should and shouldn‘t eat while 

pregnant—but Jane disregarded almost all of it, telling me that she knows that people do things 

differently. She felt specifically inclined, however, toward breastfeeding and had also talked to 

her brother, who formerly worked for Women Infant and Children (WIC), about it. Their 

conversations were brief, though, as Jane felt uncomfortable talking to him about what she 

deemed an intimate subject.  

 ―He‘s my little brother and I was like, ‗That‘s just weird.‘ But I was reading [that] there‘s 

a lot of benefits from it and stuff and that‘s why I wanted to try it, do it for six months and then 

after that, give her formula if she wanted it. I didn‘t get a chance.‖  

 Jane narrates that the day after doctors told her that her daughter had jaundice, she got 

into an argument with the lactation specialist at the hospital.  

 ―She was wanting…she kept trying to push formula on me. And when I told her no, she 

was like, ‗Well, I have to go check out another patient, and you need to hurry up.‘ She didn‘t 

bother saying, ‗Oh, well, I will come back in like two hours to see if you‘ve made any 

progress.‘‖ 

 This part of Jane‘s story is the most coherent part of her story, and I can tell that she 

remembers this experience well.    

 ―[The lactation specialist] went out and got the pediatrician, I guess one of the guy 

pediatricians,‖ Jane tells me, ―and he came in there and yelled at me, and the next thing I know, 

CPS walks in the door and they force me to give [my daughter] formula. And if I didn‘t give her 
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formula and she didn‘t gain a couple ounces by morning time, they were goin‘ to take her. And 

that was in the hospital.‖   

 Jane knew she had to take the threats of the pediatrician and CPS seriously. She complied 

with the mandate to feed formula to her daughter, but not without showing her discontent.  

 ―I was mad,‖ she says, ―I literally told the doctors, ‗Get out of my room,‘ and told the 

lactation specialist, ‗I will call security on both of you guys if you guys come back in my room.‘ 

I even told the CPS people that.‖  

 Jane pauses and then states, ―I think they did that because they knew I was a single parent 

and, you know, they didn‘t think that I could do it by myself. It‘s like, ‗That‘s not true. You guys 

just assumed it.‘‖ 

 Jane tells me that, in retrospect, she intuitively knew something like this might happen. A 

few weeks before her due date, she had had a bad experience with the hospital staff who made 

her wait for hours to be treated for a cold and who then falsely accused her of cursing at them. 

Right after this negative experience, Jane wanted to change doctors but knew it was not feasible. 

She had acquired her obstetrician from a friend‘s recommendation and knew that many other 

obstetricians would not take on patients after they passed the 36
th
 week of pregnancy. She tells 

me that she still regrets not going to a different hospital to have her daughter.    

 There is a lull in our conversation, and I think that Jane is finished telling me her story. 

But just when I think the interview is coming to a close, Jane casually mentions that she recently 

wrote a letter to the hospital where she had her daughter. Hiding my surprise, I try to match her 

cavalier tone and I ask her what she included in the letter and who encouraged her to write it. 
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 ―I wrote about the whole thing, the entire incident,‖ she responds. ―Somebody created an 

invitation on Facebook, National Awareness Something, I don‘t know. They invited a bunch of 

women to write letters to their doctors or the hospitals about their experiences.‖ 

 Other than detailing her experiences in this letter, Jane informs me that she does not talk 

to many people about her childbirth experience.  

 ―I just kept to myself mostly after all that because I didn‘t want other people to be askin‘ 

too many questions,‖ she explains, ―I‘d rather just forget most of it until I‘m ready to go after 

them for what they did.‖  

 Similar to her other explanations during the interview, Jane‘s descriptions are short and 

simple. Sensing that she has nothing else to tell me about the letter, our conversation comes to an 

end. I cannot help but imagine that the letter that she wrote to the hospital is significantly 

different than the one that Nora keeps in her childbirth remembrance binder, the one that Nora‘s 

doula composed to Margaret as a celebration of the childbirth, an explanation of who was there, 

a tribute how hard her mom worked.  

 Our conversation winds down, and Jane starts talking to her daughter, Eve, who is now 

awake and blinking at me with her strikingly beautiful blue eyes that resemble her mother‘s. It is 

Halloween, and Jane and her daughter are about to go meet her sister and her sister‘s kids to go 

trick or treating.   

 ―Eve will be in a stroller the whole time,‖ Jane acknowledges, ―but at least…when next 

year rolls around, when she‘s almost a year and a half, I‘ll know what to expect a little bit. She‘ll 

still probably be in a stroller. She probably wouldn‘t want to walk that much. But she‘ll still be 

able to start trick-or-treating.‖   
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 At the time of our interview, a couple of weeks had passed since Jane sent the letter to the 

administrator of the hospital. She had still not heard back from them.  

 

*** 

  

 Some of the unmet expectations and desires in the two above stories are more obvious 

than others. Nora desired to go into labor naturally and have a vaginal birth but instead was 

induced and had a cesarean section. Jane‘s case is slightly more complex. It is easy to point out 

that Jane originally wanted a vaginal birth but instead had a cesarean (perhaps because she 

ultimately decided to be induced before she went into labor). Jane‘s largest grievance, though—

and arguably the most significant rift in the difference between her expectations and the reality 

of the event—is the way she was treated in the hospital. Her implicit expectation for childbirth 

was to feel respected. That, unfortunately, did not happen.  

 What should be gleaned from these narratives is that socioeconomic factors affect desires 

and plans for childbirth, as well as the results of these expectations.  In my research, I found that 

private participants participated in two primary consumer activities which shaped their desires 

for childbirth: first, the consumption of childbirth knowledge, which I define as any sort of 

written anecdotal or informational childbirth content; second, the careful selection of medical 

caregivers with whom they shared childbirth philosophies. While private participants 

participated in these activities, most public participants engaged in neither. The creation of 

various childbirth expectations among private and public participants ultimately yielded 

disparate forms of satisfaction and dissatisfaction with childbirth among these two groups.  
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 Perhaps most interestingly, my data revealed that all of the women who created birth 

plans participated in these aforementioned consumer activities, potentially indicating that the use 

of the birth plan presupposes that a woman has access to childbirth information, as well as the 

means to carefully select caregivers.  I posit that if such is the case, the presence of the birth plan 

itself reveals much about the ways in which women are satisfied and dissatisfied with childbirth. 

The following section will discuss the birth plans of the private participants and will argue that 

research from this thesis adds constructively to contemporary documentation of the phenomenon 

of the birth plan.  

 

The Birth Plan as Locus of Power and Agency  

A birth plan is, broadly speaking, a formal or informal written expression of desires for 

childbirth. In addition to ranging in formality, the birth plan ranges in specificity. It can be as 

general of a statement as expressing the desire for as little medical intervention as possible or as 

specific of a statement as detailing which medical interventions are welcome and unwelcome 

during the childbirth. Based on the fact that only private participants in my research created birth 

plans, I posit that the birth plan is a middle and upper-class phenomenon, an option accessible 

only to woman who have been able to independently access commercial nonfiction on childbirth 

and who have sought out doctors with whom the participant shares similar childbirth ideologies.  

 Four out of five private participants discussed having a birth plan, and none of the public 

participants did so, although private participants‘ reasons for doing such activity varied. A 

couple of private participants wrote out a birth plan with their partners due to recommendations 

from their childbirth educational classes.  
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Virginia and her husband decided that they ―didn‘t want any visitors for the first two days 

[after childbirth] and then only immediate family for the first two weeks,‖ an idea that Virginia 

says ―never crossed [their] minds until after [their] natural birth class.‖ As recommended in their 

Lamaze class, Sylvia and her husband answered a questionnaire that became a birth plan. ―It was 

these questions,‖ said Sylvia, ―So we said, ‗Yes, we did want to have, we were okay having 

drugs with the birth.‘ We talked about who we wanted in the room…there was something there 

about if we had a C-section, I remember this question, ‗Do you want to be draped or not?‘ I was 

like, ‗Yeah, I want to be draped.‘‖  

Birth plans of the other private participants seemed to emerge from their own prerogative 

or from caregivers‘ guidance. Nora wrote a one-page plan and did not say who or what 

convinced her to do so. She ―shared it with everyone who was going to be there, and…planned 

to have it on hand in the delivery suite...‖ Although Gloria said she did not need a birth plan 

because her midwives were on board with everything she wanted for her home births, she ended 

up writing out a cesarean section birth plan in the hospital when she underwent the surgery 

during her second pregnancy. Both her midwives and the hospital staff recommended that she do 

this, and she credits this cesarean section birth plan with enabling the hospital to understand that 

she wanted her baby to remain with her husband at all times following the surgery, while her 

uterus was being stitched up.  

 While participants had in-depth descriptions of their birth plan, they did not, however, 

always provide concrete reasons for creating their birth plans, leaving the following question 

unanswered: why did these women make birth plans? Because several of these participants 

acknowledged that at the time that they were pregnant they felt that they would had little control 

over childbirth, I do not think that the birth plan was a method used to gain control over 
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childbirth, but I speculate that the birth plan was a way in which these private participants could 

gain a sense of agency, something subtly different than control.  

Sylvia told me in our interview that her ―brother and sister-in-law…said you need to have 

a birth plan to take in with you.‖ As I mentioned, the four private participants who created a birth 

plan did not cite control as a prompting factor, although Andrea stated that she did not create a 

birth plan because she perceived that she had no control over her childbirth. In regard to this 

phenomenon, Andrea said:  

I was trying to not be [controlling] in regards to the birth. One of my really, really 

good friends…was so funny about the whole birth plan thing. She felt very 

offended when people were like, ‗What‘s your birth plan? What‘s your birth 

plan?‘…So she would always say, ‗My birth plan is that at the end of it we‘re 

both alive.‘ I started to say that to everyone.  

Andrea‘s rejection of the birth plan brings up the notion that the birth plan is not only a 

document that declares one‘s intent for childbirth but also a document that is open to public 

scrutiny, a topic that will be discussed in a latter chapter. Indeed, the birth plan presents more 

questions than it does answers, and literature on the subject offers unsatisfactory conclusions 

about this social phenomenon.  

 Perhaps due to the birth plan‘s mysterious history, literature on the subject is resultantly 

sparse and varied. The history of the birth plan can be traced back to the 1980s, although it is not 

entirely clear when or why the birth plan developed (Hensley Owens 2009). Current attitudes 

toward the birth plan are as varied as the plans themselves. Certain nursing and educational 

health journals encourage healthcare practitioners to mediate the use of the birth plan for 

patients; yet simultaneously, feminist authors, including Naomi Wolf, claim that healthcare 
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practitioners actually undermine the birth plan by mocking women‘s written descriptions of 

desires for childbirth (Anderson and Kilpatrick 2012; Kaufman 2007; Wolf 2001).  

Indeed, the birth plan is often posited as a document that is written because of the 

presence of opposition, within hospital settings in particular. In a similar vein, many people 

argue that the birth plan is supposed to uphold the childbearing woman‘s wishes during 

childbirth if she cannot speak for herself and someone else tries to make decisions for her, 

against her wishes (Hensley Owens 2009). This, however, did not seem to be the case with 

private participants who all had positive relationships with their healthcare providers.    

 What is clear about birth plans is that perceptions and uses of it vary extensively. Without 

a doubt, the birth plan is a phenomenon that varies by geographical location, healthcare 

practitioner, and the individual expectant woman. Academic literature unanimously agrees, 

though, that women create birth plans to make decisions based on large bodies of conflicting 

childbirth knowledge and options with which they come into contact. The birth plan also serves 

as a communication and negotiation tool between the birthing mother and the healthcare 

practitioners. Most literature on birth plans, however, fails to take a final step in acknowledging 

that pregnant women have unequal access to information and choice, and, subsequently, that 

low-income women are restricted from participating in the creation of birth plans.  

 A small body of research acknowledges that there are possible correlations between 

childbirth education and the creation of birth plans and that women in marginalized or minority 

populations generally do not have access to much of this childbirth education that facilitates the 

creation of birth plans (Motino Bailey et al. 2008). Whitford and Hillan (1998) sent out birth plan 

questionnaires to Scottish women and received a smaller response from younger women and 

women from low-income areas. Based on some ambiguous survey responses, Whitford and 
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Hillan also found in their research that it was possible that some of their participants may not 

have understood exactly what the birth plan was or that the participants‘ healthcare practitioners, 

primarily midwives, were not explaining the birth plan well-enough to these women. Indeed, I 

encountered the issue of varied awareness of the birth plan in my own research. 

 At the beginning of my interviews, I would often interchange the phrases ―birth plan‖ and 

―plans for birth‖ when I wanted to gain a general understanding of an interviewee‘s thoughts of 

or preparations for childbirth. Although a subtle distinction, there is indeed a difference between 

―birth plan‖ and ―plans for birth.‖ Almost all women have plans for birth, even if it simply 

means going to the hospital when they feel labor pains; not all women, however, have birth 

plans. I made this seemingly small error during an interview with a woman who had not created 

a birth plan, and I realized quickly by her slightly questioning expression that I had used a term 

with which she was not incredibly familiar. 

 The benefit of this blunder is that it further substantiates my claim that the creation of the 

birth plan is a privileged activity. The birth plan is a unique combination of personally-selected 

choices which a woman chooses by wading through a wide range of polarized options. Thus, it 

logically follows that the women who do not have the opportunity of navigating these choices 

would not know where to begin in formulating a birth plan. Little research on the birth plan 

adequately acknowledges this disparity occurring among socioeconomic groups, nor does it 

consider how the presence or absence of the birth plan affects women‘s expectations for and 

resultant perceptions of childbirth. The following two sections of this chapter will discuss the 

ways in which the combination of access to knowledge and careful selection of doctors are two 

key factors that enable the creation of the birth plan.  
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Accessing Information  

I tried to go through the birth experience armed with as much knowledge as I 

could acquire. – Andrea  

 

 All but one of the five private participants discussed accessing childbirth knowledge in 

some way. Most of these participants individually sought out information on childbirth through 

reading a combination of anecdotal and didactic commercial nonfiction on childbirth, although a 

few participants also expressed gaining childbirth knowledge by watching visual media, 

including television shows, online videos, and documentaries about childbirth. 

 Some private participants read books central to their particular childbirth ideology, while 

others read indiscriminately. Gloria read primarily positive stories, as she was following the 

HypnoBirthing ideology, which encourages women to have as optimistic an outlook on 

childbirth as possible; Gloria gleaned that she was supposed to ―prepare [for childbirth] by 

envisioning the ending that [she] want[ed].‖ Gloria also criticized what she called ―standard 

books like What to Expect When You’re Expecting” (Murkoff et. al 2008), claiming that they 

prepare women for the worst case scenarios, an approach that she does not value. Other private 

participants also critiqued—either in a serious or joking manner—commercial nonfiction on 

childbirth. In relation to pregnancy books, Andrea told me that she ―read them all—the whole 

gamut‖ but also stated, ―I had to give up on the Ina May [Gaskin] after awhile because I was 

like…‗You‘re giving me too much anxiety. I can‘t go to damn farm—I can‘t! I‘m 44-years old.‖ 

Nora, on the other hand, delighted in reading the stories of women who had natural childbirths at 

Ina May Gaskin‘s legendary farm in Tennessee.  

 In regard to more didactic childbirth information, participants both critiqued content that 

they read, and, at times, were incredibly persuaded by it. Near the end of her second pregnancy, 
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Gloria‘s fetus was in a transverse position, and Gloria risked umbilical cord prolapse, a rare 

situation in which the umbilical cord exits the uterus before the fetus, thus endangering the fetus‘ 

life due to possible lack of oxygen and blood supply. Gloria researched umbilical cord prolapse 

on her own and was surprised to find extreme differences between advice given on U.S. and 

British healthcare sites.  

