
Perceptions of Childbirth Among Undergraduates 

Samantha Mazurek, Dr. Mitra Emad 

University Honors Capstone, University of Minnesota Duluth 

April 21, 2019 

 

INTRODUCTION 

     In 2017, over 3.8 million babies were born in the United States (Hamilton et. al, 2018). Of 

these births, 1.2 million were born via cesarean section. This translates to a cesarean 

delivery rate of 32.0%, which is over three times the rate recommended by the World 

Health Organization (WHO, 2015). A cesarean birth rate greater than 10% of all births 

indicates that the procedure is being done in the absence of medical necessity, and at risk 

to the health and safety of the woman giving birth. There is also excessive use of medical 

interventions such as amniotomy, continuous electronic fetal monitoring, labor induction, 

and episiotomy; which have been shown to have little to no benefit to mother or baby, 

while increasing the risk of cesarean section and contributing to the high maternal 

mortality in the United States (Goer, Leslie, & Romano, 2007). To understand what 

influences women to decide to have excessive interventions during childbirth, one must 

first look at the underlying cultural values in the society she lives in. For the United States, 

the cultural values surrounding childbirth can be best described through the technocratic 

model.   

The Technocratic Model 

     Davis-Floyd first described the technocratic model of childbirth in her 1992 book, Birth 

as an American Right of Passage, and described its persistence in American culture in her 

2nd edition release of the book in 2003. The technocratic model is a hierarchical system that 

elevates the value of technology and those who control and understand it (Davis-Floyd, 

2003). In such a society, nature is deemed inferior, and the body is viewed as being a 

machine that can be repaired; when it malfunctions, it is the fault of the individual, not the 

doctors. In practice, this model justifies excessive interventions during childbirth.  



     Routinized interventions in hospitals both maintain the technocratic model and 

communicate to the woman that she is incapable of birthing and needs the medical 

institution (which was historically made up of men) to keep her and her baby safe. 

Interventions that are often medically unnecessary include: shaving of pubic hair, enemas, 

fasting, excessive use of Pitocin and epidurals, amniotomy, fetal monitoring, cervical 

checks, the lithotomy position, episiotomies, and cesarean section. Some of these 

interventions have an important role in managing the 5% of births that experience 

complications, but they are overused in the absence of medical indication (Flores, 2018).  

Many of these interventions increase the risk for complications to both the woman and her 

baby. For example, when Pitocin is used in the absence of hypotonic uterine dysfunction, 

uterine contractions become atypically strong, long, and with fewer resting phases (Davis-

Floyd, 2003). This cuts off blood flow to the baby, and puts abnormal pressure on its head, 

leading to fetal distress. Often this results in an emergency cesarean section to save the 

baby from death- even though the emergency was created by the doctors themselves (an 

iatrogenic outcome). Cesarean delivery is significantly riskier to women, with higher 

chances of hemorrhaging and developing infections.  

      Perhaps the clearest example of how pervasive the technocratic model of birth is in 

American society is the lithotomy position. This birthing position has become naturalized 

in popular consciousness of birth: a woman lying on her back, on a bed or operating table, 

with her feet in stirrups. Most depictions of birth in movies, television shows, and sex 

education videos involve this position, so it is what many people assume is the ‘normal’ 

way to give birth. However, it is anatomically the worst possible way to birth, since it 

narrows the pelvic outlet, compresses major blood vessels, weakens contractions, makes 

active pushing more strenuous since the woman must work against gravity, and greatly 

increases the risk for perineal tearing. It is used exclusively for the convenience and control 

of the obstetrician. This is the position used in most gynecological exams and gives the 

physician easy access to viewing and intervening with the birth process from a comfortable 

sitting position. When a woman can move about and birth in the position she finds most 

comfortable, she often will end up birthing is a squatting position (Davis-Floyd, 2003; 



Edqvist et. al, 2003). In this position it is difficult for the doctor to watch the progression of 

birth, removing their direct control from the situation.  

