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Abstract 

In the wake of high maternal and infant mortality rates in the United States, there is a 

need for childbirth care reform, and investigating the methods with which individuals prepare for 

this life event grants us insight into the strengths and weaknesses of the current system. The 

purpose of this study is to evaluate the impact on preparedness between individuals that used 

OB/GYNs and those that used midwives to determine how different practitioner types were 

perceived by their patients. I conduct a qualitative and quantitative survey of people that have 

given birth in the United States and analyze the results for statistical and thematic trends. My 

major finding is that individuals did not perceive childbirth as a static event but a process that 

encapsulated pregnancy, childbirth, and postpartum experiences. I also identify that midwives 

have a more positive impact on the birth experience; they recommended more resources, were 

reported as superior in preparing their patients for postpartum, and provided a continuity of care 

that was desired by most participants. To answer the question of whether a midwifery model of 

care should be implemented in the United States, I compare these results with those I had found 

in a previous study conducted in the Netherlands and conclude that nationwide implementation 

would be culturally and systemically disruptive. I suggest that it is best to prioritize the birthing 

person’s experience and opinions within the context of the systems already in place within each 

nation. 
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Introduction 
 
 “Get the epidural,” one New York Times op-ed declares (Klein, 2017). The LA Times 

asks, “is the natural-birth movement more feminist?” (Mettler, 2017). These articles are just two 

examples amongst many describing the ongoing and tumultuous debate between “morally 

superior” natural childbirth and “morally inferior” medicalized childbirth. In favor of 

medicalized childbirth are articles such as one published in SheKnows claiming that the rise of 

OBGYN Instagram influencers is “restoring the personal, physician-patient relationship that was 

cherished by our grandparents” (Harding, 2020). Those advocating for the alternative declare 

that their midwife helped them in “dealing with the doctors” and describes birth as “a beautiful 

process which can be missed if you are intoxicated”1 (Wezowski, 2016). With these ever-

increasing mountains of opinions about the “right” way to give birth occurring in the online 

space, the actual experiences of childbirth have become buried and ignored.  

 Childbirth is by no means a new topic of discord in the United States. This discourse has 

most recently been incited by the COVID-19 pandemic, an ongoing public health crisis that has 

unabashedly exposed cracks in our current healthcare system (D’Ambrosio, 2022). Even before 

the pandemic, however, researchers have sought to understand how childbirth has functioned 

within broader American society. This investigation has led the most critical of these researchers 

to compare the United States with other nations’ healthcare systems that they deem to be 

superior.  

 In 2023, the Commonwealth Fund released a report comparing the United States’ health 

outcomes with those of similar countries. The most notable finding from their report is that 

“despite high U.S. spending, Americans experience worse health outcomes than their peers 

 
1 The term intoxicated is used here to mean “under the influence of drugs” such as Pitocin or an epidural. 
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around [the] world” (Gunja et al., 2023). One graph in particular highlights one area in which the 

differences between the United States and its peers are quite stark: maternal mortality rate. With 

a bar reaching far above the others, the US rate is 23.8 maternal deaths for every 100,000 live 

births. On the opposite end of the graph sits a drastically smaller bar line touting a rate of 1.2; 

this is the Netherlands’ rate (Gunja et al., 2023). It is this dramatic contrast that has led many to 

put both nations’ systems under a microscope for comparison. Comparison between the two 

nations is not new, but recent reports from a global organization such as the Commonwealth 

Fund have caused an increased urgency amongst researchers in their search for ways to reduce 

these rates in the United States.  

Many researchers have acknowledged the benefit of this comparison and have done their 

part in suggesting solutions to the current state of childbirth care in the United States, several of 

which collaborated to create a book on the topic entitled Birth in Eight Cultures. It was after I 

read the chapter “Giving Birth in the United States and the Netherlands: Midwifery Care as 

Integrated Option or Contested Privilege?” from that very book that this project was born. This 

chapter was my first exposure to the midwifery model of care, and my main takeaway was that 

the Netherlands seemed to have a healthcare system that worked. The midwifery model of care 

became a particular passion of mine, especially considering my goal to become a labor and 

delivery nurse, and I became determined to investigate if it were possible to incorporate certain 

Dutch practices into our current American system in an attempt to improve childbirth outcomes.   

  It was this passion and curiosity that spawned this paper which ultimately represents the 

culmination of a year’s worth of research. Half of this project was completed as an independent 

research project conducted during a semester studying abroad in the Netherlands. The Dutch 

component of this larger project was used as the foundation for the research conducted in the 
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United States. Within the period of four weeks, I created, distributed, and analyzed a survey of a 

population of twenty-one white, college-educated women, the majority of which were originally 

from countries outside of the Netherlands. The key findings from that research project were that 

non-native Dutch women from countries under the medical model had difficulties adapting to the 

midwifery model of care; midwives were the primary source of antenatal education; and 

continuity of care was the most important factor in producing a positive childbirth experience.      

My ultimate goal in conducting the research detailed in this paper is to evaluate how 

one’s childbirth provider affects an individual’s perceived preparedness for pregnancy and 

childbirth, with a particular emphasis on comparing midwives and obstetricians. While the 

creation and conclusions of this paper are inevitably influenced by the study conducted in the 

Netherlands, the focus will remain on the data collected in the United States. However, both the 

Dutch and American cohorts will be used to further the secondary aim of this paper: to 

investigate the similarities and differences of experiences of those giving birth within these 

oppositional systems.  

 This broader research project offers a valuable insight into the discussion regarding 

which childbirth care reforms are not only most needed, but also which could be plausibly 

implemented given the current state of the United States. Continuing to compare the United 

States and the Netherlands remains a valuable way to identify universal desires regarding 

childbirth experiences and how different cultures require different reforms to improve their 

childbirth systems. By evaluating a highly privileged population of people that have given birth 

in the United States, my research allows us to more closely determine areas of the system that 

seem to be functioning effectively as well as aspects of the system that need reform across the 

board. Targeting the issues experienced by those that are likely to receive what is considered the 
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“best” the current system has to offer would undoubtedly improve outcomes for those with less 

privilege, even if it would not fix all the issues faced by those most marginalized.   

   There are, however, also limitations to this study. While most of those limitations are 

the result of time and sample size and are therefore possible to overcome in future research, it is 

important to acknowledge how my positionality affects this project. My identity as a middle-

class white woman does not make me the ideal spokesperson for the populations most impacted 

by the negative childbirth outcomes I discuss, notably poor people and people of color. 

Additionally, I hold an implicit bias that the midwifery model of care is fundamentally superior 

to the medical model which has certainly informed my whole research process. However, I do 

believe that my desire to become a career as a labor and delivery nurse lends me the ability to 

equally critique both differing models of care.  

 I would also like to note that, despite the growing push for inclusive language in 

healthcare, most literature regarding childbirth uses highly gendered terms to describe pregnant 

and birthing people. While nearly all my surveyed participants selected “mother” as their 

preferred identifier, this paper will be making a concerted effort to use the gender neutral terms 

suggested by MacKinnon et al. (2021) to refer to participants and populations at large. However, 

due to the nature of the topic and literature cited, there will be instances where entire populations 

will be referred to as “women” and the term “mother” will be used when discussing participants 

that identify that way.    

 
Methods 
 
 The data for this research was collected from responses to surveys that were composed of 

a mix of qualitative and quantitative questions. I chose to use a survey as my method because it 

allowed me to collect foundational data about my population’s perceived preparedness while also 
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giving them the opportunity to broach topics in their qualitative responses that I had not 

otherwise included in the questions. This approach proved useful because it yielded results that 

addressed the broader topics explored within the literature and offered a more specific look into 

individual experiences.  

I created the survey using Qualtrics Survey Maker because it provided an accessible 

interface, advanced analytical tools, and desired security standards. I included a broad informed 

consent agreement as my first question followed by a series of demographic questions. This 

demographics section was sourced from Qualtrics’s sample deck of common American 

demographic questions such as race, marital status, age, and education level. The question 

regarding gender was framed using parental identifiers instead of gender identity. This section 

was concluded with a qualifying question that ended the survey for any participant that reported 

to never having given birth in the United States.  

 I also collected data on the recency, state, setting, and method of the participants’ birthing 

experience. The former two categories were used to provide context for specific participants’ 

later answers because childbirth practices vary regionally and statewide in the United States and 

the landscape of childbirth has seen shifts even within the ten-year period of this particular 

population. The latter two categories were considered important on their own as the literature is 

invested in conversations comparing home and hospital births as well as vaginal and cesarean 

births. The setting and method of birth were also regularly paired with a participant’s answers to 

the rest of this section’s questions that established the three subgroups of my population: those 

that gave birth using a midwife, those that gave birth using an OB/GYN, and those that had done 

both.  
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 The remaining questions of this survey were revised from those used in the 

accompanying research project from the Netherlands. In the creation of that original survey, I 

referred to the Childbirth Education Questionnaire (CEQ) developed by Dencker et al. (2010) to 

determine the types of emotion-based statements that the literature had already been using to 

study childbirth experiences. I also referred to Vogels-Broeke et al. (2020) in highlighting the 

resources that were most likely to be used by participants and which might need further 

investigation into. Because I have never given birth, these sources were invaluable in providing 

appropriate insight into preparation resources and childbirth perceptions that I could measure.  

 Most of the survey questions were five-point Likert scale questions that gaged usefulness 

of resources or agreement with general statements. This made up the quantitative portion of the 

survey. The qualitative portion included both open-ended and optional questions, one of which 

asked participants to provide three descriptor words they felt described their experience(s). This 

particular question was used to determine general associations regarding childbirth experiences 

individually and more broadly, but, given the fact that I provided example adjectives, it is 

possible that the answers to these questions were skewed based upon my own implicit biases. To 

combat this, however, each participant was given the opportunity to write a final open-ended 

response addressing anything they wanted to share. This offered participants the opportunity to 

provide nuance to previous answers or share entirely unrelated anecdotes they deemed important 

to the topics at hand.  

 All participants were asked the qualifying, demographics, and preparedness questions 

and, depending upon the subgroup they fell into, would be directed to an additional section 

specific to their experience with their type(s) of childbirth practitioner. Within these sections, I 

was interested in further investigating the aforementioned list of resources from Vogels-Broeke 
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et al. (2022), specifically looking at their usage and perceived usefulness. This offered a closer 

look at general and individual preparation processes and comparing the subgroups of my 

population revealed the impact childbirth practitioners had on these processes. I was also 

investigating general attitudes towards the different types of practitioners and how individuals 

perceived their preparation by these practitioners. 

