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ABSTRACT 
 
 
 
 

According to the2011 National Vital Statistic Report  98.9% of births take place 

in hospitals. However, the number of out-of-hospital births has grown in past decade. 

While perspectives are debated among birthing professionals, theorists, and activists on 

which setting is the “best” to give birth, there is not a good understanding of women’s 

experiences while giving birth, due to lack of research. This study examines the 

experiences of individuals who have recently given birth, with a focus on their care 

provider and birth setting, and assess personal understandings of empowerment and 

control. Sixteen semi-structured interviews were conducted with individuals who had 

recently given birth, including eight women who gave birth within the hospital and 

eight women who gave birth outside of the hospital. This study found that participants 

who birthed within the hospital did so because of access to medical intervention, and 

faced greater challenges to control. Out-of-hospital participants an made an active 

choice to reject intervention, gave more detailed descriptions of their experiences of 

control and empowerment, and  reported closer relationships with their care providers, 
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but were also at risk for greater scrutiny in their birth choices, particularly from loved-

ones, due to their choice to birth outside the norm. 
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I. 

INTRODUCTION 

 The choice of where to give birth today in the United States for many may 

seem like a pretty straightforward one: babies are born at one’s local hospital, and one 

of the largest decisions is who your OB/GYN is going to be. This attitude is certainly 

reflected in a National Vital Statistics Report from the National Center for Health 

Statistics (NCHS) which notes that 98.9% of all babies were born in hospitals in 2009 

(NCHS, 2011).  However, this nearly total reliance on the hospital birthing model is 

not the only way an individual can choose to give birth. In fact, there has been an over 

30% increase in homebirths between 2004 and 2009 for non- Hispanic white women. 

According to another study from the NCHS, among out-of-hospital births, 67.2 percent 

were in a residence (home) and 27.6 were in a freestanding birthing center 

(MacDorman, Marian F., T.J. Mathews & Eugene Declercq 2012).  Studies have 

shown that out- of-hospital births with midwife assistance are a viable option for 

individuals with low-risk pregnancies, (American Public Health Association 2002; 

Anderson RE, Murphy PA 1995;  Zweig & Oliver 2009) and that there may be some 

personal benefits gained by having an out-of- hospital birth (Christiaens and Brake 

2011; Parry 2006; Parry 2008). There are many pregnancies in which the presence of 

the hospital is a necessity. A large number of people do not have the privilege of 

having uncomplicated or lower risk pregnancies. For these individuals, the hospital 

may be the best model of care, providing at times lifesaving intervention for both the 

individual birthing and their infant. Furthermore, some individuals may just have a 

personal preference for the hospital setting. Interventions such as pain medication, 
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consistent monitoring, and even C-section may be desired by the individual. However, 

this logic does not work both ways: the hospital model of birthing is the one which is 

valued most within our society. Individuals who choose to birth outside of the home 

may face a great deal of criticism for their choices (Parry 2008), and they do not have 

the support of birthing in a way that the majority of society finds acceptable. Lack of 

geographic access to out-of-hospital care or lack of knowledge about out-of-hospital 

birth may also prevent individuals from seeking out-of- hospital care. These factors 

combine to make further examinations into the risks and benefits of each care model 

particularly important, especially as we work to create a system where individuals can 

access whatever care is best suited to them and their needs. 

Practices which suspend access to midwife care are often centered on our 

cultural attitudes, which currently do not fully support out-of-hospital births. These 

discussions are important when considering aspects of the hospital birthing experience 

which could be negative for some individuals. Of particular relevance is the discussion 

surrounding the medicalization of birth and pregnancy. Conrad (2008) describes 

medicalization as “a process by which nonmedical problems become defined and 

treated as medical problems.” (1992: 211) Medicalization may cause people to 

problematize experiences with their body which are not necessarily dangerous or 

pathological. Many theorists have suggested a “culture of fear” surrounds pregnancy 

and birthing in our society (Cahill 2001; Christiaens and Bracke 2011; Marshall & 

Woollett 2000, Reiger, Kerreen & Rhea Dempsey 2006), and these fears related to 

pregnancies may negatively impact individuals, as well as our societal perceptions of 

female-assigned physiological events as a whole. This conception may prevent 
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individuals from having an interest in birthing out-of- hospital because it makes them 

believe doing so would be unsafe. The possible fear associated with medicalized 

understandings of pregnancy shows one way we have been culturally conditioned to 

prefer hospital birth. 

The restriction of individuals from birthing outside of the hospital does not only 

take place through social conditioning; there are often policies and legislation which 

affect the way that people “do birth.”  According to the Midwives Alliance of North 

America, as of 2011 there are ten states in which the practice of midwifery without a 

doctor’s direct supervision is entirely illegal, and two states in which it is not 

technically illegal, but licensure for practicing midwifery is unavailable. Within the 

states in which midwifery is illegal, midwives can be arrested for practicing medicine 

without a license, despite any previous experience with midwifery or licensing and 

certification in other states. This puts midwives at risk for arrest even if there have been 

no incidents during any of the births which they have assisted. These states’ limits on 

midwifery bar any potential benefits which could be garnered from out-of-hospital 

care, and force the journey of pregnant individuals who want legal assisted births into 

the hospital environment with no examination of the care method which may be best 

suited for or preferred by them. 

While the hospital setting is the most common place for giving birth, critiques of 

this model do exist. There are a variety of aspects of the hospital birth setting which 

these critiques focus on, including: increased medicalization (Christiaens and Brake 

2011; Chervenak & McCullough 2005; Zweig & Oliver 2009), lack of patient control 

(Moore 2011), gaps in knowledge about the processes of pregnancy and labor by 
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patients (Rosenthal 2006), the bolstering of societal fear surrounding pregnancy 

(Marshall & Woollett 2000; Reiger, Kerreen & Rhea Dempsey 2006), and aiding in a 

general feeling of disconnect from the process of labor (Carter 2010).  These critiques 

of the hospital model, and lack of support for and attention paid to the out-of-hospital 

midwife assisted model, compel examination into the current situation is with hospital 

birth and its alternatives. It has been argued that one way in which the out-of-hospital, 

midwife assisted birthing model is often particularly strong is in personal support and 

allowing greater autonomy in the birth setting (Carter 2010; Shaw and Kitzinger 2005). 

This thesis will expound upon this work, and is concentrated on this research question: 

How does birth setting and care provider during labor affect an individual’s perception 

of empowerment and control in the birthing experience?  

There is not a great deal of work comparing the experiences of individuals who 

opted for hospital births and those who participated in non-normative birthing practices, 

such as out-of- hospital midwife assisted births. Studies like these are necessary in order 

to understand the actual experience of individuals, as well as how they are able (or 

unable) to exert autonomy and experience empowerment in their birthing. This study 

utilizes qualitative methods in an attempt to compare the experiences of cis-women 

(individuals who are both female- assigned at birth and “woman” identified) who have 

recently given birth in different settings and with different types of birthing care 

providers. The focus of this study the experiences of birthing in the normative model 

(hospital birth) as compared to those who participate in non-normative models, 

particularly home births and midwife run birth settings or birthing home births. I am 

chiefly interested in examining experiences in one’s ability to assert control, as well as 
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how much control was regulated on the participants by others assisting in their birth, 

how much freedom they felt they had in the birth experience, and who is given 

authority in the birth situation. I am hoping that these examinations will provide further 

evidence as to whether or not the differences between hospital and out-of-hospital care 

that have been proposed by some natural birthing activists truly exists, as well as how 

empowerment and personal control function within each setting. 

The data collected in this study result from qualitative semi-structured 

interviews. The interviews were conducted with individuals who lived within the 

Sarasota, Florida area, or received treatment from an area-based care provider. The 

area of Sarasota is a particularly interesting area to examine in this realm. There are 

two birthing homes and several independent midwives located in the area, as well as a 

few major area hospitals. The major area hospital most commonly attended by 

participants in this study is nationally ranked for its maternity care, but also known 

very well for its high Cesarean section rates; with a rate of 41.3% in 2007, nearly 

double the national average for that year, and almost three times the World Health 

Organization’s maximum C-section recommendation rate of 15% (Gilkey 2009; 

Childbirth Connection 2012; Chaillet et al. 2007). This provides some evidence that 

the use of medical intervention is high in the hospital setting. Further support for 

Sarasota being a particularly interesting site for this research is the lively community 

of “birthing activists” in the area. Many of these individuals who advocate for out-of-

hospital birthing, or changes to the hospital model, have themselves given birth at 

home or in a birthing home (some of these individuals are represented in my sample). 

These parents/activists are often also involved with other activism related to birthing 
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and childcare, such as the anti-circumcision movement, the anti-vaccine movement, 

and alternative education choices, such as home-schooling or unschooling. Because of 

this sort of parenting “sub-culture” it is interesting to note that many individuals, 

though not all, who participate in out-of-hospital birthing are linked into this network. 

The next section of this thesis will focus on a literature review which helps 

expound upon some of the issues discussed within this introduction. This includes a 

more in-depth discussion of medicalization and individuals’ experiences with it, review 

of relevant literature surrounding the areas of empowerment and control, and further 

examination into the critiques of both the hospital and out-of-hospital birthing model. 

The next chapter gives a more detailed description of my methodology, including 

demographic information on my participants and further discussion of my interviewing 

and analysis process. The following chapter focuses on analysis and discussion 

surrounding this study, which highlight the most relevant findings, with a major focus on 

participants’ experiences of control, empowerment, and support in the birth setting. The 

conclusion of this thesis expands upon the possible implications of my research, and also 

discusses relevant future research which could be conducted in the sociological study of 

birth. 
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II 

 LITERATURE 

In general, the birth of a child is a transformative and pivotal moment in a 

person’s life. It is also a culturally and socially constructed event. Birth is a subject 

which has been understudied in sociology, but is rife with material for sociological 

study, due to its impact and implications on the individual and familial level, as well as 

within our society. There are many expectations  about the way people will give birth, 

where they will do it, and how they will act according to social norms (Cahill 2011). 

Individual desires within the birth setting may be at conflict with societal expectations 

about birthing. The research in this thesis is focuses on experiences of control and 

empowerment in the birth setting, in particular how women are (or are not) able to 

negotiate control and gain empowerment while giving birth. In accordance, this 

literature review will discuss what medicalization is and how it currently affects 

individuals giving birth. It will then provide a brief history of medicalization, and 

provide some arguments for the ways medicalization has been argued to influence 

individual and collective action within birth. It will then highlight the ways that 

medicalization has been related to issues of control and empowerment. Finally, it will 

track some issues within the existing literature, in order to support the research 

undertaken within this study. 

 

Medicalization 
 

 
Access to medical intervention may be one of the main reasons that an individual 

seeks a hospital birth. Some examples of giving birth in the hospital for this reason 
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include a fear of something “going wrong” or a desire to receive pain medication. This 

focus on medical intervention as a part of birth is reflective of the ways birth has become 

increasingly medicalized. 

In his 1992 review of the literature on medicalization, Conrad (1992) states that 

“medicalization consists of defining a problem in medical terms, using medical 

language to describe a problem, adopting a medical framework to understand a 

problem, or using a medical intervention to ‘treat’ it” (1992: 211). Medicalization is 

therefore a definitional process, through which “problems” are evaluated, treated, and 

observed according to medical language and understandings (1992:211). Understanding 

a life event, such as pregnancy, as requiring medical attention or specialized medical 

care is a part of the medicalization process. Under this definition, it does not matter 

whether or not a medical issue is seen as “legitimate;” even critical and lifesaving 

intervention is a part of medicalization, as the understanding and treatment have all 

been constructed within a medical framework. Most often, however, people are 

referring to “overmedicalization” when they use this term, and are focused on whether 

or not understanding certain events through this medicalized lens is always appropriate. 

 

Evidence of Medicalization in Women’s Experiences 

 

In order to understand why medicalization might present a problem for people 

giving birth, it is necessary to examine how the process of medicalization can directly 

impact  someone’s experience. Medical intervention may restrict individuals in both 

literal and metaphorical ways. For example, many hospital policies require that women 

do not eat during labor because of the possibility of C-Section. While this may make 
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sense from a medical standpoint, labor may last many hours and is an extremely intense 

bodily experience where large amounts of calories are being used. This requirement 

may make labor a more uncomfortable process for the individual, and relies on the 

notion that C-section is always a reasonably expected possibility for birth. Continuous 

fetal monitoring or an IV may limit a person’s ability to move. These interventions are 

not necessary for low risk births, and may confine movement during parts of their labor 

where sitting still is uncomfortable. Certain drugs administered may also limit a 

patient’s ability to move during labor. For example, epidurals may prevent individuals 

from being able to move their legs, and because of this regulation is often placed by the 

hospital on whether an individual can leave their bed or not after receiving an epidural. 