     The wholistic model is an alternative approach to birth, and it is orientated around the 

belief that the woman’s body is designed to birth, and the midwife (or whomever is 

attending the birth) is there to support the birthing woman through the process. The 

woman maintains full autonomous control of her birth. This model values the emotional, 

psychological, spiritual, and mental health of the woman in addition to her physical safety. 

Medical interventions are only used when necessary, and each woman’s body is 

understood to be unique; therefore, routine interventions and birth progression schedules 

are avoided. Wholistic model births are often done at home, with the attendance of a 

trained midwife. According to numerous comparative studies, home births have an equal 

mortality risk as hospital births but are significantly safer in terms of overall health of 

mother and baby (Davis-Floyd, 2003; de Jonge et. al, 2009; Edqvist et. al, 2016; Johnson & 

Daviss, 2005). Other studies have indicated a slightly higher risk for neonatal mortality for 

home births, but their practical significance is minimal (Grünebaum et. al, 2016; van der 

Kooy et. al, 2017). Despite this, many women still choose to give birth in hospitals because 

they believe that a hospital birth is safer, since they have been socialized to believe that 

birth is inherently dangerous and only a doctor can ensure a good outcome. In Davis-

Floyd’s original study (1992), 99% of the women she interviewed held this belief.  

     The degree to which women internalize the technocratic message influences how they 

decide which medical advice to accept and which to reject (Browner & Press, 1997). 

Information is filtered through subjective experiences and beliefs, and the knowledge that 

is considered authoritative does not need to be the most correct, only perceived as being 

the most rational and moral perspective (Jordan, 1997). High internalization of the 

technocratic message, and believing that the medical knowledge from physicians is 

authoritative, leads to ready acceptance of the use of medical interventions when suggested 

by a physician. However, this internal framework could also lead to women rejecting 

evidence that contradicts the technocratic authoritative knowledge- for example, she may 

refuse to believe that cesarean section is significantly more dangerous than vaginal 



delivery and choose to have an elective c-section despite medical recommendations against 

it.  

     By understanding the technocratic model of birth, and how authoritative knowledge 

influences medical decisions, a framework for understanding the relationship between 

perceptions of childbirth and birth outcomes can be developed. Women who tend to 

believe in the technocratic message- that birth is a dangerous process that should be highly 

medicalized- are more likely to have excessive medical interventions, including cesarean 

sections (Dadipoor et.al, 2017; Davis-Floyd, 2003; Flores, 2018). If the current population 

still holds these perceptions, it may be unlikely that intervention and cesarean delivery 

rates will decrease. It is important to understand how prevalent the belief in the 

technocratic model currently is, and what factors influence the rejection of this form of 

authoritative knowledge. Specifically, it would be valuable to know which sources of 

education, if any, have been most effective in challenging this belief system, to implement 

better public health education programs.  

Beliefs Held by Undergraduates 

     Despite extensive research on how women’s beliefs and perceptions impact birth 

outcomes and how they interpret their birthing experiences, little research has been done 

on the beliefs held by young adults (Dadipoor et. al, 2017; Davis-Floyd, 2003; Downe et.al, 

2018; Flores, 2018; Meredith & Hugill, 2017). Based on results of past research which 

examined the childbirth perceptions held by undergraduates, most young adults are 

undereducated about the low necessity of most childbirth interventions, and of the risks 

associated with performing those interventions when not medically indicated (Cleeton, 

2001; DeJoy, 2010). Undergraduates also tend to believe in the technocratic model of birth, 

which leads to the devaluing and distrust in midwife attended births and planned 

homebirths, despite extensive evidence demonstrating the safety and benefits of both 

(DeJoy, 2010; Meredith & Hugill, 2017; Davis-Floyd, 2003; Lothian, 2009).  