 Overall, I hoped to provide questions that were formulated, formatted, and presented in a 

way that would be accessible to both the participants and the researcher. The brevity, clarity, and 

design of the survey was focused on simultaneously procuring the most accurate of data and full 

completion of individual surveys, and the result was a survey that did not exceed a duration of 

ten minutes and had a completion rate of approximately 90 percent.  

 It should be noted that the original intent of this research project was to conduct focus 

groups after the completion of the survey, sourced from survey respondents. This would have 

provided additional qualitative data that would have enriched the overall survey data. The 

proposed research project, both with and without focus groups, was reviewed and approved by 

Washington University in St. Louis’s Institutional Review Board. Due to obstacles in recruitment 

and the narrow time frame, the focus group portion of this project was dropped, and the survey 

became the sole source of data for this cohort. However, this did allow for a more lateral 

comparison between the project conducted in the Netherlands that was solely conducted via 

survey.  

 The proposed recruitment method submitted to the review board involved the researcher 

emailing local midwives, doulas, and mom collectives asking if they would share the survey link 

with individuals within their social circles. Later recruitment methods included word of mouth 

by colleagues in addition to flyers posted on the Danforth and Medical Campuses of Washington 
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University in St. Louis and surrounding coffee shops. The individuals that agreed to share the 

survey link consisted of two doulas based in the Midwest, and it is possible but unknown if other 

individuals I contacted also shared the link. As evidenced by the survey results, this led to a 

population largely localized to the Midwest, specifically Illinois and Missouri. These recruitment 

methods also centralized a college educated population and was accessible to people that were 

active in online spaces about childbirth. This also aligned well with the population studied in the 

Netherlands that were entirely college-educated and recruited from online childbirth education 

and support groups.  

 After collecting data for three months, twenty-nine responses were collected and, after 

filtering our pilot and wholly incomplete responses, the final number of participants was twenty-

four. These twenty-four respondents were largely homogeneous. As predicted based upon the 

recruitment methods used, the majority were married, college-educated women that had given 

birth in Midwest states and selected “Caucasian” as their race identifier and “mother” as their 

parental identifier. Three-fourths reported that they had given birth at least once within the past 

three years which allows an applicable view of current childbirth experiences. Because of the 

small size of this sample population, it cannot give an accurate depiction of all childbirth 

experiences in the United States, but it does offer certain valuable insights into the state of 

childbirth today. These women hold significantly more privilege than their demographic 

counterparts, and their experiences give us a glimpse into the “best” of what the United States 

has to offer. This allows us to more closely critique aspects of the current system that even the 

most privileged cannot escape.       
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Literature Review 
 
 As the COVID-19 pandemic began exposing the systemic cracks inherent to our 

American healthcare system, it also led to an increase in home births. The increased rates were 

originally a result of shutdowns and social distancing, but this trend has continued as we have 

transitioned into a world now-considered “post-COVID.” Scientists and laypeople alike have 

weighed in on this phenomenon, fueling the debate about what is “best” for birthing people in 

the United States. Most current literature considers the United States to be a distinctive country 

to give birth in, citing the exorbitant amount it costs to give birth, the predominance of hospital 

births, and the overwhelming cultural preference for physician-assisted births. 

 Kennedy et al. (2020) restated the distressing fact that Americans not only spend more 

money on childbirth than their peers in the Netherlands, Canada, Australia, and the United 

Kingdom, but they also have higher rates of infant and maternal mortality. In their discussion of 

these two disparate facts, Kennedy et al. (2020) declared that failures in the systems and broader 

cultural beliefs within the United States that was causing this incongruity. These failures can 

only be fully understood within the broader historical context of how our current maternity care 

system came to be and the forces that compel it to continue functioning despite these numerous 

failures.    

 

Historical Background 
 
 As with every other culture in the world, the act of childbirth in the United States was 

initially relegated solely to the sphere of women and was overseen almost exclusively by 

midwives. Throughout the seventeenth and eighteenth centuries, the tradition was to give birth 

under the supervision of a midwife, and male physicians were summoned if the birth became 
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complicated or required surgical intervention (Roth, 2021). However, the landscape of birth 

experienced a dramatic shift from these traditions in the nineteenth century as male physicians 

began vying for absolute power over women’s bodies and sought to remove midwives from their 

place in the birthing room (Davis-Floyd and Cheyney, 2019; Roth, 2021). During this century, 

new technologies and novel understandings of physiology led some physicians to promote 

medical intervention such as bleeding, purging, and strong medication (Bogdan, 1978). The 

increased use of forceps and anesthesia were both seen as controversial at first, but eventually 

became somewhat commonplace as medical interventions for births, complicated or not (Dye, 

1980).  

 Over the course of the twentieth century, physicians gradually replaced midwives as the 

predominant childbirth practitioners. Male physicians acted as a united front in a concerted effort 

to valorize their medical expertise and demonize the work of midwives (Dye, 1980). One 

infamous example of these efforts can be found within J. Whitridge Williams’ 1912 article 

“Medical Education and the Midwife Problem in the United States.” Despite his 

acknowledgement that childbirth outcomes under the care of midwives was better than with 

physicians, he advocated for the standardization of medical school education and downplayed 

the expertise of midwives. Williams and his contemporaries were inevitably successful in 

marking their profession as not just prestigious, but necessary for a successful birth, effectively 

excluding anyone that was not an affluent white man from the realm of childbirth. 

As it became more widespread to have a physician-assisted birth, the language 

surrounding childbirth was also reconceptualized. Birth became understood as a “medical event” 

and laboring women were dubbed “patients” (Roth, 2021). With both new definitions came the 

underlying implication that the act of giving birth necessitated active management by 
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paternalistic physicians. This interventionist attitude also led childbirth to be increasingly 

depicted as an inherently risky health condition. It was the combination of these new 

understandings of birth that ultimately led to the hospital becoming the default setting for birth 

by the 1930s (Thomasson and Treber, 2008). Hospital births shifted from occurring in less than 5 

percent of births at the turn of the century to over half by the end of the 1930s (Thomasson and 

Treber, 2008). By that time, obstetrics had been firmly established as the authority over women’s 

bodies and their medicalized rules began governing pregnancy and childbirth.  

This medicalization has continued well into the twenty-first century and, in light of new 

technologies, has arguably grown more extreme. Louise Marie Roth, in her 2021 book The 

Business of Birth, spends a considerable amount of time discussing how modern laws and 

technologies interact to protect the wellbeing of physicians instead of, and often at the expense 

of, their patients. One such technology discussed is the Electronic Fetal Monitor, which, despite 

its common and continuous use by physicians, has been noted to add risks in situations that are 

otherwise low-risk (Spector-Bagdady et al., 2017). EFM is known to report false positives, 

greatly decreases freedom of movement for laboring people, and has no empirical evidence to 

prove it has a positive impact on childbirth outcomes (Spector-Bagdady et al., 2017; Roth, 2021). 

This is one of many technologies that have become commonplace in twenty-first century 

childbirth that are rooted in science fetishism and interventionist attitudes of physicians. It is 

only with this historical context that we can pinpoint where current failures within our system 

originate and how larger institutions such as capitalism and patriarchy influence the practices 

regarding childbirth.   
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Childbirth Paradigms 
 
 While the United States is seen as distinct amongst its peers when considering childbirth 

due to its inclination towards the extreme, its historical trajectory is reflected in other nations 

such as the United Kingdom and Australia. The history of childbirth in the Netherlands, 

however, proves a stark contrast amongst these nations because midwives have been and 

continue to be the primary childbirth practitioner for Dutch women. The variations in the 

histories of these countries result in drastic differences in current childbirth practices. In their 

chapter of Birth in Eight Cultures, Davis-Floyd and Cheyney (2019) contrast the historic and 

modern practices of the United States and the Netherlands to provide a greater understanding of 

the midwifery model of care. They use Davis-Floyd’s three childbirth paradigms to analyze how 

each framework shapes decisions, perceptions, and outcomes of childbirth within each country.  

 Davis-Floyd and Cheyney (2019) describe a spectrum of childbirth paradigms with a 

range bookended by two extremes: technocratic and holistic. Under the technocratic paradigm, 

the patient is treated as an object and technology is used to manage the medical event that is 

childbirth. The United States’ near-exclusive operation under this paradigm is what makes it 

stand out even amidst other systems with similar values. Standing in contrast to this high-

technology, objectifying framework is the holistic paradigm which focuses on the mind-body-

spirit of the patient. It is often characterized by an emphasis on healing, a belief that childbirth is 

natural, and a prioritization of the patient’s experience. While not exclusively holistic, the 

Netherlands is often presented as the best example of this childbirth paradigm due to its 

childbirth system being fundamentally structured around midwives as the default care provider.  

Davis-Floyd in her description of these two paradigms also defines a third that stands as a 

midway point between the other two: the humanistic paradigm. The characteristics of this 
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approach include a prioritization of partnership and compassion between provider and patient 

during childbirth. Davis-Floyd and Cheyney (2019) point out that the humanistic paradigm can 

be found in both nations, though rarer in the United States, and describe it as having “the most 

potential to open the technocratic system, from the inside, to the possibility of reform” (Davis-

Floyd as qtd. by Cheyney et al., 2019, p. 195). Having an established set of definitions for these 

three childbirth paradigms grants us a greater understanding of why certain practices are 

conducted systemically and individually within each of the three.     

The midwifery model of care in the Netherlands incorporates aspects from all three 

paradigms but relies most on the holistic. In the United States, giving birth under the care of a 

midwife is often the only escape from the prevailing technocratic system that has fully 

normalized hospital births under the supervision of OB/GYNs regardless of risk. These differing 

models of care lend themselves to variable rates of intervention, continuity of care, and infant 

and maternal outcomes. Davis-Floyd, rather than pronouncing one paradigm as definitively 

superior to another, suggests that it is a combination of these three paradigms that will provide 

the “most effective obstetrical system ever known” (Davis-Floyd, 2001, p. S5).  

These frameworks are useful for putting the historical events of childbirth of a particular 

country into the context of current obstetrical practices. They describe the values that are 

foundational to the broader system and are often not expressly stated in day-to-day conversations 

of childbirth. The United States operates under a technocratic paradigm, whether it describes 

itself in such language or not, and this allows us to take a closer look at how these unstated 

values shape the type of conversations and decisions made within the realm of childbirth. 

Reliance on technology, objectification of the laboring patient, and the mind-body separation 

manifest in the dominance of obstetricians, high rates of medical interventions, and a 
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pathologization of childbirth. These are the basic tenets of the medical model, of which the 

United States is the premier example of.  