Each of these aspects of possible birthing experiences shows palpable restrictions being 

placed on the birthing body, and their impact on the individual’s experience is affected 

by how comfortable (or uncomfortable) they are with receiving these interventions. 

Restriction of movement is also evident in the common hospital birthing 

position where a patient lies on their back with their legs spread open. This position is 

advantageous from a medical standpoint, as it allows doctors great visibility of and 

access to the vaginal canal, but studies have shown that this may not be the best 

position for giving birth, preferring instead a standing or squatting position (Gupta and 

Hofmyer 2004; Michel1, Rake, Treiber,  Seifert, Chaoui, Huch, Marincek and  Kubik-

Huch 2002). Because of the authoritative nature of medical setting and societal 

expectations of polite femininity, many women may not request a different position or 

even recognize that deviating from the hospital norm is an option (Martin 2003). This 

relationship between the standard hospital birthing position and lack of perceived 
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ability to deviate from hospital norms evidence restriction as a combination of tangible 

and intangible forces. 

The increased use of labor induction and augmentation through drugs is 

another aspect of the hospital birthing experience which comes under scrutiny in 

critiques of hospital birthing (Beckett 2005). If someone is considered to have gone 

too far past their due date, or has been in labor for too long with a “failure to 

progress,” they are often given a drug which will stimulate contractions. Most times 

this drug comes in the form of Pitocin, a synthetic Oxytocin. This method of induction 

is often critiqued because of fears that doctors may be inducing labor partially based 

on their own needs (e.g. wanting the labor not to take too long, wanting to schedule 

patients’ birth) instead of always being used in cases where it is a necessity. Drugs for 

induction are also often linked to a “cascade of interventions” in which beginning 

interventions increase the likelihood for use of further and more extreme medical 

intervention (Goer 1999; Rosenthal 2006). This argument is supported by research 

which has shown that women who have their labors augmented or induced with 

medication may be at a greater risk for Cesarean Section (Cammu, Martens, 

Ruyssinck, and Amy 2002; Heffner, Elkin, and Fretts 2003). 

Critiques of each of these common interventions highlight some potential issues 

that may arise from medicalized treatments of birth. However, the use of these 

interventions is relatively recent in historic terms. Tracing shifts in the history of birth 

and birth management gives insight into changes in the ways our society in general 

thinks about birth. It also highlights how and why interventions discussed within the 

section rose to popularity within the medical model of birthing care. 
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A Brief History of Medicalization in Birth 
 

 

Significant shifts in understanding of pregnancy and birth through a medical lens 

have taken place over time. It has been argued that a great deal of this shift took place 

between the 17
th 

and 18
th 

century as birth began to move from the out-of-hospital 

setting into the hospital, though this shift is representative of a very early 

understanding of when the medicalization of birth began to take place (Cahill 2000). 

This shift was associated not only with changes in the way that birth and pregnancy 

were understood, but also in who was seen as an authority and the best care provider. 

Cahill points to the invention and spread in the use of forceps as a major event in the 

shift to the hospital setting, as well as societal ideals that “science,” as opposed to 

experience and elders’ knowledge-based training should be the guiding practice in 

childbirth. Contained within this argument are some implications about the ways that 

the medicalization of birth has affected the gendered nature of birthing care. Whether 

or not one believes that the practices of midwives during this time frame were “better” 

or “worse” than the care from the more institutionalized spheres of “modern 

medicine,” it cannot be forgotten that women were originally disallowed the education 

necessary to become a medical professional, therefore eliminating women-led care if 

institutional professionals were to become the valued model for birthing. Because 

women were barred, individuals who had previous knowledge in birthing care, 

traditionally a position occupied by a woman, were also eliminated from this 

profession. Cahill further explicates gendered issues within the shift to the hospital 

setting noting that women at this time, along with the poor, were considered 

appropriate candidates for research and teaching materials, making their bodies 
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effectively less valued on an autonomous level. 

Cahill argues that despite this exploitation, societal fears since the 18
th  

century 

have focused on not having a doctor present at a birth, historically a male doctor, and 

that this fear combined with the devaluation of midwives has helped to push obstetric 

care almost entirely into the hospital institution. Cahill concludes that this has helped 

lead to the pathologizing and medicalization of pregnancy, and that the limitation of 

midwifery to “low risk” pregnancies is an underutilization of this profession. This 

discussion also illuminates the difficulty in  understanding the hospital sphere as a 

“post-gender” or feminine institution. This is particularly relevant given the current 

shift in the number of men and women studying to become OB/GYN’s, with women 

now accounting for a large majority of resident OB/GYN’s (Gerber and Sasso 2006). 

However, it is important to consider how the historically male and masculine 

dominated institution may still be shaped by previous sexist attitudes and practices, and 

note that this phenomenon of majority women as OB/GYN’s is relatively recent in 

historical terms. 

Other authors have pointed to major shifts to the hospital setting as taking place 

at a later time than is suggested by Cahill. According to Devitt (1977) the major shift to 

the hospital realm occurred in the mid-portion of the 20
th

 century, where in-hospital 

birthing increased from around 37% in 1935, to 88% in 1950, to 96% in 1960. While 

the medical model may have been gaining popularity and making advances in 

technology well before this time, as discussed by Cahill, these statistics evidence that 

relatively rapid transition from  mostly out-of-hospital birthing to a near complete 

reliance on the hospital model. Devitt attributes this beginning of the shift in the 1930’s 

to a variety of factors, including the rise of industrialization and urbanization in the 



13  

1850’s, which in turn increased poor birth outcomes, the growing influence of 

infectious disease theory, the virtual elimination of midwife care, and growing 

understandings of pregnancy as a medical problem which required doctor care. Greater 

class and geographic accesses also contributed to ultimate shifts to the hospital setting, 

as birthing outside of the hospital was associated with lack of access to hospital care, 

either because of finances or location. Devitt notes, however, that this shift was not 

necessarily associated with safety, because although data from the time does show 

greater chances for poor birth outcomes from the out-of-hospital setting, it does not 

control for socioeconomic condition, which has been shown to contribute to poor birth 

outcomes. In turn, Devitt argues that this shift was based in changing conceptions 

about pregnancy and how pregnancy was best “treated,” not practical evidence of the 

hospital being an inherently “better” model of care.  

Thomasson and Treber (2008) point to changes in the infrastructure of the 

hospital which lead to the transformation of common birth setting within the United 

States. They argue that in the beginning of the 20
th

 century hospital became the centers 

of medical science, and that advances in medical technology and a growing consumer 

base doctors opted to work within the hospital, instead of primarily through house 

calls, for this first time. These authors point to a similar period of time when discussing 

the rise in hospital birth, and also examine maternal mortality, which they say was not 

significantly decreased by hospital birthing. Instead, they argue that it was the 

physicians preference for the hospital environment, and their promotion of this 

environment, which most greatly contributed to the shift from out-of-hospital birth to 

hospital birth.  

The shift from the out-of-hospital setting to the hospital, and the medicalization 
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associated with it can be seen in changing public opinions surrounding birth. K.K. 

Baker (1998) focuses on how the rhetoric surrounding pregnancy has provided 

evidence of this change in society’s understandings of pregnancy and birth, while at the 

same time reinforcing and perpetuating this medicalized understanding. Baker points to 

medical texts from the early 20
th 

century related to pregnancy and examines how they 

regulated and created a normalized definition of the “condition” of pregnancy as a 

whole.  In particular, the United States Children’s Bureau’s Prenatal Care, a text first 

published in 1913 and distributed to tens of millions of women in the early portion of 

the twentieth century, serves as a representation of the spread of 

more medicalized understandings of pregnancy. This handbook style text worked as a 

sort of “how to” for pregnancy, outlining decision making, hygiene, and potential 

complications of pregnancy. 

Baker examines two editions of the text, the 1924 and the 1935, in order to 

highlight how “Prenatal Care embodies biomedical rhetoric about pregnancy as it was 

first introduced to women” (1998:1069). The language constructs pregnancy under a 

“disease-model,” “dominated by language and content that repeatedly cast all 

pregnancies as potentially pathological- potentially disease-like” (1998:1069). This 

“disease-model” is evident mostly through depictions of pregnancy as a host-parasite 

relationship (e.g. discussing the baby “taking” from the mother’s body), and through 

highlighting the potential for things to go wrong in pregnancy at any time. The text also 

highlights the need for reliance on doctors and medical instrumentation, the need for 

limitation and control of self due to pregnancy, and the dismissal of alternative forms of 

knowledge, such as reliance on bodily awareness and folk-knowledge. 
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Baker also notes differences between the two texts, focusing on the fact that the 

1935 edition calls for more individual deference to medical professionals than the 1924 

edition. The societal elevation of the authority of medical professionals is exemplified 

by who is positioned as “expert” in each text: the first edition examined was written 

by a woman with children, while the second edition was written by a medical doctor. 

This shift in “expert role” of the text, combined with the increased influence of 

medicine on the later text, according to Baker, highlights the trend towards the 

medicalization of pregnancy. It is also evidence of greater value being placed on 

learned knowledge of birth and pregnancy (i.e. that which is gained in medical school 

and as a doctor) vs. lived knowledge (i.e. advice from someone who has given birth), 

which ties in to Cahill’s discussion of the expert role shifting to the medical sphere, and 

away from lived experience. 

 

Medicalization and Social Control 
 

 
The previous discussion begins to illuminate the ways medicalization has 

affected our culture: in short, medicalization functions as a form of social control. The 

restriction of movement and eating during labor or the messages about a “normal” 

pregnancy conveyed through texts matter as a whole because they communicate 

messages about the process of pregnancy and birth which impact how our society 

thinks about these issues. These messages also influence how individuals who are 

pregnant and birthing are able to function within our society. Because pregnancy and 

birth are most often associated with cis-women, these medicalized understandings also 

carry gendered messaging, and in turn their control may have direct gendered 

implications. 
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Understanding the ways obstetric care can be used as a form of social control, 

especially as it is related to gender, helps clarify why the medicalization of pregnancy 

may be problematic for some individuals. When considering critiques associated with 

medicalization such as the devaluation of femininity, the pathologizing of pregnancy, 

and rising medical intervention rates, it is essential to focus not only on how issues 

came to exist within the medical framework, but also how they affect people at both 

the societal level (such as their understandings of the experience of pregnancy) and 

also the individual level (for example their satisfaction with the birthing experience). 

We can return to Cahill (2000), whose work also focuses on how the 

medicalization of childbirth has become a form of social control. In particular, her 

theories focus on the specifics of how childbirth has been medicalized and how this 

process took shape in a historical framework. Cahill argues that “medical frames of 

reference and knowledge have been accepted and legitimated within a system that has 

brought about not only a surge in engineering obstetrics but a steady erosion of 

maternal choice, control and satisfaction in relation to many aspects of pregnancy and 

labour” (2000:334-335). Cahill’s argument also focuses on the gendered imbalance that 

this system creates. She highlights the fact that there is no comparable male- assigned 

medical system, while arguing that the system in place proves to further pathologize 

pregnancy and minimize the power and autonomy of women, while bolstering the 

power of what she argues is the predominantly male sphere of medicine. This control is 

primarily maintained through regulation of the pregnant body via medicalized 

understandings of pregnancy and medical intervention which relies on these 

understandings. 
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In further examination of the ways which medicalization and its associated 

interventions are directly related to social control, we can return to an earlier example 

of the use of pain relieving medicine during labor. The use of pain relieving drugs also 

plays a large role in the limitation of movement. As mentioned earlier, after receiving 

an epidural a patient will often be physically incapable of standing or moving outside 

of the hospital bed, making a standing or squatting birth impossible. This limitation 

becomes particularly relevant when considering that 61% of all women birthing single 

babies now receive an epidural or some other form of spinal anesthetic (National Vital 

Statistics Report 2011). While epidurals may be a valued and important part of the 

birth experience for some individuals, one study has shown that epidural usage may be 

related to higher fear of childbirth and experiences of loss of control in the birth 

setting,  but not greater understanding or knowledge of epidurals (Heinze and Sleigh 

2003).  This evidences issues with lack of informed consent and how it might be 

problematic when combined with readied and accessible medical intervention, as well 

as how the use of the intervention may be associated with fear of the process of birth 

and the positioning of birth as an  “unnatural” event which must be managed via 

medicine. Pain is positioned as a scary and unmanageable part of labor, instead of as a 

natural occurrence, and the epidural becomes the medicalized solution to the problem 

of pain. 