     Previous studies done in this area of research have also been limited to examining the 

beliefs of students that were in courses that pertained to pregnancy and childbirth 

(Cleeton, 2001; DeJoy, 2010). Students in these samples were directly given information 



about current medical practices used and the safety of midwifery and planned homebirth 

(Cleeton, 2001; DeJoy, 2010). In contrast, this study collected information about childbirth 

perceptions and level of education without providing additional information about this 

topic before the students participated in the survey. This allows for better insight to the 

beliefs held by the general undergraduate population.  

    Better childbirth education has been indicated to help clear up falsely-held beliefs 

(Cleeton, 2001; DeJoy, 2010; Lothian, 2009). However, cultural values and personal beliefs 

can often overpower objective evidence, so education alone may not be enough to change 

how people view childbirth; especially while living in a cultural context that perpetuates a 

technocratic message (Jordan, 1997). Both the general level of knowledge, and personal 

beliefs held about childbirth in the young adult population was examined to infer if a 

generational shift has occurred from previous studies done on this population. The results 

of this study also provided insight into the primary source(s) from which young adults are 

obtaining information about childbirth, and how their beliefs are related to their level of 

accurate childbirth knowledge and where they would personally choose to give birth.  

METHODS 

Survey 

      A novel 40-question survey was created using Qualtrics and obtained approval for 

exemption from an institutional review board. The anonymous survey was distributed to 

students via tabling in the Dining Center on the university campus or through an email link. 

Students could take the survey online or on a paper copy. The paper copies were stored 

securely, entered into the online database, and shredded promptly afterwards. Three broad 

categories of information were collected from participants: demographic information, 

knowledge about childbirth, and perceptions of childbirth. The survey was designed to 

collect a variety of informative data while keeping the survey short and concise to attract 

more participants.  

     The demographic information asked was minimal to keep the survey as non-invasive 

and unidentifiable as possible, while collecting enough information to evaluate the 

composition of the sample population. Age, sex, race/ethnicity, class standing, and college 



that they’re enrolled in were the demographics used to provide insight to which groups of 

UMD students are represented in the sample. This information also helped determine how 

applicable the results are to the general undergraduate student population at UMD. Age 

and class standing information was used to remove responses of individuals who were not 

a part of the targeted population. Students under 18 or over 24, as well as graduate and 

professional students, were removed from the sample. Whether the respondent plans to 

have children was included to evaluate potential personal motivation to understand and 

think about childbirth.  

     Knowledge about childbirth was evaluated through a series of 14 true/false statements. 

The childbirth information was based on the core evidence-based birth practices 

recommended by Lamaze International, the World Health Organization, and the American 

College of Gynecologists and Obstetricians. These recommendations are: letting labor begin 

on its own, moving and changing positions during labor, bringing a support person, 

avoiding medically unnecessary interventions, following the body’s natural urges to 

reposition and push, and to keep mother and baby together as much as possible after birth 

(Lothian, 2009; ACOG, Dec 2018). The medical misconceptions and knowledge 

undergraduates possessed about childbirth in previous studies were also considered 

(Cleeton, 2001 & DeJoy, 2010). Participants were asked about the sources of the childbirth 

knowledge they possess to provide insight to the effectiveness of sex education or efforts 

by birth educators. The need to better educate young adults about childbirth was an 

important component of the recommendations in previous studies (Cleeton, 2001 & DeJoy, 

2010).  

     To evaluate the beliefs and perceptions held by undergraduates, themes were drawn 

from other studies on undergraduates (Cleeton, 2001 & DeJoy, 2010) and from studies that 

examined how beliefs held by pregnant women impacted their birth choices, experiences, 

and outcomes (Dadipoor et. al, 2017; Davis-Floyd, 2003; Downe et.al, 2018; Flores, 2018; 

Meredith & Hugill, 2017). The themes evaluated in the survey are: interpretation of the 

pain of childbirth, perception of childbirth as overall positive or negative, perceived 

tradeoff between psychosocial wellbeing of the woman and physical safety of mother and 

baby, relative value of physicians and midwives, perceptions of hospital births, and 

perceptions of homebirths. Each theme was structured into survey questions in different 



ways; with the goal to have each question evaluate beliefs and perceptions while avoiding 

an open-ended format. The open-ended format was avoided to keep the survey short, and 

to increase likelihood of participants answering all questions.  