―The U.S. sites,‖ she said, ―are like, ‗The baby is going to die!‘ And there‘s a site I found 

in the British medical system that was like, ‗If your water breaks...call 411 and then get on your 

hands and knees and put your head down and put your hand inside you and stick that cord back 

inside!‖ Although laughing about the situation in retrospect, at the time when Gloria was at risk 

of umbilical cord prolapse, she viewed the British site as more helpful inasmuch as it informed 

her what to do in an emergency situation rather than assuming the worst and not providing any 

guidance whatsoever.  

 Calling herself a statistician, Andrea took quantitative analysis seriously, ultimately 

deciding that she was opposed to induction because, according to the sources she read, the 

procedure was successful only a minority of times. Other private participants also expressed that 

specific childbirth information highly influenced their decision-making. Virginia had thought 

about having a water birth, but watching videos featuring natural birth and water birth finally 

solidified her decision to plan for that particular type of childbirth at a birth center.  

 Only one of the private participants I interviewed did not mention pursuing childbirth 

knowledge on her own. This participant, however, discussed several childbirth ideologies, 

including the Bradley Method and Lamaze. Although she did not tell me how or when she 

gained this extensive knowledge about a variety of childbirth ideologies, she undoubtedly 
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acquired it at some point. This set possession of such knowledge is arguably as important as the 

discussion of pursuing it.  

 In contrast to private participants, only one of the four public participants discussed 

pursuing or accessing childbirth information.  Hillary talked extensively about exploring 

childbirth content. Hillary‘s family did not support many of her desires and decisions for 

pregnancy and childbirth, and she encouraged them to understand her perspectives by reading 

and educating themselves on her wishes. Hillary was influenced highly by The Business of Being 

Born, a documentary produced by Ricki Lake which draws a connection between the economic 

aspect of hospitals and the contemporary preponderance of cesarean sections. Hillary told her 

family that she would respect their opposing thoughts, as long as their opinions were evidence-

based. ―Bring me an article or research, and I will dig in and decide myself,‖ Hillary explained. 

She wanted to have a natural childbirth at home, but because her family was both fearful and 

judgmental of this idea, she finally agreed to deliver in the hospital. 

 I feel that it is necessary to point out, though, that Hillary is a Licensed Massage 

Therapist (LMT) with a bachelor‘s degree in sports science. Not only does Hillary align more 

closely with private participants in regard to education level, but her specific field of education 

and her current profession focus specifically on natural processes of the body.  I disclose these 

facts in order to illustrate the ways in which Hillary differed from other public participants, as 

well as to hypothesize why Hillary is the only public participant who discussed pursuing 

childbirth knowledge.   

 Recall Jane‘s narrative at the beginning of this chapter: she decided to have an elective 

induction but did not express knowing that this might jeopardize her ability and desire to have a 

vaginal childbirth. And what Andrea, the statistician, said about inductions is true: inductions are 
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effective only under a set of specific conditions such as the fetus being positioned correctly. If 

such conditions are not ideal, then induction likely leads to more medical interventions, possibly 

ending in a cesarean section if a woman is in labor for too long. Induction is often used for 

women who pass their due date, although some women are induced on or before their due date 

(Lyon 2007). Perhaps Jane knew this about inductions, but in the interview she did not express 

that she did knew, nor did she express that her doctor told her such. Had she have known, she 

may have decided to wait and go into labor on her own. The juxtaposed examples of Jane and 

Andrea‘s knowledge of inductions highlight the effects of both access and lack of access to 

childbirth information in the decision-making process.  

 In regard to the creation of childbirth expectations, the significance of the fact that private 

participants independently pursued childbirth knowledge is not immediately obvious. Indeed, 

private participants consumed dissimilar types of childbirth nonfiction: some read about 

HypnoBirthing, while others focused on published childbirth anecdotes or entirely ignored 

childbirth stories. But however varied the information that private participants sought out, this 

self-motivated collection of information illustrates a key concept to this chapter: private 

participants searched for information that helped them feel, if not prepared, at least 

knowledgeable about the childbirth process. In order to reemphasize the way in which the 

collection of knowledge can affect expectations for childbirth, consider Georgia‘s story. 

Georgia was a participant who self-paid for her most recent delivery because she is not 

currently covered by her husband‘s health insurance and because her income at the time of her 

last delivery was not low enough for her to apply for public assistance to pay for her childbirth. 

But when Georgia‘s oldest daughter was born over ten years ago, Georgia was on Medicaid. 

Georgia reflected on that childbirth during our interview:  
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 I didn‘t know anything. My doctor didn‘t tell me things, but I also didn‘t know  

  to ask. I was like, ‗You have your baby in the hospital and the doctors know what  

  they‘re doing‘…I didn‘t have any idea of what it would be [like]. I thought it  

  would just be. 

Georgia‘s current reflections on all of her three childbirth experiences are particularly 

interesting because over the past few years her perspectives toward and knowledge about 

childbirth have changed significantly. She became increasingly interested in childbirth and is 

now training to become a doula, wanting especially to offer assistance to women delivering in 

hospitals. The excerpt from her interview illustrates that not possessing childbirth information 

has the potential to greatly decrease the number of specific expectations or desires that one has 

going into childbirth. Although, of course, this lack of childbirth knowledge does not necessarily 

decrease the number of expectations that one consciously or subconsciously has as a result of 

societal norms surrounding childbirth. It is important to note that expectations arguably cannot 

be numbered; some are often not expressed or even recognized. This section, though, shows that 

accessing childbirth information can greatly shape women‘s specific plans and expectations for 

childbirth.   

 For each of the private participants, the collection of knowledge created—and 

subsequently informed—unique expectations for childbirth. It made participants feel prepared 

and confident that they could make informed decisions for themselves and defend their 

decisions, even in the face of opposition. In addition to searching for informational or anecdotal 

content that spoke to their particular interests and concerns, these same private participants 

sought out caregivers who shared their specific views and attitudes toward childbirth. The 
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following section will discuss this second key consumer activity that both creates agency for 

privileged expectant women and ultimately allows for the creation of the birth plan. 

 

Purchasing Satisfaction 

  You never have control over anything, over your body, and certainly pregnancy  

  and health are totally unpredictable. You do your best to take care of yourself  

  physically and to prepare physically, but the second part of that preparation is  

  making good choices with caregivers. – Gloria  

 

 A second factor which I argue shapes women‘s desires for childbirth and, subsequently, 

informs analysis of unmet expectations, is the ability or inability to carefully select a healthcare 

practitioner—a process which can include selecting a midwife, doula, physician, or, more 

broadly, a specific birth center or hospital. All five private participants stressed the occurrence 

and importance of finding a doctor whom they trusted or with whom they shared similar 

ideologies. None of the public participants discussed doing such an activity, revealing a key 

disparity of choice in regard to healthcare between privately and publically-insured women.  

 A few private participants immediately found doctors who satisfied their wishes. Sylvia 

selected her obstetrician several years before she had her first child, but told me during our 

interview that when she first visited her obstetrician, they ―talked about [the obstetrician‘s] 

attitudes about childbirth.‖ This indicates that, even before Sylvia was pregnant, childbirth was 

an important topic to her in selecting a physician. Sylvia wanted to understand—and feel 

comfortable with—her doctor‘s approach to pregnancy and childbirth. 

 Other private participants went through lengthier processes before finding caregivers who 

satisfied them. As earlier discussed in her narrative, Nora was rejected from a birth center, but 

soon found a hospital—and accompanying obstetrician—that met her personal requirements.  
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Gloria interviewed several obstetricians, as well as several midwives, explaining that she and her 

husband were trying to ―make good decisions about caregivers.‖ Many obstetricians 

recommended that Gloria not attempt her desire to have a natural childbirth at home, as she had 

had a removal of a uterine fibroid—a procedure that some obstetricians consider comparable to a 

cesarean section—earlier in her life. Gloria explained to me, though, that ―in her own research, 

[she] had come to feel totally differently‖ about her ability to have a vaginal birth and decided to 

seek out other obstetricians and midwives who did not think that her medical history limited her 

options for childbirth.  

 Andrea perhaps went through the lengthiest process to find her obstetrician. Andrea 

moved to Texas during her pregnancy and interviewed several obstetricians over the telephone 

before she moved, as well as in person when she arrived in Austin. Even after she selected an 

obstetrician at what she referred to in our interview as the most ―hippy-dippy doctor practice‖ 

that Austin has to offer, she switched practices once more; because of the popularity of that 

particular practice, Andrea twice waited over an hour past her given appointment to meet with 

her doctor. This frustrated her, and, although she liked the obstetrician, she decided to switch to a 

smaller practice where she would be able to meet with a doctor more easily and without 

extensive wait time.  

Similar to how private participants did not seek out the same kinds of commercial 

nonfiction on childbirth, they also did not select the same healthcare providers. Indeed, despite 

the fact that I only interviewed women in Austin, no two participants, to my knowledge, used the 

same caregiver. This is somewhat unsurprising considering the small sample size of my research. 

But, nevertheless, the point is that each participant pursued and found caregivers that met her 

particular needs and desires. 
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 The unifying factor among private participants, though, is that they all wanted to have 

caregivers whom they felt were transparent with them and who did not treat them or their desires 

for childbirth dismissively. And if this weren‘t the case, private participants quickly sought out 

alternative options. Virginia first visited the obstetrician who attended the delivery of her nephew 

but informed me that she was uneasy during her preliminary visit with him, perceiving that she 

was merely a number to this particular doctor. Virginia eventually selected a midwife based on 

feeling more comfortable with the midwives whom she met. ―When I went to the doctor, he told 

me I was asking questions too early,‖ Virginia explained, ―but when I asked the midwives the 

same questions, they were just much more open.‖   

 Public participants, conversely, did not talk about what Gloria called a ―careful selection 

of caregivers‖. I hypothesize that the reason for this is not disinterest or neglectfulness on the 

part of women with publically-funded healthcare but, rather, a lack of resources to shop around 

for caregivers, a process which takes both time and money. Unlike with private participants, who 

all discussed this selection process without my even asking about it, I did ask a few public 

participants about their choices regarding healthcare provider if it did not come up organically by 

the end of the interview because I was curious about their responses.  

 Replying to my question about whether or not she was able to choose a doctor, Maya told 

me that when she first went for prenatal care, she was asked at the hospital whether she wanted a 

female or male obstetrician. She told them, ―Oh, anybody. I want anybody good.‖ She decided to 

keep the same doctor for each of her pregnancies and childbirths. Maya‘s response was much 

more general than responses from private participants who expressed strong opinions about 

healthcare practitioners and wanted someone who was not only considered a good practitioner, 

but someone who they felt respected them.  
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 Even if Maya had wanted to switch doctors, however, it is unclear how possible the 

process would have been. Recall Jane‘s narrative, which included dissatisfaction with both her 

doctor and hospital during her pregnancy; yet, Jane remained with her obstetrician because she 

did not think that other doctors would take her after she had passed her 36th week of pregnancy.  

 The two differences that I have pointed out between public and private participants—

namely, that private participants access childbirth information and carefully select caregivers 

while public participants are excluded from such activities—are important for two reasons. First, 

these differences prove that unjust disparities exist between private and public participants, 

which, in my own research, can be seen through the preponderance of the birth plan only among 

private participants. Secondly, and more central to my research questions, these differences offer 

the potential to explain the varied ways in which private and public participants are satisfied or 

dissatisfied with childbirth.  

 

Varied Forms of Satisfaction and Dissatisfaction 

 Types of dissatisfaction—and satisfaction, for that matter—varied between private and 

public participants. The effort that private participants put into seeking out a doctor whom they 

liked and trusted seemed to pay dividends, as these participants did not express dissatisfaction 

with their doctors but, rather, extreme satisfaction; public participants, quite oppositely, did not 

express satisfaction and often even expressed dissatisfaction. Dissatisfaction with childbirth on 

the part of private participants was more likely to stem from their actual childbirth experience 

not aligning with their idealized and planned birth, a form of discontent that may be an inherent 

risk of the birth plan and that did not seem to be as important for public participants. 
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 Private participants dedicated a substantial amount of their accounts of childbirth to 

talking about their relationships with their healthcare practitioners and how these positive 

relationships were, ultimately, instrumental in their resultant feelings about childbirth. The 

common theme between private participants is that they all trusted their healthcare practitioners. 

Even when telling their childbirth story months or years later—as they did for me—these 

participants report that their healthcare practitioners supported their individual decisions 

regarding childbirth and gave them agency throughout the process of pregnancy, childbirth, and 

the postpartum period.  

 Andrea, who had a cesarean section because her daughter was not descending into the 

birth canal, says that she does not think that her doctor acted out of convenience when she 

recommended that she have a cesarean section, explaining:  

[My obstetrician] had a lot of credibility with me. I didn‘t really get along with 

her. On some level, we didn‘t click, but I really trusted her. I don‘t think she was 

doing [the cesarean section] because it was convenient for her schedule or 

because she makes more money, any of those things. I think she was looking at 

me thinking, ‗You‘re almost 45 years old, and you‘ve tried to get pregnant for 

four years, this is your last chance Texaco, and I‘m not going to take any risks.     

 Sylvia appreciated that her doctor always let her pursue her own agenda. For much of 

Sylvia‘s second pregnancy, Sylvia asserted that she would like to try to have a vaginal birth after 

cesarean (VBAC):  

  What I really liked about [my doctor], Sylvia told me, is that I think she knew  

  that‘s where I would end up—having a C-section with both of them—but she  

  allowed me to take my own path, which is nice because not all doctors do that. 
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 Sylvia‘s comment illustrates that while Sylvia valued her own autonomy and agency, she 

simultaneously wanted her obstetrician to have almost a prescient understanding of what Sylvia‘s 

delivery outcomes would be.  

 Most interesting in the conversation about privately-insured women‘s satisfaction with 

their caregivers is evidence that even when these women didn’t carefully choose their health care 

practitioner, they still demanded—and ultimately received—respect from them.  

Because Gloria planned on having a home birth, she had hired a midwife who did most of 

her prenatal care, and Gloria did not have an obstetrician. When Gloria was unable to deliver at 

her house, she and her midwife had to find a doctor who was willing to take Gloria as a patient at 

40 weeks pregnant, which is difficult to do. They found someone, though, as Gloria‘s midwives 

had friendly connections with a few Austin doctors. Gloria reported receiving excellent care 

from the obstetricians who attended her delivery in the hospital. She described her continuing 

positive relationship with this particular doctor, as well as his original willingness to take her as a 

patient during the last week of her pregnancy:   

When we met and I thanked him for taking me as a patient…he said, ―Well, you 

were between a rock and a hard place, and that‘s where I specialize.‖ It was so 

kind. He was so kind…When I was pregnant again and talked to him about 

whether I should stay with him or go back to my midwife, my main concern was 

the ability to have a vaginal delivery. The only thing is that he said he thought I 

had as much of a chance of a successful VBAC in the hospital as at home. I didn‘t 

agree with that and the statistics don‘t agree with that, but…he didn‘t say 

anything negative and…he didn‘t try to scare me. So he was a caring and 
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respectful person. That takes a lot of respect. That is a huge sign of respect, to not 

try to scare you. 

 Gloria‘s described conversation with this obstetrician whom her midwife found for her 

when she had to transfer to the hospital illustrates the key points of this chapter: women with 

privately-funded health insurance are able to navigate the realm of choices related to childbirth 

based on access to commercial nonfiction on childbirth, as well as their economic ability to reject 

or accept healthcare practitioners based on conflicting opinions. When determining what to do 

for her second pregnancy, Gloria used information gleaned from sources other than her doctor in 

order to make an informed choice herself. Her ultimate decision to stay with her midwife rather 

than her obstetrician for her second pregnancy highlights the purchasing power that women with 

privately-funded health insurance employ to first demand trust and respect, and, secondly, to 

make the decision that they believe will bring them the most satisfaction.  