 

Medical v. Midwifery Model of Care 
 

In 1979, Barbara Katz Rothman defined the medical and midwifery models of care and 

how they differed. The difference between these two manifests both within individual 

experiences and in broader society as a whole. The midwifery model is characterized by its 

holistic approach while the medical model, as evident in its name, prioritizes medical authority 

and operates under the technocratic paradigm (Roth, 2021). Within the realm of childbirth, the 

medical model manifests through active management, objectification of women, prioritization of 

technology, and reliance on medical interventions. These factors culminate to create an 

environment in which “doctors ‘deliver’ babies rather than women giving birth” (Roth, 2021, p. 

17), a stark contrast to the patient-led, low-intervention, collaborative midwifery model of care.  

These models become institutionalized when the broader culture agrees on which actors 

of an event are granted authoritative knowledge2. Sargent and Bascope (1996) conducted an 

analysis of three different birthing systems to analyze how the medical and midwifery models 

determined the agreed-upon authorities of childbirth. They looked at three separate communities 

from Mexico, Texas, and Jamaica to determine the role that technology played in the establishing 

of authoritative knowledge. Their analysis allows us a closer look at the how the medical and 

midwifery models of care present themselves in living, breathing systems and the ways in which 

they impact the individuals that must navigate these systems. 

 
2 Browner and Press (1996) discuss this within the context of biomedical hegemony in the United States. Their 
results are important within this research because it suggests that patients are inclined to trust biomedical authority, 
but also must compare this advice with their own embodied experience.  
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Their investigation into a holistic birth system led them to a village in Mexico that was 

too small to have a clinic, resulting in all childbirth being supervised by women in the 

community, some of which were described as midwives. In their description of a low-technology 

birthing system, it is the midwifery model of care that predominates; as a result of birth being 

placed back into the sphere of women, it becomes a deeply collaborative system (Sargent and 

Barscope, 1996). Authoritative knowledge within this community in Mexico is placed within the 

hands of the community members participating, from the midwife to the laboring women. This 

allows for embodied experience to dominate over technological reliance, and it is this 

community-based collection of experiences that dictate the procedures of birth, not a physician. 

It is not the fact that there is a lack of technology that bridges the gap between the laboring 

person and the birth attendant, but a rejection of the medical model that prioritizes technology 

over embodiment.   

Sargent and Barscope then turn their attention to hospital births occurring in Texas, with 

specific attention to the experience of Spanish-speaking women within this system. They analyze 

how these women navigate the high-technology environment of the medical model. Within the 

United States’s healthcare system, the women are expected to defer to the “superior” knowledge 

of the physicians and hospital staff. Their embodied experience is devalued so that the 

knowledge of the obstetricians can be perceived as sacrosanct (Sargent and Barscope, 1996). 

Within this system, there is no collaboration, and the access to technical knowledge such as how 

to perform a cesarean Section determines the hierarchies inherent to this medical model of care. 

Importantly, Sargent and Barscope (1996) point out that the women they interviewed 

acknowledged the importance of their physicians’ technical expertise but felt completely 

excluded from the decision-making of childbirth (Sargent and Barscope, 1996).   
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The medical model’s establishment of biomedical knowledge as superior has led to a 

general loss of collective knowledge of childbirth amongst communities where midwives once 

thrived. Sargent and Barscope (1996) analyze Jamaica as their third birthing system because of 

the nation’s successful attempts to eliminate midwife-attended births in favor of hospital births 

without firmly establishing technologies often associated with the medical model of care they’re 

attempting to implement. The result of this is that many births go unattended, despite the fact that 

they take place in a hospital. The researchers highlight that, despite the poor experiences the 

women had while in the hospital under the care of nurse-midwives, they also expressed fear and 

anxiety about the idea of giving birth at home (Sargent and Barscope, 1996). The medical model 

has been become institutionalized within this community and, as a result, it is the broader 

cultural assumption that a birth is not safe if it does not take place in a hospital, under the 

management of a medical professional, and with the technologies deemed “necessary” for 

childbirth.  

Sargent and Bascope’s study is not recent, but it is increasingly relevant. It offers context 

for how aspects of the midwifery model of care might be implemented, but also highlights why 

recurrent trends pushing for “natural” births fall flat in the face of cultural assumptions. The 

United States conceptualizes childbirth within the technocratic paradigm and operates under the 

medical model. These frameworks offer us a better understanding to why the dominating opinion 

of physicians and laypeople alike is that the “right” way to give birth is in the hospital and 

attended by a doctor. The medical model is inherent to the American healthcare system and 

allows little room for people to conceptualize childbirth outside of the parameters inherent to this 

system. Authoritative knowledge is granted exclusively to those that have medical expertise, and 
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this devaluing of one’s embodied experience highlights why women are not pushing for 

alternative birth methods.  

Physicians have a vested interest in maintaining this authoritative knowledge. While there 

are a few obstetricians that have spoken out against the negative aspects of our current culture 

surrounding maternity care (Berry, 2007), the majority continue to advocate for in-hospital and 

obstetrician-led births. One of the reasons for this dominating opinion is that these births are the 

most expensive birthing option and therefore preferable in America’s current for-profit 

healthcare system. Calculating the average cost of childbirth in the United States is difficult 

because healthcare is intrinsically tied to employment and varies between states, and, as a result, 

women of lower socioeconomic status are more likely to have higher than average costs. Despite 

these variabilities, a 2020 report estimated the national average cost as $13,811 for individuals 

under employer-provided insurance with cesarean sections costing, on average, slightly more 

(Melillo, 2020). The average cost for homebirths is more difficult to determine due to a lack of 

standardization, but researchers have found that this cost is likely significantly lower than the 

typical hospital birth (Anderson and Gilkison, 2021). Notably, Anderson and Gilkison (2021) 

also point out that an increase in homebirths could save the country over $300 million in 

healthcare costs. The midwifery model of care runs directly counter to the profit-driven 

healthcare system in the United States because it deemphasizes the interventions and 

technologies that keep the cost of healthcare high. 

The midwifery model of care cannot be assumed to be the framework used by all 

midwives, especially in the United States. American midwives are not the default birth 

attendants and can broadly be thought of as a specialized healthcare provider focusing on 

childbirth. They operate within the medicalized American healthcare system and the laws 
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surrounding midwives vary broadly from state to state. While there is a correlation between 

midwives and holistic birthing practices, using a midwife alone cannot prevent someone from 

experiencing a medicalized childbirth experience.  

I would also like to take the time to define doulas. While the exact parameters of this role 

differ between the Netherlands and the United States, it is broadly understood to be an individual 

that “provides emotional, physical, and educational support to a mother who is expecting, is 

experiencing labor, or has recently given birth” (Having a Doula | What Is a Doula & What Are 

the Benefits?, 2024). Doulas serve as healthcare advocates for people giving birth and, especially 

in the United States, offer the emotional support that patients often do not receive from their 

physician. Importantly, midwives and doulas do not serve the same function as birth attendants. 

For the purpose of this paper, midwives are individuals that are providing healthcare directly 

while doulas are providing peripheral support to the person giving birth.  

In light of the increasing awareness of the high maternal and infant mortality rates, the 

medical model has come under considerable scrutiny. The most recent threat to this model’s 

supposed superiority has come in the form of debates about method of birth. As the broader 

public has begun questioning the effectiveness of the high-interventionist methods of birth, such 

as the increasingly prevalent cesarean section, those holding the authoritative knowledge within 

this system have attempted to uphold the superiority of this model and double down on the need 

for a medicalized method of birth.  
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Method of Birth 
 

A debate about method of birth has come about amidst the discussion of the 

medicalization3 of birth. While this phenomenon has recently sparked questions of its 

reversibility in nations not currently under the medical model, the medicalization of birth in the 

United States is largely considered complete. The most obvious example of this complete 

medicalization of birth is the current rate of cesarean sections. While some argue bigger babies 

and smaller hips are to blame for the high rate of cesarean sections (Liston, 2003; Mitteroecker et 

al., 2016), others believe that it is the reimbursements from health insurance companies and/or 

the convenience they grant to physicians (Roth, 2021).  

The World Health Organization recommends a cesarean section rate of 10-15 percent, yet 

approximately one third of all births in the United States, low-risk or not, occur via cesarean 

section (Roth, 2021). These high rates have not resulted in people having safer deliveries, as 

many cultural narratives perpetuate, but have put individuals at greater risk for a variety of 

issues. Maternal and infant outcomes are adversely affected by cesarean sections for low-risk 

births; maternal death is three times more likely after a cesarean than a vaginal and infants are 

more likely to experience injury during delivery (Roth, 2021). These adverse outcomes can be 

explained by the fact that a cesarean section is not a “convenient” method of giving birth but is 

rather an invasive abdominal surgery that should be reserved for the specific scenarios that 

necessitate it. Additionally, having one cesarean section makes it both more difficult to give birth 

vaginally and increases the risk of complications in any successive (Roth, 2021).  

 
3 Medicalization, as coined by Irving Zola in 1973, is characterized by “an increasing range of social phenomena 
[being] linked to the institution of medicine” and “the extension of the range of social phenomena mediated by the 
concepts of ‘health’ and ‘illness’” (Have, 2003, pp. 153-154).  
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Medicalization of birth has slowly eroded a person’s ability to choose their desired 

method of birth. Physicians have a vested interest in promoting cesarean sections because they 

are predictable in ways natural birth is not, and hospitals prefer cesareans because they minimize 

the risk of medical malpractice suits (Roth 2021). Obstetricians are often quick to surgically 

intervene in births because cesarean sections allow them to schedule births at their own 

convenience and offer a legal failsafe in malpractice cases. Despite this, many obstetricians 

ignore the factors that lead to their overreliance on cesarean sections in favor of perpetuating the 

narrative that it is “picky” mothers that are choosing cesareans over natural births. These 

physicians hold full authoritative knowledge over childbirth and, as a result, the method of birth 

is no longer guided by the embodied experience of the mother and has instead become a 

convenient decision made to maximize profits and efficiency.  

Cesarean sections are not the only means by which medicalization shows itself in the 

birthing room. Interventions during birth are also on the rise. Cheyney and Davis-Floyd describe 

an “obstetric paradox” wherein “clinicians intervene in birth, see outcomes worse than expected, 

and in response, intervene more in birth in an attempt to improve safety, thus escalating 

medicalization” (Cheyney et al., 2019, p. 170). This escalation highlights how technology is 

prioritized as the guiding authority over the lived experience of the birthing person.  

Examples of these interventions include continuous electronic fetal monitoring, 

episiotomies, artificial induction, breaking a woman’s water, and vaginal deliveries with forceps 

and/or vacuum. As with the cesarean sections that offer convenient scheduling, these 

interventions are often conducted in an attempt to manage the unpredictable nature of childbirth. 