      Overall perceptions of childbirth were evaluated by asking participants to select the 

three words/phrases they felt best describe childbirth from a list of terms used to describe 

childbirth by undergraduates in the past (Cleeton, 2001 & DeJoy, 2010). There was also the 

option for participants to enter their own descriptor words/phrases. The list was a mix of 

negative and positive descriptors, and by clustering each category during analysis, the 

general perception childbirth as negative or positive could be evaluated. 

     Interpretation of pain, and perceived tradeoff between psychosocial wellbeing and 

physical safety of the mother and baby, were each evaluated using a 5-point Likert scale.  

Perceptions about birth location and the professional in attendance (midwife or 

obstetrician) were evaluated using a series of questions. They asked the participant to 

choose which of the three primary birthing options are: the safest, most welcoming, most 

personalized, capable of managing unexpected complications, and least expensive. The 

birthing options presented were: birth in a hospital with an attending obstetrician, birth at 

a free-standing birthing center with an attending midwife, and birth at home with an 

attending midwife. Participants were then asked which option they would choose if they 

were planning the birth of their child and explain why in an open-ended question. 

A full copy of the survey can be accessed in Appendix A. 

Data Analysis 

     The survey responses were exported to Excel as a numeric csv file. Responses not 

automatically translated to numeric form by software were manually coded. The frequency 

of responses to each question was calculated and summarized as percentages of the sample 

population. For the open-ended question regarding personal birthing location choice, 

choice and reasoning were coded independently. Reasons for birthing location was 

identified to fall within 19 themes. The themes and examples of each from responses can be 

found in Table 1.  

 

 



 

Table 1. Indicated reasons for birthing location choice listed in descending order of frequency.  

 

THEME EXAMPLES FROM RESPONSES 
Fear of complications (n=60) “it would be the best place for unpredictable events” 

“in case anything goes wrong”  
Immediate access to 
technology/medicine (n=40) 

“I [would] be in the right place to get emergency care as soon as 
possible” 
“If something goes wrong it can be addressed with any medical 
treatments and interventions” 

Confidence in the professional’s 
ability to manage the birth (n=38) 

“[they] know what they are doing”                   
 “the staff have medical training” 

Perception of safety (n=36) “I feel safe in hospitals” 
 “Because there is a sense of security” 

Safety of baby (n=20) “it is safer for my child” 
“I wouldn’t trust a midwife soley with the life of my child” 

Safety of mother (n=20)  “I would be worried about my wife/girlfriend’s health” 
“If feels safest/least risk to me” 

No Reason Given (n=13)  “home birth”  
“I am not sure. I have never thought about it” 

Comfort (n=12) “I’d feel the most at ease”  
“It seems super comforting” 

Mother’s autonomy and control 
(n=10) 

“the freedom to have control and give birth on my own terms” 
 “a [birth] at my own pace” 

Personal/Familial history of 
medical problems (n=10) 

“[my sibling] would have not survived had an obstetrician not 
instructed my mother not to push” 
“I have a lot of medical issues” 

Distrust of hospitals (n=9)  “I don’t want to be in a hospital where they just want to get the 
baby out easiest way for the doctor and not me” 

Lack of information (n=8) “it’s the only thing I know about” 
“I don’t know much about the other options” 

Normativity of hospital births (n=7) “Hospital, because it is what I am most familiar with” 
“that is what everyone I know has recommended” 

Cleanliness (n=6) “it is within a sanitary environment” 
“it should be the most sterile” 

Consideration for female partner’s 
wishes (n=5) 

“I wouldn’t be birthing the baby, so I would need to know what my 
partner thinks” 
“I would most likely go with what she wanted.” 