 In contrast to the abundance of praise that private participants gave their caregivers, only 

one public participant expressed having a positive relationship with her physician. The extent to 

which public participants discuss dissatisfaction with their primary caregivers or with their 

hospital experience varied; yet, ubiquitous among the narratives of public participants is the 

absence of expression of satisfaction with healthcare practitioners. In comparison with the level 

at which private participants emphasized their positive relationships with healthcare 

practitioners, this lack of expression of contentment on the part of public participants is 

significant; these omissions of praise on the part of public participants need to be noticed, as they 

speak almost as loudly as expressions of dissatisfaction would.    

None of this is to say, though, that public participants did not expect or desire to be 

respected throughout their prenatal care and childbirth; implicit in their discontent with some 
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care that they received is that they did have these expectations. But even while public 

participants may have expected satisfaction with healthcare providers, they generally did not 

have the resources to shop around for caregivers and discern whom they trusted and respected 

most, leaving any conscious or subconscious expectations of trusting or receiving agency from 

healthcare practitioners entirely to chance.  

A natural assumption to this evidence—the fact that private participants have the means 

to carefully select caregivers and that after birth they are indeed pleased with their relationship 

with these caregivers—is that women with privately-funded health insurance experience more 

satisfaction in childbirth. This disparity is unfortunately true: my data makes it clear that private 

participants had much better experiences with healthcare practitioners and received satisfaction 

specifically from feeling respected.  

Simply put, private and public healthcare participants experienced discord in very 

different ways. While the unmet expectations of public participants can be explained partly by 

less-than-satisfactory relationships with healthcare practitioners, private participants almost 

unanimously lamented one primary unmet expectation: the inability to have their ideal 

childbirth. Relative to private participants, public participants were not as upset about initial 

hopes for the childbirth not going according to plan. These differences in dissatisfaction are 

where the birth plan illustrates its potential effects most obviously.  

As expressed in her narrative, Nora wanted to have a vaginal birth but had a cesarean 

section. In regard to going into labor naturally, which her body did not ultimately do, she said, 

―…I was so ready to have that experience, you know, wake up in the middle of the night, feel the 

pain, and have that experience. It was disappointing to not…‖ Nora trailed off here, not 

completing her thought entirely, intimating that it was disappointing to not experience what she 
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envisioned as her ideal birth. Andrea also did not go into labor, a fact about which she says, ―…it 

never occurred to me, it never crossed my mind that I wouldn‘t go into labor. And I just felt so 

robbed of a very natural ending to a perfect pregnancy. And I just felt like for the rest of my life, 

I would not have this, the story of when you went into labor.‖  

Participant satisfaction and met expectations may have a correlative relationship; the 

more closely a woman‘s childbirth experience mirrors her original plan for childbirth, the more 

satisfied she will feel. Consider Virginia‘s experience: she had a vaginal birth at a birth center, 

and although she was not able to have the water birth that she had planned because her labor 

progressed so quickly that she gave birth before the bathtub could be filled with water, her 

childbirth experience empowered her. While she experienced discord within her childbirth 

experience, her desires aligned more closely to what actually happened than any other 

participants‘ experiences. During our interview, Virginia told me that an hour after her son was 

born, she felt like she could ―take on the world.‖ Virginia told me that if she decided to have a 

second child, she would still try to ensure that she was able to have her ideal water birth, as one 

of her original expectations for the childbirth was to not labor on her back, in the supine position. 

But the way Virginia described her childbirth experience was perhaps one of the most positive—

or at least the most empowering—of all of the participants‘ described experiences.    

Public participants, save for Hillary, did not describe an idealized childbirth as private 

participants did. At one point in our interview, Jane said, ―I thought that maybe for a little bit, 

because I had a C-section that I didn‘t get to feel…go through the experience of someone who 

had it normally.‖ She did not elaborate on this, and earlier in her interview she had practically 

shrugged off the fact that she had a cesarean section: ―I was nervous, but at the same time, I was 

glad I was about to be done with this.‖ Maya wanted desperately to have a vaginal birth; this 
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desire, however, can be attributed to an intense cultural fear of cesarean sections, as well as a 

stated desire to have several children without complications. At no point did Maya portray a 

romanticized notion of vaginal childbirth as did a few private participants.  

These differences in satisfaction and dissatisfaction between public and private 

participants should not be incredibly surprising. Because private participants carefully selected 

practitioners with whom they shared common ideologies and goals, it follows naturally that these 

women would be satisfied with their caregivers: they desired and paid for a particular service. It 

conversely seems logical—albeit heartbreaking—that women without the opportunity to select a 

doctor in accordance with their childbirth desires may be at a higher risk of being disappointed 

with the care received during pregnancy, childbirth, and postpartum. In order to summarize 

private participants‘ disappointment, return for a moment to the birth plan, a phenomenon which 

offers an explanation to why private participants were primarily disappointed with their ideal 

childbirths not aligning with reality. While the birth plan does not cause such dissatisfaction, it is 

an ideal template to which women can directly compare their actual childbirth experiences, a 

template which ultimately shows the ways in which their idealized childbirth experience was not 

attained.  

 

Discussion  

 It is interesting to consider that public participants were less likely to be disappointed 

with not attaining their original childbirth plans. Their lack of disappointment in response to this, 

though, can hardly be posited as a victory or a point of satisfaction for these participants. Likely 

reasons explaining why most public participants did not have birth plans are economic and social 

barriers; these barriers rendered public participants unable to access a range of knowledge about 
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childbirth and unable to have consumer power to carefully select doctors, two activities in which 

private participant partook. Indeed, academic research shows that low-income women receiving 

prenatal care often feel disrespected or discriminated against based on language barriers, as well 

as prejudices regarding race, ethnicity, and class (Novick 2009). Additionally, low-income 

women are more likely to deal with challenges regarding transportation and affordable child 

care, factors which restrict their ability to access prenatal care (Fuller and Gallagher 1999). Both 

acquiring childbirth knowledge and carefully selecting doctors are luxuries afforded to women 

with privately-funded health insurance. This ability, of course, is not merely due to the fact that 

these women have privately-funded health insurance; they are able to be advocates for their 

desires and able to navigate decision-making in pregnancy, childbirth, and postpartum because of 

the underlying factors which usually presuppose privately-funded health insurance: these women 

usually have the economic, social, and educational means to seek out and demand satisfaction.   

 It may be noticeable that much of the data in this chapter focused on private participants. 

This is because many of the observable differences between private and public participants 

entailed what private participants expressed and what public participants did not express, 

luxuries that private participants possessed and public participants did not. There were many 

issues upon which public participants were silent—seeking out childbirth information and 

healthcare practitioners during pregnancy, feeling a sense of agency in decision-making, making 

a birth plan. Many private participants talked more extensively about their experiences in our 

interviews than public participants did. In repeatedly pointing out public participants‘ omission 

of many topics and privileges that private participants discussed, I do not desire to favor the 

perspectives or experiences of private participants. I hope, rather, to illustrate the many unjust 

disparities between these two groups in real life.     
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 It is important to note, however, that the categorizations of expectations and satisfaction 

based on socioeconomics are not fixed. Even within observable themes between public and 

private participants in my research, there were breaks within and exceptions to themes that 

emerged. Consider Hillary‘s experiences: unlike the other public participants in my study, 

Hillary read extensively on childbirth, which is somewhat unsurprising considering her 

educational level and profession. She had the educational means to tap into the complex and 

polarized matrix of consumer information regarding childbirth. Like many private participants 

who wanted to have a vaginal childbirth because of personal alignment with natural childbirth 

ideologies, Hillary wanted very strongly to have a vaginal birth because she viewed her body as 

capable of handling what she deemed a natural event. She told me that she was able to command 

some power within her prenatal visits because she primarily saw a resident doctor for care and 

claims that she could ―take advantage‖ of her slightly. This equaling of power that Hilary 

managed to achieve within the hospital setting is abnormal in comparison to other public 

participants. In comparison with private participants, though, it is typical: most private 

participants felt as if they were equals with their healthcare practitioner, and they felt that their 

doctor respected them. Because of her financial status, though, Hillary arguably did not receive 

as much respect in the hospital that she might have experienced if she had had privately-funded 

health insurance. Indeed, Hillary expressed having a negative experience in the hospital, and, 

overall, she was dissatisfied with the care she received and the resistance that existed in response 

to her desire to have a vaginal birth, which she did end up having.  

 

Conclusion 
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 After I all but shunned categorization of narratives in my literature review, it may be 

surprising that I chose to compare women in this chapter by whether their most recent childbirth 

was publically or privately-funded. In answering my research questions, however, it became 

apparent to me that women of various socioeconomic groups experience differing types of unmet 

expectations and forms of dissatisfaction with childbirth. I deemed it important to explicate fully 

those observed differences within my data. This research is unique in that it directly discusses 

connections between topics that are most often analyzed individually—satisfaction, 

dissatisfaction, expectations, outcomes, and economic status. This research cuts across various 

socioeconomic lines, as well as analyzes the ways in which childbirth expectations interact with 

actual childbirth experiences. 
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Chapter 5  

The Body as Site of Defection: Feelings of Failure in Childbirth 

 

The previous chapter discussed the ways in which socioeconomic status shapes and 

informs women‘s expectations and desires for childbirth, as well as the fact that these disparate 

expectations ultimately resulted in varied forms of satisfaction and dissatisfaction. Several 

participants‘ dissatisfaction extended to feelings that their body in childbirth didn‘t ―work,‖ 

didn‘t ―function,‖ or was a ―failure‖—ideas to which I will refer occasionally throughout this 

chapter as feelings of the ―defective body.‖  

In order to analyze these fraught emotions, this chapter will weave excerpts of select 

participants‘ narratives with discussion of the various ways in which women‘s bodies are the 

sites upon which social and cultural understandings of motherhood are placed. This chapter will 

discuss critically the history of the natural childbirth movement and its use of language in 

creating some of these social and cultural understandings, as well as broader implications of 

these pressures on motherhood, particularly evidenced through breastfeeding.   

 

Cultural Anxieties: The Clash of the ‗Natural‘ and the ‗Technical‘/ ‗Medical‘ Philosophies  

 Recall Gloria‘s narrative: Gloria actively educated herself about childbirth options and 

was discriminating in interviewing both obstetricians and midwives. During both of her 

pregnancies, she desired and planned to have a home birth. Near the end of each pregnancy, 

though, she had high blood pressure—despite being in good health—and passed her due dates. 

While some acknowledge that due dates are not exact calculations but, rather, speculations that 

can be off by a week of two, many others—including the medical world—view due dates quite 
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rigidly (Katz et. al 2001). During her first pregnancy, Gloria went two weeks past her due date, 

one of many rebellious acts that she calls ―bucking the system.‖ Ultimately, though, Gloria had 

two cesarean sections because she never went into labor. Halfway through our interview, while 

discussing her postpartum feelings regarding her first cesarean section, Gloria gave me insight 

into how she feels about the two surgeries combined:  

  Now with two C-sections, the sad part is that you feel like your body didn‘t  

  function, your body didn‘t work. Your body didn‘t do what it was meant to do.  

  It‘s a really strong, sad sense of not being able to do what a woman was…made to 

  do. That my body didn‘t work as a body should to get the baby    

  out. And it‘s a dance—so it‘s the baby‘s responsibility too! [laughter]  

 Gloria laughed at the end of her statement, acknowledging that she knows she only had 

so much control over how her body dealt with pregnancy and, as she jokes, what her babies 

did—or didn‘t do, for that matter—in the womb. Additionally, Gloria hesitated before 

completing the sentence ―what a woman was…made to do,‖ perhaps because she was unsure 

whether or not to connect directly all women to the function of childbirth, a connection that 

many feminists have deemed essentialist or biologically deterministic (Johnson 2008). Whether 

or not Gloria meant her comments in this way, her hesitation illustrates the tension that 

accompanies positioning women‘s bodies as made to reproduce or having the inherent 

capabilities to reproduce, all of which are notions that the natural childbirth movement has taken 

and framed within a language of empowerment. Further attention to the natural childbirth 

movement is necessary in order to understand both why this connection exists and why it is 

problematic and influential in determining women‘s stories of satisfaction and dissatisfaction.  
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 As I briefly summarized in the introduction and literature review, the natural childbirth 

movement stemmed from a female-led resistance to male-dominated obstetrics. Several activist 

books written in the 1960s portray what childbirth typically entailed at that time: women were 

strapped to hospital beds; attending nurses shaved laboring women‘s pubic area to make them 

more ―cleanly‖; and, most infamously, the drug scopolamine enabled heavy sedation that was 

known as ―twilight sleep‖ (Rich 1976; Arms 1974). Ultimately, the natural childbirth movement 

resulted in a resurgence of midwifery and successfully created an alternative to mainstream 

obstetric practices (Gaskin 1975). The natural childbirth movement was touted as a feminist 

movement for several reasons: it improved women‘s reproductive choices, offered a message of 

empowerment, and recognized women‘s voices in a medical field in which their voices had been 

all but muted. Like many revolutionary changes resulting from second wave feminism, the 

natural childbirth movement reaped tangible gains for women; but, also like many movements of 

the second wave, the natural childbirth movement did not get everything quite right.  

 Manifested within several ideologies, the natural childbirth movement continues today. 

Existing natural childbirth practices include Lamaze, the Bradley method, and HypnoBirthing, 

ideologies which are taught and practiced in childbirth classes, birthing centers, the home, and, 

least commonly, the hospital (www.bradleybirth.com; www.lamaze.org; 

www.hypnobirthing.com). Regardless of the ways in which natural childbirth is manifested in 

varying ideologies, though, its unifying factor is, unsurprisingly, the ―natural‖ aspect. The 

movement posits that women have the ―wisdom‖ or the ―natural instincts‖ necessary to give birth 

without medical intervention (Savage 2006: 11; www.hypnobirthing.org). 

 The salience of this natural philosophy is surprising when one considers that this idea 

coexists with celebrated forms of medicalization related to childbirth such as artificial 
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reproductive technologies, which have allowed for ―the contestation of old, biologically 

determined understandings of who qualifies as a parent‖ (Johnson 2008:890). So how have 

advocates of natural childbirth reconciled ideologies propped up by nature with feminist gains 

such as hormonal birth control, access to safe abortion, and artificial reproductive technologies? 

Insights of participants who followed natural childbirth ideologies may begin to answer this 

question.  

 While I talked with Audre about her general views of childbirth, she told me why she was 

not fearful of childbirth: 

  I knew that [childbirth] would be painful, but I also knew that it was just a natural  

  pain that every woman goes through. And if women can squat in the cornfield and 

  have a baby, you know, and keep working, then I figure I can get through it.  

  [laughter] 

 Similar to Gloria‘s comment about what women are ―made to do,‖ Audre interestingly 

says ―what every woman goes through,‖ perpetuating the idea that every woman reproduces and 

thus intimating the essentialist notion that reproduction is the woman‘s purpose. Again, Gloria 

and Audre may not actually agree with these essentialist notions, and I am not claiming that they 

do; the importance of their speech and stories is that they reflect—whether consciously or 

subconsciously—pervasive social norms about women‘s bodies and reproduction.  

 Most interesting in this excerpt, though, is that Audre references a woman ―squatting in 

the cornfield,‖ evoking the idea of the ―primitive‖ or third-world woman.  Here Audre draws 

specifically on more natural representations of childbirth in order to legitimize her capabilities of 

having a natural childbirth in a technologized and medicalized society.  
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 The natural childbirth movement is not responsible for first romanticizing childbirth. The 

comparison between the natural and the primitive has been made specifically in relation to 

childbirth for centuries, notably by Jean-Jacques Rousseau in the 18
th
 century (Jasen 1997). 