In order to further understand the widespread usage of epidurals, Arney and 

Neill (2008) discuss how pain management and understandings of pain have been 

directly related to the construction of the hospital birth experience over the past 

century. The authors argue that much of the focus of obstetrics has been related to pain: 

first focused on pain elimination, and then on pain management. They even note that 
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for some time using pain management for child birth was considered taboo, and that 

before the 19
th 

century, pain was considered a “natural” and “normal” experience. This 

reconstruction of the experience of pain during labor may cultivate fear in the birthing 

environment, and promote more individual reliance on medication in order to avoid 

pain. It also highlights the effects that medicalization has had on creating societal 

norms. As individuals began to see pain management during birth as necessary, 

assumptions about the capability of bodies (and in particular women’s bodies) arose. 

On an individual level these assumptions may influence an individual into thinking they 

are not capable of handling the experience of birth, or that they should automatically 

attempt to “fix” the pain associated with labor using intervention. 

While the authors argue that the natural birthing movement has impacted the 

shift from elimination to management, there are interesting implications about current 

pain management methods when examining previous methods of pain elimination. One 

method of pain elimination which was popular in the early 20
th 

century was a mixture 

of morphine and scopolamine, a heavy combination of drugs which blocked memory 

formation and sensations of pain without causing complete unconsciousness (Beckett 

2005). This method of pain elimination, referred to as “twilight sleep,” may have kept 

the patient physically awake, but also put women in an altered and unaware state, and  

made it so that recollection of birth was entirely impossible. This  practice is no longer 

used, but highlights the fact that medical and cultural understandings of “the 

best way” may shift over time, and allow for a greater precedent for questioning 

currently accepted practices. Just because a norm is established in a setting of great 

culture authority, in this case within the medical field, does not mean that it will not be 

later questioned and reexamined by the same institution. 
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As previously discussed, Baker (1998) examines texts focusing on 

medicalization of pregnancy and birth, and the messages sent about women, their 

bodies, and their capabilities. This type of messaging is particularly important for 

influencing our society, reflecting and also shaping culture norms surrounding birth 

and pregnancy. Much like Baker, Marshal and Woollett (2000) use pregnancy texts to 

examine what messages about pregnancy and birth are conveyed. While this study is 

UK based and therefore based on texts from this region, the work still illuminates that 

medicalized understandings of pregnancy are continued within contemporaneous 

pregnancy texts aimed at expectant mothers. Like Baker, the authors find patterns of 

the texts instructing women to discipline their body in certain ways, often treating the 

individual as someone who does not know about or understand the experience which is 

happening to them. The texts at times also constructed the pregnant individual as out 

of control, both physically and emotionally, further emphasizing the need for 

regulation and observation by someone in a position of “knowledge” or “expertise.” 

In addition to medicalizing the experience of birth and pregnancy, these texts 

also often stress the idea of a “normal” pregnancy experience. They highlight a 

“normal” child given birth in the “normal” setting: the hospital. This normalizing of the 

pregnancy experience creates an idealized version of pregnancy which may cause 

consumers to be fearful or concerned when  their own pregnancy does not meet this 

standard. Because of the texts’ (and the larger societal) presentation of pregnancy being 

treated in the medical realm, this may instigate a further reliance on medical 

professionals in order to insure that everything is “right” and “normal.”  In many ways, 

the texts studied by the authors reinforce the idea of a pregnant woman as someone who 
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needs a great deal of help in her pregnancy, mainly help from these medical 

professionals who are understood as “actually knowing” what is going on. 

The case of medicalization in pregnancy texts illuminates the pervasive nature of 

this discourse in our society, and gives some insight into how hospital birthing came to 

be situated as the “right” way to birth in our mass society. In particular, this thesis is 

focused on examining the ways control and empowerment might be affected by this 

medicalization. Medicalization is argued to be a social process, which may have direct 

implications for individual experiences of control and empowerment (Cahill 2011; 

Marshal &Woollett 2000). In order to attempt to examine control and empowerment in 

the birth place, it is necessary to create a clear understanding of these terms, and discuss 

how they may be related to the phenomenon of medicalization. 

 

Control 
 

 
Various studies have found the ability to exert control over the experience of 

one’s birth is important for women’s satisfaction with their birth as a whole (Baker, 

Choi, Henshaw, and Tree 2005; Green and Baston 2003; Lindgren 2010; Parry 2008). 

Breaches in the experience of control have also been found to be associated with 

problematic experience for birthing individuals (Lindgren and Erlandsson 2010). This 

research shows that for many people the ability to exert control over different aspects of 

their birth is a meaningful part of their conception of the experience and meaningful to 

their ability to act as an agentic being. 

Despite the importance of control in birth, it is necessary to note that there are 

some definitional issues with the term. Many researchers do not fully articulate what 

they mean when using the term “control” (Namey and Lyerly 2010;Carter 2010).This 



21  

necessitates defining how control is being referred to in a study, as well as its 

importance to the participants. Jospehine M. Green and Helen A. Baston (2003) break 

“control” into three separate categories when utilizing the term in their study about 

birth: their research focuses on control over one’s behavior, control during contractions, 

and control over staff. These categories touch on both internal and self-centered visions 

of control, as well as external control being exerted on those around the participant. The 

study ultimately highlights that the construction of each measure of control by 

participants was important to their satisfaction in the birthing experience, lending to the 

notion that the various and collective experience of control is a meaningful part of birth.  

Their research also helps to construct a model for beginning to understand the different 

articulations of control in this study. It highlights not only control over decision 

making, but also how the participant is feeling about their ability to control their self 

and some of the involuntary physical aspects of labor. 

In and of itself, birth is a unique experience with regards to control. While the 

general ability to command respect and authority in decision making related to one’s 

body may create a more positive space for birthing, one cannot ignore the physical 

realities of the involuntary  nature of birth. Unless one elects for a planned Cesarean 

Section, when the birthing process will start cannot be known. There are also various 

aspects of birth which are mostly out of individual control, such as when one’s water 

will break, how long their labor will last, how long their contractions will be, and when 

their contractions will be. It is in part because of this that  Shannon K. Carter (2010) 

argues that women may construct themselves as being both in and out of control while 

birthing, and may even express views which do not match definitions of control, such 

as recognition of the involuntary nature of certain aspects of birth. Attention to the 
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complex nature of control in the birthing experiences helps to highlight the unique 

experience of birth, and draws out the separate understandings of control over decision 

making, emotional and mental state, and ability to do what one wants in their birth, 

from constructions of control related to the way an individual conceptualizes their 

birthing body and the entire phenomenon of birth.  

Empowerment 

While the term empowerment often lacks a clear definition throughout literature 

on the subject, it seems to be understood as an individual’s ability to derive feelings of 

personal power from their birthing experience. Some findings highlight the 

interconnectedness of empowerment and control in birth, and how the experiences may 

go hand in hand for many individuals. For example, the ability to control one’s birth 

has been directly connected in research to feelings of empowerment in the birth setting 

(Cheyney 2008; Lindgren and Erlandsoon 2010). However, there are other ways 

empowerment may be fostered in the birthing environment that have less to do with the 

personal experience of control. Research has shown that support in the birth setting has 

an impact on individual’s satisfaction with their birth as a whole, and can in turn lead to 

experiences of empowerment (Baker et al. 2005; Berg and Terstand 2006; Fox and 

Worts 1999; Lindgren and Erlandsson, 2010; Parry 2008; Zadoroznyj 2001).  

Knowledge has also been found to be a source of empowerment (Cheyney 2008) 

further highlighting the importance of informed consent as a way to achieve 

empowerment (Stockill 2007). 

One’s empowerment in a situation may be directly connected to their ability to 
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be in control (Cheyney 2008; Lindgren and Erlandsoon 2010).  Ability to make 

decisions and effectively exert control may affect how powerful an individual feels. 

However, separate understandings of empowerment and control are necessary, as 

experiences of empowerment can give some unique insight into the birthing experience 

which may not be evident when just examining control. For instance, power in the birth 

setting is something which could be conceptualized in purely physical terms; the act of 

giving birth is one which often requires a great deal of strength and stamina (Cheyney 

2008). This aspect of power and birth is particularly relevant given that female bodies 

are often positioned as being weaker and less capable inthe birth setting (Martin, 2003). 

Individuals may not necessarily feel in “control” of the involuntary processes of their 

body in birth, but they may still recognize the amount of strength, and therefore power, 

that is associated with their act of birthing. Individuals may experience empowerment 

because they have physically overcome these ideas about their strength through the 

physical act of birthing. However, physical strength in labor is not the only way to 

conceptualize the experience of “empowerment” in birth. 

This study focuses on examining the potential differences in experiences of 

empowerment between individuals who have birthed within the hospital and those who 

have birthed out of the hospital. Previous theorists have argued that the out-of-hospital 

setting is particularly adept and facilitating experiences of control and empowerment 

for birthing women (Cahill 2010; Carter 2010; Shaw and Kitzinger 2005). However, 

the lack of data collected from hospital participants and lack of comparative study 

provides a gap in the literature which needs to be filled. Additionally, this study will 

attempt to approach birthing within a hospital from a more third wave feminist 
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position, which focuses more on participant narratives and the fluidity of choices and 

identities, than previous literature has. This position includes recognizing preference 

for medicalization as a valid choice, just as birthing out-of-hospital is a valid choice 

(Beckett 2005). In accordance, the next section will examine critically both the out-of-

hospital setting, and some issues with previous research in the study of birth. 

 

 

Hospital or Out-of-Hospital: Control, Empowerment, and the Birthing Setting 
 

 
It has been argued that out-of-hospital midwife assisted births are a direct 

resistance to the medicalized model of hospital births (Beckett and Hoffman 2005; 

Cheyney 2008; Parry 2008; .Zadoroznyj 2001), and the alternative childbirth 

movement in North America can  be traced back to the late 1960’s and early 1970’s 

as a direct response to medicalized conceptions of childbirth (Beckett 2005; Parry 

2008; Zweig and Oliver 2009). Within this model of care, greater emphasis is placed 

on avoiding medical intervention, positioning birth as a “natural” phenomenon, and 

fostering a more direct involvement of women with the process of their birth 

(Annandale 1988; Beckett and Hoffman 2005). Because of critiques relating to 

empowerment and control in the medical model of childbirth, some authors have 

argued that the midwife model fosters greater agency and empowerment 

(Christiaens, Van Dr Velde, and Bracke 2011; Parry 2008; Stockill 2007). There is 

also evidence that the midwife model of care is particularly adept at creating close 

relationships between women and the midwife (Lindgren and Erlandsson 2008;Parry 

2008) and building informed consent with patients (Parry 2008; Cheyney 2008). 

This is not to say, however, that there is not the potential for critique within the 
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midwife model. Previous critics have pointed to the how out-of-hospital births may 

privilege non- medicated birth as being inherently “better” than the alternative (Beckett 

2005). This privileging of non-medicated birthing may be problematic because it creates a 

different, but still existent, “right way” to birth. Other critiques have focused on the fact 

that the midwife model of care is often reliant on very rigid understands of femininity, 

even if they are seen as “positive” understandings such as inherent maternal ability 

(Beckett 2005). Positioning out-of-hospital birth as essentially empowering may also 

imply that hospital birth cannot be or is less likely to be empowering. While these 

ideals do not necessarily perpetuate a negative view of women, they do present a 

hegemonic view of women, and may create difficulty in situations in which a recipient 

of care does not match prescribed definitions of femininity. 

One of the biggest critiques of the out-of-hospital model has to do with the 

racial and class based divide in recipients of care. While rates for homebirth and 

out of-hospital birth in general have increased, white women have the most 

homebirths, and their rates of homebirth have increased more dramatically 

(MacDorman, Menacker, and Declercq 2010; MacDorman, Mathews, and 

Declercq 2012). It has been argued that the out-of-hospital birthing movement, like 

other reproductive movements, has been particularly tailored to the needs of white, 

middle- class women. This focus on white, middle-class women may be due in 

part to the consumer choice narrative which has been associated with out-of-

hospital birthing (Craven 2010). This narrative focuses on choosing birth as the 

best consumer option, and though this consumerist attitude is not uncommon in 

hospitals (Zadoroznyj 2001), it also does little to remedy the fact that “women of 

color and poor women in the United States… have continued to struggle for access 
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to quality reproductive care both in and out of the hospital” (2010:8).  The 

consumer choice narrative often does not acknowledge the different starting power 

that individuals may have when navigating the capitalist market place. The image 

of the out-of-hospital birthing mother has also been a largely white washed one 

(Craven 2010). Lack of diversity in the population of out-of-hospital mothers, as 

well as the movement’s representation of what an out-of-hospital mother is, may 

further serve to alienate people of color from this movement. The assumption that 

each individual enters into birth with the same amount of power and choice is a 

flawed one- individual’s marginalized identities may have a huge impact on the 

power and control that they are granted within a setting, particularly if it is 

dominated by individuals with more privileged identities. 