An example of the escalation of interventions would unfold in the following order: a patient is 

hooked up to an Electronic Fetal Monitor (EFM), Pitocin is administered after several hours of 
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slow or no dilation, the EFM detects signs of fetal distress, and an emergency cesarean section is 

then performed (Roth, 2021). At each step of this process, the birth is actively managed, and it is 

technology, not the patient, that is used to determine the progression of the labor. These 

interventions also serve to uphold a strict timetable that rejects the natural progression of labor in 

favor of hitting arbitrary time markers the hospital or physician deems appropriate for labor.  

The widespread normalization and standardization of these practices showcases how 

ingrained the medicalization of birth is in the United States. In their comparison of birth 

outcomes between medical and midwifery models, Souter et al. (2019) found that, in low-risk 

pregnancies, midwifery care in labor was associated with decreased interventions and lower 

cesarean and operative4 vaginal births. Their conclusion for this disparity between obstetrician- 

and midwife-attended births was the different approaches to care as well as the patient’s 

commitment to a vaginal birth (Souter et al., 2019). Methods of birth have direct consequences 

on childbirth outcomes, and widespread overreliance on medicalized births has led to cultural 

narratives supporting the perceived necessity for interventionist birthing methods.  

 

Location of Birth 
 
 The methods of birth described above occur exclusively within the hospital setting 

because that is where most births in the United States occur. However, location of birth has been 

shown to have a considerable effect on outcomes and experiences of birth and is often used as 

the primary means of comparison between the medical and midwifery models of care. While the 

former forces birth into the hospital, the latter, given that it is functionally more patient-centered, 

allows for more flexibility of location.   

 
4 Operative vaginal births are births conducted vaginally with the aid of an instrument such as forceps or a vacuum.   
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Home births are closely associated with the midwifery model of care because nations 

operating under that model also have high rates of home births. In the 1970s, 99 percent of births 

in the United States were occurring in the hospital while comparatively, the Netherlands touted a 

70 percent home birth rate during that same period (Cheyney et al., 2019). In the wake of the 

global rise in cesarean sections and a dramatic increase in the number of freestanding midwifery 

practices, the Netherlands still maintains a roughly 20 percent home birth rate, one of the highest 

amongst other developed nations (Davis-Floyd et al., 2013; Galková et al., 2022).  

Women who have prepared for home births have been more satisfied overall with their 

births (Christiaens and Bracke, 2009), and those who prefer home births have lower fears of 

childbirth both before and after birth than those who prefer hospital births (Sluijs et al., 2020). 

While not typically as accessible in the United States as in other countries, birthing centers offer 

an alternative for those seeking a non-hospital birth that doesn’t occur in their own home. In a 

comparison of obstetric units and midwifery units in Denmark, Overgaard et al. (2012) found 

that individuals that gave birth in the midwifery units reported a significantly better birth 

experience and overall care satisfaction than those reported by those who gave birth in the 

obstetric units.   

Because location of birth is contingent upon both models of care and the broader 

childbirth paradigms, an individual’s decision regarding it will be affected by the cultural 

narratives surrounding it. Informing women about the outcomes of different methods and 

locations of birth vary based upon these cultural narratives and lead to differences in education 

and preparedness between models of care.   
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Childbirth Education 
 

Amidst the accessibility of social media and the now-commonplace prevalence of online 

resources, current literature has been working to determine the relationship between 

preparedness and childbirth outcomes, often specifically evaluating childbirth education. Yohai 

et al. (2018) found that Israeli women that attend a prenatal childbirth preparation course report 

shorter labor, higher satisfaction with labor overall, and have higher rates of breastfeeding. 

Additionally, attending prenatal childbirth classes is associated with more positive birth 

outcomes and lower rates of postpartum depression for women in Iran (Hassanzadeh et al., 

2022). Further, attending one of these antenatal education classes and/or having a birth plan 

increased the likelihood of giving birth vaginally for American women (Afshar et al., 2017). 

Overall, no matter the region of the world, preparing for pregnancy and childbirth had an effect 

on birth outcomes and childbirth classes are the premier example of this.    

In their study, Morton and Hsu (2007) evaluated some of the issues faced by antenatal 

educators, citing struggles with misinformation online, a decrease in childbirth class attendance, 

and an increase in surgical births. They highlighted the framework within these classes operated: 

the patient is a consumer of a for-profit healthcare system that provides maternity care. 

Childbirth classes are highly dependent upon cultural beliefs and, as a result, the medical model 

has infiltrated and influenced their overall effect. While the research shows that education and 

preparedness for birth is beneficial to both mother and infant, the medical model again manifests 

as a roadblock for these benefits by prioritizing medicalized, technological births instead of 

physiological, natural births.   

In comparison, Lothian (2010) examined the preparation process for women planning to 

give birth at home. These preparatory practices included reading and research, prenatal care 
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visits, childbirth classes, and the creation of a birth plan. She writes “the women were confident 

in their ability to give birth, confident in the process of labor and birth, and confident in their 

midwife’s ability to support them in labor” (Lothian, 2010, p. 66). This description serves as a 

sharp contrast to Roth’s portrayal of the pregnant woman as immobilized and hooked up to 

“machines that go ‘ping!’” (Roth, 2021, p. 114), bullied into unnecessary interventions she is not 

properly informed about, and meeting her care provider at the time of delivery.   

Prenatal education gives women the knowledge required to have autonomy over their 

own bodies in delivery, a value that is only prioritized in the midwifery model of care. The 

complete medicalization of childbirth in the United States has made this education increasingly 

difficult to access (Lothian, 2010) but, in the growing age of technology and accessibility of 

knowledge, this education may be a viable means to reverse some of the effects of this 

medicalization.     

 

Changing Cultural Trends 
 

As mentioned, the United States has seen an increase in home births over the past few 

years, a trend that predates but was accelerated by COVID-19. Despite this trend and the 

growing push for “natural” childbirth, the government has taken measures to make these options 

inaccessible for most people. One of many examples is the direct obfuscation of the roles of 

midwives at large and highly variable regulations for midwives from state to state. While some 

states allow for independent practice and grant prescriptive authority (Jefferson et al., 2021), 

others like Oklahoma provide very limited licensure for midwives which can lead to 

inaccessibility. This lack of standardization nationally combined with the fact that certified 
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midwives are regulated by a board of nursing further establishes the medical model as the 

superior and often the only model women have access to.      

The medical model in the United States has dominated cultural understandings to the 

point that midwives are depicted as the fringe maternity care providers. This degree of saturation 

has led many to wonder if the medicalization of childbirth is even reversible or not.   

The Netherlands, a nation often touted as the premier example of holistic home birth 

(Cheyney et al., 2019), is struggling in the face of rising medicalization of childbirth. Their home 

birth rate has been declining over the past few decades (Davis-Floyd et al., 2013) and even the 

independently practicing midwives have succumbed to the medicalization of childbirth (Have, 

2003). The fact that the Netherlands, with its long history of respecting and encouraging the 

occupation of the midwife, has fallen prey to medicalization has led to uncertainty about how 

exactly this process can be halted or slowed. More research needs to be done on counter-

movements working to sway public opinion and create policy to resist medicalization 

(Christiaens, et al., 2013) so that this phenomenon can be better understood and hopefully 

halted.  

Most of the authors that turn to the Netherlands as a resource for how to prevent further 

medicalization usually suggest a division between high and low risk births, seeking to reestablish 

the physiological, normal birth as the default (De Vries and Barroso, 2007). They also suggest a 

continued application of woman-centered continuity of care (Johanson et al., 2002) and a 

renewed passion for and accessibility of home births (Christiaens et al., 2013). If the United 

States wants to lower their infant and maternal mortality rates and increase overall satisfaction 

with childbirth, these considerations will need to be made and, likely adapting a humanistic 

paradigm, adopted in ways which the current system might allow. 
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Racial Discrimination in Childbirth 
 

The conversation about childbirth in the United States is not complete without an 

acknowledgement of the ways in which race is an active factor in poor outcomes and 

experiences. A disproportionate number of those dying or almost dying from pregnancy-related 

causes are black women and this is a significant factor in the United States’ exceptionally high 

maternal mortality rates (Villarosa, 2022; (Working Together to Reduce Black Maternal 

Mortality | Health Equity Features | CDC, 2023). Black women have higher rates of cesarean 

rates, their infants are often born early and underweight, and they experience racism directed 

towards them by medical personnel (Huesch and Doctor, 2015; Villarosa, 2023). This 

discrimination is also not escaped by upper-class Black women, as evidenced by Serena 

Williams’s traumatic birth story, amongst other similar stories that have made the news over the 

past few years. Villarosa, the leading investigative journalist on this topic, highlights the fact that 

“a Black woman with a master's, PhD, JD or MD is more likely to die in pregnancy or during 

childbirth…than a white woman with an eighth-grade” education (Villarosa, 2022, p. 45).  

 This medical racism is baked into the very fabric of the American healthcare system. 

Because black women are the most affected by the flaws in our current system, they also stand to 

benefit the most from improvements made to it. The population of this study is almost 

exclusively white women, and they hold a considerable amount of privilege when it comes to 

childbirth when compared to their black counterparts. The experiences explored in this paper will 

therefore not be universal but will illuminate the ways in which not even privilege can grant 

someone a positive childbirth and highlight the systemic issues that are likely amplified for those 

without the same privilege.   
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Findings 
 
 Of the twenty-nine total responses collected, twenty-four completed at least 50 percent of 

the survey and were used in analysis. Regarding overall demographics, the identifiers selected by 

participants allowed me to characterize most of them as married Caucasian women between the 

ages of twenty-four and forty-four. Two-thirds of respondents had a Bachelor’s degree or higher 

and all reported having at least a high school education. All but two had given birth in the 

Midwest or Southern regions of the United States, with the majority selecting Missouri and/or 

Illinois. Of the twenty-four total participants, eleven used an OB/GYN only, six used a midwife 

only, and seven used both.  

 Household income was not a question I asked participants, but I believe that general 

education level and context given in qualitative responses points towards most, if not all, 

participants being middle class or higher. While class almost certainly informed my respondents’ 

experience and represents a more general barrier of care, the data I collected did not allow for a 

comprehensive class analysis. Such an analysis would be a valuable lens for future research, 

especially if it compared how race and class impacted childbirth experience both separately and 

in tandem.     