Rousseau regarded women‘s biological ability to bear children and breastfeed not only as a 

maternal ideal but also as a social and political imperative (Kukla 2005). Adrienne Rich (1976) 

later noted—and discouraged—the romanticization of childbirth during the natural childbirth 

movement of the 1970s. Rich‘s comments on the third-world woman sound eerily familiar to 

Audre‘s comments, despite the fact that Rich‘s writing predates my interview with Audre by 

several decades and the fact that Rich disparages glorifying the natural:   

  …a great deal of glib romanticizing surrounds the notion of the    

  ‗primitive‘ woman giving birth without pain or fuss and then getting on with the  

  day‘s work‘ (Rich 1976:130)  

 Much of the glorification of nature and the natural—whether it is contemporary or dates 

back to the 1970s or the Romantic Era—is a byproduct of increasing technologies. With that in 

mind, it is debatable whether the natural childbirth movement has drawn the connection between 

childbirth and the primitive woman intentionally or, rather, if the connection has simply been 

inevitable. Candace Johnson (2008:906) argues that ―nature has been claimed as a resistance 

strategy‖ for privileged western populations, indicating that the natural childbirth movement 

remains strong, even at the cost of glorifying of the idea of the primitive woman, because it 

embodies resistance to medicalization. Western culture paradoxically glorifies nature while 

employing technologies of all kinds in order to maintain distance between itself and developing 

countries, which the western world still symbolizes as primitive. This conflict creates a palpable 

tension within society that parturient women must navigate socially, culturally, and politically. 
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Consider Andrea‘s comments about coming to terms with her cesarean section based on a 

reflection on the hardships of the third-world woman:  

  I was watching on television this show by Diane Sawyer on ABC called ―Giving  

  Life: A Risky Proposition.‖ It was about childbirth all over the world:   

  Afghanistan, the Congo, etc. And they showed a video of a young 24 year-old  

  woman in the Congo giving birth on a dirt floor, hemorrhaging to death. And I  

  was like, ―Yeah, I‘ve made peace with my C-section.‖ I‘m so incredibly lucky to  

  have western medicine, to have been in a clean, safe environment where no matter 

  what happened—labor, no labor, C-section, no C-section, tearing, no tearing— 

  we‘d have been fine. Like, whatever would have happened in that hospital, it did  

  not matter: [my daughter] was going to be fine, and I was going to be fine. And so 

  many women in the world don‘t have that option. So what‘s my fucking problem? 

 Andrea cried while telling me this, I think for two reasons: first, she was genuinely 

afflicted by the reality that women around the world do not have equal access to healthcare and 

that childbirth can be fatal for many women; second, she was moved by her own personal 

experience, the ―problem‖ she mentions. The problem is the upset that her cesarean section 

caused her. Andrea undermines her own emotions in regard to her cesarean section by comparing 

her experiences to the hardships of the third-world woman, but this problem she refers to is a 

significant one. I believe that it can be partly explained by the following cycle: the 

primitivization of the self creates disappointment with the inability to achieve the natural, 

feelings which are only subsequently disregarded again because of the subaltern woman.  

 Sylvia also brought up comparisons between the first and third-world woman to 

delegitimize her reflections on childbirth. Sylvia informed me that she is glad I am doing 
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research about ―what it means to have a cesarean section‖ but later during our interview 

contradicted this statement slightly:  

  We ought to…we should be thankful because there are places in this world  

  where…I mean, this is very much sort of a first-world problem, right? Not that  

  it‘s not a problem, but, you know. 

 The dichotomy between the third-world woman and the first-world woman is bolstered 

by the false notion that maternal and infant mortality exist only in developing countries
1
. The 

television special that Andrea watched, for example, only reinforced this idea; by featuring 

visually disturbing images and harrowing stories of women in developing countries who die in 

childbirth, this television show enforced the notion that women in developed countries have been 

―saved‖ by modern medical practices. The value of medicine and technology is certainly not 

unimportant; this strange cycle creates, however, a detrimental social climate around childbirth 

for western women, one which not only makes it difficult for women to achieve society‘s 

standards of an ideal entrance into motherhood but which also delegitimizes women‘s narratives 

on the basis that the safety of the baby overrides any other sort of emotional issues or feelings of 

failure.  

 Reliance on and simultaneous rejection of the third-world woman in relation to the 

childbearing woman is a complex social phenomenon. Gloria was one of the only participants 

who discussed and seemed comfortable with embracing the conflicting ideologies of the natural 

and the technical present in western society. She acknowledged that ―if the worst-case scenario 

happens, you‘re going to be in good hands. You‘re going to be taken care of.‖ But unlike some 

                                                             
1 In fact, based on 2008 data, the USA ranked 31st in Infant Mortality Rate (IMR) with a rate of 6.6 infant deaths per 

1,000 births (Heisler 2012).   
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participants who evoked the misfortunes of the primitive woman in order to dismiss their own 

feelings of discontent, Gloria was interestingly unwilling to do so, saying, ―People try to tell you, 

‗Oh, what matters is the healthy mother and healthy baby‘…It‘s like, actually, it‘s valid to be sad 

about this…I hoped for something better.‖  

 Of significant importance is the fact that public participants who had cesarean sections 

did not express the same feelings of perceived failure in childbirth as a few of the private 

participants did. Only private participants who had cesarean sections for one of more of their 

childbirths expressed sentiments of the defective body, although not all private participants who 

had cesarean sections expressed such thoughts. Even though Maya and Jane—two public 

participants—both wanted to have a vaginal childbirth, neither of them expressed that their 

cesarean section made them feel like their body was defective. Maya, an immigrant from New 

Guinea, had an intense fear of cesarean sections because the surgery is scarcely performed in her 

country of origin. Toward the end of our interview, I asked her if she thought it was good or bad 

that many people get cesarean sections in the United States, and she said the following:  

  If it‘s necessary to save the baby and save the women, than no [it‘s not bad]. Here 

  they have a lot of equipment and a lot of stuff to do better, compared to in my  

  country…They can save the baby. That‘s good.  

 Another public participant, Michelle, suffered from hyperemesis gravidarum, a somewhat 

rare and often serious condition causing extreme nausea and vomiting throughout the duration of 

pregnancy. Michelle needed constant medical attention during her pregnancies, saying that 

pregnancy was not a ―fairytale‖ for her like she says it is for many women. She described her 

medical condition as follows:   
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  My body rejects babies. My body saw [my daughter] as a foreign object and just  

  considered it as something that does not belong there—I need to get rid of it. And  

  that‘s how my body saw her. My body was just doing everything it can to   

  get rid of it.  

Michelle told me that she occasionally wondered what she did wrong in her pregnancies, 

but she ultimately described her condition objectively, not expressing feelings of failure as 

several private participants did. What is known about the public participants is that, save for 

Hillary, they were largely insulated from natural childbirth ideologies. No public participants 

expressed notions of the defective body in relation to childbirth. Several explanations indicate 

that it is possible that these public participants were less affected by the glorification of natural 

processes as the ideal method of having a baby.  

First, the natural childbirth movement began as a middle-to-upper class social cause, 

despite the irony that midwifery had previously been considered a practice for rural and poorer 

women in the United States (Johnson 2005).  Over the last half-century, this class disparity has 

not changed, and natural childbirth today remains a middle-to-upper class phenomenon because 

midwifery services are most often not an option covered by publically-funded health insurance 

(despite the fact that midwifery services are cheaper than hospital services). Additionally, 

although natural childbirth ideologies proclaim women‘s inherent capabilities to give birth 

naturally, the movement has become hypocritically consumerist and expensive; each natural 

childbirth philosophy competes with others through publications and pregnancy classes; doulas, 

likewise, are a popular option for women desiring natural childbirth, but they cost hundreds of 

dollars to hire.  



71 

 

Some of these resources are becoming more available to low-income women. For 

example, there is a nonprofit in Austin, Giving Austin Labor Support (GALS), that offers free 

and on-call doula services to low-income women, many who are laboring alone in the hospital. 

GALS, though, is a rare organization; while it has the ability to offer support to women in the 

hospital, paid doula services remain expensive. These market choices are not financially tenable 

for women with publically-funded health insurance and even for many women with privately-

funded health insurance.  

Finally, I posit that the romanticization of the primitive woman would not resonate with 

socioeconomically-disadvantaged women in the same way that it does with socioeconomically-

advantaged women because the appropriation of the primitive is inherently based on privileged 

notions of wealth, class, and race. Natural childbirth ideologies remain typically inaccessible to 

economically-disadvantaged women, thereby partially separating these women from natural 

childbirth philosophies which idealize natural childbirth.  Indeed, Candace Johnson (2008:897) 

argues astutely that affluent women‘s turn away from the medical and focus on the natural is an 

interesting ―rejection of privilege which simultaneously affirms it.‖   

 This section illustrates the ways in which many privileged parturient women navigate a 

society that glorifies the natural while employing the technical and medical. Despite the fact that 

proponents of the natural childbirth movement promise that women have inherent abilities to 

give birth, the women who follow natural childbirth ideologies are unable to separate themselves 

entirely from technological and medicalized attitudes that dominate society (Johnson 2008). I 

posit that this social and philosophical conflict creates particularly complex realities for women 

who desire to have a natural childbirth and that these complexities create the real possibility of 

feeling that one‘s body is defective. When women embrace natural ideologies but are unable to 
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attain them, they often view the technological and medical options on which they end up relying 

as a substandard entrance into motherhood. In this regard, natural childbirth becomes a high-

stakes game in which women have much to gain—―wisdom‖ and display of ―inherent 

instincts‖—and an equally opposite amount to lose. The next section further implicates the 

natural childbirth movement by discussing the ways in which the language of the movement 

defines success and motherhood.  

 

Implicating Dichotomous Language 

 Text from the HypnoBirthing ideology delineates the type of language used within many 

other natural childbirth philosophies. The following is a shortened description of 

Hypnobirthing‘s mission, found on its official website:  

  HypnoBirthing—the Mongan method—is a unique method of relaxed, natural  

  childbirth education. It is a simple, straightforward program, thoughtfully   

  developed over the years to remind mothers of the simplicity of birth itself…The  

  birthing body and the baby know just what to do. HypnoBirthing is designed to  

  teach women to trust in Nature's way of birth and to relax and let their bodies do  

  what is needed (www.hypnobirthing.com). 

 First note the capitalization of the term ―Natural,‖ illustrating the emphasis placed on this 

aspect of the philosophy. The aims of Hypnobirth‘s mission are, in many ways, laudable. Like 

other natural childbirth ideologies, HypnoBirthing desires to deconstruct fear surrounding 

childbirth and return childbirth to the realm of women. Generally speaking, these ideologies 

desire to empower women to feel capable of giving birth and then empower them through giving 

birth. 
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 The problem with these natural childbirth ideologies, however, is that this language 

creates implicit, disempowering opposite connotations. The use of the term ―natural‖ childbirth, 

for example, connotes that there exists an ―unnatural‖ or ―abnormal‖ childbirth; evoking a 

―relaxed‖ image of childbirth implies that there is a ―stressed‖ version of childbirth; naming a 

―simple‖ and ―straightforward‖ intimates a ―complicated‖ childbirth. The list goes on.   

These linguistic issues apply outside of the natural childbirth realm as well. Consider the 

title of the previously discussed television special, ―Giving Life: A Risky Proposition,‖ for 

example. This title seems harmless enough, but think about how this too could become 

problematic for a woman who gave birth vaginally to a stillborn fetus. These ideas should evoke 

the question, What does it mean to ―give birth‖? The Merriam-Webster defines ―to birth‖ as ―to 

bring fourth‖ or ―to give birth to.‖ Nowhere does this definition say that ―giving birth‖ entails 

exit of the baby through the vagina; yet, natural childbirth philosophies, in positing that women 

have the capabilities to bring their baby into the world naturally, clearly define ―giving birth‖ as 

a vaginal birth, ideally without the use of analgesics. These definitions and their harmful 

implications create space to marginalize women who have different delivery types. Consider 

Gloria‘s commentary in which she rejects the notion that she gave birth:  

  …I don‘t feel like I gave birth. The babies were born, but I didn‘t give birth. And  

  I still don‘t feel that. You can‘t really say that to other people who‘ve had C- 

  sections or whose sisters had C-sections because they might be mortally offended. 

  My feeling was that I didn‘t contribute to my babies being born. They were taken  

  out of me. And that‘s fine. That‘s just the way it went. But it‘s not a birth. The  

  babies were all of a sudden here.     
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 Gloria‘s comments illustrate perfectly the tense nature of defining one‘s childbirth 

experience. Gloria‘s admits that she cannot talk to other women who have had cesarean sections 

because her unique feelings would directly call into question whether the other women truly 

―gave birth.‖ Problems like these arise when a woman intends on falling into one group—

particularly in the natural ideology—and instead falls into another, ultimately resulting in 

distortions of the meanings and definitions of experiences. This conflict shows that these terms—

―natural,‖ ―give birth,‖ ―empowerment‖—might be accepted easily by women who sought out 

the terms and definitions as their ideal and subsequently experienced what was planned; but for 

women who wanted to experience natural childbirth, for example, and actually experienced a 

medicalized opposite, defining their experiences may not be easy, given the constraints of how 

natural childbirth ideologies define ―giving birth.‖  Stated simply, it is possible that if a woman 

buys into natural childbirth ideologies, anything but a natural childbirth may not be seen as a 

―birth.‖ This discord may particularly be the case with cesarean sections because the surgical 

procedure is regarded as the ultimate juxtaposition of a vaginal birth (regardless of whether the 

vaginal birth is medicated or unmedicated), as well as the ultimate form of medicalization of 

childbirth within society. This inability to define meaning affects how women perceive not only 

of their bodies but also of their childbirth experience in relation to others.  

 Sylvia had an elective cesarean section for her second childbirth, and even though she 

made this decision for herself and for her family, she discusses it somewhat uncertainly:  

I felt okay in deciding to have [a cesarean section] again. But, I mean, I still have, 

of course, this, ‗Oh, what is wrong with my body?‘ question. My birth story isn‘t 

like the birth story that is out there, you know? 



75 

 

 Sylvia first lamented feelings of the defective body and then claimed that her birth story 

is uncommon. Sylvia could mean that her story is unlike existing stories because she had an 

elective cesarean; she might also be expressing that she feels alone in this sense of defection, her 

question of ―Oh, what‘s wrong with my body?‖ Elective cesarean indeed represents a minority of 

delivery types, but I do not think that her experience of feeling the defective body is 

uncommon—even if it seems rare socially.   

Dichotomous ideologies and language inarguably police realities. The ideologies and 

language describing childbirth—in both the natural and medical realms—require that women 

remain fixed in pre-defined boxes that describe typical childbirth experiences, thereby 

marginalizing certain women‘s stories and voices. The notion of the defective body is subversive 

in comparison to hegemonic stories of empowerment, indicating that women might not talk 

openly about feelings of defection, disempowerment, or disembodiment in childbirth.  In that 

regard, Sylvia‘s childbirth story is different than most birth stories out there, as were stories of 

other participants.  

Recall Gloria stating that she cannot openly discuss her feeling that she did not give birth 

because such acknowledgement might risk accusing other women who had cesareans that they 

too did not give birth. In addition to potentially offending other mothers, an honest confession of 

her experiences would out Gloria—is she less of a mother? If she has a baby, how could she feel 

that she did not give birth? After Gloria‘s interview, which was actually my first, I was 

extremely careful with how I used the term ―give birth.‖ Her observations resulted in several 

questions for me as a researcher: Do other women feel this way about birth and cesarean section? 

If so, would my saying ―give birth‖ when they have had a cesarean section only further 

marginalize them or add to their disappointment or sense of discord? What other language may 
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hurt women or not align with how they perceive their own story? Indeed, an entire thesis could 

be written exclusively on language usage in pregnancy and childbirth. These few questions 

illustrate the challenges that particular words and their definitions and connotations present to the 

topic of childbirth.   