The various critiques and possible benefits of each birthing environment 

must be considered when attempting to study individual experience within these 

settings. Currently, many of the studies focused on midwifery and care recipient 

experiences are internationally based (Christiaens et al. 2008; Lindgren and 

Erlandsson 2008;Parry 2008), and more focus needs to be placed on capturing how 

the U.S. midwife model function. While there are some U.S. studies which focus on 

the experiences of women inside of hospitals (Green and Baston 2003), there is a lack of 

qualitative work which compares the experiences of different birthing experiences in 

participants’ own voices. This lack of qualitative work is particularly problematic 

because it shows a lack of lived experience being devoted to understanding whether or 

not issues of control and empowerment are actually in existence, such as those discussed 

by Cahill (2001). While issues of control and empowerment are often the center point of 
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these studies, we lack enough individual narratives to truly understand the lived 

experience. These narratives are especially relevant for attempting to understand how 

experiences of control and empowerment vary across different settings. While there is 

some U.S. based qualitative work in each individual setting (See Cheyney 2008 for out-

of-hospital), there is still a lack of studies which utilized qualitative interviews for both 

hospital and out-of-hospital births (Carter 2010 is one example). This lack shows a need 

for continued qualitative work in the realm of hospital birthing in order to create a more 

complete narrative, as well as the need for more qualitative comparative studies of 

hospital and out-of-hospital births. A comparative study will allow for a more nuanced 

picture of the experiences of power and control, as well as how these experiences may or 

may not differ between out-of-hospital and hospital births.  In particular, it is important 

to compare these populations in order to see how much of an effect medicalization on 

experiences of power and control. 

While these problems with the critiques of medicalization and medicalized 

birthing exist, birth does not occur in a vacuum. There is still the authority associated 

with the hospital model, which helps to create an authority gap between medical doctors 

and midwives. We live in a culture which is dominated by medical discourse, and advice 

from doctors comes with deference. Out-of-hospital birthing, however, is not the societal 

norm, and individuals who seek this care are stepping outside of the norm, and rejecting 

medicalized standards. Critiques on the hospital model are critiques on the most common 

form of care, which is at no risk for dissolution or damage from attempt to uncover 

potential issues or suggest alternative care settings.
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III 

METHODOLOGY 

Data were derived from interviews with 16 participants, who comprised two 

different sub-samples, the hospital sample and the out-of-hospital sample. Each sub-

sample had eight participants. Selection criteria stated that women must have given 

birth within the last year at the date of their interview, preference was given to women 

who had birthed within the past 6 months. This criterion was put in place because it 

was believed that more recent births would allow participants to achieve greater 

recollection of details of the birth, which may be lost with time. Criteria also stated that 

the participants must have labored with either an OB/GYN in the hospital setting, or a 

midwife in the home or at a birthing home. Having at least one type of these care 

providers during pregnancy and labor was necessary for this study, as interaction with 

care provider is where a great deal of this research was focused. Women who planned 

to give birth in the hospital setting and accidentally gave birth at home were not 

accepted, as the birth experience fell outside of the “norm” for either the in hospital or 

out-of-hospital birthing community, and there was no interaction with a care provider 

during labor. One participant was accepted who received prenatal care from and 

labored with a midwife, but ultimately gave birth unassisted. Although this was not in 

her plan, she still had interaction with a midwife during the majority of her labor and 

all of her pregnancy, and had planned to give birth at home, meaning that these aspects 

still weighed heavily on her experience. Two participants who had to transfer out-of-

hospital to the hospital mid-labor were also accepted, as their interaction with both 

environments was considered a valuable asset to the sub-sample. 
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Recruitment 
 

 
Recruitment for this study was multifaceted. Ultimately, the vast majority of the 

participants were found through either a contact made at one of the area birthing 

homes, word of mouth from individuals who heard about my study and knew someone 

they thought might be interested, and snowball sampling, in which I asked each of my 

participants if they knew anyone they thought might be interested in participating. Of 

great importance for sampling was my contact at the area birthing home, as this contact 

provided me with all but one of my out-of-hospital birth participants, and three of my 

hospital birthing participants.  Additionally, flyers were placed in areas where mothers 

who had young children might be, such as a toy store, a community college campus, 

and local coffee shops. Despite the use of dozens of flyers, this method was least 

effective, resulting in only two responses and one interview. I believe that this had to 

do with the fact that it might be easy for individuals to lose the slips of paper which had 

my information on it, and because individuals may have felt less comfortable 

connecting with someone who they had no reference for and had never met. 

 

Participant Demographics 
 

 
In my final two sub-samples, participants were between three weeks and eight 

and a half months postpartum. Most of my participants were first time mothers, but 

numbers of previous children ranged from zero to three. Eight of my participants had 

had out-of-hospital births, while eight had in hospital births. In each sub-sample 

birthing and overall pregnancy experience varied greatly. Labor ranged from quick and 

relatively pain free, to long and very painful, while pregnancies varied from being 
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described as enjoyable, to incredibly difficult and medically complicated. Of the out-of-

hospital births, all but one participant had her birth through one of the local birthing 

homes. The other participant had a homebirth with a midwife who ran a private 

homebirth practice, not associated with any of the local birthing homes. Seven of my 

participants gave birth at home, while one gave birth in the actual birthing center. My 

youngest out-of- hospital participant was 23, and the oldest was 36. The mean age for 

this sub-sample of participants was 29. Seven of my participants identified as white or 

Caucasian, while 1 participant identified as Hispanic. All participants self-identified 

their gender as “female,” highlighting a binary conflation of sex and gender within the 

sub-sample. 

Of the hospital birth participants, all had visited OB’s within a bi-county area, 

and had given birth at three different area hospitals.  Four of the participants delivered 

vaginally, while four had Cesarean section. The youngest hospital participant was 22, 

while the eldest was 31. The mean age was about 27. Six of the participants identified 

as white or Caucasian, while one identified as Hispanic, and one as African-

American. Like the out-of-hospital sample, all of my participants identified their 

gender as “female.” 
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Table 1: Demographics for Out-of-Hospital Sample 
 

 
Name Age Race 

(Self-Identified) 

# of Previous 

Children 

Setting 

Amanda 31 White/Caucasian 0 Home 

Jessica 25 White/ Caucasian 0 Home 

Kyra 23 White/Caucasian 3 Home 

Lorelei 29 White/Caucasian 1 Home 

Loro 34 White/Caucasian 0 Home 

Mary 36 White/Caucasian 2 Home 

Nicole 27 White/ Caucasian 1 Home 

Sarah 27 Hispanic 0 Birth Home 

 
 

Table 2: Demographics for Hospital Sample 
 

 
Name Age Race (Self- 

Identified) 

# of Previous 

Children 

Transferred to 

Hospital during 

Labor? 

Vaginal or 

C-section 

Alice 22 African-American 0 No Vaginal 

Anne 26 White/Caucasian 1 No C-section 

Aubrey 26 White/ Caucasian 0 No Vaginal 

Charlotte 27 White/Caucasian 0 Yes Vaginal 

Mia 29 White/Caucasian 1 No C-section 

Michelle 28 White/Caucasian 2 No Vaginal 

Nina 25 Hispanic 1 Yes C-section 

Tabatha 31 White/Caucasian 0 No C-section 
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Interview/Analysis Process 
 

 
Semi-structured interviews were conducted with all participants. Informed 

consent was obtained from each participant prior to being interviewed. I utilized a set 

sheet of questions as a guide for interviews. It featured prompts for all participants, as 

well at questions aimed at specific environments and specific care providers. However, 

the interview path was not concrete, and therefore I did not ask the same questions of 

every participant. Interviewing was based in grounded theory (Babbie 2007; Glaser and 

Straus, 1967; Straus and Corbin, 1998). As such, questions were added and eliminated 

during the data collection process based on the answers, information they garnered (or 

alternatively failed to garner), and reflection on the interviews. Particular attention was 

paid to any themes which arose from interviews, which may not have originally been 

included in the interview guide, and these themes were used to inform discussion in 

future interviews.  All interviews were conducted in person at a location of the 

participant’s preference. Most often participants asked to be interviewed in their house, 

but some participants chose to be interviewed at area coffee shops. Interviews ranged 

from 14 minutes to 59 minutes. The average interview was around 33 minutes long. 

Interview time was largely dependent on how much the participant cared to share and 

the length of the individual’s birth story. After my first interview, my participant and an 

academic advisor both independently suggested that I start my study by asking 

participants to share their birth stories, and this method was utilized from 

this point on. Participants were asked to share as much or as little of their story as they 

were comfortable with, and some gave very detailed and involved stories, while others 

presented summaries. This allowed for a much more easily flowing narrative and a 
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place for participants to provide much greater detail about their birth than my first 

interview guide had allowed for. 

Multiple steps were taken to secure the participants’ anonymity to ensure that 

participants were not identifiable. Because participants discussed intimate and 

sometimes difficult parts of their birth, confidentially was important in order to prevent 

these experiences from being directly connected to them, especially those who had 

attended the birth, had knowledge of their birth and/or may have been involved in a 

negative interaction. Each participant was asked to either choose a pseudonym or 

approve a name which I had chosen for them, depending on their preference. No names 

of birthing professionals, places of birth, or any other obviously identified information 

was transcribed. Transcribed interviews were coded with the participants’ pseudonym. 

With IRB approval, participants were offered both their audio recordings and 

transcription, but my copies of transcriptions and audio recordings were kept under 

lock and key in a personal safe. No other compensation was offered for participation in 

the study. 

Coding of the fully transcribed interviews took place after data were collected 

for each sub-sample. Coding was understood in terms of the “process of transforming 

raw data into a standardized from” (Babbie 2007:325). In order to do this, themes were 

extrapolated first from the out-of-hospital data, and then from the hospital data. A color 

coding system was used to create a key for each theme, and data coded under the same 

theme were then examined together. Some themes from each sub-sample overlapped, 

while others where developed for the specific sub-sample. Themes which applied to 

one sub-sample, but not the other are later examined in the analysis section. For 
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example, discussions of empowerment were found in both sub-samples, while rejection 

of medicalization was only found in the out-of-hospital sub-sample. 

 

Researcher Positions 
 

 
My own position as a student researcher, woman of childbearing years, and 

member of the natural birthing community should be considered in this research. 

Despite the fact that I had only met two of my participants previously, I found building 

rapport with many of my participants was relatively easy, as generally they were 

extremely welcoming. As someone who is interested in having children, I made this 

position known to my participants. I believe that this was something which put them at 

ease when talking to me, knowing that not only was I a researcher interested in their 

experience from an academic perspective, but also as a young woman interested in 

birthing for more personal reasons. After each interview conversations naturally 

occurred with my participants, and often times these conversations were focused 

around my research and the aims of this study. These discussions also tended to focus 

on the participant further explaining the validity of their choices, setting, and care 

provider. These discussions thoroughly informed the importance of placing my 

participants and my analysis of their experience in a non-judgmental light, focusing on 

the importance of individual choice as a paramount of this research. This focus is 

meant to highlight the belief that there is not a black  and white “right” and “wrong” 

choice, but instead that the interests, beliefs, and personality of an individuals must all 

be taken into consideration when examining birth choices. 