 The results of this study offered insight into preparedness, resources used, and overall 

experiences as well as which of these differed between types of practitioners. I was able to 

identify three major findings within these three topics. Of these major findings, the one I find the 

most striking in response to my proposed hypothesis was that all participants reported feeling 

more prepared for pregnancy and childbirth than for postpartum and emergency, but those that 

used midwives felt that their practitioner better equipped them for all scenarios than those that 

used OB/GYNs. Additional findings that answered tangential research questions I had were that 
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childbirth classes were the most recommended, utilized, and useful resource reported, midwives 

recommended twice as many resources to their patients as OB/GYNs did, and that midwives 

were reported as having a more positive impact on individuals’ experiences, with respondents 

specifically emphasizing support and compassion.  

 

Resources 
 
 Participants gave responses about which resources they used, how useful they found them 

to be, and whether their specific childbirth practitioner recommended them. Every participant 

reported having used friends and family as resources and all but one used other pregnant people.5 

Following those two in popularity were medical websites, books and journals, and childbirth 

classes, each of which were used by 88 percent of respondents. In contrast, doulas were used the 

least often, utilized by 54 percent of participants.  

 It became clear early on in reviewing the data that the resources that were used the most 

often were not necessarily considered the most useful by participants. This is evidenced most 

clearly by the perceived usefulness of doulas. While used by only half of the participants, 85 

percent of those considered doulas moderately or very useful, a usefulness percentage eclipsed 

only by childbirth classes which 90 percent found useful. Following behind those two were 

podcasts and medical websites, both of which were listed as useful by 76 percent of participants 

that used them. The resource that was considered least useful by participants was TV and film 

which was reported by “not useful at all” by 42 percent of the nineteen participants that used 

 
5 See Appendix A for the full list of resources provided within the survey. While participants were given the option 
to write in resources not included within the question, they were bound to the description given for the others. Terms 
such as “other pregnant people” and “TV and Film” were referred to in the manner of Vogels-Broeke (2020).  
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them. This finding highlights that we cannot assume that a widely used resource is automatically 

an effective one.  

 Participants were also asked to identify which resources their practitioner recommended, 

and it is here that differences between midwives and OB/GYNs emerged. Childbirth classes were 

most recommended by all practitioners, recommended by 82 percent of respondents’ midwives 

and 60 percent of their OB/GYNs. In contrast to these oft-recommended childbirth classes that 

are typically institutional, media-based resources such as apps, podcasts, TV and film, and social 

media were rarely recommended by either practitioner type. The implication of this is that 

practitioners, regardless of type, are less likely to recommend resources that, while more 

accessible, might lack a desired level of authority or oversight.  

Within the group that used midwives, doulas were the second-most popular, but they 

were only recommended by 55 percent of this group’s midwives. Comparing these two 

percentages is striking and implies that childbirth classes are the primary resource recommended 

by midwives and it is slightly less common to offer additional resources beyond that. In contrast, 

the second-most popular recommendation made by respondents’ OB/GYNs was not an option 

listed on the survey but instead written in; 33 percent of those that used OB/GYNs wrote that 

their practitioner recommended no resources at all. This finding seems to further the implication 

that additional resources are less likely to be recommended to patients, but the fact that so many 

participants reported having received no recommendations is a startling glimpse into the role of 

an OB/GYN in the preparation process. 

Preparedness 
 
 To discover a broader look at preparedness, I asked my participants to report their overall 

preparedness and preparedness-by-practitioner for four different scenarios: pregnancy, childbirth, 
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postpartum, and emergency situations. Based upon the responses from my Dutch cohort6, I was 

unsurprised to find a considerable gap in perceived preparedness, both overall and by 

practitioner, between the former two scenarios and the latter two. Overall, participants reported 

feeling most prepared for childbirth, with 71 percent agreeing with the statement that they felt 

adequately prepared for it, and this was followed by pregnancy with 67 percent agreement. In 

contrast, 46 percent of participants felt prepared for emergency situations and only 33 percent 

felt the same about postpartum (see Figure 1). The disparity seen between these scenarios 

implies a gap in the information provided by resources given to people undergoing the process 

that is childbirth, from pregnancy to postpartum. The quantitative data that points to a lack of 

postpartum and emergency preparedness is also reiterated in the anecdotes shared by participants 

and will be discussed amongst the other qualitative findings.    

 

Figure 1: Preparedness 

 
6 While not a key takeaway from the Netherlands project, I did find that less than half of this cohort felt their 
midwife adequately prepared them for emergencies and only a quarter felt the same for postpartum. It is because of 
this that I believed that there would be a similar trend for my American cohort.         
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I also asked participants how well their specific practitioner prepared them for each of the 

four scenarios. The trend of feeling less prepared for emergencies and postpartum continues 

throughout their responses. A higher percentage of those that used midwives reported feeling 

prepared by their practitioner than those that used OB/GYNs (see Figures 2 and 3). None of 

those that used a midwife disagreed with the statement that their practitioner adequately prepared 

them for postpartum. This is significant not only because overall preparedness for postpartum 

was low, but also because 53 percent of those that used OB/GYNs disagreed that they felt 

prepared for postpartum. It should also be noted that a considerable proportion of those that used 

OB/GYNs gave neutral reports across all scenarios, a trend that is also seen within the midwife 

group regarding postpartum and emergencies only. This might be due to recency of childbirth 

experience affecting memory of provider-patient interactions, but it might also indicate a general 

lack of reliance on the provider as a preparation method.  

When comparing overall preparedness between the subgroups of my population, I found 

that there was no significant difference in overall preparedness between those that used 

midwives and those that used OB/GYNs despite seeing significant disparities between 

preparedness-by-practitioner. I believe this indicates that the preparation done by one’s 

practitioner, while it could be advantageous, is not the sole factor in making an individual feel 

properly prepared for the childbirth process.   

Experience 
 
 The qualitative portion of my results provided me with the opinions and emotions of each 

participant regarding their personal childbirth journey and I was able to decipher themes that 

seemed to permeate throughout these anecdotes. Overall, the vast majority agreed with the 

statement that they spent a considerable amount of time and effort preparing for their childbirth 
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experience, and a similar majority disagreed with the statement that preparing was more stressful 

than beneficial. These findings showcased that all participants not only considered their 

pregnancy and childbirth as a process that necessitated preparations, but that they also deemed 

this preparation process to be valuable. 

 

Figure 2: Preparedness by Practitioner: OB/GYN 

 

 

Figure 3: Preparedness by Practitioner: Midwife  

 

 When asked to provide three words they felt best described their experience preparing for 

pregnancy and childbirth, the most common words given were “positive” and “empowering” 

(see Appendix B for a visualization). Nearly all the words carried a strong emotional 
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connotation, both positive and negative, e.g. “exciting” and “scary.” Of the sixty-nine total words 

provided, only fourteen had negative connotations, with the remaining being neutral or positive. 

In addition to describing their overall experiences, participants were asked to complete the same 

question but this time to describe how their practitioner prepared them. For those that used 

OB/GYNs, the words with the most repetitions were “professional” and “basic” (see Appendix 

C) while those that used midwives commonly listed “supportive” and “compassionate” (see 

Appendix D). These findings indicate that most participants had strong emotional associations 

with the childbirth process, but that there were differences in the perceived role and relationship 

of their specific practitioner.  

 To evaluate their rationales for choosing their practitioner type, I asked participants to 

provide a short, written response detailing why they chose one over the other. For the group that 

used OB/GYNs, the answers could be grouped under four broader categories with some overlap: 

familiarity with their provider, belief that there was “no other option,” trust in the medical 

institution, and desired birth location. The reasons for choosing a midwife were less variable than 

the previous group, and the majority cited a desire for a holistic birth as their reasoning, 

expressed using the terms holistic, natural, home and/or unmedicated to describe their desired 

birth. With both of these groups, there were a few participants that did not choose or did not have 

a decision, citing emergencies as well as a convenience for why they gave birth with their 

specific practitioner type.  

As I sifted through the qualitative data about participants’ reasoning for choosing their 

specific practitioner type, I also referred to the demographics results I had collected. While I 

cannot confirm how class specifically played a role in choosing a provider, it should be noted 

that only one response mentioned the cost of childbirth at all, referring to insurance coverage as 
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their sole reason for using an OB/GYN. Without the added complexities that come with being a 

person of color or low income trying to navigate the American healthcare system, these 

participants’ responses highlight which factors dictate the provider choices of the most privileged 

population. It should also be noted that I did not find any correlations between level of education 

and provider choice. This leads me to believe that it is not necessarily education or accessibility 

guiding this population’s decision-making, but rather what type of knowledge they are exposed 

to and where they receive this knowledge.  

These two groups were also asked about the overall positive impact they felt their 

provider had on how prepared their felt for pregnancy and childbirth (see Figure 4). While there 

were mixed opinions amongst those that used OB/GYNs, 82 percent of those that used midwives 

agreed that their provider had a positive impact. Conversely, within the group that used 

OB/GYNs, 40 agreed, 33 percent were neutral, and 27 disagreed. This finding further points to a 

general indifference or uncertainty respondents felt towards their OB/GYN’s role in their 

childbirth process. I also isolated these subgroups further, looking at those that exclusively used 

a particular provider type. Of those that only used midwives, 100 percent of them strongly 

agreed that their provider had a positive impact. In the other group, 45 percent agreed (somewhat 

and strongly) and 18 percent disagreed that their providers had a positive impact. These 

responses are likely attributed to the fact that excluding participants that have experienced care 

under both practitioner types is likely to illuminate more convicted opinions. Those that have 

only used one provider type not only lack the experience of the other group but are also more 

likely to have a strong opinion that led them to avoid the other practitioner type. 

I also granted participants the optional opportunity to provide additional information they 

felt would be worthwhile to my understanding of their answers. Half of the respondents included 
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a few short sentences commenting on one or more topics, and several themes emerged that 

aligned with previous answers. Several of them sung the praises of childbirth classes, both online 

and in-person, with one participant noting that “encouraging a pregnant woman to interact with 

other women going [through] the same thing in a group environment [is] so positive and 

helpful.” Several pointed out frustrations they had with the medical institution and specific 

OB/GYNs, the lack of information about or support provided for postpartum, and the importance 

of trusting one’s provider and oneself. I was struck most by one participant’s reasoning for 

choosing a midwife, describing her desire for a “homebirth midwife with hospital privileges.” 

This statement, along with similar impressions from other participants, pointed to a general 

respect of medical authority, but a preference for a mode of birth that would prioritize more 

patient-centered care. 