So far this chapter has delineated that childbirth dichotomies exist with varying childbirth 

ideologies, between the polarization of the natural and the technical, as well as within language 

used to create meaning around childbirth. But because of the ways in which many participants 

experienced feelings that do not fit into hegemonic childbirth narratives of empowerment, I think 

many childbirth dichotomies exist on an ideological rather than empirical level. Even during 

their pregnancies, almost all participants embraced aspects of both the natural and medicalized 

perspectives of childbirth. Many private participants following natural childbirth ideologies had 

obstetricians and even intended on laboring in a hospital. Recall Sylvia, who originally intended 

to follow the Bradley Method but always planned on hospital delivery and expressed in her birth 

plan that she was open to an epidural.  Jane, a public participant who did not access natural 

childbirth content interestingly always referred to vaginal birth as ―normal,‖ indicating that the 

pervasive idea of what a ―normal‖ birth is has remained a vaginal birth.  

On the one hand, this back and forth between the natural and technical on the part of 

participants is initially surprising, considering the polarized language used to describe childbirth. 

On the other hand, though, employing ideas of the natural and medical when describing desires 

and outcomes is entirely unsurprising: even when women closely follow natural childbirth 

ideologies, they exist in a medicalized society. In this way, what remains shocking is the power 

these polarized philosophies and resulting stories possess.  
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Unfortunately, the tension existing between the natural and medical do not just affect 

pregnancy and childbirth. The tension extends into breastfeeding, a topic containing an equal 

amount of paradoxical expectations between ideologies, language, and realities. Breastfeeding 

was another way in which participants‘ bodies become a site of perceived success and failure.  

  

Failure Seeps into Motherhood 

 Sylvia‘s feelings of the defective body extended past childbirth into breastfeeding. In 

fact, she talks about how she closely connects these experiences:  

  …I had issues with breastfeeding, too. The breastfeeding did not go well…and  

  then, of course, that gets all tied into, ‗I failed in birth, and now I‘m failing here.‘  

  And so when you start feeling guilty as a mother that you‘re not doing what  

  you‘re supposed to be doing, what you think you‘re supposed to be doing, I have  

  this tendency to go back to that, like, ‗Oh, I failed there‘…I mean, I‘ve been  

  trained in gender studies and I‘m like, ‗That is so stupid,‘ but it‘s hard not to get  

  tied up to that emotion about it. 

 While breastfeeding only resulted in continued feelings of failure for Sylvia, Gloria 

conversely discussed breastfeeding as a particular success. About her childbirth, she had told her 

doctor that she ―just felt like a failure, like [her] body didn‘t work,‖ but was ―trying to stay 

positive about the things that [her] body did do right.‖ She recounted the conversation that she 

had with her doctor, explaining to me that she expressed thankfulness that her pregnancies (until 

the very end when her blood pressure rose) went incredibly smoothly and, finally, that she had 

positive experiences breastfeeding her two children: 
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  The other thing I‘ve added to my list of things to be positive about is that I‘ve had 

  such easy experiences breastfeeding and that breastfeeding is something that  

  we‘ve done for longer. And that is very validating as a woman…  

 During our interviews, both Sylvia and Gloria specifically used the word ―failure‖ to 

describe their bodies in childbirth, but they experienced breastfeeding differently. Sylvia stated 

that she knows that her feelings of failure are ―stupid,‖ that she has been ―trained in gender 

studies‖; while she cognitively recognizes that she should reject expectations about what it 

means to be a ―successful‖ mother, she cannot help but feel the dismay that she does. Sylvia‘s 

inability to reject this sense of failure in breastfeeding is unsurprising when one considers the 

ways in which breastfeeding campaigns make explicit that breastfeeding is a defining factor of 

becoming and being a mother.  

 The Baby Friendly Hospital Initiative, for example, is a campaign funded by the World 

Health Organization (WHO) and the United Nations‘ Children‘s Fund (UNICEF). Hospitals and 

birthing centers can receive the desirable ―Baby Friendly‖ certification if they adhere to certain 

standards that encourage and facilitate breastfeeding. However, the Baby Friendly ―About‖ page 

online uses problematic language similar to language of natural childbirth ideologies that were 

previously discussed:  

  [The Baby Friendly Initiative] is predicated on the fact that human milk fed  

  through the mother‘s own breast is the normal way for human infants to be  

  nourished…Breastfeeding is the natural biological conclusion to pregnancy and  

  an important mechanism for the continued normal development of the infant  

  (www.babyfriendlyusa.org).   
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 The word ―normal,‖ used two times in the above excerpt, could easily be replaced by the 

word ―best.‖ I should note here that this section of the chapter is not an attempt to argue against 

the proven benefits of breastfeeding; it is, however, an attempt to explain the detriment of 

positioning breastfeeding as ―normal.‖  The above excerpt implies that not breastfeeding results 

in abnormal nourishment of an infant, which will allegedly only result in abnormal 

developments of an infant. The Baby Friendly excerpt serves as yet another example of 

seemingly harmless language that makes explicit what constitutes ―normal‖ motherhood. 

 Additionally, the description subtly suggests that women should breastfeed from their 

―own breast,‖ unfairly rendering other options—such as pumping or cross-nursing or using 

bought or donated breast milk—substandard forms of nourishment. Organizations such as La 

Leche League specifically endorse the importance of close physical proximity between the infant 

and mother in breastfeeding. Although feminists and academics have criticized organizations 

such as these for moving past the empirical benefits of breast milk and for taking essentialist 

stances on breastfeeding, these organizations have successfully created a tense social climate 

where many women feel that anything less than devout breastfeeding is substandard (Kukla 

2005; Skitolsky 2012). In fact, women‘s guilt surrounding the inability to breastfeed—or perhaps 

even the choice not to breastfeed—has been well-documented.  

 In Misconceptions: Truth, Lies, and the Unexpected Journey to Motherhood, Naomi Wolf 

(2005:268) writes, ―I began noticing how the women around me often saw nursing as a metaphor 

for being a good mother. My cousin had trouble nursing and went through anguish until she 

accepted that healthy, loved babies can also thrive on formula.‖ Academic research has also 

confirmed women‘s dismay at not being able to actualize an ideal of motherhood that includes 

breastfeeding, possibly because over the last century ideals of motherhood have remained 
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stagnant despite the fact that women have become increasingly involved in the workforce, which 

is almost never a breastfeeding-friendly environment (Lupton 2000; Lepore 2009).  

 Breastfeeding and childbirth are related not only because they individually illustrate ways 

in which language creates social climates that set up women for disappointment or guilt but also 

because these topics are rarely regarded as mutually exclusive. For example, recall Sylvia‘s 

connection of failure in breastfeeding to failure in childbirth. Indeed, some studies show 

correlations between delivery type and ease of breastfeeding. Although the effect of epidurals on 

breastfeeding is varied and debated, research has found that vaginal deliveries, in comparison 

with cesarean sections, result in faster initiation of breastfeeding (Rowe-Murray and Fisher 2002; 

Akbas and Akcan 2011). 

 Andrea rejected the notion that natural childbirth and successful breastfeeding necessarily 

go hand in hand, referencing opinions some of her friends who rigidly supported natural 

childbirth:  

[My daughter] breastfed—still breastfeeding. She‘s as healthy as can possibly be. 

That‘s  the other scare of C-sections—they‘re like, ‗You won‘t get the immunity 

coming out of the birth canal, blah, blah, all that stuff.‘ Like, pft, [she‘s the] 

healthiest baby on the planet.  

 Audre, who also had a cesarean section, told me that she breastfed and did not express 

having difficulty with it. When I asked her if she originally wanted to breastfeed, she replied, 

―…breastfeeding for sure. She never had any formula.‖ Audre then looked at her daughter, now a 

few years old, who was sitting on her lap and said teasingly, ―We didn‘t do that!‖ The ―that‖ 

refers, of course, to formula, but Audre‘s tone makes it apparent that she views breastfeeding as 
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superior in comparison to the somewhat unnamed ―that,‖ a rebellious alternative that she and her 

daughter did not do or choose.   

 I point out the example of Andrea and Audre who had cesareans and who did not express 

difficulty in breastfeeding in order to strike down dichotomous perspectives that exist 

surrounding breastfeeding. These views often include positioning choices in pregnancy, 

childbirth, and the postpartum on ―tracks,‖ so to speak; for example, many may assume that 

women who desire cesarean sections would also desire to not breastfeed and that women who 

follow devoutly natural childbirth ideologies will love breastfeeding and find it to be an easy 

experience (Kukla 2005). My participants have particularly unique experiences that straddle 

ideological lines and stereotypes, showing that these dichotomies do not exist necessarily. Audre, 

for example, followed natural childbirth ideologies, had a cesarean section, and still breastfed. 

While both childbirth and breastfeeding philosophies and language tout what is ―normal‖ and 

―natural,‖ women to have varied and disparate experiences in childbirth.  

 The idea that there exists one way of becoming a mother is ultimately detrimental to 

women. It is an idea that creates false dichotomies of experiences which then marginalize 

nuanced, diverse experiences and even force these experience into disparate boxes. In reference 

to breastfeeding, Gloria said, ―I‘ve had friends who had a really difficult time breastfeeding…I 

think there are sort of circles. In my circle everybody breastfed, nobody really had any 

problems.‖ Hillary too surrounded herself by people who were positive about breastfeeding, 

saying, ―I seeked [sic] out people that were loving the breastfeeding process and were doing it 

and succeeding. And I seeked out a lot of natural doctors to help me keep my milk supply up 

because at one point it dropped.‖ While Gloria did not express any personal difficulties 

breastfeeding, Hillary told me she had difficulties breastfeeding for six months before it became 
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easier, and she ultimately breastfed her son for two years. During this time, she also fought with 

family members who desired that Hillary wean her son off breast milk at six months and who 

were incredibly upset when she did not. Despite variations in success with and support during 

breastfeeding, both Hillary and Gloria interestingly ended up aligning themselves with the same 

―side,‖ so to speak, only illustrating the strength of ideological dichotomies even within diverse 

narratives. 

 What is significant to note about my conversations about breastfeeding with participants 

is that I did not have an interview question asking specifically about breastfeeding, although I did 

ask about how women felt about their childbirth in the days, weeks, and months following the 

experience, which often evoked conversation about breastfeeding. Seven out of 11 participants 

brought breastfeeding into their narrative; of the four women who did not discuss breastfeeding, 

one of them, Nora, breastfed during the interview, communicating her stance nonverbally. The 

amount to which participants discussed breastfeeding varied extensively. Hillary, for example, 

talked in depth about breastfeeding, as it is something that she felt very strongly about doing, but 

she had to overcome physical and familial difficulties in order to do. Georgia, on the other hand, 

spoke more generally, rather than personally, about breastfeeding. She described that when she 

had her first child, her mother-in-law talked to her about breastfeeding:  

  She was like, ‗It‘s much easier, it‘s much cheaper. It will hurt at first, but you will 

  be able to get through it.‘ I was like, ‗Okay, it‘s what you do.‘     

 Georgia‘s comments are interesting because while she said, ―Okay, it‘s what you do,‖ the 

context of her comments did not make it seem like she views breastfeeding as a social or 

biological imperative necessarily. At the time of her first birth, over ten years ago, she was a 

teenager, and her mother-in-law recognized that breastfeeding was the best economic choice for 
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Georgia. Additionally, her mother-in-law did not glorify breastfeeding in any way, 

acknowledging that it was going to be hard.  

 Georgia shared an anecdote with me that is worth telling here because it illustrates 

succinctly that breastfeeding is an act fraught with social, cultural, and political meanings, as 

well as potential judgments from others. Georgia used to watch children in her home, and the 

following is a conversation she had with a parent about Georgia breastfeeding her own daughter:  

  …one of the moms was like, ‗My son came home and was breastfeeding his  

  baby dolls today. Do you breastfeed in front of him?‘ and I was like, ‗Yeah, I  

  do.‘ And they‘re very hippy. And she was like, ‗That‘s wonderful. I‘m so glad  

  you do that because boobs are not just for ogling. They‘re not just for show or for  

  men.‘ She said, ‗I want him to know that they have a purpose! So thank you for  

  doing that.‘ [laughter]  

 The story implies that many people—neither Georgia nor the mother she was speaking 

to—view breastfeeding as gross or something that other people should not see. Indeed, public 

breastfeeding is often shunned and considered disgusting (Stearns 1999). This excerpt also 

illustrates that, for many women, breastfeeding is subversive because it rejects socialized norms 

about the female body and sexuality (Giles 2002). Simultaneously, not breastfeeding can be 

subversive for other women because breastfeeding is currently framed as a medical and 

biological imperative.  

The social, cultural, and political complexities of breastfeeding are many, and it is not 

within the scope of this chapter to delve further into the topic. The point of this section, though, 

is to delineate that breastfeeding is another example of the ways in which the mother‘s body can 

become a physical site for defection, as well as intense public judgment. It is an injustice to 



84 

 

women to position breastfeeding as ―normal,‖ especially considering that women‘s reasons for 

breastfeeding or not breastfeeding are affected by socioeconomic factors and are culturally 

constituted through notions of sexuality. The contemporary imperative to breastfeed rests on 

essentialism, in the same way that natural childbirth does, leaving women unjustly susceptible to 

feelings of the defective body.   

 

Conclusion  

These ideas of success and failure in childbirth arguably never end. Broadly speaking, 

there is a large culture of judgment surrounding motherhood in the United States. I say 

―motherhood‖ rather than ―parenthood‖ because much of this judgment falls exclusively and 

unfairly on mothers because of the ways in which essentialist gender norms position women as 

primary caregivers.  

The norms created by childbirth authorities—doctors within the medical world, midwives 

within the natural childbirth realm— regarding childbirth and breastfeeding create pervasive and 

strongly rooted social and cultural mores for childbearing women. Most of the information on 

childbirth and breastfeeding put forth by these authorities, as well as society, attempt to 

positively tell women how to become mothers; ironically, though, many of these well-

intentioned ideologies and campaigns can be detrimental to parturient women and mothers. 

Socialized norms are significant in and of themselves because they are not created within a 

vacuum, but they become especially salient in the stories of women who do not live up to them. 

It is in these discordant stories that straddle ideological lines and experiences where childbirth 

and breastfeeding norms resultantly marginalize women and create a paralysis in being able to 

define their unique experiences.  
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In response to the issues presented in this chapter, I offer a few recommendations. The 

natural childbirth movement needs to consider the implications that their ideologies have on 

some of their followers who, for various reasons, are unable to attain the ideals espoused by the 

movement. The medicalized world too is complicit in all of this; hospitals and their breastfeeding 

campaigns need to look closely at the ways in which they may be hurting, rather than helping, 

women‘s entrance into motherhood. These norms threaten and marginalize the experiences of 

women who do not fit within hegemonic definitions and understandings of childbirth, and they 

quell the stories of women who do not feel like they gave birth, or who did not ―succeed‖ in 

childbirth or breastfeeding. These women are not likely to share stories with others because their 

stories are marginalized.  

Until the dichotomies are replaced with nuanced understandings about women‘s desires 

for childbirth and, most specifically to this chapter, women‘s experiences in childbirth, this 

volatile climate in which some women‘s stories are celebrated and spread while other women‘s 

stories are delegitimized and labeled as less-than-perfect representations motherhood will 

continue to exist.  The next chapter will unveil the specific ways in which my participants, in 

spite of the challenges presented in this chapter, choose to remember—and share—their 

childbirth stories.  
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Chapter 6  

 Not Just One Story: Telling, Reinventing, and Documenting Childbirth 

 

 One of my primary research questions for this thesis was the following: How do women 

with discordant childbirth experiences tell their birth story? A novice researcher at the time, I 

was naïve enough to believe that there would be one answer. What I found is that narratives are 

not fixed but, rather, changing constantly. Participants‘ ways of talking about and remembering 

their childbirth are as diverse and interesting as the participants themselves, and narratives are 

neither singular nor immutable. They change constantly based on factors such as the narrator, the 

listener, and the time passed since childbirth. In trying to answer the aforementioned ambitious 

research question, I noticed the ways in which each interview and narrative contained layers of 

childbirth narratives: stories told to strangers, family members, themselves, and, finally, their 

children. 