One of my own life positions which should be mentioned is my work within the 

natural birthing community in the area I reside. Though I had passively been interested 
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in this subject for half a decade, since my own viewing of the film The Business of 

Being Born, I had not actively begun to work in any facet of this movement until the 

past few months. One of my own reasons for working within this cause stems from a 

desire to see more support for individual choices which deviate from societal norms and 

fears. The majority of my own activist, volunteer, and paid work focuses on the 

reproductive justice movement in a variety of facets, also including access to sex 

education, birth control, and abortion care. I believe that although at times my work 

within the natural birthing community may create a bias, particularly as to where I plan 

to give birth in the future, I have been informed by the experiences within this 

community and other communities within the reproductive justice movement to value 

the individual who receives any sort of reproductive care, and that I have witnessed and 

experienced first-hand how devastating judgmental care can be, and how empowering 

non-judgmental care can be. I worked to remind myself of these experiences, and to 

position myself in the role of “non-judgmental” researcher as much as possible given 

the human propensity towards bias. 
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IV 
 

 
ANALYSIS AND DISCUSSION 

 

 
In both my hospital and out-of-hospital samples, participants’ conceptions of 

their interactions and experiences, as well as the choices they made in their birth and 

how they felt about these choices, did seem to be influenced by birth setting, care 

practitioner, and birth plan. The first section of this chapter examines the different 

reasons my participants gave for birthing in their respective settings, which provides 

some insight into why an individual might be more likely to choose one setting over 

another. The next section discusses findings relating to control, and highlights the ways 

control was understood by participants in each sample, individual understandings of 

personal control in the birth setting, as well as attempting to understand how and why 

participants experienced a lack of control in the birth setting. The following section 

discusses empowerment, and focuses on how participants experienced empowerment in 

their pregnancies and birth, and how these conceptions of personal empowerment were 

shaped by birth setting, birth plan, and care provider. 

 

Birth Setting: Reasons and Choices 
 

 
The main reason for birthing in the hospital revolved around access to medical 

intervention. Three participants gave birth in the hospital for medically necessitated 

reasons. For the participants who gave birth in the hospital because of a medically 

necessitated reason, birth within the hospital was not framed as a choice. One 

participant, Tabatha, for example, elected for a C-section because of her medical 
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history, and giving birth outside of the hospital was simply not an option for her. 

Examples like these highlight not only the necessity of the hospital environment, but 

also the fact that birth setting is not always something which can be chosen. Only three 

of my participants chose to give birth at the hospital all through their pregnancy for 

non-medically necessitated reasons, either because of access to pain management, a 

feeling of safety, or a family tradition of birthing in hospital. The hospital sample also 

contained two participants who transferred to the hospital setting from an out-of-

hospital setting. For these participants, transferring to the hospital was a mix of choice 

and necessity. Although neither of these participants seemed to face any immediate 

medical danger when they transferred, the difficulty and intensity of their births made it 

evident that they needed to go to the hospital environment. For each of these 

individuals, they recounted a point in their birth where their pain and exhaustion made 

it evident to them that they needed to go to the hospital. Although the reasons for 

utilizing the hospital were varied, access to medical intervention was at the heart of 

each of the reasons for having a hospital birth. 

Selection of the out-of-hospital setting was always an active choice. Because 

out-of- hospital birthing is not the norm, one cannot passively choose a midwife 

assisted out-of-hospital labor in the same way that one might an OB/GYN assisted 

hospital birth. All of my participants had actively planned an out-of-hospital, midwife 

assisted labor. Previous negative or ambivalent experience birthing in the hospital, 

witnessing someone else’s birth, or having previous experience with an OB each 

contributed to choosing an out-of-hospital birth.  For each of these participants, an out-

of-hospital birth was an attempt to receive a different style of care and avoid certain 
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aspects of the hospital setting. Four of my participants were convinced or inspired to 

have an out-of-hospital birth by a friend or acquaintance. Two of these participants 

were individuals who had mentioned previously witnessing negative hospital 

experiences. For all of these participants, witnessing or discussing positive out-of-

hospital experiences encouraged them to make the choice to birth in their home or at a 

birthing home, and provided some hope for a positive birthing experience. 

Avoidance of the hospital setting was another primary reason participants chose 

to give birth outside of the hospital. Six of my participants discussed either the 

environment, such as lights, sounds, and décor, or the physical setting of the hospital, 

such as stating they disliked the hospital, as one of the reasons they chose to give birth 

outside of the hospital.  In fact, all of my participants who chose to give birth in the out-

of-hospital setting explicitly stated that they felt more comfortable in the home setting.  

Aside from avoiding the physical environment of the hospital, participants in the out-

of-hospital setting also wished to avoid the medicalized aspects of the hospital. All 

eight of the out-of-hospital participants discussed medical intervention as something 

they wished to avoid, and a reason that birthing outside of the hospital was important to 

them. Common themes included participants discussing hospital staff “intervening” or 

“interfering” with birth too much. Half of the participants mentioned Cesarean section 

as something they felt they had a better chance of avoiding by being out of the hospital. 

Two of the participants had had hospital births, but were looking for something more, 

despite the fact that they did not necessarily categorize their hospital births as 

“negative.” All of the out-of-hospital participants expressed opinions about birth which 

positioned it as a natural and normal experience. 
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Although there were a variety of reasons why each individual chose to give 

birth in the setting they did, there were some consistencies amongst the two samples. 

Every individual who gave birth within the hospital did so because of access to medical 

intervention. This may have been a conscious choice to receive intervention, as was the 

case for participant Michelle who actively liked epidurals; because the medical 

intervention was seen as necessary, as was the case for my participants who were 

restricted to the hospital setting because of medical conditions; or because they realized 

that they needed a certain type of intervention that was not offered in any other setting, 

a position inhabited by both participants who transferred from an out-of-hospital birth 

to the hospital. Although birthing in the hospital may not always have been a choice, 

the main reason for birthing in the hospital for all of my participants consistently 

centered on access to intervention. 

Birthing outside of the hospital, on the other hand, was always a choice, and one 

which involved actively rejecting this medical intervention. By rejecting the hospital 

setting, these participants were also denying the status quo, going against popular ideals 

concerning acceptable birthing practices. This positioned their choice to birth out of the 

hospital as a subversive choice, which is later exemplified by the reactions these 

individuals faced because of their choice. Understanding out-of-hospital birthing as a 

subversive choice makes it significantly different from birthing in the hospital, which 

may not always be a choice, and most often meets standard definitions of what a 

“normal” or acceptable birth is. The active subversive choice that out-of- hospital 

participants faced may have keyed these participants into structural issues within the 

realm of birthing that women face in a way that may not have been experienced by 
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women who were giving birth in the hospital. 

 

Control in the Hospital Setting 
 

 
Each of my participants in the hospital sample provided some evidence, either 

explicitly or implicitly, of personal control in their birth. Explicit examples refer to 

situations in which participants answered questions directly related to the experience 

of control in the birthing environment (i.e. a positive answer to the question “Did you 

feel like you had a lot of control in your birth environment?”) or situations in which 

participants brought up their experience with control on their own (i.e. a participants 

stating that they had a lot of “control” over what was happening involving their 

birthing care). Implicit answers refer to situations in which the word “control” was not 

directly used, but in which a participant still indicated a high level of control over the 

events of their birth (i.e. a participant tells all the ways they enforced their birth plan 

during labor, despite the fact that they do not directly say they were “controlling” the 

situation). 

Although all of the participants expressed having certain levels of control over 

their birth, only two of the eight hospital birthing participants discussed control over 

decision making as being important to them in any real depth. It is interesting to note 

that both of these participants had the most detailed birthing plans of the hospital group, 

and their focus on control may have related to the effort they undertook in planning 

their hospital birth. Both of these participants also expressed having to advocate for 

themselves heavily in order to receive the birth they wanted. Both of these individuals 

attributed their success in controlling their birth to their personality, not to the 

environment in which they planned their birth or gave birth: 
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Mia, 29, Hospital Birth: “I think for someone who either wasn’t as 

knowledgeable… or as strong-willed as I was, or am, they would- they could 

easily have, uhm, had other people dictating their birthing choices, uhm, but 

because I was not afraid to say “No” or refuse a method of care, I was-I-I’m 

able to say that, you know… I can make my own choices. 

 
Tabatha, 31, Hospital Birth: “I definitely made every single decision in my 

birth plan myself, and made sure it happened.” 

 

For others control was achieved in what the participants perceived as their own ability 

to be active participants in making medical decisions that they were conflicted about 

receiving. This was an especially important aspect of control for the participants who 

had transferred from out-of-hospital birthing location and the participants who had had 

unplanned C-sections (one of these three participants experienced both a transfer and 

an unplanned C-section.) Input in discussion about what steps needed to be taken was 

an important way for these participants to maintain control and agency, even if they 

were not able to achieve the birth that they had originally desired. 

For two participants the hospital environment was framed as a place of control 

because of the access to medical technology it provided. While this access to medical 

technology could be simply considered a reason for choosing hospital birth, their 

answers revealed more about their feelings connected to access to medical technology. 

These participants positioned out-of-hospital birth as something dangerous, which 

would make them feel like they did not have true control over their birth because they 

would not have access to medical technology if something were to go wrong in their 
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birth: 

 

Aubrey, 26, Hospital Birth: “I mean the other things are cool, like the water 

birth would be awesome, but at the same time… my anxieties and control issues 

I would want every-everything to be able to happen if something were to go 

wrong.” 

 
Anne, 26, Hospital Birth: “There was never a guarantee that everything’s gonna 

go just as you hope it will. Uh, you-you knever know if, you know, it’s gonna 

turn into an emergency situation and you’re gonna wish that you had been at the 

hospital.” 

 

Both of these participants did have complications in their birth which necessitated 

medical intervention, and these experiences surely had an effect on how they 

conceptualized the safety of pregnancy and labor.  

Lack of Control in the Hospital Setting 

Expressions of lack of control in the birth setting were prevalent in the hospital 

sample, whether it was because of a physical lack of control due to intervention or the 

exertion of control over the participant by a medical professional. All eight participants 

expressed some aspect of their birth or birth plan that they were out of control of at 

some point during their pregnancy or labor. Only one participant did not express 

restriction of her control of her birthing environment on the day of her actual labor. 

There was also one participant who explicitly stated that she was not totally in control, 

but that she was not upset about it because she liked to go with the flow. Four of the 

participants expressed an instance during their birth in which a medical professional 
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attempted or successfully exerted control over their decision making.  Two participants 

in this situation expressed a lack of control was in the form of a medical professional 

pressuring for an unwanted medical intervention, such as an episiotomy or artificial 

breaking of the waters. One participant discussed not being allowed to eat food in the 

hospital although she was hungry, and another discussed a general feeling of lack of 

authority within her birth.  It must be noted that two of the participants who felt a lack 

of control in their birth were transfers from a planned out-of-hospital birth, so they may 

have already had negative conceptions about restrictions to their control before entering 

the hospital setting, and were also already facing a change in their birth which they may 

have viewed negatively. 

Five participants discussed lacking control over their body, in large part 

because of use of epidurals. Four of these participants discussed being given a pain 

killing drug that put them out of control of their body. These discussions ranged from 

stating that they simply couldn’t feel their body, to stating that they were physically 

confined or out of control of their muscles  because of the drug. These discussions did 

not mean, however, that the participant was unhappy about the pain management that 

they received- in fact only one of these participants expressed negative sentiments 

about their pain management when asked directly, and their concerns were related to 

the possible effect that an epidural could have had on their labor time and child. 

Usually these discussions simply recognized the fact that the epidural changed the 

participant’s relationship to their body in a way that notably affected their physical 

ability, despite the fact that they desired and benefited from the pain management. 

However, there were other reasons an individual could feel out of control over 
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their body. Two of my hospital participants discussed feeling physically out of control 

of the process of birth. One participant, Charlotte, had a birthing home to hospital birth 

transfer and described feeling totally out of control during her birth. Charlotte struggled 

with pain management, and relayed feelings of guilt about how she had previously been 

too judgmental about women who had given birth. Another participant, Anne, had 

serious medical complications during her pregnancy which left her bedridden over a 

period of months and also necessitated a scheduled early C-section. Anne’s struggle 

with the serious complications of her pregnancy left her feeling out of control of her 

pregnancy, specifically with fears that she would miscarry. 

 

Control in the Out-of-Hospital Setting 
 

 
For my out-of-hospital participants, many discussions of control focused on 

participants’ ability to make decisions related to their birth. One aspect of control that 

the participants emphasized the importance of being able to choose between different 

treatment options, something which often noted as being especially prevalent in the 

homebirth setting.  This quote from first-time mother Amanda, in response to being 

asked how much control she had over her birth setting, highlights some of the typical 

examples where decision making was cited as being important to my participants: 

 

Amanda, 31, Homebirth- “I know that whatever was in God’s hands and the 

baby’s hands, that was to them, but everything else, every other factor was my 

decision. Where did I want to put the birthing pool? Who did I want to have 

there, you know? What kind of music did I want to play, you know? Was I 

hungry or not? Was I thirsty, you know? What do I want to do? Do I want to 
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check my dilation or not? Do I want to get out of the birthing tub? I mean I 

could have just stayed  there until the baby was born. Everything was my 

decision…” 

 

This quote highlights how decision making during birth was an important way for 

women in this study to exert control over their birth, despite the fact that they may not 

be in control of the involuntary processes of labor. 