 

 

Figure 4: Practitioner Impact  
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Discussion 
 
 The predominant hypothesis going into this study was that individuals under the care of a 

midwife would feel more prepared for pregnancy and childbirth than those that used an OB/GYN 

because they were more likely to utilize a holistic approach to birth. My findings suggest that 

midwives did not affect how prepared participants felt for pregnancy and childbirth overall, but 

that participants that used midwives were more likely to consider their practitioner effective at 

preparing them than those that used OB/GYNs. This study also highlighted that being adequately 

prepared means proper preparation for postpartum and emergency situations, not just pregnancy 

and childbirth. The process of giving birth is often reduced to the nine-month period from 

conception to delivery, with little consideration for the physiological, emotional, and logistical 

changes that occur after the singular event of childbirth.  

 

Preparedness 
 
  The most obvious takeaway regarding preparedness is that there is a dire lack of 

information and support provided for postpartum and emergency situations. Some of the short 

responses given included stories about emergencies which were not only traumatic on their face, 

but also led to the respondent being stripped of their autonomy and decision-making capabilities. 

One participant remarked that after the doctors had discovered she had a prolapsed cord, she 

“was so drugged up that [she] wasn’t mentally present.” Another described her diagnosis of 

gestational diabetes and how her doctor suddenly became “more focused on [her] disease” 

instead of treating her holistically. These are just a few examples of the ways in which 

unpredictable situations can lead to the desires of the laboring person to be ignored in favor of 

what a practitioner deems best.  



 

   
 

Matthews 41 

 I theorize that, culturally, there is a limited awareness that someone should be preparing 

for postpartum and emergencies. As pointed out in the findings, most participants had watched 

TV and film during their preparation process and this likely contributes to their lack of adequate 

preparation for postpartum in particular. While there is no shortage of overdramatized and 

emergency situations depicted on screen (Berry, 2007; Bessett & Murawsky, 2018), the 

postpartum period is almost never seen. Childbirth seems ubiquitous in media (especially in TV), 

but recovery, breastfeeding, and adapting to life with a newborn is much less common. 

Postpartum depression also carries its own unique stigma and lack of awareness, as does having 

an infant in the NICU or losing your child. This lack of representation in media leads many 

aspects of childbirth to remain absent from the cultural perception of this period in a person’s life 

and further research should be done to analyze how postpartum is depicted with TV and film. 

 Another proposed reason for feeling unprepared for postpartum is the capitalist policies 

that dictate the modern-day work culture. The United States’s maternity leave policies7 do not 

grant pregnant workers adequate opportunity to recover and this cuts the postpartum healing 

period drastically short. Within these shortened periods of leave, postpartum transforms into a 

“return to normal” from the disruption that is pregnancy and childbirth, causing many not to see 

a reason to prepare for issues that might arise during this period. These time constraints also 

make people ration out their time off from work, forcing them to decide which aspect of 

pregnancy, childbirth, and postpartum necessitates the most amount of the limited time available. 

Because capitalism is built upon classism and racism, this is doubly true for low income and 

 
7 The Family and Medical Leave Act provides 12 weeks of unpaid leave for parents, under certain circumstances. 
Parental leave is not guaranteed for all job types and low income and people of color (groups that are more likely to 
work in less-protected environments) have significantly less ability to take. As a result, the average amount of leave 
taken in the United States is 10 weeks, which is only slightly more than the 6-8 weeks post-delivery that cover the 
medically-defined postpartum period (Shepherd-Banigan & Bell, 2014).   
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people of color, with their leave periods even shorter or nonexistent. Additionally, the lumping 

of parental leave under the Family and Medical Leave Act ignores the physiological fact that 

pregnancy, childbirth, and postpartum are clearly defined health events that have variable effects 

from each other.  

While also theorizing how capitalism plays into this lack of awareness, temporality of 

these processes should also be considered. Pregnancy and childbirth are temporal events that are 

tied to a timeline that, in most cases, deviates very little and offers a clear start and end date. In 

contrast, postpartum lacks this temporal foundation and does not have a clear date that is 

generally accepted by the public demarcating its end. This makes it an easily-forgotten factor 

when considering returning back to work in addition to the other preparations one must make 

leading up to the birth of their child. Ignoring postpartum as a valuable healing period also 

allows society at large to focus their attention on the child that’s born instead of its parent. The 

postpartum period is often associated with the centering of the child and the mother (formerly the 

patient) acting as its caretaker.  

It is crucial to address the systemic issues that lead to the paternalistic treatment of people 

giving birth, but I suggest that a more short-term solution is to increase the knowledge of what to 

expect and how to better manage these emergency situations. A simple area to begin is to 

increase awareness for doulas whose job it is to act as healthcare advocates. They are particularly 

useful in emergency situations or when the patient is compromised during the throes of labor. 

Another useful implementation would be to prioritize the inclusion of information about 

postpartum and emergency situations within the resources catered to people that are pregnant or 

planning to become pregnant. Any resource that claims to outline “what to expect when you’re 

expecting” should include expectations beyond the normative birth and give advice for what to 
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do after delivery. Information about negative aspects of childbirth, such as postpartum 

depression or the likelihood of emergencies, can often incite fear in people, but emphasizing the 

importance of being informed and the ability to recruit healthcare advocates such as doulas 

would help reduce how unprepared people feel for these situations.  

 

Resources 
 
 The resource list presented in this survey can be split into three approximate categories: 

mass media, community-driven, and institutional. The media-based resources (apps, TV and 

film, podcasts, or social media) were reported by many to be the least useful and none of them 

were recommended by any OB/GYNs. A notable exception to this occasionally used, rarely 

recommended, and somewhat useful trend amongst the media-based resources are podcasts. 

Podcasts were added to the resource list after analyzing the data collected from the survey 

completed in the Netherlands; several participants had named podcasts as a valuable asset in 

their individual preparations for pregnancy and childbirth. This begs the question about what 

differentiates podcasts from its fellow media-based resources. A thorough investigation of the 

content and realism depicted in podcasts should be conducted to evaluate the factors leading to 

its widespread use and overall success. I theorize that it is the accessibility and variety of 

podcasts that lead to their success. There are thousands of podcasts about pregnancy and 

childbirth which allows for someone to personalize the type of content they engage with. It is 

also likely that these podcasts are being treated similarly or as an alternative to books and 

journals. I believe many people might be using podcasts because they find them as engaging as 

social media and as informative as books and journals.  
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 Friends and family and other pregnant people, two community-driven resources, were the 

most commonly used, even if they were not the most useful. This is a direct inverse of doulas, a 

resource that is inherently community-driven that was depicted as highly useful yet rarely 

utilized. I believe this disparity is the result of a resource being sought after versus spontaneous. 

Receiving unsolicited advice can lead to frustration for the individual trying to prepare and 

people are unlikely to trust information that is not being given by professionals within the 

childbirth field. Comparatively, the information provided by doulas is inherently sought after 

because using a doula is an active choice on the behalf of the individual and they are seen as 

more knowledgeable about the topic at hand. I suggest further research should be conducted 

about the benefits and drawbacks to casual, interpersonal knowledge-sharing as well as the 

relative validity and perceived usefulness of community-based advice.  

The disparity between how useful doulas were ranked and the number of individuals that 

used them highlights multiple glaring issues within the current American healthcare system. Not 

only do doulas provide support and a continuity of care that can be hard to access otherwise, but 

they often also function as healthcare advocates. It is unclear which of these roles the 

respondents relied on doulas the most for, but many written responses expressed an inability to 

properly advocate for oneself indicating a certain necessity for a doula. The fact that over half of 

the participants reported using a doula is an overall positive sign. Access to doulas is severely 

lacking and these individuals are grossly underpaid (Villarosa, 2022), but if there is an increase 

in their overall use, that will only improve childbirth outcomes. I believe that further research 

about the actual number of doulas being utilized and the reasons people cite for seeking a doula 

would give us a greater understanding of doulas as a resource.  
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Institutional resources (childbirth classes, medical websites, and books and journals) were 

among the most used, recommended, and useful. This showcases a general prioritization of 

resources based on science, backed by doctors, and reviewed by professionals. These resources 

are also likely to include anecdotal knowledge in addition to the scientific facts, a factor that was 

noted as important by respondents. It is also notable that these three resources served as the 

primary sources of preparatory information for all individuals; besides their practitioners and 

doulas, childbirth classes were the resource mentioned most often in the qualitative portion of the 

survey. I suggest that these institutional resources make more of a concerted effort to include 

content about postpartum and emergency situations. A mixture of scientific and anecdotal 

information about all aspects surrounding childbirth would lead to greater feelings of 

preparedness across the board.  

I have considered childbirth classes institutional because they are often put on by a 

specific organization, whether that be a birthing center or a nonprofit organization. This 

classification highlights the fact that this resource can range from highly standardized to easily 

personalized, a trait that makes it capable of adapting to both the medical and midwifery model 

of care. Its malleability upholds it up as the one in which the most radical change can be made. 

These classes offer the greater capacity for increasing preparedness for postpartum and 

emergency situations and doing so would in turn grant individuals knowledge that would grant 

them greater agency over their pregnancy and childbirth experiences.  

A childbirth class given by a hospital will likely be biased towards the medical model of 

care while one conducted by a more grassroots organization might veer towards the midwifery 

model, but our neoliberal healthcare system allows for individuals to “shop” for the one best 

catered to them. This consumer mindset regarding childbirth classes might act as a barrier for 
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some in receiving the information they desire and lead many to conform to normative rhetorics 

of birth. However, an important layer to this consumerist model of childbirth classes is that many 

of my participants reported that their childbirth classes were conducted online. Giving 

individuals the option to choose the childbirth class that suits them best, regardless of their 

location, will allow them a greater agency over their preparation for pregnancy and childbirth 

and might increase the awareness of nonnormative means of giving birth.  

Overall, it is evident that accessible and valuable resources are an important element in 

preparing for pregnancy and childbirth. It is also clear that the recommendations made by 

providers might need an update for the digital age. There remains a contradiction between the 

high usage rate of resources found online and their overall usefulness. The fact that participants 

found TV and film less than useful might point to broader society at large realizing the 

inaccuracies of the depictions of pregnancy and childbirth shown on the silver screen, but it 

could also point towards the rising reliance on social media for news and information in TV’s 

stead. There is also the concern that growing reliance on digital media will lead to unchecked 

misinformation about pregnancy and childbirth, but this concern should be held in balance 

against the fact that online resources increase overall accessibility for everyone. Childbirth 

practitioners remain the predominant source of information for individuals preparing to give 

birth, but widening our understanding of lesser-used resources can also allow us to make more 

radical interventions to improve preparedness and, as a result, overall birth outcomes.  