 In order to explain the complexity of childbirth narratives, the final chapter of my thesis 

will detail the ways in which women tell, reinvent, and document their childbirth experiences in 

both traditional and nontraditional narrative forms.   

 

Edited Childbirth Narratives: Telling and Not Telling the Story 

 Several participants shared their stories and childbirth experiences openly, either out of a 

desire to tell other people their narratives or a desire to educate others about childbirth. Virginia 

shares her narrative for both of these reasons. In our interview, she explained to me that 

childbirth stories are valued highly within her friend group:  
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  Any of my friends that are pregnant, we get our little mommy club together to  

  support them and to rally and tell our birth stories. We actually did that…when  

  my son was about four months, we went on a girls‘ weekend because we had a  

  pregnant girlfriend. We all got together and told our birth stories and enjoyed each 

  other‘s company. And she‘s planning on doing it natural so I felt very honored to  

  tell her [my story], I guess. 

 Virginia notes at the end of this excerpt that she particularly enjoyed telling her birth 

story to someone who was also planning on ―doing it natural,‖ as Virginia says. Virginia also 

enjoys sharing her stories to educate people about what she learned about childbirth during her 

experiences and what she advocates, but she recognizes that she cannot always do this, as 

childbirth can be a sensitive and personal topic: 

  It‘s hard to tell [my story to] the ones that are geared up for the C-section already.  

  I have about five girls in my department at work pregnant right now and I‘m  

  saddened; I went up to them and asked each one of them what their plans were  

  and over 50% already has a scheduled C-section. I was like, I want to educate  

  them, but I don‘t want to step on their wishes.  

 Another participant, Georgia, is similarly willing to share her childbirth story with others. 

This inclination to share, however, is somewhat unsurprising because at the time of our 

interview, Georgia was training to become a doula; women within childbirth services, especially 

alternative professions such as midwifery and doula assistance, are usually honest about their 

own childbirth experiences. Georgia‘s story, though, is different than many natural childbirth 

stories that circulate most often in midwifery and doula circles because Georgia had all three of 

her children in the hospital and used Pitocin and an epidural for each. When I asked her if she is 
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wary of sharing her childbirth stories with communities that are most often anti-medicalization in 

their philosophies, she quickly replied that she is not hesitant at all:  

  No, I tell them. I am totally open with them about it. Because I want to be able to  

  share these experiences with people so that they are aware. Whenever you‘re  

  talking to other doulas in training, everybody just wants to know your   

  experiences. I feel if I hear another person‘s birth story it‘s… another experience  

  of understanding. And it kind of gives me an idea of their perspective. I am able  

  to be pretty open.  

 Georgia seems open to sharing her personal experiences on the basis that she enjoys 

hearing other people‘s experiences. Stated differently, if she wants to hear other women‘s 

stories, then she speculates that they too might want to hear hers. Not all participants, however, 

desired to share their childbirth stories with others. Some participants did not think that their 

childbirth represented a typical childbirth experience and others feared infringing on women‘s 

opinions and desires. 

 Michelle, the participant who suffered from hyperemesis gravidarum, told me in our 

interview that her experience was unlike most typical experiences of pregnancy or childbirth. 

Because of the diagnosed medical condition that she had during each of her two pregnancies, she 

chooses not to share her experiences with many, saying, ―I just keep my mouth shut unless they 

ask.‖ Hillary, the Licensed Massage Therapist, also does not share her narrative due to the fact 

that she thinks her experience and ideologies are not necessary representative of enough women. 

She gave a specific example of talking to pregnant clients who come to her for massages:  

  …if I get a pregnant woman in that needs a massage and she‘s curious, I try not to 

  dump any kind of…I don‘t want to persuade anybody to do something that  
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  they‘re uncomfortable with because a lot of women are absolutely uncomfortable  

  with home birth. But if they ask or they‘re curious or what should they prepare  

  for, I tell them a watered-down version [of my birth]. Watch out for these things,  

  make sure you have a signed form for this. I try to prepare them in that way. I  

  really try to put a positive spin on the hospital. Or I‘ll shoot them to [the   

  documentary] The Business of Being Born or some kind of educational book on  

  what your rights are in the hospital. And [I say], ‗Just know your rights and make  

  your own informed decisions.‘ I try to keep it light because it‘s a stressful subject, 

  and it‘s touchy, you know. Everybody has their own way of wanting to do stuff.  

  And I try to respect that. 

 Not only does Hillary feel that she is not entitled to tell her clients unsolicited stories of 

her own childbirth experiences, but she also recognizes that her natural childbirth philosophies 

do not represent the norm. Despite the fact that this example takes place in the context of her 

massage studio, I think that Hillary used this example to intimate that she also tries to respect 

other women‘s disparate decisions in other contexts. Instead of offering her own opinion to 

women, she suggests educational materials that were helpful to her, deferring the authoritative 

voice to other sources.  

 A final and significant reason why some participants chose not to share part or all of their 

childbirth narratives was a desire for privacy or a feeling that other people did not want to hear 

their stories.  Recall Jane‘s painful experience in the hospital; she chose not to talk about it 

extensively after her childbirth because she did not want to remember it:  

  I just kept to myself mostly after all that because I didn‘t want other people to be  

  asking too many questions…I‘m okay with it now, but afterwards when I first had 
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  [my daughter], when she was first born, I wasn‘t real comfortable with   

  talking about it. I think most of my friends and family kind of knew so they didn‘t 

  bother  asking me anything.  

 Jane kept quiet about her experiences so that others would not ask her about childbirth. 

She also expressed that close family members knew parts of her experience or knew not to ask, 

suggesting that her sister or father may have told other people parts of her story or that her mood 

and body language after the birth of her daughter was indication enough that Jane had had a 

negative experience.  

 Other participants also deemed parts of their stories too private to share with others. Even 

though Hillary told me that she talks about her experiences with those who share her natural 

childbirth ideologies, there are parts of her narrative that she always excludes. Her ex-husband 

and his family were not supportive of Hillary‘s desire to have a home birth, and their pressure 

was ultimately the reason why she delivered in the hospital. Their judgments of Hillary‘s 

decisions then extended past the pregnancy and childbirth into breastfeeding, which they did not 

support, causing Hillary much pain and stress. Although she talked in detail with me about the 

ideological battles she fought with her own mother and all of her in-laws, she purposefully does 

not tell others about it:  

  I never talk about the family stuff with anybody, out of respect for them because I 

  love them too, and it‘s just hard to talk shit about your family.  

 Hillary was able to talk to me in detail about this because I did not take part in her 

narrative. With other people, especially family and friends, she has to be careful because 

negative commentary or memories could implicate a listener who was part of the events of the 

story. One participant, Andrea, did not want to talk about her narrative at all, considering almost 
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all of it private. Several people asked her about her childbirth experience, which was offensive to 

her:  

  People are so interested. ‗So how did the birth go? Did you have a natural birth?  

  What did…?‘ Everyone asked. Everyone. That was one thing that was shocking. I  

  thought, ‗I wouldn‘t ask about your genitals and what went on in your private  

  life.‘ I mean, your closest friends, sure. But I was really surprised at the number  

  of people who just think it‘s like—it‘s like what I was saying earlier, that birthing  

  and parenting is just such a topic of conversation…I was surprised at how many  

  people felt free to ask and that I felt it was a very personal topic. I was surprised  

  that people had a lack of sensitivity to that, that someone may not wish to share  

  all the gory details of how their child was born. 

 Andrea does not like how both childbirth and parenting are open topics of conversation. 

Recall conclusions made in chapter five, which discusses the ways in which childbirth ideologies 

and language create specific meanings of and judgments surrounding childbirth and motherhood. 

In the above excerpt, Gloria said, ―gory details,‖ indicating that she perceives of some of her 

childbirth experiences negatively and that she does not want to discuss those details with people 

other than close friends. Perhaps Andrea would have felt differently if she had had the childbirth 

experience that she wanted, but, regardless, she makes her point clear: childbirth experiences are 

a private matter which should not be open to the public‘s curiosity. Interestingly, Gloria—who 

said several times in her interview that the experiences of the woman in childbirth should be 

valued—expressed a sentiment somewhat dissimilar to Andrea‘s. While Gloria did not 

necessarily feel that people asking about childbirth were invasive, she thought that they were 

disingenuous:   
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  Everybody wants a quick rundown. But not everybody wants to hear a long story  

  and people don‘t want to hear about it. You can‘t tell people…you can only talk  

  about it with a few people, like really in depth and have them understand. My  

  sister and other people who have had midwives [for example]. The Healthy  

  Mother, Healthy Baby mantra is so strong, and there‘s so much more to health  

  than just being alive!‖ 

 The Healthy Mothers, Healthy Babies campaign is one which attempts to improve 

childbirth services for women in hospitals. Gloria critiques it on the basis that this attention to 

health disregards women‘s emotional experiences of childbirth. What Gloria also meant by 

saying that ―the Healthy Mother, Healthy Baby mantra is so strong‖ is that people want to hear 

the following formulaic story of childbirth: the woman had the baby, the mother and child are 

fine, and they are now so happy. Gloria was disappointed with her childbirth experience and, 

because of the Health Mother, Healthy Baby sentiment she describes, she feels as if she cannot 

fully share her experience with others. 

 This conversation about narratives would not be complete, though, without discussing 

briefly my participants‘ experiences hearing parts of other women‘s narratives while the 

participants themselves were pregnant. Participants seemed to all similarly devalue experiential 

knowledge—usually in the form of small anecdotes or stories representing part of their 

experiences—from other women, unless the experiential knowledge came from women very 

close to them or from women who had experiences very similar to the experiences that the 

participants were having. A small body of research posits that this may be the case because 

parturient women navigate a climate in which authority figures—such as midwives and 

obstetricians—are clearly defined but exist in conflict with anecdotal and experiential knowledge 
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of other women (Root and Browner 2001). In this sense, there exists a somewhat volatile climate 

surrounding childbirth stories told or shared verbally between people, particularly women. 

 While many participants felt as if they could not freely share their childbirth narrative 

with other women, a few participants interestingly described the importance of having a birth 

story to tell their children specifically. This phenomenon has, in fact, already been discussed 

briefly in chapter two: recall that Nora‘s doula wrote a letter to Nora‘s daughter describing the 

birth story. Nora‘s daughter, Margaret, will ostensibly read the letter when she is old enough to 

understand it. What is interesting in this case is that Nora‘s daughter will read a narrative that is 

described through Nora‘s doula’s lens. Other participants, including Andrea, were particularly 

concerned that they should have a story to tell their children through their own lens. When 

Andrea found out that she was going to have a cesarean section, she was concerned about what 

the resulting cesarean section story would entail:  

  I felt robbed, that I wouldn‘t be able to tell my baby about her birth story, you  

  know…I had gotten it in my head that my birth story had been taken from me.  

  ‗Cause [my sister] always sits with my niece and she‘s like, ‗And then we went to 

  the hospital and we did this, and then daddy picked you up, etc.‘ And my niece 

  loves to hear the story of how she was born. I was weeping, and my sister was  

  like, ‗What the fuck are you talking about? Of course you‘ll tell her the story.‘ 

 Andrea‘s sister‘s perspective helped Andrea realize that regardless of the circumstances 

of the delivery, she would indeed have a unique childbirth story to tell her daughter. It has been 

about one year since her cesarean section, and Andrea now says she has a birth story:  

  …now the story of her birth is very clear to me, and it‘s very rich, and it‘s very  

  personal. And I will love telling her that story…and the memories of the hospital  
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  are very clear too. We didn‘t turn on the TV once in the four days that we were  

  there and we listened to nothing but jazz for four days. Sometimes I would lie  

  with her for hours on my chest listening to Chet Baker. Those things will be the  

  story.  

 The birth story that Andrea wants to tell her daughter is a creation and compilation of 

beautiful moments that she wants to remember from a somewhat emotionally distraught time. 

Another participant, Maya, has already told her two oldest children the story of their births. In 

fact, she narrated it to them only a couple of weeks before I talked with her. The story that she 

recounts to her son and daughter, though, is less focused on the literal events of childbirth than 

both Nora and Andrea‘s accounts for their children. Doctors told Maya that her first child was 

going to be a girl, but the baby turned out to be a boy, which is the twist in the story that her 

children love:  

  I [told my son] that [the doctors] say that it's going to be a girl…when I went to  

  do the sonogram, they tell me, ‗You're going to have a girl.‘ And we have big  

  celebration for a girl, we have lot of people bring...clothes, gifts for baby. But one 

  of his uncle bring me boy clothes. I say, ‗Why you bring boy clothes? It's a girl.‘  

  He said, ‗No, I want him to change. And maybe it‘s going to be a boy. ‗Cause I  

  don‘t trust that stuff.‘ And we were laughing at him when he did that. And after  

  that, you know, six months, he was right. He was a boy. And I was telling my son 

  all that, yeah. He was so excited about it.  

 Sometimes Maya also tells her children their birth stories as if they are bedtime stories. In 

our interview, she described to me how her children originally begged her to tell them the stories 

of how they entered the world:  
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  They ask me about the story, and that one came to me: ‗Once upon a time, there  

  was a king named Philippe.‘ And it came to me like that, to explain to him…what  

  happened when he was born…and [my daughter] was very jealous. She wanted  

  me to explain to her what happened when she was born.  

 Despite the fact that Maya told me objectively that her births were very frightening to her 

because she has an intense fear of cesarean sections, she recalls the events positively for her 

children and delights in talking to them about it. The comical story of the doctors miscalculating 

the sex of her first child has become a popular anecdote with both family and friends. The story 

is one that might even outweigh the story of fear that Maya shared with me, at least in number of 

times that it is shared with others.  

 This alternative childbirth story, so to speak, also played a role in Audre‘s narrative. 

Although Audre did not mention telling her daughter about her childbirth story, there is a story 

that, like Maya‘s, has parallel importance to a more literal description of the delivery. Audre 

wanted to have a home birth and labored at home but eventually transferred to the hospital. 

When I asked her if she tells people about her childbirth experience, she said yes:  

  I‘m a big talker, a big sharer when it comes to emotional things so, yeah…plus 

  it‘s actually an interesting story. [The midwives] almost burned my house down.  

  [laughter]. That‘s my joke. One of the midwife‘s assistants caught like a, what are 

  they called? It‘s like a doggy pee pad—they use it to sit on if you‘re bleeding or  

  whatever. It has plastic on the back and then cotton on the front. She caught one  

  [of them] on one of the candles and then it started melting and it was dripping on  

  my carpet and it  dripped on something else and it burned my table and a few  

  things and made these burn marks  on my rug…. [laughter] 
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 When I asked her if she shares her story with others, Audre focused particularly on this 

accident that occurred in her home while she was laboring. Later in the interview while we were 

still talking about the idea of sharing childbirth stories, she said that she has never had a stranger 

or a pregnant woman ask her about her the specific details of her childbirth experience and 

admitted that she is not sure what she would say if that happened. In this way, it seems that 

Audre‘s light-hearted story documenting the candle incident—rather than the specific details of 

her laboring at home and transferring to the hospital—is the one that she has told many friends 

and family members.  

 It is possible that Maya and Audre‘s parallel and alternative stories take on a symbolic 

importance in their childbirth stories. For Maya, the shock that her first child was a boy could 

represent the many surprises she encountered in childbirth. For Audre, the candle incident might 

symbolize the larger unpredictability of her childbirth, of planning a vaginal birth at home birth 

and ending up having the entire opposite, a cesarean section in the hospital. These 

representations are, of course, speculation; but it important to point out that stories conveying 

representative meanings or parallel events to the more literal or physiological events of childbirth 

are equally important to many women.    