Amanda’s statement also touches on another important aspect of control in the 

out-of- hospital birth space: control over who was present at the birth. While all of my 

participants had some level of control over who was going to attend their birth, those 

who were birthing in the home environment were free to invite as many or as few 

individuals to their birth as they wanted, and had less care providers who they had not 

met present. Discussions of control over who was coming to the birth were brought up 

as a topic of conversation by five participants. Another aspect of control over who was 

able to attend the birth was ability to have family, particularly young children, present 

during labor and delivery. Four out of the five participants mentioned the importance of 

their children or stepchildren in their birth, with two of the participants mentioning that 

this level of participation may not have been possible for their children in the hospital 

setting. 

For other participants, control over who came to the birth was most important 

in who they exclude from their birth. Although the exclusion of individuals from one’s 

birth may not be exclusively an out-of-hospital phenomenon, it is interesting that each 

of these participants excluded someone on the basis of the individual being negative 

about the birth setting or way in which the participant was giving birth, and experience 



46  

which was unique to the out-of-hospital sample. For these participants, control came in 

the form of avoiding negativity and unsupportiveness in their chosen birth setting by 

directly removing individuals. 

 

It is important to note that while some participants felt very strongly about 

controlling who they knew and who they did not know as far as staff present from the 

birthing home, other participants did not. This finding highlights the importance of 

understanding different individual preferences in constructing a “comfortable” birth 

environment, by showing that while preference for controlling who attended a birth was 

more prevalent it the out-of-hospital setting, it was not universal within my sample.  Of 

the four participants who were asked how they felt having a member of the birthing 

home staff present who they had not met before, only one expressed any discomfort 

about the experience, while the other three expressed positive sentiments directed 

mostly towards the notion of “taking whatever help” they could get. 

 

Lack of Control in the Out-of-Hospital Sample 
 

 
Lack of control in the out-of-hospital birth setting was mostly discussed 

related to the involuntary aspects of the birthing experience, in particular the pain 

and difficulty that may be related to labor. The two participants who stated that they 

did not feel in control of their birth discussed the physical nature of labor, not other 

aspects of control such as decision making ability. One participant discussed not 

being able to control her body and one discussed not thinking about it because she 

was so “in the zone.” These discussions highlight the different ways of 

understanding “control” as it relates to the birth setting. Even if participants felt 
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entirely in control of the decision making aspects of their birth, the physical 

experience of labor could still cause them to experience a lack of control. 

There were two situations in which participants discussed being out of the 

control of the decision making. Jessica’s heart rate dropped, and her midwife told her 

to lie down because of this. Sarah hinted to a member of her birthing team that she 

wanted the umbilical cord cut, but they insisted on delayed cord clamping. Neither of 

these participants discussed these situations negatively. However, these situations are 

of interest because they highlight the fact that there are certain situations in the out-of-

hospital setting which supersede the emphasis on patient control.  Both of these 

situations involved health concerns: the danger of a dropping heart rate and the belief 

that delayed cord clamping will give the baby needed nutrients. However, there is some 

difference in the ways this loss of control functioned in the out-of-hospital sample. The 

participants in this sub-sample discussed actively participating in the decision making, 

and having a good deal of control before these lapses. 

 

Comparison of Control for Each Sub-Sample 

 
The perceived importance of control varied across the two sub-samples. The 

hospital sample showed some distinct ways the body being placed “out-of-control” 

(e.g. through epidural usage) may not be inherently negative, while the out-of-hospital 

highlighted the fact that control over decision making may be of central importance to 

some individuals when birthing. There did seem to be more interference with personal 

control in the hospital setting, as participants explicitly noted feeling pressure to receive 

medical intervention that they did not want. While there were also two cases of 

participants being out-of-control of decision making in the out-of- hospital birth setting, 
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neither of these participants recounted this experience as negative, and neither stated 

that they felt pressured, as was the case for my hospital sample. 

There were some differences between sub-samples in the way that “control” 

was discussed in interviews. Although many of my hospital participants discussed 

“being in control” of their birth, there was in general, not as much time spent detailing 

this control or the meaning behind it. Only two of my participants in the hospital 

sample discussed their feelings of control in an in- depth manner, while all but one of 

my out-of-hospital participants discussed the importance of their control in an in-depth 

manner. These in-depth discussions highlight a difference in the ways participants from 

each sub-sample valued control over decision making. Participants who were rejecting 

the hospital environment had personal justification for doing so, and may have been 

particularly interested in their ability to control birth in a way that hospital participants 

were not. Participants who knew they were birthing at the hospital may also have been 

more comfortable with relinquishing some of their control to an authority figure, and 

their preference for medical intervention may have meant more trust in their doctor’s 

ability to make decisions for them. This trust is reflected in participant Michelle’s 

discussion of going with the flow, and also in the preference for medical intervention 

found in interviews with over half of my hospital participants. 

The group of participants who had to transfer from the out-of-hospital setting to 

the hospital setting also provide evidence of differences in value of control over 

decision making between people who prefer the hospital setting and those who prefer 

the out-of-hospital setting. Two of the participants had transferred during labor, while 

another participant had to transfer to hospital care early in her third trimester. Each of 
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the participants viewed the hospital setting as placing them “out of control,” or as a 

place where they had to work harder to have their voice heard. These participants 

comprised three of the four participants who expressed feelings of having control 

exerted over them during their birth. This may highlight differences in the importance 

and perception of control, which may make hospital birthing harder for those who 

would have preferred an out-of-hospital birth.  

One difference between sub-samples which highlights variations in how 

participants from each group would experience a different setting is the preference for 

use of pain relieving drugs during labor. All of my participants in the hospital sample 

received some form of spinally administered pain relief, which relieved pain, but also 

put the body somewhat out of control. In general this lack of control was discussed as a 

positive or neutral by participants, with only one participant stating that they wished 

that they had not received the epidural. Although the epidural may have physically put 

the women out of control of some of the movement of their body, epidural were an 

aspect of the hospital environment which was generally well-liked. My out-of-hospital 

participants, however, expressed multiple rejections of this kind of intervention with 

numerous participants in the sample discussing a discomfort with epidurals, and only 

one participant stating that they wished they had had any kind of drug during their 

labor. This comparison also highlights the direct rejection of pain relieving intervention 

in the out-of-hospital setting, and the linkage between hospital birthing and desire for 

access to medical intervention. 
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Empowerment in the Hospital Sample 

Another focus of this study was empowerment, or feelings of personal power that 

the women in this study experienced during labor.  Direct discussions of empowerment 

were one way of attempting to measure participant empowerment during pregnancy and 

birth.  Explicit discussed included affirmative answers to question like  “did you feel like 

you had a lot of power?” as well as  unprompted discussions of empowerment and 

personal ability and expression of feelings of pride related to one’s ability. I found 

some evidence of implicit discussions of empowerment in my hospital sample, for 

example a participant who went through a very difficult birth, and talked positively 

about the experience and her personal capability, but did not bring up “empowerment.” 

Explicit expressions of empowerment related to birth were expressed by seven 

of the eight hospital participants, all in response to questions which directly related to 

empowerment. The eighth participant stated that she did not know whether or not she 

felt empowered simply because she had never thought about it before. Despite this lack 

of discussion, this participant gave many expressions of her belief in the capability of 

herself in her birth and self-advocacy. This discussion of capability may indicate 

some level of empowerment, even if it had not been consciously realized. Discussion 

of empowerment related to ability of body, with half of the participants discussing 

empowerment in these terms. Half of these participants dealt with what could be 

categorized as very difficult births and pregnancies, and the capability of their body in 

different aspects of their birth gave them a sense of empowerment. The difficulty of the 

situation was framed as an extra obstacle they overcame. The other discussions of 

empowerment were less descriptive, but also seemed to connect to the empowerment 
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which stems from the act of giving birth in general. None of the participants discussed 

the hospital environment or hospital birth as inherently empowering. 

Self-reliance was an important part of empowerment for two of my hospital 

participants. One participant expressed empowerment because of her individual ability 

to advocate for herself: 

 

Mia, 29, Hospital Birth, In response to the question “Do you feel like you were 

ultimately empowered by your birth?” : “I would say in my situation, yes, I don’t 

think- I don’t think hospital births are necessarily empowering, per se, but I think 

for me, uhm, I-I’m- I felt like I made most of the decisions for my birth, so yes.” 

 
For Mia, the ability to successfully exert control was a way to achieve empowerment. 

Another participant, first-time mother Aubrey, rejected the idea that support aided in 

her empowerment: 

 
Aubrey, 26, Hospital Birth- “I don’t think that anything that-that they could do 

would necessarily either rise me up higher or bring me down lower, because I 

felt so good about myself.” 

 
Aubrey’s feelings about the capability of her body were not connected to outsiders, and 

although she did have a great deal of support in her birth, she traced her empowerment 

back to her own ability and strength during birth. 

Disempowerment in the Hospital Sample 

 
Participants in the hospital sample faced little negative reaction to their birth 

setting or birth plan, and did not seem to be at risk for this kind of disempowerment. 
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Only two participants discussed facing any negative reactions to the way or setting in 

which they chose to give birth. One participant had friends who gave birth naturally, 

and said that although they did not say anything directly to her, she could feel at times 

that they were judging her. These feelings of negativity are notable because this 

participant nearly convinced herself to have an out-of-hospital birth, even though that 

was not what she wanted. Another participant, who gave birth via planned C-section, 

stated that she faced negative reaction from others until she qualified her decision 

within a medical context. Because of the limited nature of negative reactions faced, 

these negative reactions were not found to be a source of disempowerment for this sub-

sample. 

Two participants discussed disempowerment in the form of the functioning of 

their body. Despite the fact that she was able to successfully birth vaginally, first-time 

mother Alice stated that she believed her body was “too small” for her child during 

birth. Her success in vaginal delivery did not seem to translate into a sense of 

empowerment involving her physical capabilities. Another participant, Nina, who 

transferred from the out-of-hospital setting to the hospital in both of her births, was 

hoping to achieve a VBAC (vaginal birth after C-section). Despite this desire, Nina was 

transferred again, and had to have a second C-section. Nina had this to say about the 

moment when she realized she had to transfer to the hospital: 

 

Nina, 25, Hospital- “The first time I felt like I was a victim, but this time 

since it was on me I felt more like I was a failure.” 

 

Nina’s statements’ highlight the ways unplanned or undesired outcomes in birth 

can have a serious impact on the mother’s satisfaction with herself and her birth 
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experience. 

 

Empowerment in the Out-of-Hospital Sample 
 

 
For my out-of-hospital sample, seven of the eight women stated explicitly that 

they felt empowered by their birth. The other participant was not asked about her 

experiences of empowerment, and did not give any explicit or implicit examples of 

empowerment in her birth, despite the fact that she had a very positive experience. 

Many of my out-of-hospital participants discussed the act of having an out-of-hospital 

birth as  empowering. Three participants categorized their births as “empowering” 

because of how “natural” the experience was. Empowerment through ability and 

capability was discussed five of the nine participants. This type of empowerment 

related to recognition of the hard work and pride in personal capability associated with 

giving birth, and often times related to feeling empowered because of the hard work 

that went into their labor: 

Sarah, 27, Birthing Home Birth- “It was very empowering. I can say that. I’m 

very proud that I was- I felt proud and I felt very grateful. I felt blessed that I 

was able to do this, and able to tell my friends that, uhm, uhm, that I did it… I 

wanted to be able to prove that I could do it.” 

 
Amanda, 31, Homebirth- “I felt very proud. It took a lot of  work to do it.”  

Jessica, 25, Homebirth- “I feel like ‘I made it!’” 

 

Three participants directly discussed their success at this type of natural birth 
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as being particularly empowering because of the fear that our society holds about 

out-of-hospital birthing: 

 
Loro, 34, Homebirth: “…take back your own power, you know? Don’t let the 

fear of other people control the outcome of you birth… And, that- it’s really 

empowering. I think women today, they get locked up in fear… because it’s 

not the ‘norm’ you know? But it’s becoming the norm now, slowly…” 

 
Discussions like these highlight that some participants believed the choice to participate 

in a less socially acceptable way of birthing is a source of power. Loro’s statement 

focuses on the forgotten natural ability of women, and rejecting the hospital, and the 

fear that she sees associated with it, and successfully giving birth without medication in 

the home is a way to emphasize the fact that birthing can be a natural, non-medicalized 

process. 