Personalized care (n=5) “I would still have a personal relationship with my doctor” 
“having a midwife present to care for my case personally” 

Desire for natural birth (n=4) “It is important for me to have a minimal medial interference” 
“it is the most natural and safest way to have a child!” 

Dislike of idea of giving birth at 
home (n=4) 

“Personally I wouldn’t like to give birth in my home” 
 “I don’t think I want this experience in my home” 

Convivence (n=3) “Wherever is practical” 
“Doctor’s office because of availability” 



PRELIMINARY RESULTS 

     There were 159 total survey participants, and 156 responses were included in analysis. 

Three responses were removed from the sample because the respondents were graduate 

students, and five responses were excluded from analysis for the survey section on birthing 

locations due to incongruent responses.  

     Of the 156 respondents, 100 were female and 56 were male. For age most students were 

younger: 77 students were aged 18-19, 57 students were aged 20-21, and 20 students were 

aged 22-23. 2 students did not indicate their age. There were 50 freshman respondents, 39 

sophomores, 32 juniors, and 35 seniors.  Most students were from the Swenson College of 

Science and Engineering (SCSE) at 87 respondents. 28 students were from the College of 

Education and Human Service Professions (CEHSP), 20 were from the College of Liberal 

Arts (CLA), 17 were from Labovitz School of Business and Economics, and 4 were from the 

School of Fine Arts. In terms of race and ethnicity, the sample was made up of 

predominantly white students (130) followed by Multiracial (11), Asian (7), Hispanic or 

Latino (5), Other (2), and Black or African American (1). 

          Over half (57.7%) of the student 

sample indicated that they plan to 

have biological children (Figure 1). 

Almost a third of students (30.1%) 

planned to adopt in the future, with a 

majority of these students planning to 

have biological children as well. The 

remaining third (35.3%) of the 

students either did not want children 

or were unsure. 

     For the small quiz portion of the 

survey, a small majority of the 

students got most of the questions right (Table 2). Over half of the students got the 

question about fetal monitoring incorrect, and nearly half of the students were unsure 

34.6%

7%
23.1%

20.5%

13.5%

1.3% Yes (biological)

Yes (adopt)

Yes (both biologial
and adopt)

Unsure

No

Prefer not to
answer

Figure 1. Student responses to question: Do you plan to have children? 



about whether women should limit food and drink intake during labor. There were only 

five questions that over half of the student sample answered correctly; and the question 

that most students got right was about if keeping mother and baby together after birth had 

physiological benefits.  

Table 2. The percentages of students in the sample that answered correct, incorrect, and unsure to the 14 

true/false question prompts. The answer with the largest proportion of students for each question is highlighted. 

For questions where the response proportions of the majority are within 5% of one another, both or all answers are 

highlighted.   

 Percentage of Responses 
Statement Correct Incorrect Unsure 

Stress slows down labor. 45.5% 34.0% 20.5% 
A woman’s body releases natural pain 

relievers after labor. 64.7% 30.1% 5.1% 

Women should limit their food and drink 
intake during labor. 19.9% 34.6% 45.5% 

Standard maternity care in the United 
States is based on scientific evidence. 34.6% 31.4% 34.0% 

Cesarean rates in the United States are  
3 - 5 times higher than recommended by 

the World Health organization. 
54.5% 4.5% 41.0% 

If a baby is large the woman should have 
her labor induced early. 42.3% 18.6% 39.1% 

Women should move around during 
labor. 51.3% 13.5% 35.3% 

Electronic fetal monitoring reduces 
newborn death rates, admission to the 
neonatal intensive care unit, stillbirth, 

and cerebral palsy. 