 In summary, the telling—or not telling—of childbirth narratives varies. And when the 

narrative is told, the narrative itself varies. Based on the relationship between the woman and the 

listener, parts of the narrative are glazed over, edited, or omitted entirely. Because of the ways in 

which women included details that they sometimes did not tell others or only told certain people, 

it is likely that I received extended narratives during each interview. Recall that Gloria expressed 

that only a few people wanted to hear the entire story. The ―entire story,‖ so to speak, is exactly 

what I wanted to hear. Although I allowed women to take their stories in directions they wanted, 
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I asked questions about pregnancy, childbirth, and the postpartum period, allowing room for this 

full story. A few participants told me they really enjoyed talking to me, and one even told me 

that our conversation was therapeutic, suggesting that she had not been able to be honest with 

other people like she was with me about how she perceives of and remembers her experiences. 

The narratives collected in my research illustrate the plurality of childbirth stories, the notion that 

several stories stem from the same event. Additionally, it became clear in my interviews that 

women‘s perceptions of their childbirth experience changed slightly over time, indicating further 

that telling the childbirth narrative is a changing and evolving act of remembering childbirth.  

 

Reinventing the Narrative  

 During each interview, I asked women how they felt about the childbirth days, weeks, 

and months after childbirth. I also asked if their opinions or thoughts about their experiences 

have changed since the event took place. Approximately half of my study participants indicated, 

directly or indirectly, that their perceptions of childbirth have changed as they have gradually 

come to terms with their experiences. An excerpt from Andrea‘s interview illustrates this idea 

well:  

  I guess the point is that the circumstances, the details of what happened haven‘t  

  changed since the day she was born, but my perspective of it and my   

  interpretation of it has really shifted. And the key was watching that [television  

  show].  Now I feel like it might, could have gone another way, but it didn‘t. It  

  went this way, and it‘s fine. We‘re fine. And I didn‘t get my vagina or my bladder 

  ripped  off. [laughter] 
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 Andrea originally wanted to have a vaginal birth. In regard to her cesarean section she 

said, ―I felt robbed to a very natural ending to a perfect pregnancy.‖ After watching the television 

special on cesarean sections that was discussed in the previous chapter, however, she began 

feeling differently about her cesarean section. She described her shift in emotional thought as 

―huge…an important perspective.‖ Additionally, the joke at the end of the above excerpt about 

―getting her vagina or bladder ripped off‖ references fears that Andrea discussed during the 

interview; she admitted to me that while she regards herself as someone who is very ―in her 

body, a performer and actor,‖ she was ―terrified of [her daughter] passing through the vagina, the 

birth canal.‖ In the excerpt from her interview, Andrea qualifies her cesarean section on two 

grounds: first, she convinces herself that she should be thankful that she lives in the western 

world and has the economic status to access wonderful healthcare; second, she jokes that she was 

able to evade entirely one of her primary fears, damage to her vagina.  

 While Andrea justified certain circumstances of her birth through personal reflection, 

other participants came to terms with aspects of their childbirth that previously upset them 

through influence from others, particularly their doctors. Recall Gloria‘s discussions with her 

doctor, presented in the previous chapter. Gloria‘s doctor encouraged her to think of the things 

that her body did well in order to balance out her negative feelings; as another example, 

remember that Nora‘s doula affirmed that Nora had ―fought valiantly‖ during her labor, giving 

Nora positive validation that helped Nora put her negative thoughts ―to bed.‖ Sylvia also 

expressed that she found it helpful that her doctor reminded her to not to view her childbirth 

experience as the ultimate representation of her entrance into motherhood:  

  And really, my doctor said something to me that was important. She said, ‗Don‘t  

  get caught up in the birth of your child and trying to create this perfect birth plan, 
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  that it‘s going to go like this. Because chances are it‘s not, and it‘s one day. It is  

  an important day in your child‘s life, but it is not the most important day. There  

  are going to be other important days.‘ And it‘s really true. Now, in the moment  

  that it‘s happening to you, you forget that. 

 Sylvia reckons with some of what she perceives as negative childbirth experiences by 

reminding herself that in the context of her child‘s life, the day is but one of many important 

days to come. Sylvia‘s final comments about it being difficult to deal with the events of the 

childbirth ―in the moment‖ substantiate the idea that childbirth narratives are in flux and change 

over time. Sylvia implies that now that she is not pregnant and not having a cesarean section, it is 

easier to look back on the situation differently and potentially more positively. Based on data 

about public participants‘ relationships with their doctors presented in chapter four, it should be 

unsurprising that only private healthcare participants received such validation and affirmation 

from their healthcare practitioners.  

 Hillary, a public healthcare participant, was pleased that she was able to have a vaginal 

birth without the use of any analgesics, but she was incredibly angry about and disappointed with 

her hospital experience, as well as stressed because of the judgment and lack of support that she 

received from her family. Her perspective toward her negative experiences changed slightly, 

though, when she conversed with an incredibly positive woman who had had what she believes 

was an unnecessary cesarean section, not to mention other negative hospital experiences. Hillary 

recounted the conversation she had with this woman:  

  But what was interesting is [that] I was angry when I heard her story…And she  

  was so  calm about it. She was like, ‗That‘s what happened, and I have two  

  beautiful children and a third one on the way, and it‘s unfortunate that it   
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  happened, but we are just learning, and we‘re moving on.‘ And I was like, ‗Oh  

  my god, she‘s so calm…‘ One thing she said she learned that was huge for her  

  was that you can‘t predict what was going to happen... But we have these   

  experiences, and we‘re learning as a culture from it…people [are] getting   

  educated and stuff. And so my outlook is way more positive. [laughter]  

 For Hillary, a conversation with a woman who had positively framed her own negative 

experiences changed Hillary‘s outlook not only toward childbirth but also toward natural 

childbirth advocacy. The conversation did not invalidate Hillary‘s anger about her childbirth 

experience, but Hillary admired the calm way in which this woman recounted her childbirth 

experiences. The interaction ultimately quelled some of the anger that Hillary had about her own 

experiences and convinced Hillary that natural childbirth advocacy does not necessarily have to 

be radical or fueled by anger toward the medical establishment.  

 Thus, for many participants it became important to reframe events that had transpired 

during childbirth. This is not to say that these participants were deluded in what they actually 

experienced; these women did not negate their experiences, nor did they claim that their 

disappointments had dissipated. This reframing is a personal reflection of the experience. 

Attempts to understand childbirth experiences were less about changing the events of what 

happened and more about creating and shaping a narrative that the participants will subsequently 

remember or tell.  

 

Documenting Childbirth 

Within a technologized world, many women are beginning to remember their childbirth 

in ways other than written or spoken word, notably through photography and video. The New 
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York Times‘ ―Honey, the Baby is Coming; Quick, Call the Photographer‖ (Gootman 2012) 

documents the growing demand for childbirth photography, which is a new market opportunity 

for photographers and childbirth enthusiasts alike. Although none of the participants of my 

research mentioned hiring a childbirth photographer, the demand for photographic 

documentation of the event was present in both Sylvia and Andrea‘s interview narratives.  

Sylvia‘s husband took photographs at each of her cesarean sections. In the birth plan for 

her first pregnancy, Sylvia had decided that she wanted to be draped during the surgery. It was 

very important to her, though, that her husband take photographs of what she could not—and did 

not want to see—during the cesarean section:  

…my husband took photos because I told him to. I told him to take pictures…of 

my doctor taking the babies out of my body…you know, it‘s not something that I 

show people. But I‘m really glad I have it. I mean, it‘s my babies being taken 

from my body. It‘s the one thing I have where I can actually see their bodies 

connect with the umbilical cord to my body. 

 Sylvia‘s comments at the end of this excerpt indicate that because she had a cesarean, it 

was important for her to see her babies‘ bodies connected to her. Although Sylvia did not tell me 

that she feels as if she did not give birth, her stated need see photographs documenting her 

children being taken out of her sounds as if she wanted to try to avoid what Gloria felt: that she 

did not give birth.  

 I did not see these photographs that Sylvia described. It is clear that they are private to 

Sylvia and were taken for her exclusive viewing. Shortly following her first cesarean section, 

Sylvia‘s husband posted various photographs related to the childbirth and the newborn on 

Facebook, and he accidentally posted the one showing the doctor pulling Sylvia‘s first baby out 
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of her uterus. A friend of Sylvia‘s emailed her, shocked and wanting to inform her that her 

husband had posted that particular photograph. Sylvia immediately told her husband to remove 

the photograph from the social media site.  

 During Sylvia‘s second cesarean section, her husband‘s camera ran out of battery charge, 

but he was able to take photographs on his iPhone, knowing that the documentation was 

incredibly important. In our interview, Sylvia said, ―If I didn‘t have those pictures from the 

phone, I think I would be really sad…especially because I have them with my [first child].‖  

 The only other participant who mentioned photographs is Andrea, who showed me a 

picture taken of her and her sister right before she went to the hospital for her cesarean section. 

In the photograph—which Andrea showed me on her iPhone—Andrea is upset and tears are 

running down her face. Although she did not mention whether or not someone took photographs 

in the hospital, the one that she showed me seems important to her because it documents her 

emotions at that particular time.   

 This section shows that, in addition to telling childbirth stories or having written 

childbirth stories, women can document the event photographically as well. As in the case of 

Sylvia‘s cesarean section photographs, this documentation is private but significant. Although 

only two participants mentioned having photographic documentation, they mentioned this 

spontaneously and not in response to my questions. It is possible that other participants have this 

form of documentation as well.  

 

Discussion  

 The Google search ―childbirth blogs‖ produces a long line of successful hits, links which 

are all quite obviously childbirth specific sites—Birth Without Fear, Beautiful Birth Stories, 
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Mama Birth, Enjoy Birth Blog (http://birthwithoutfearblog.com; 

http://beautifulbirthstories.blogspot.com; http://mamabirth.blogspot.com; 

http://enjoybirth.com/blog). Internet blogging has only increased over the past decade, and the 

power of this information sharing is not lost on those interested in childbirth or those wanting to 

share their experiences and stories, which is the main content of the blogs. Many childbirth 

experiences are shared by word of mouth, and none of my participants discussed sharing their 

stories online. However, online childbirth stories are leading the way in the exchange of 

childbirth experience. Online blogging about a variety of health-related issues has even captured 

the interest of nursing and health researchers who wish to gain insight into the ways in which 

people document a variety of health-related issues, including childbirth (Eastham 2011). 

Unfortunately, though, research on this online phenomenon is scarce compared to the content 

itself.  

 Dahlen and Homer (2013) explored childbirth blogs and content concerning vaginal birth 

after cesarean (VBAC) and found that women document these experiences leaning toward either 

a ―motherbirth‖ or ―childbirth‖ philosophies; the motherbirth stories focus primarily on the 

woman‘s experience during childbirth while the childbirth stories focuses more on the health of 

the child, often stated as a reason for not pursuing a VBAC. In fact, an entire language and 

culture surrounds VBACs. Women sometimes go beyond the original acronym and specify their 

VBAC experience with phrases and acronyms such as home birth after cesarean (HBAC), 

unassisted birth after cesarean (UBAC), or, going further and creating a noun for the woman, 

vaginal birth after cesarean queen (VBACqueen). These few examples were featured on a list of 

over ten acronyms all uniquely referencing VBACs, some of which I saw while perusing Birth 

Without Fear. Childbirth bloggers are using the internet as a location to both define and express 
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their individual experiences, and this act of sharing can often be considered rebellious and 

subversive (Friedman and Calixte 2009). The internet allows women to share freely their 

experiences of natural childbirth, as well as radically proclaim that they enjoyed their cesarean 

section, as one NPR editor did in a series on childbirth (Hardymon 2011). If a woman has access 

to the internet and she wants to tell a story, there is a forum and an audience. Although, of 

course, following disparities and challenges presented in previous chapters, these blogs are 

written primarily by educated or middle-to-upper-class women, and women‘s accessibility to 

them is certainly varied. Blogs have the potential to offer subversive and nuanced accounts of 

childbirth experiences or narratives, but they can also become a forum for proselytizing 

particular childbirth ideologies.   

 While the wide range of stories about childbirth on the internet begin to proclaim that 

childbirth narratives can be diverse and varied, a large body of academic content on the purpose 

and value of childbirth narratives focuses on the allegedly unifying factors of childbirth. One 

particular article proclaims the following romanticized statement in its introduction: ―As long as 

women have been bearing children, they have been sharing their birth stories with other women‖ 

(Farley Widmann 1998:22). Much of this research, most commonly featured in nursing and 

childbirth education journals, asserts a basic understanding of narratives and posits that 

childbirth stories are important to women and that childbirth educators and healthcare givers 

need to pay attention to them (Callister 2004; Savage 2001).   

 The problem with these articles is that they fail to consider the ways in which technology 

is changing childbirth and do not acknowledge that childbirth narratives are socially, culturally, 

and interpersonally constituted. Tina Miller‘s research on childbirth narrative, arguing that 

narratives are constituted through innumerable social factors, reflects and articulates the 
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complexities found in my own participants‘ narratives (Miller 2000). Her research points out 

three distinct types of narrative that she says are layered in society: the meta narrative, defined 

by culturally embedded expectations; the public narrative, defined medically and professionally; 

and, finally, the individual narrative, which is an informal narrative. Most interesting and 

pertinent to my research, Miller hypothesizes that when women‘s personal narratives do not 

align with these three aforementioned types of narrative, women have difficulty in determining 

whether to break narrative tradition or make their experiences align with other predominant 

narratives. Miller‘s observations on the meta, medical and professional, and individual narrative 

can certainly be found in my own participants‘ accounts of childbirth. Many participants‘ 

expectations and hopes for childbirth were based on meta narratives; medical and professional 

narratives vary extensively by childbirth ideology, although the authority of both obstetricians 

and midwives is great; finally, each participant seems to have one or more individual narrative, 

ones to share with strangers, friends or family, or even their children.  

 In the last two chapters, differences between public and private participants have been 

significant. This chapter does not include discussion of the differences between the ways in 

which public and private participants told stories because my data did not reveal any major 

disparities in regard to storytelling. For example, both Maya and Andrea, a public and private 

participant, respectively, emphasized having a story to tell their child or telling their child (or 

children, in Maya‘s case) a birth story. And many participants, regardless of whether their 

insurance is publically or privately-funded, told me that they did not want to share parts of their 

childbirth experiences with others.  

 With that being said, though, there are subtle differences in childbirth telling and 

documentation that should be noted. For one, consider again that Nora‘s doula wrote a letter 
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about Nora‘s childbirth experience to her client‘s daughter, Margaret. Nora paid for a certain 

type of childbirth story and memory. One public participant, Jane, labored alone in the hospital, 

and there was no one to bear witness to her childbirth or to take photographs of her childbirth 

event as Sylvia‘s husband did and as Andrea‘s sister did. Finally, there were significant 

differences in sophistication between the way that public and private participants talked about 

their childbirth experiences. After completing my interviews, I realized that what I thought were 

some of the most compelling narratives were the narratives of private participants. There is no 

denying that the higher educational levels of private participants often equated to more detail in 

talking about childbirth experiences, particularly medical procedures.  

 Consider the narratives of Nora and Jane, told at the beginning of chapter four. Nora was 

able to talk about and convey medical procedures fluidly—of getting the Foley catheter 

inserted—while simultaneously discussing her own personal desires for childbirth; Jane, 

however, had a more difficult time narrating her own experiences within the hospital and 

describing why certain events happened. In this way, these narratives reflect the ways in which 

private participants were able to access the medical world and operate within it knowledgably 

while public participants may not have been able to do the same because of differences in 

economic and educational levels. The unfortunate part of this observation is that low-income 

women, who are already economically and socially marginalized, may be further marginalized if 

society does not regard their stories as legitimate or as coherent as the stories of middle-to-upper-

class women.  

 

Conclusion  
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Women‘s childbirth stories are rarely stories of shared experiences, as many in society—

and even various academic medical journals—seem to believe. The shared act of childbirth or 

having a baby exists, but it is not necessarily indicative in any way of shared experience. So how 

does one answer the question of how women with discordant childbirth experiences share their 

stories and narratives? This chapter shows that there is not a singular answer because one answer 

would suggest that women experience discord in the same way, which is not true.      