 

Disempowerment in the Out-of-Hospital Sample 

 

One of the ways women in the out-of-hospital sample faced risk for disempowerment 

was through negative reactions to their choice of birth and birth setting. Although none of the 

participants explicitly framed these interactions as “disempowering,” these negative reactions 

were often clearly centered on shaming the women’s choices abilities, and intelligence. All 

out of the participants faced some form of a negative reaction for choosing an out of hospital 

birth, whether it was with this birth, or a previous out-of-hospital birth. Three of the 

participants mentioned that negative reactions from family members seemed to lessen after 

the first out-of-hospital birth, and two of these individuals noted that they felt no negative 

reactions during their last birth, even from these same family members. Negative 
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reaction for participants ranged from palpable but subdued discomfort, to questioning of 

choices, often with particular concern to safety, to outright insult of the individual or 

their birth plan. Most negative reactions came from loved-ones, either in the form of 

family or friends, but there was also some mention of negative reactions from 

acquaintances. 

A good deal of critiques about participants’ birthing ability focused on a lack 

of confidence in the capability of their bodies. Four participants discussed their body, 

most often their size, as a way in which others tried to position them as lacking power. 

These participants, who all categorized themselves as “small,” felt that others viewed 

this as a reason that they would not be able to give birth outside of the hospital setting. 

Sarah framed this conceptualization within a medicalized understanding of who can 

and cannot give birth, stating that she thought others perceived her as automatically 

being more prone for a Cesarean section because of her small size. Another 

participant, Nicole, connected her size and gender presentation to societal conceptions 

of power and ability: 

 

Nicole, 27, Homebirth- “I’m petite. I’m very feminine. I think people don’t see 

a lot of power, and unfortunately I think as women we’ve come a long way, but 

there’s a long way to go, and so when you see this very petite feminized woman 

you may not see her, perceive her as somebody who is strong or powerful or 

can do and conquer hard things, like have a baby naturally at home.” 

 

Each of these individuals were successful at birthing outside of the hospital, so these 

conceptualizations about their size and ability were discredited, providing a further 

source of empowerment through  overcoming perceptions of inability or lack of power. 
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Another common theme for negative reactions was statements about lack of 

safety or access to medical intervention. Six of the participants faced negative reactions 

from others which fell into this category. Comments largely broke down into two 

different categories: fear for safety of mother and child and fear of pain: 

 

Amanda, 31, Homebirth- “It ran from-from straight out ‘Are you stupid? Do 

you want to kill your baby?’ to ‘Is that legal?’” 

 
Jessica, 25, Homebirth- “One friend’s wife was like ‘You did this like tribal 

style…. Why wouldn’t you go to the hospital?’… She’s like ‘This is basically 

the same thing as having a baby out in the woods.’” 

 
Loro, 34, Homebirth, quoting sister- “‘How are you going to get through 

that?’ because she thought that because she runs triathlon and, you know, her 

pain tolerance is a lot higher.” 

Two of the participants utilized the midwives’ help in order to deal with the safety 

concerns of their loved-ones. In each of these cases a midwife discussed various birthing 

and safety practices in order to alleviate family member’s fears. Each participants was 

able to utilize the knowledge of the midwife in order to prevent further negative 

interactions, and noted how their loved-ones were previously misinformed about 

midwifery and homebirth. None of my participants had any serious medical 

complications within their labor, so people’s concerns about the safety risks of their birth 

were left unfounded. Like the previous discussion of individual’s bodies and 

disempowerment, these ultimately false negative statements were simply recounted as 

being overdramatic or fear based. However, it would be interesting to see how these 
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types of comments may affect an individual whose out-of-hospital birth may have ended 

in some sort of health emergency, or even tragedy. 

Comparison of Empowerment for Each Sub-Sample 
 

 
The interviews from both sub-samples highlight that empowerment in the birth 

setting is a varied experience, although more commonalities were found in experiences 

of empowerment  in the out-of-hospital setting than in the hospital setting. Participants 

in the out-of-hospital setting were more likely to relate their birth choices and birth 

setting to inherent empowerment, and were also more likely to discuss their body as an 

inherent source of their power. However, out- of-hospital participants in my sample 

also faced more experiences of negative, and often hurtful, interactions related to birth 

plans.  Though this did not seem to have a negative effect on any of 

the participants’ experiences of empowerment, but we do not know how these 

participants internalized these comments before they gave birth or the effect that these 

types of comments have on women who birth out-of-the hospital in general. 

In both samples, in-depth discussions of empowerment related to overcoming 

difficult experiences. In-depth discussions of empowerment from the hospital setting all 

related to overcoming a difficult experience with pregnancy and/or birth. This 

expression of deep empowerment may relate to overcoming a difficult situation, 

therefore conceptualizing oneself as particularly powerful. While birth is in and of itself 

often an  incredibly trying experience, and this is most often the empowerment that my 

other hospital participants discussed, the participants who gave in-depth discussions 

also had to overcome other factors, such the potential for the loss of the life (either 

theirs or their infants) or an unwanted C- section. While the other participants were still 
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empowered by the ability to give birth, they had fewer forces to overcome in their 

labor, which may have created a different experience of empowerment for them. 

The strength of empowerment when it involves overcoming more than just the 

physical obstacle of birth is further supported by the experience of my out-of-hospital 

sample. By rejecting normative birth practices, these participants faced risk for a much 

greater deal of criticism, and were subject to more direct attacks on their personal 

power. Because all of my participants from the out-of-hospital sample faced negative 

reactions towards their out-of- hospital births at some point, successfully birthing out-

of-hospital showed that they could overcome not only the difficulties of labor, but also 

maintain their personal ability to reject the expected hospital birth. Negative reaction, 

while citing individuals’ size, safety concerns, and concerns about ability, could also be 

seen as an attempt to put pressure on these individuals to conform to the standard 

hospital birth. One place where evidence is found for this in the hospital sample is 

through Tabatha’s discussion of her planned C-section. Before individuals knew that 

she was scheduling her own C-section for a medically necessary reason, she discussed 

getting negative reactions from them. While her birth fell on the other end of the 

spectrum as far as medical intervention is concerned, outsider reaction highlighted an 

attempt (conscious or not) to regulate birth. 

A successful birth out-of-hospital overcomes these attempts to constrain an 

individual’s ability by proving that other ways of birthing can be just as successful, but 

this may also be the reason why the two participants who had to transfer to the hospital 

had more conflicted feelings about their birth. Charlotte stated that she had been 

“naive” while Nina stated that she felt like a “failure” for transferring. Although both of 
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these individuals found empowerment in other ways, these statements provide potential 

evidence that individuals who are not successful at birthing out-of-hospital, and 

therefore unable to overcome the status quo, may be at greater risk for feelings of 

disempowerment related specifically to desired birth setting. More research in this area 

would provide interesting insight into how these individuals cope with a change in 

setting. 

 

Discussion 
 

 
This section will further outline some of the implications for control and 

empowerment within this study, and also connect the findings with previous literature. 

In addition, it will track support, and how support was connected to control and 

empowerment within this study. It was clear that out-of-hospital participants and 

hospital participants had different expectations of what experiences of empowerment 

and control would be in their births. Participants who planned to birth outside of the 

hospital placed a greater deal of emphasis on the importance of control over their birth 

setting, and gave more detailed explanations of their experiences of empowerment. 

There is evidence within my sub-samples that hospital participants did have less control 

over the decisions surrounding their birth, although part of this must be attributed to the 

three higher risk pregnancies and births which were in this sub-sample. It is also 

important to consider that individuals who birth within the hospital may not have 

wanted as much control over decision making, feeling comfortable leaving the decision 

making to their  care provider. This difference in personal preference for control is 

supported by the three participants who planned to birth out-of-hospital and transferred 

at some point during their pregnancy and labor. These individuals comprised the 
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majority of hospital participants who stated that they had issues with control over 

decision making. Desire to birth out-of-hospital is likely related to a preference for 

control over decision making. This preference may relate to the dialogue put forth in 

part by the natural birthing movement, which discusses individual control as 

particularly important to the out-of-hospital experience. (Carter 2010; Shaw and 

Kitzinger 2005) Individuals who desire more control may have been drawn to this 

aspect of the out-of-hospital experience. 

Findings related to control in both sub-samples can also be linked to Green and 

Baston’s (2003) three types of control: control over one’s behavior, control during 

contractions, and control over staff. Control over one’s behavior was not found to be 

particularly important to individual’s experiences, although there were multiple 

instances in each sub-sample where individuals discussed acting in a way they would 

usually not have. Sometimes these conceptions were particularly negative, for example, 

a hospital participant referred to herself as a “little demon” before she got her epidural. 

Control over contraction was found to be important in both sub-samples, as multiple 

participants in each sub-sample discussed the ability (or lack thereof) to control their 

bodies during contractions. In the hospital sample, this mostly involved the use of 

medical intervention, while the out-of-hospital sample discussed learning to deal with 

or accept the pain. Control over staff was found to be more relevant to my out-of-

hospital sample, although two participants in the hospital sample also discussed this 

type of control as being important to them. 

Although there were differences in the experience of empowerment, expressions 

of feelings of empowerment were consistent throughout both sub-samples. Out-of-
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hospital participants were more likely to face negative reactions to their birth plan or 

setting, and overcoming these negative comments through a successful out-of-hospital 

birth provided an additional source of empowerment. This finding suggests how the 

subversive nature of out-of- hospital birthing creates extra obstacles not found in the 

hospital setting. Individuals may have experienced empowerment so strongly because 

they faced others’ direct attempts to disempower them. Much like control, 

empowerment is an experience that is explicitly discussed by the out-of-hospital 

movement, so these participants’ focus on this experience may also have been related to 

the discourse surrounding out-of-hospital birth. 

Support was consistently brought up by my participants in both sub-samples as 

something which was important to them. All of my participants had loved-one present 

at their births, either friend or family members. In both sub-samples, partners were the 

most common form of main support, with 15 out of 16 participants having them 

present. Mothers were another common support system, while fathers were among the 

least common. Support people were of great importance for the out-of-hospital 

participants in general, and participants in either sub- sample who had difficult births. 

The importance of support people for these situations may be because these situations 

warranted extra support. Individuals having “difficult births” who faced a lack of 

support from their loved-ones were more likely to have negative conceptions about the 

lack of support. My two participants who had relatively uncomplicated births, one in 

hospital and one out-of-hospital, who faced lack of support from loved-ones were able 

to brush aside these instances as a joke. However, three of my participants who had 

more difficult labors (one in hospital and two out-of-hospital) and faced a lack of loved-

one support seemed to deeply internalize these experiences. These findings highlight 
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the important roles that loved-ones play, and their potential to shape experience in the 

birth setting. Dealing with an unsupportive loved-one may contribute to a negative 

experience, and it may also make dealing with other hardships during labor more 

difficult. Lack of support may put individuals in a place where they feel less able to 

exert control or less like they have personal power in their birth setting, as loved-ones’ 

opinions and actions may be deeply influential, particularly on individuals who are 

having a difficult time birthing for other reasons, such as high levels of pain.  

Another important type of support was care provider support. Care provider 

support varied greatly between the sub-samples, particularly concerning prenatal care. 

While multiple participants in the out-of-hospital sample discussed the importance of 

their relationship with their midwife, and the emotional support that they gave them 

before birth, only one participant in the hospital sample noted this kind of relationship 

with their OB’s. This may relate to a different care style, which focuses more on the 

medical aspects of pregnancy, and a more typical doctor- patient relationship than was 

found in the midwife model. Further evidence of this is provided in the fact that no 

participants brought up their OB/GYN’s providing emotional support during labor, 

while 5 of my 8 out-of-hospital participants brought up specific instances of their 

midwife doing so. Preference for emotional support from care provider may be another 

reason why  certain individuals tend towards out-of-hospital, midwife lead care. The 

participants in this study supported previous research that evidenced close 

relationships with care providers as being more common in the out-of-hospital setting, 

and happens less in the hospital setting (Annandale 1988; Beckett and Hoffman 2005; 

Carter 2010; Shaw and Kitzinger 2005) 

Although the evidence within this study is in no way generalizable, there were 



63  

indications that certain participants in each of my sub-samples had factors which 

caused them to “fit” more into certain birth setting. Preference for greater control over 

decision making, rejection of medicalization, naturalized perceptions of birth, and a 

desire for a more emotional relationship with care provider were some of the main 

reasons individuals showed preference to the out-of- hospital setting, even if they ended 

up giving birth in hospital. For the three participants who did have to give birth at the 

hospital, despite previous plans to birth out-of-hospital, these preferences are evidenced 

by their critiques of the in-hospital environment. Each of these individuals made 

statements about lack of control, problems with medicalization in the hospital, and/or 

birth as a natural process faces too much intervention. 