 

Comparing Practitioner Types 
 
 The participants’ responses concerning their individual experiences revealed several 

significant patterns about how they perceived the role of their practitioner. While I’d originally 



 

   
 

Matthews 47 

expected a sizable number of differences between the two practitioner types, it is important to 

note that the results also showed consistencies across all respondents’ answers. I think it is 

particularly important highlight that (nearly) all the participants reported that they spent a 

considerable amount of time and effort in their preparations for pregnancy and childbirth and that 

they felt this time and effort was worthwhile. No matter the difference in their ideologies or the 

provider they choose, people are making the effort to become adequately prepared and 

interventions to improve resources and providers should treat their audience as active agents in 

their own pregnancy and childbirth experience. 

 Another consistency across all practitioner types and the two nations studied was the 

desire for a continuity of care. The absence, presence, and availability of one’s provider was 

noted repeatedly as an important factor in shaping overall experience. Those that remarked that 

their provider was “absent” painted this unavailability as a negative aspect and lamented the 

inability to make an interpersonal connection with the person they were expected to trust during 

such an intimate experience. Conversely, there were two separate respondents that cited their 

frequent appointments with their practitioner as the primary contributing factor for their overall 

preparedness and informedness. Notably, one of these respondents used an OB/GYN and the 

other used a midwife which highlights that continuity of care is desired regardless of practitioner 

type.  

Despite the consistencies I have pointed out above, there were drastic differences 

between the impressions of those that used OB/GYNs and those that used midwives. For 

example, the characteristic used most often by respondents to describe their OB/GYN was 

“professional” and the sum of them largely centered their provider’s competency as a doctor. It is 

evident the methods employed by OB/GYNs are compared to the quintessential doctor figure 
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depicted by broader society. The term physician carries the association of a paternal figure 

whose job is to be an expert in their field, impart information they deem worthwhile, and provide 

comfort if necessary. Fulfilling the minimum requirement in each of these categories might lead 

a patient to consider their care as “basic”8 but those that felt their doctor held up to these 

stereotypes might consider them a “friend.” 

In contrast to how physicians were perceived, midwives were described most often in 

terms of their availability, bedside manner, and knowledge base. The words associated with them 

were emotionally charged and emphasized personality, attitude, and/or approach. While the 

physician was painted as a paternalistic authority over the body, midwives were more likely to be 

associated with the archetype of the caregiver through words such as compassion and support 

which were cited by most participants. The ability to reassure and to provide help were seen as 

important aspects of the midwife approach, and the variability of the responses points towards 

experiences personalized for each respondent. Considering the overwhelming desire for 

continuity of care for all participants, it seems that the expectations and execution of a provider’s 

approach are not properly aligned with the fundamental desires one seeks in their primary birth 

attendant. In this vein, I would like to see future research that offers further comparisons between 

the perceptions of and satisfaction with each provider type. Additionally, I think it would be 

useful to analyze the impact of a provider’s gender might have on their patient especially 

considering how gendered the images of physicians and midwives continue to appear.  

 Location of birth was also an important factor when choosing a provider, particularly 

amongst those that used a midwife. Once again, we see evidence that a hospital birth is seen as 

the “default” setting in which to give birth and that a home birth represents an active choice that 

 
8 Nearly half of the participants that used OB/GYNs described their care as “basic.” See Appendix C for the full list 
of words used. 
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took forethought and planning to execute. While many participants mentioned their desire for a 

home or hospital birth, I was surprised to find that the method of birth was rarely discussed. 

Beyond a few mentions of emergency cesarean sections, there was no indication that the desire 

to give birth vaginally or surgically played a factor in choices about location or provider type. 

This omission contrasts with the debates about natural versus medicalized birth ongoing in 

broader society but seems to indicate that this debate is not as widespread as presented by the 

media. I believe that method of birth becomes a secondary concern to location and practitioner. 

While method of birth was not mentioned with any frequency, a desire for an unmedicated birth 

was expressed by a few participants. This leads me to believe that method of birth is closely 

correlated with provider types; physicians are associated with medicated births and the 

possibility of a cesarean section and midwives are associated with unmedicated births with little 

risk of surgical intervention.  

 Comparing the experiences offered by OB/GYNs against midwives prompts a question of 

agency. Nearly all those that used midwives made an active decision to do so while a sizable 

proportion of those that used OB/GYNs did so under the assumption that there was “no other 

option.” Would those that used OB/GYNs have had a more positive experience if they made an 

educated choice about their practitioner type? The answer to that question remains elusive, but 

the discrepancy in agency between my two populations highlights the negative effects of 

depicting the medical model of birth as the default. Midwives undeniably had a greater positive 

impact on their patients when compared to OB/GYNs, but the fact that so many respondents 

were unaware of any option beyond a hospital birth under the care of an OB/GYN points to a 

stripping of their agency. An individual’s relative preference for a midwife or an OB/GYN is less 

important if that individual is also not granted the chance to make an informed choice about the 
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type of childbirth experience they desire and which practitioner is most likely to provide that 

experience.   

 Lastly, the reasons behind choosing one practitioner over another stresses the differences 

between the medical and midwifery models of care. The medical institution played an active role 

in nearly all participants’ decision-making; some cited their trust in the system as their reasoning 

for choosing to use an OB/GYN while others felt judged by certain aspects of the medical 

institution and ultimately sought out a midwife as an alternative. The participants that were 

unaware of any other option beyond a medicalized birth were victims of the rhetoric perpetuated 

by the medical institution. Deconstructing this rhetoric should be a priority on a systemic level, 

but, in keeping with the previous interventions I have suggested, I believe increased awareness of 

birth methods outside of this default would offer people greater agency and autonomy over their 

pregnancy and childbirth experience.  

 The findings of this study also bring to surface a fundamental aspect of this rhetoric: the 

belief that childbirth is inherently risky. One respondent stated that they “wanted a doctor who 

could assist no matter what went wrong” when choosing to use an OB/GYN while another 

prioritized finding a midwife with “homebirth values with hospital privileges. These responses 

lead me to believe that midwives have the capacity for becoming more accepted overall than 

home births will in the United States. Currently, midwives operate almost exclusively within the 

structures created by the medical institutions, so midwife-attended births often still occur in the 

hospital and under the supervision of physicians that can intervene. Changing cultural beliefs 

about childbirth will take a considerable amount of time but making a concerted effort to 

increase the number of midwife-attended births, not necessarily home births, would help balance 
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the desire for safeguards for perceived risks and increasing agency in decision-making about 

location, method, and provider type.     

 

Cross-Cultural Analysis 
 
 An express goal of this study was to compare results from the United States with the data 

collected in the Netherlands and I was able to identity several issues posed by both cohorts. It has 

been established that the Dutch and American childbirth systems are diametrically opposed, but, 

despite these systemic differences, I was able to identity similarities within individual 

experiences. Overall, both cohorts reported utilizing childbirth classes as one of their primary 

resources in preparing for pregnancy and childbirth, desiring an attentive practitioner that 

provided a continuity of care, and valuing the general competency of their provider.  

 When comparing the two countries, it cannot be ignored that their systems are 

fundamentally different, and these systemic influences are evident within individual birth 

narratives. Because it is assumed that most babies born in the Netherlands will be delivered by a 

midwife, the largest variable left to consider is location: at a birthing center or at home. In 

contrast, there are considerably more variables at play in the United States. Regarding location, 

participants mentioned birthing centers, hospitals, their homes, and, in one case, a secondary 

location provided by a midwife. Regarding practitioner type, in the Netherlands, obstetricians are 

called in for high-risk cases and the remainder fall under the purview of midwives while 

participants in the American cohort referred to nurse practitioners, doulas, and nurses as birth 

attendants in addition to midwives and OB/GYNs. The added complexity in the United States 

results in additional decision-making in preparing for pregnancy and childbirth if an individual 

rejects the default birthing methods and represents a deterrent to rejecting the status quo of the 
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medical model. While an individual in the Netherlands that was unable to give birth with their 

preferred midwife in non-emergency situations could still expect that it would be a midwife by 

their side, their American peers had less security in the continuity of practitioner type.   

The systemic differences between the Netherlands and the United States are obvious and 

important to consider, but cultural differences also played a significant role in shaping the results 

of their respective cohorts. One of my key findings from the Dutch cohort was the respondents’ 

difficulty in adapting to the Netherland’s widespread holistic model of care. These participants 

were almost entirely expats from medicalized countries, and this cultural background led to 

interpersonal and intrapersonal friction between participants and their midwives. They expressed 

a discomfort with the normalization of childbirth and how nonchalant their midwives were in the 

face of an event they subconsciously or outright believed was risky. These anxieties highlight the 

dissimilarity of the cultural narratives surrounding birth between the Netherlands and the United 

States. The rhetoric within a medicalized system such as the United States will lead individuals 

to desire safeguards to mitigate perceived risks while the midwifery model in the Netherlands 

perpetuates the cultural belief that childbirth is a natural and normal life event.  

These cultural differences offer insight into the ongoing debate about whether the goal of 

healthcare reformists in the United States should be to fully adopt the current Dutch. The results 

of my study lead me to believe that this is impossible even with systemic changes due to 

prevailing cultural opinions. If the expats from medicalized countries had trouble adapting to the 

laissez-faire attitude Dutch midwives approached childbirth with, it is reasonable to expect that 

the American public would face similar troubles with a newly-implemented midwifery model of 

childbirth care. It is unreasonable to suggest the United States attempt to become more Dutch in 
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their approach to childbirth until it is normalized across all aspects of everyday life, from 

parental leave to media depictions.  

As I was comparing the data from the two cohorts, I also found a small yet interesting 

phenomenon consistent within both. When asked to provide descriptor words for their 

experiences, numerous participants used the words “informed” and “informative,” sometimes 

interchangeably and often in reference to oneself or the practitioner. It prompted me to consider 

the nuance between the perceived knowledge of the provider and the knowledge successfully 

imparted to the patient. As shown in my results from the Dutch cohort, there was a polarizing 

opinion on whether one’s birth experience should be self-led or provider-led, a preference that 

might provide insight into the nuance of this word choice. In the American cohort, there were a 

few comments by respondents that did not feel adequately informed, but there was no evidence 

that any of them found their practitioner misinformed. Overall, this overarching theme prompts 

larger questions regarding knowledge transfer and how this shapes practitioner-patient 

relationships.  

 

Conclusion 
 

It is undeniable that people preparing for pregnancy and childbirth rely on their childbirth 

practitioner as a valuable resource during this process, and my research has shown that midwives 

are more successful in fulfilling this role than their OB/GYN counterparts. Midwives not only 

provided more resources on average than their OB/GYN counterparts, but also recommended 

resources that were deemed highly useful. There was also evidence that midwives were more 

likely to help their patients feel more prepared for postpartum, an aspect of pregnancy and 

childbirth that participants reported feeling overwhelmingly underprepared for. However, the 
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overall lack of preparedness participants felt regarding postpartum and emergency situations is a 

significant concern that should not be ignored.  