The ways in which women talk about or narrate their childbirth experiences are complex 

and varied. Chapters four and five discussed ways in which women‘s expectations and resultant 

experiences are constituted socially, culturally, and politically. This chapter reveals the climate 

of childbirth stories and narratives. It reveals that this climate is complex and sometimes volatile, 

one in which there are unspoken norms about childbirth that prevent some women from telling 

their stories while encouraging other women to share them. Indeed, Miller (2000:316) speculates 

that ―if women find that aspects of their own experiences do not fit with the public or even lay 

knowledge that surround and shape perceptions of childbirth and motherhood, the pressure for 

conformity may be great.‖ In this sense, most of my participants‘ narratives are quite subversive 

because they had to find unique ways of talking about their experiences. Regardless of how 

openly participants share their childbirth narratives with others, even the act of participating in 

this research and acknowledging openly to me that childbirth was not what they desired or 

expected was transgressive. Participants‘ interviews constituted honest narratives of the joys as 

well as pains of childbirth.  
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Chapter 7  

Conclusion 

 

 In concluding this thesis, I would like to return to the epigraph, a quote from Adrienne 

Rich‘s 1976 Of Woman Born: ―What we bring to childbirth is nothing short of our entire 

socialization.‖ Rich‘s title demands attention from everyone, not just women. She creates 

urgency around the topic of motherhood by pointing out that we all are, as she aptly named her 

book, of woman born. Rich‘s work is a philosophical and social musing about what it means to 

be a mother, including what it means to give birth, how women experience the event, and, 

ultimately, how society is responsible for shaping childbirth. I feel confident that Rich, if she 

were alive, would be unsurprised by my findings, not because they are uninteresting but because 

they reaffirm that the socialization of women is crystallized in the event of childbirth. 

 Chapter four of this thesis juxtaposes the narratives of two participants who had starkly 

different childbirth experiences: Nora carefully selected healthcare practitioners and prepared for 

childbirth by seeking out commercial nonfiction on childbirth; Jane, contrastingly, was not able 

to shop around for healthcare practitioners, and she knew little about childbirth, rendering her 

less capable of making informed decisions than Nora. This chapter posits that the dissimilarities 

seen in Jane and Nora‘s experiences represent the experiences of other public and private 

participants: while private participants had the underlying financial ability to demand satisfaction 

from healthcare practitioners and demonstrate knowledge of childbirth by independently seeking 

out information on childbirth, public participants did not have this capability.  

 One of my primary hopes is that this thesis shows that the current healthcare system is 

one that is full of inequities and one that favors health insurance carriers over those who rely on 
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public assistance. As a result, this system primarily serves the interests of the middle-to-upper 

class. In the event of childbirth, women with publically-funded healthcare are inevitably bound 

to experience less satisfaction and even possibly experience dissatisfaction through 

discrimination. All public healthcare participants were disappointed in some way with the 

healthcare that they received in prenatal care, childbirth, or postpartum.     

 Women can have negative experiences outside of the healthcare system as well. Chapter 

five discusses the ways in which various childbirth ideologies and language surrounding 

childbirth and breastfeeding create idealized models of motherhood that are impossible for 

parturient women to meet. This chapter specifically implicates the natural childbirth movement 

for positing that all women can have a natural childbirth and that natural is the normal way of 

giving birth. Most significantly, though, my data shows that women experience childbirth 

differently than childbirth ideologies and language suggest. Women will continue feeling notions 

of the defective body—whether during the event of childbirth or during breastfeeding—until 

ideologies and language surrounding childbirth stop leading women to believe that there is a 

singular or ideal way to be a mother.  

 Illustrating the plural ways in which women become mothers and experience motherhood 

is chapter six. Although the least politicized, chapter six importantly argues that childbirth 

narratives exist in multiple ways and vary based on how women choose to tell, reinvent, and 

document their experiences. When women‘s expectations and desires do not align with actuality, 

their stories risk marginalization, as the stories do not fit within hegemonic narratives of success 

and empowerment. Participants‘ discordant experiences contain the power to challenge 

hegemony within the culture of childbirth stories but not unless women are able to share their 

narratives more openly and fearlessly. This sharing of narratives is impossible, though, within 
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the volatile climate around motherhood that is fraught with rigid expectations of success, as well 

as judgment. Diverse childbirth narratives must first be valued in order for women to openly 

share and listen to others‘ stories.  

 There are, of course, limitations to the data I collected. The primary limitation of my 

research is the small sample size. I did not recruit as many public participants as I had hoped, 

which is most likely because, as a middle-class university student, I have few connections to 

low-income communities in Austin. Additionally, because I am monolingual, I was unable to 

interview Spanish-speaking women, who have a significant presence within Austin‘s 

community.   

 I would like to note that while I turned away some potential participants with privately-

funded health insurance because I had met my quota of private participants, I only turned away a 

few. Difficulty in recruiting both private and public participants does not necessarily indicate that 

women have not had discordant experiences in childbirth. I hypothesize, rather, that it is difficult 

for women to reflect on unmet expectations within childbirth. Unmet expectations imply 

dissatisfaction, and, as discussed in the introduction, dissatisfaction in childbirth can be taboo 

because childbirth signifies motherhood and women are not supposed to be dissatisfied with 

motherhood socially.  

 Recall Gloria‘s critique of the Healthy Mothers, Healthy Babies campaign: she said that 

so much focus is on the health of the mother and child that the emotional experience of women is 

often neglected or viewed as secondary. The disregard for women‘s honest childbirth narratives 

is so strong that many women themselves may devalue their experiences. In that regard, my 

selection criterion of discord was one to which many women may not have been able to relate. I 

ended up speaking with women who, even before I had met them, had already reflected in some 
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way on their childbirth experience and acknowledged that something they wanted or expected 

did not happen. Their acknowledgement of discord is, in and of itself, subversive to the typical 

embrace of the ―Healthy Mothers, Health Babies mantra,‖ as Gloria called it. Because of the 

radical nature of these women‘s participation in my research, their voices and perspectives in this 

thesis are important and should be taken seriously, regardless of a small sample size.   

 While popular childbirth narratives are beginning to discuss childbirth experiences more 

openly and honestly, the narratives are still ones that tout empowerment, and they are still the 

narratives of middle and upper-class women only. While I of course do not support 

disempowerment in childbirth, this thesis demands more nuanced conversations about childbirth 

which allow room for a woman to express dissatisfaction in her childbirth experiences when it 

exists. This paper also demands that low-income women‘s voices come to the foreground in 

conversations of childbirth experiences.  

 Feminist commentary on childbirth should not be about what method of delivery or type 

of childbirth is best for women. Rich argued almost a half-century ago that socialization makes 

this impossible: some women feel control in having an elective cesarean while others feel control 

in unmedicated deliveries; the idea of home birth is a terrifying one to some women and an 

intimate idea to others. All of the above attitudes toward childbirth could be framed in a feminist 

perspective. I do not present a simple solution in this thesis: my solution is one which involves 

listening rather than telling, acceptance rather than judgment. This thesis is a call to begin paying 

attention to women‘s nuanced childbirth experiences; it is a call to value the voices of low-

income women in order to strive for equality; and, finally, it is a call to reject the notion that 

there is a singular way for women to give birth and be mothers. This thesis is a feminist critique 

of childbirth.   
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Did you have a baby 

within the last five years? 
If yes, you may be eligible to participate in a 

study about women’s childbirth experiences! 

 

 

The goal of this research is to better understand how women talk about their 

childbirth experiences when the childbirth did not go as planned.    

 

You are eligible to participate if:  

 You gave birth within the last five years 

 You are at least 18 years old 

 When you had your baby, the experience was not what you expected, planned 

or desired.  

o Examples include things like you didn’t plan to use pain relief during 

birth and instead used pain relief (or vice versa), you wanted a vaginal 

birth but instead had a C-section (or vice versa), and many others. 

 

Participation includes an in-person interview at a place convenient for you. You will be 

asked about what you thought of childbirth before and after you had your baby and 

about your experiences during childbirth.   

 You will receive $30 cash for your participation.  
 

If you are interested in participating, please contact Brianna Guidorzi. Thank you!  

Telephone: (830) 822-8412  Email: brianna.guidorzi@gmail.com  
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IRB APPROVED ON: 07/03/2012      DO NOT USE AFTER 

STUDY NUMBER: 2012-05-0104            07/02/2013 

 

Invitation to Participate in the Thesis Research  

“Women’s Childbirth Narratives: When Expectations Do and Don’t Meet Reality” 

  

You are invited to participate in a research study looking at women’s unique childbirth experiences 
and stories. Sometimes what a woman wants or desires for her childbirth is not what happens. If 
this is the case, how does a woman tell her story? This research is part of an original undergraduate 
senior thesis, which will be completed by a Plan II and Women’s and Gender studies student at the 
University of Texas at Austin. This study is led by Brianna Guidorzi, Tel: (830) 822-8412, email 
brianna.guidorzi@gmail.com. The faculty supervisor for this project is Dr. Kristine Hopkins, Tel: 
(512) 471-8313, email khopkins@prc.utexas.edu of the Population Research Center at the 
University of Texas at Austin, 110 Inner Campus Drive Stop G1800, Austin TX 78712.  
 
The purpose of this study is to gather information about women’s childbirth experiences and the 
personal and social factors which influence these stories. You must be at least 18 years old to 
participate and have had a baby within the last five years.  
If you agree to participate:  

 You will be interviewed at least once by the principle investigator, Brianna Guidorzi, on the 
following:  

1. Your perceptions of childbirth before you gave birth   
2. Your experiences during childbirth  
3. Your perceptions of childbirth during the postpartum period  

 The interview will take place at a location of your choice, either in your residence or a quiet 
public space, such as a library, coffee shop, or community space. The interview will last 
approximately 30 minutes to two hours.  

 A follow-up interview may be scheduled if a) there is more information you would like to 
share with me after our first interview or b) if our interview is cut short for an unexpected 
reasons and I ask if you would be able to meet me for another interview.  

 The interview(s) will be audio recorded.  
 
Risks/Benefits/Confidentiality of Data 
I will take all possible precautions to maintain the confidentiality of the information that is 
discussed during the interview. There is the possibility, even in a private setting, that people could 
overhear what we are talking about. As a participant, you can decide to not answer any interview 
questions. Your interview will be audio recorded and then transcribed onto my personal laptop, 
which is password-protected. After transcription, the audio file will be deleted from the digital 
recorder. As a participant, you will be assigned an identification number that will be used on all 
data records, and the information which links your name and telephone number to your unique 
number will be stored in a password-protected document on my laptop and will only be looked at if 
I need your telephone number to schedule a follow-up interview or if you would like me to send 
you a copy of the transcript and have given me your email or mailing address in order to do so. 
Pseudonyms will be used on the transcript and in any report or publication of research.  
 
If you choose for the interview to occur in your home, I will not show up unannounced, and I will 
give you 24 hours notice before arriving at your home. If I see any signs of child or elderly abuse or 
neglect, I will have to report them to Child and Family Protective Services.  
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There are no known physical, social, or legal risks to participating in this study; risks are no greater 
than normal life. You will be given a $30 cash incentive for your participation. You will also be 
offered a copy of the transcription of the interview, as it will contain information about your 
childbirth which you may want to keep. If you are interested in a transcript, I will mail or email 
(your preference) the transcript to you.  I will keep your address and/or email address separate 
from transcripts in a password-protected file. Societal benefits to this research include encouraging 
women to reflect upon and tell their childbirth stories.  
 
Participation or Withdraw 
Your participation in this study is voluntary. You do not have to answer any interview questions 
that you do not want to, and you can withdraw from the study at any time, before, during or after 
the interview.  
 
Contacts 
If you have any questions about this study, please contact the researcher, Brianna Guidorzi, or her 
supervisor, Kristine Hopkins, at the telephone number or email address listed at the top of this 
form. This study has been approved by The University of Texas at Austin Institutional Review Board 
(IRB) and the study number is: 2012-05-0104. 

 
Questions about your rights as a research participant 
If you have any questions about your rights or are dissatisfied at any time with any part of this 
study, you can contact—anonymously if you wish—the University of Texas IRB, Tel: (512) 471-
8871, email orsc@uts.cc.utexas.edu.  
 
You may keep this copy of the invitation to participate for your records.  Thank you.  
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Screening Questions 

 

1. How old are you? (18 and over is eligible)  

 

2. Have you given birth within the last five years? (Yes is eligible)   

 

3. How many times have you given birth in the last five years? 

 

4. Sometimes what women want or expect in childbirth is different than what actually 

happens. During your birth(s) within the last five years, was what you wanted in 

childbirth different than what happened? Answering yes could include any of the 

following, although this is not an exhaustive list: (Yes is eligible) 

a. Intended vaginal delivery turns to cesarean section 

b. Intended home or birthing center birth turns to hospital birth 

c. Birth in any location without medication turns to the use of medication 

 

5. What kind of health care coverage did you have to pay for your most recent delivery? 

(Repeat as necessary for other deliveries within last 5 years) 

a. Public (Medicaid/CHIP Perinatal, Emergency Medicaid) or no health insurance 

b. Private health insurance 

c. Self-Pay 

i. If yes to self-pay, did you have private health insurance at the time of the 

birth to pay for other medical costs? 
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Guiding Interview Questions 

 

Childbirth History 

1. How many children have you given birth to?   

2. How old are they?  

3. What are their names?  

4. For [youngest child‘s name here] birth, was your expectation or desires met? [Repeat as 

necessary for all births]   

 

Most Recent Birth in Which Expectations Were Not Met 

1. Starting with [fill in child‘s name here of most recent child‘s birth that did not go as 

expected], tell me about your original plan for the birth.  

2. Tell me about what you imagined your childbirth experience to be like.  

3. What motivated the change?  

4. How did you feel about this change?  

[Repeat questions for other births that did not go as expected] 

 

Postpartum 

1.  How did you feel about these unmet expectations and desires in the time after childbirth? 

 a. in the days after childbirth 

 b. in the weeks or months after childbirth 

 c. in the years after childbirth 

2.  Did your perceptions of childbirth change at all—either generally or personally) after    

(name of child here) was born?   

3.  Do you tell the story of this childbirth often, rarely, or never?  

[Repeat questions for other births did not go as expected] 
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Sociodemographic Questions 

 

 (These questions were asked at the end of the interview on a separate sheet of paper. Participant 

was able to choose if she wanted to read and answer the questions herself or if she wanted me to 

ask the questions to her aloud)  

 

1. What is the highest degree or level of school that you have completed?  

 

None 

1
st
 grade 

2nd grade 

3rd grade 

4th grade 

5th grade 

6th grade 

7th grade 

8th grade 

9th grade 

10th grade 

11th grade 

12th grade 

1 year of university or community college 

2 years of university or community college 

3 years of university or community college 

Completed university 

Postgraduate work 

 

2. In which of the following groups would you classify yourself? You can choose all that apply to 

you. Are you...(Read options; Check all that apply)  

 

Hispanic origin/Latina 

African-American 

Asian-American 

Native American 

White 

Other 

No response 

 

3. Which one of the following best describes your relationship status? (Read options) 

Married, 

In a relationship (but not married), 

Single and not in a relationship, 

Separated, Divorced, or Widowed 

{No response} 
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4. During the last 12 months, what was your yearly total household income before taxes?  

Include your income, your husband's or partner's income, and any other income you 

may have received. (All information will be kept private and will not affect your 

participation in this research study). 

 

Less than $10,000 

$10,000 to $14,999 

$15,000 to $19,999 

$20,000 to $24,999 

$25,000 to $34,999 

$35,000 to $49,999 

$50,000 or $74,999 

$75,000 or more 

 

* If you can't choose one of the previous categories, please tell us your average MONTHLY 

income last year. 

 

5. How many people lived on this income? 
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