Access to medical intervention was the main impetus for giving birth inside of 

the hospital, with limited evidence of preference for following the standard birth 

protocol as “tradition.”  Some preference for medical intervention could also be 

attributed to participants’ fears of the perceived non-medicalized/unsafe out-of-hospital 

environment. There was no evidence that participants in either sub-sample were more 

or less likely to feel empowered, and while control over decision making varied, only 4 

of my 8 hospital participants expressed concern with this, providing evidence that some 

individuals may prefer not to have extensive control over decision making during their 

labor. This finding supports Beckett’s (2005) work on third wave feminist 

understandings of birthing women, which argues that individual preference may vary 

greatly, and that some individuals may actually be best suited to not having a great 

amount of control over their births, preferring others make decisions for them. 

However, this study did find more evidence of control over decision making in the out-

of-hospital sub-sample, and that multiple participants in the hospital sub-sample did 
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face attempts to exert control over their decision making. For individuals who do prefer 

control over decision making, having others attempt to take away this control may be a 

particularly difficult experience. For the participants in this sub-sample, attempts to 

take back control involved a great deal of personal labor and advocating, work which 

may be particularly difficult to perform during labor. 

 

While both of these environments had a majority of individuals who were 

very satisfied with their birth, it is important to fully draw out the power differential 

that makes birthing in hospital so much easier than birthing outside of the hospital. 

Hospital participants were significantly less likely to face negative reactions to their 

birth setting or plan, particularly from family. In general individuals who birth within 

the hospital also face less legal blocks to their birth plans, such as legislation which 

prevents them from accessing the care provider they desire to attend their birth, or 

which places them in a risk category that denies them from receiving midwife lead 

out-of-hospital care. We must question the impetus for critiques on natural birthing. 

While many individuals may like to believe that their critiques have a scientific 

backing, much of the basis for negativity towards out-of-hospital birthing is a societal 

construct, which values the hospital setting for birthing, and holds non-hospital 

settings suspect. This cultural conception of the “right” way to birth means that many 

different facets of our society are influenced. Law making, common discourse, media 

presentation, and what we teach our medical professionals are all cultural influences, 

and as long as we rely on negative conceptions of out- of-hospital birth, individuals 

who seek this type of care will face greater challenges. 
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V  

CONCLUSION 

The events of birth and pregnancy are deeply affected by how we understand 

them in our society. This cultural influence applies particularly to the care providers 

who are seen as being most appropriate to help someone giving birth, and the setting 

which is thought of as the “best” place to give birth. Because birthing within the 

hospital with an OB/GYN is the norm, individuals who seek out-of- hospital midwife-

run care face more obstacles. They may face scrutiny in their choices, limitation in 

access to this kind of health care, and even legislature which makes birthing out-of- 

hospital within their area difficult or impossible. These differences in ability to access 

out-of- hospital care makes examination of potential benefits and cons of each of these 

settings particularly important. This study focuses on the ways that empowerment and 

control are affected by birthing setting a care provider, and pays particular attention to 

the influence that medicalization has on these experiences. 

 Within this research, there were some major differences between hospital and 

out-of-hospital care. The most obvious difference each sub-sample’s reliance on 

medical intervention. While intervention was generally portrayed negatively in the out-

of-hospital sample, it was a driving force for why individuals gave birth in the hospital 

setting, and hospital participants discussed greater fear associated with not having 

access to intervention. Relationships with care providers were also one of the most 

striking differences between samples, as more participants in the out-of-hospital sub-

sample discussed much more emotionally close relationships with their care-providers 
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than their hospital birthing counterparts. Another major difference was reaction to 

participants’ births, evident in the negative reactions that were faced by out-of-hospital 

birthing participants. 

One reason that an individual may choose to birth outside of the hospital is 

increased medicalization. Medicalization involves understandings different problems 

and life events in terms of a medical framework, and most often it is actually 

overmedicalization, or attempts to understand and treat problems or live events through 

a medical framework when it is not actually necessary, which is examined. Much of the 

literature surrounding potential problems with overmedicalization in the hospital setting 

is focused on how it may affect the individual. Increased use of intervention, fear 

associated with pregnancy, and less feelings of control over decision making have all 

been argued to be associated with medicalization in the hospital environment ( Carter 

2010; Christiaens and Brake 2011; Chervenak & McCullough 2005; Marshall & 

Woollett 2000; Moore 2011; Reiger, Kerreen & Rhea Dempsey 2006; Rosenthal 2006; 

Zweig & Oliver 2009). However, very few of these studies have actually attempted to 

collect data from individuals who have given birth in the hospital, (Green and Baston 

2003; Heinze and Sleigh 2003) and only one of the studies that I found utilized 

participant narratives (Carter 2010). 

This study aimed to focus on experiences of control and empowerment, and how 

they are affected by birth setting. Within my total sample, birth setting was found to 

have an effect on control and empowerment. In particular, this study supported the 

notion that some individuals may experience less control over decision making in the 

hospital.  However, the study also highlighted that this control over decision making 
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may not be wanted by all individuals. Participant empowerment was found in both sub-

samples, although participants with more difficult births, and those who birthed out-of-

hospital gave more detailed descriptions of their empowerment, highlighting a potential 

difference between kinds of empowerment which can be experienced during birth. 

Though the results of this study are not generalizable, there is some evidence 

that the results related to previous research on the study of birth.  Control was found to 

be more important in the out-of-hospital environment, and closer relationships with care 

providers were found to exist. In support of Carter’s (2010) research, discussions of 

control were also found to be complex, as laboring mixed experiences of being “in 

control” (i.e., ability to make decisions) and out of control (i.e., ability to control the 

physical process of labor). Participants in this study also supported the notion that 

birthing preferences are varied and complex, and that for some individuals 

empowerment was even framed as being gained through a highly medicalized 

environment (Cheyney 2008). 

This study also provided evidence of a power differential which exists between 

individuals who give birth within the hospital, and those who birth out-of-hospital. The 

majority of my participants in both sub-samples were quite satisfied with their birth, 

but participants’ preference for medical intervention or naturalized understandings of 

birth played a large part in dictating which setting they were comfortable with. 

Although there were no participants who had to birth out-of-hospital despite wanting to 

birth in hospital, my three participants who were all unable to birth out-of-hospital each 

showed some discomfort with the hospital environment, and difficulty dealing with the 

control they felt was exerted over them in this setting. This finding suggests that there 
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are certain individuals who just “fit” better in the out-of-hospital model, particularly 

those who are interested in great control over decision making and more 

naturalized/less medicalized understandings of birth. 

My two participants who transferred to the hospital during labor, and one 

participant who had to transfer to a traditional OB/GYN from her midwife care, point 

to possible implications for research which focus on how individuals emotionally 

manage birthing outside of the environment they had originally chosen, including how 

they deal with changes in care providers, intervention styles, and physical setting. As 

stated earlier, all participants who birthed out of the hospital faced negative reactions 

from others because of their birth choice. If these results were shown to be 

generalizable, another interesting implication for research on emotional  management 

would be a study which focuses specifically on how individuals who birth out-of- 

hospital manage these negative reactions. This research focused on the postpartum 

period, and studies which focus on how pregnant individuals experience and manage 

these reactions would provide interesting insight into the effect that these reactions 

have on individuals before giving birth. Of particular interest for the section focusing 

on how participants felt about these reactions in the postpartum period would be a 

comparison of participants who were successful at birthing out-of-hospital, and those 

who were not. This may give insight into possible difficulties with deflecting potential 

disempowerment when individuals were not able to overcome the status quo of 

birthing within the hospital. 

A population not represented in my sample, but for whom my research may 

have some interesting implications, would be individuals who birthed via non-

medically necessitated planned C-section. Both studies focusing on the societal 
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reaction that individuals choosing non- normative, highly interventional hospital births,  

and comparative studies focusing on the reactions that out-of-hospital birthing 

individuals and non-normative hospital birthing individual face would give insight into 

the way that birthing is regulated by societal conceptions of what is “normal.” This 

work would provide more insight into what is viewed as the “right” way to give birth, 

and may provide an interesting insight into negative societal conceptions regarding 

intervention commonly viewed as “overmedicalization,” which are mostly absent from 

the literature (Cheyney 2008 is one of a few exceptions.) Studies on non-medically 

necessitated scheduled C-sections may provide an interesting critique to the 

medicalization model, which shows that extending too far away from the societal norm 

in either direction, whether it be lack of intervention or increased use of intervention, is 

understood as problematic. These studies may provide greater insight into what exactly 

the “standard” is within our society for hospital birthing care. 

One of the most important implications for further research was this study’s 

focus on the qualitative narratives of hospital birthing women. Because voices from 

these participants are limited, it is necessary to gain more data about how hospital 

birthing participants feel about birth, birth setting, and birthing choices in general. More 

research needs to be done in this area in order to get a clear understanding of what 

birthing in the hospital is like. Research often focuses on assumptions based on 

anecdotal evidence, instead of a clear data from individuals who have actual lived 

experience. 

When considering a life event as influential as the birth of one’s child, it is 

important to treat each individual which respect, compassion, and concern for personal 

preferences. While it is a function of modern medicine to keep individuals safe from 
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harm, evidence has shown that out-of-hospital birthing is a perfectly safe alternative for 

many individuals (American Public Health Association 2002; Anderson RE, Murphy 

PA 1995; Zweig & Oliver 2009). Despite this research, all of my participants who 

birthed out of hospital faced negative reactions, which provided evidence that birthing 

out-of-hospital was a subversive act which went against societal norms. This finding 

may highlight an issue with allowing individuals who wish to receive an alternative 

form of care being able to access it, because their actions do not fall within the 

preconceived notions of the “right” way to give birth. Depending on the individual’s 

personal preferences, being shifted to a birthing setting which they are not comfortable 

with, whether it be in hospital or out-of- hospital, may be potentially harmful to their 

satisfaction with the birthing process. 
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APPENDIX 
 
 

Interview Guide 
 

 
Demographics/Foundational 

questions: How old are you? 

What gender do you identify as? 
What race do you 

identify as? When did 

you give birth? Where 

did you give birth? Was 

this your first birth? 

If not, how many other children have you had? 

Where were they born? 
 

 
 

Pre-Birth 

Did you have a concrete birthing plan? 
If so what was it? 

Who, if anyone, helped you create your birthing plan? 

Who was your primary team of professionals during your 

pregnancy? How did you prepare for labor? 

Who helped you to prepare for labor? 

How would you describe your experience of being pregnant this time? 
How nervous were you about giving 

birth? Did you visit a traditional 

OB/GYN?  Were they present 

during your birth? 

 
Birth Story 

Can you tell me about your birth? 

 
During Labor 

Were you able to follow your birthing 

plan? If not, why? 

If you were able to follow it, how satisfied were you with your plan in 

action? Who was present during the birth? 

Were any people present during your birth that you had not met before going into 

labor? Did you feel any pressure to deviate from your birthing plan? 

Did you feel any pressure to receive medical intervention that was not wanted? 

 
Midwife Specific: 

Why did you choose to use a midwife? 

Did you another kind of birthing professional, like a 

doula? How well did you know your midwife (and/or 
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doula?) 

Did you feel any unwanted pressure from your midwife during birthing?  

Homebirth Specific: 

Why did you choose to give birth at home? 

What were the pain management methods used during your birth? 
How was pain management for you? 

How do you ultimately feel about your choice to give birth in a home environment? 

 
Hospital Specific: 

Why did you choose to give birth in a hospital? 

How well did you know the doctor who assisted your birth? 
For how much of your labor were they present? 

What were your biggest fears associated with a hospital birth? 

What attracted you to the hospital 

environment? How long did you stay at the 

hospital? 

What was the pain management? 

How did you feel about the pain management you received? 
How did you ultimately feel about your choice to give birth in the hospital environment? 

 

Power? 

Control?  

 
How do you think your birth would have been different in a different 

setting? Do you regret anything about your last birth? 

Did you face any negative reactions because of the setting or way in which you chose to 

give 
birth? 

Any questions? Comments? 
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