An important insight into the disparity of preparedness by scenario is that individuals 

viewed childbirth not as a singular event but rather a process. This larger childbirth process is 

inherently shaped by an individual’s preparation methods and is highly dependent on their choice 

of practitioner type. Because the medical model relies on the rhetoric that childbirth is a 

predictable, isolated medical event, it is crucial to reframe it as a process that is shaped in 

unequal parts by the individual and the system they operate under.   

The additional resources that my participants employed varied in usage and usefulness, 

and, as expected from the results from my Dutch cohort, the most consistent and recommended 

was childbirth classes. Because of their widespread use and perceived value, childbirth classes 

are an apt first step to childbirth reforms in the United States. These resources are usually created 

by larger institutions such as hospitals or nonprofit organizations and, as a result, are often 

reflective of the model of care their institution stands for. This can contribute to the perpetuation 

of hospital births as the default, but, amidst the current rise of online classes, it can also provide 

more accessible information about alternative birthing options. Even amongst the participants of 

my Dutch cohort that gave birth under a midwifery model of care, they relied on childbirth 

classes from a variety of countries when preparing for pregnancy and childbirth. Amidst the 

growing awareness of the United States’s poor maternal and infant outcomes, it would be 

prudent to prioritize childbirth classes as instrumental and make them accessible, accurate, and 

inclusive to avoid these poor outcomes.         

The systems of the United States and the Netherlands might indeed be diametrically 

opposed, but the desires of the people within these systems are more similar than different. The 
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results from both studies highlight the fact that, regardless of whether a person prefers a holistic 

or medicalized birth, birthing people value a practitioner that is knowledgeable and invested. 

Continuity of care was a running theme throughout both research projects, and its importance 

was highlighted by mentions of both its absence and presence. This value is what breaks down 

the difference between the Dutch and American systems: continuity of care is embedded into the 

system of the former and ignored in favor of profit in the latter.  

The majority of those in the Dutch cohort were prepared primarily by their midwives for 

birth and the rest of the resources they used were self-sought. This is a drastic difference when 

compared to the American cohort in which midwives recommended a variety of outside 

resources and all participants relied on at least two different resources in their preparations. The 

midwives used by my participants were reported as more present than their peers’ OB/GYNs 

resulting in the former having more opportunities to ask for more resource recommendations and 

the latter having to rely on outside resources beyond the few given by their practitioner. The 

discrepancy here highlights the differences in continuity of care between the medical and 

midwifery models and how this has impacts on every aspect of the pregnancy and childbirth 

process. The increased reliance on resources in the United States in comparison to the 

Netherlands also illustrates the American cultural perception of childbirth as risky and the 

general necessity to overprepare through these resources.  

It is also necessary to expand our definition of reproductive justice to include the 

postpartum period of birth. Beyond the fundamental physical and mental changes an individual 

should expect to undergo during pregnancy and childbirth, they should also be preparing for the 

new systems they must navigate after having a child. Parental leave, daycare, and insurance are 

important factors to consider in addition to the general caretaking duties that are required for a 
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newborn. Institutional resources that are deemed very useful (medical websites and books and 

journals in particular) should be held accountable to, at minimum, mention postpartum situations 

that an individual might want to prepare themselves for. It is crucial that these resources * 

emphasize the decision-making power of the individual. In keeping with the principles of 

reproductive justice, equality in reproduction cannot be achieved until the ability to have and 

raise children is available for all. 

If our goal is to implement aspects of the midwifery model of care into our own (which I 

believe will ultimately make the childbirth experience more positive), future research must 

determine where these implementations would have the greatest effect. With the rise of digital 

media and the popularity of podcasts seen in this study, I urge future researchers to investigate 

these online resources in more depth. It will be useful to determine which are more prone to 

misinformation, how individuals are hearing about which resources, and the themes they contain.  

I think that future research into the impact of childbirth practitioners should include an 

analysis of the practitioner’s gender in relation to their patient. Because the United States’s 

medical model has emphasized a paternalistic relationship between historically male physicians 

and their female patients, evaluating this in the context of modern-day perceptions of OB/GYNs 

would provide valuable insight into whether this relationship has changed as the field of 

obstetrics becomes increasingly female. It would also be valuable to consider how being 

LGBTQ+ might impact how an individual prepares for the highly gendered event that is 

childbirth.  

 I also hope that future investigations into these topics collect further qualitative data in 

addition to the largely quantitative study I conducted. Doing so would produce rich anecdotal 

data that could reveal cracks in the system that researchers might not have considered yet. This 
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could be achieved in studies that foster a personal relationship between the researcher(s) and 

participants and would also open the doors for discussions about the emotions and individuality 

that shape birth narratives. These conversations would provide valuable insight into how 

individuals define their birthing process and how this might differ amongst specific populations.  

Lastly, I believe that future researchers should also reconsider how they frame the 

comparisons made between the United States and the Netherlands. While the instinct is to push 

the United States to be more like its Dutch counterpart, the growing medicalization currently 

ongoing in the Netherlands should not be ignored. It is more advantageous to center discussion 

about the methods that would best prioritize the birthing person’s experience and opinions within 

the context of the systems already in place within each nation. The research I have conducted has 

offered a small glimpse into the practical reality that would result from abruptly shifting the 

United States to a midwifery model of care. The expats I studied expressed discomfort with the 

unfamiliar aspects of the Dutch models of care because they come from cultures that operated 

under functionally different models.  

The solution to medicalization is not replacing it with the midwifery model. This is 

evidenced by the fact that countries that were built on the midwifery model are currently being 

medicalized. It is more realistic to ask the areas in which the midwifery model of care can be 

integrated into our current medicalized system to maximize the positive experience for 

individuals and birthing people as a whole.  
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Appendix A 
 
Survey Questions 
 

• Informed Consent 
o My name is Abigail Matthews and I am an undergraduate researcher at 

Washington University in St. Louis. My research topic is childbirth in the 
United States. 
I would like to invite you to participate in a study I am conducting. This 
survey is anonymous and will take approximately 10 minutes to 
complete. The purpose of this study is to determine how successful childbirth 
practitioners are in preparing their patients for pregnancy and childbirth. Your 
participation in this study is voluntary.  
There are no foreseeable risks or benefits to you participating in this study, but 
we hope that this research will help understand and establish successful 
preparation strategies midwives and OB/GYNs may be able to adopt for their 
future patients.   
If you choose to participate, you will be asked to select "I agree" as 
confirmation of your consent and a copy of this form will be made available to 
you for download at the end of the survey. You may email 
a.l.matthews@wustl.edu with any questions you may have before you 
participate.  
I have read the above and I understand its contents and I agree to participate in 
the study. I acknowledge that I am 18 years of age or older. 

• Demographics 
o How would you describe yourself? 
o How old are you? 
o What is your current marital status? 
o Choose one or more races that you consider yourself to be. 
o What is the highest level of school you have completed or the highest degree 

you have received? 
o Have you given birth in the United States? 

• Birth Information 
o When was your most recent birthing experience? 
o In which state(s) have you given birth? 
o Have you given birth using a midwife? 
o Have you given birth using an OB/GYN? 
o Which locations have you given birth in? 
o With which methods have you given birth? 

• Overall Preparedness 
o How useful did you find the following resources in preparing for childbirth? 

mailto:a.l.matthews@wustl.edu
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§ Childbirth Classes 
§ Friends/Family 
§ Doula 
§ TV and Film 
§ Podcasts 
§ Other Pregnant People 
§ Books and Journals 
§ Apps 
§ Medical Websites 
§ Social Media 

o Agree or Disagree: I spent a considerable amount of time and effort making 
preparations for childbirth. 

o Agree or Disagree: Preparing for childbirth was more stressful than beneficial. 
o Agree or Disagree: I felt that I was alone in preparing for childbirth. 
o Please list three words that best describe your experience in preparing for your 

pregnancy and childbirth experience. For example: positive, negative, self-led, 
calming, uncertain, etc. 

o Agree or Disagree: I felt adequately prepared for… 
§ Pregnancy 
§ Childbirth 
§ Postpartum 
§ Emergency Situations 

• Questions for Those That Used Midwives 
o Agree or disagree: I considered using an OB/GYN instead of a midwife. 
o What made you choose to use a midwife? 
o Agree or disagree: Having a midwife positively affected how prepared I felt 

for pregnancy and childbirth. 
o Please list three words that best describe the methods your midwife used to 

prepare you for your pregnancy and childbirth experience. For example: 
positive, negative, self-led, calming, uncertain, etc. 

o Agree or disagree: My midwife adequately prepared me for… 
§ Pregnancy 
§ Childbirth 
§ Postpartum 
§ Emergency Situations 

o Which resources did your midwife recommend to you to help in your 
preparations? Select all that apply. 

§ Doula 
§ Childbirth Classes 
§ Friends/Family 
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§ Other Pregnant People 
§ Books and Journals 
§ Apps 
§ Medical Websites 
§ Social Media 
§ TV and Films 
§ Podcasts 
§ Other (fill in) 

• Questions for Those That Used OB/GYNs 
o Agree or disagree: I considered using a midwife instead of an OB/GYN. 
o What made you choose to use an OB/GYN? 
o Agree or disagree: Having an OB/GYN positively affected how prepared I felt 

for pregnancy and childbirth. 
o Please list three words that best describe the methods your OB/GYN used to 

prepare you for your pregnancy and childbirth experience. For example: 
positive, negative, self-led, calming, uncertain, etc. 

o Agree or disagree: My OB/GYN adequately prepared me for… 
§ Pregnancy 
§ Childbirth 
§ Postpartum 
§ Emergency Situations 

o Which resources did your OB/GYN recommend to you to help in your 
preparations? Select all that apply. 

§ Doula 
§ Childbirth Classes 
§ Friends/Family 
§ Other Pregnant People 
§ Books and Journals 
§ Apps 
§ Medical Websites 
§ Social Media 
§ TV and Films 
§ Podcasts 
§ Other (fill in) 

• Final Question 
o Is there anything you’d like to add about your experience in preparing for 

pregnancy and childbirth? Leave blank if not.  
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Appendix B 
 
Word Cloud: Overall Preparedness 

 
 
Appendix C 
 
Word Cloud: Preparedness by OB/GYN 
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Appendix D 
 
Word Cloud: Preparedness by Midwife 
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