9.0% 57.1% 34.0% 

Pain is a necessary part of normal labor 
progression. 59.0% 26.3% 14.7% 

An epidural has no significant risk to the 
mother or baby. 46.8% 23.1% 30.1% 

Women should give birth on their backs 
with their feet in stirrups. 37.2% 24.4% 38.5% 

Women should push during labor 
whenever they feel the urge to. 41.0% 29.5% 29.5% 

Keeping mother and baby together after 
birth has numerous physiological 

benefits. 
93.6% 0.6% 5.8% 

The newborn should always be separated 
immediately after birth to be cleaned and 

medically examined. 
48.7% 25.0% 26.3% 



     Most students indicated learning about childbirth in their K-12 health classes, however 

over 20% of students did not (Figure 2). The second most frequent source of information 

was family members, followed by friends, social media, and college courses. For college 

courses and documentaries, students were asked to name the specific course or film. 14 

different courses were recorded, all either in the humanities (n=24) or biology (n=9). The 

most frequently mentioned course was Developmental Psychology (n=17). All other 

courses were only mentioned by one or two students. For documentaries, three were 

mentioned: The Business of Being Born (n=7), 9 months that made you (n=1), and The 

Human Body (n=1). Sources mentioned in the other category were: television, movies, the 

show Call of the Midwife, or that the student has not learned about childbirth from any 

distinct source. 

Figure 2. Sources of childbirth information indicated by undergraduate students. The percentages represent how 
many students in the overall sample selected each option as a source of information, as they could check multiple 
boxes 

      

     A majority of students described childbirth in a positive manner (Figure 3). The 

descriptor most selected was a life changing experience (41%). This was followed by 

painful (35.3%), miraculous (32.1%), natural (30.1%), beautiful (28.2%), rewarding 

(27.6%), full of emotion (26.3%), difficult (23.7%), terrifying (19.2%), and empowering 
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(13.5%). A few students had also selected 

unpredictable (7.1%), dangerous (6.4%), 

disgusting (3.8%), and spiritual (3.2%). 

Responses unique to one student were: a rite 

of passage, meh, necessary, and awful.  

     Since students were prompted to select 

three adjectives, a more detailed analysis is 

needed to determine if each student tended 

to select all positive or negative descriptors 

or a mix. An error in data recording must also 

be noted. For students that took the survey 

on paper, some did not read the prompt 

correctly and checked more than three 

descriptors (n=13) The online version of the survey prevented respondents from doing 

this. When these surveys were entered into the online database, the first three checked on 

the paper survey were entered for consistency in methodology. However, it was 

retrospectively observed, after shredding the physical forms, that the first 5 descriptors 

listed were positive. This error could potentially skew the data towards students 

describing birth as overall positive. 

          Undergraduate students tended to perceive childbirth pain as normal, and that pain 

relief is not a necessity (Figure 4). They were relatively neutral in agreement but leaned 

affirmatively to labor pains being accepted as integral part of the experience of childbirth. 

Relative neutrality, with a slight tendency to disagreement, was observed for responses to 

whether labor pains should be all out avoided.  

Figure 3. How undergraduates generally describe childbirth. 
The percentages represent the proportion of the total words 
selected (n=468). 

43.59%

32.05%

24.36%

Positive Negative Neutral



           

     The students overwhelmingly valued the health of the mother and baby over any other 

factor (Table 3). It appears that more students also valued the health of the mother over 

the health of the baby, with the exception being the single student who described the health 

of the mother as slightly important. The woman’s overall emotional wellbeing was also 

highly valued with 87.8% of the sample describing it as extremely or very important. For the 

woman’s control over her birth and ability to reject medical interventions, the majority of 

students were mixed in describing it as extremely, very, or moderately important. The least 

valued factor during childbirth was the woman being able to achieve a natural birth if that 

is what she intended. Most students described it as very or moderately important, but 

nearly a third of the sample (30.2%) described it as slightly or not at all important. 
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Figure 4. Distribution of responses to Likert scale prompts relating to childbirth pain. 



Table 3. The relative value of various factors during childbirth; listed from most valued by the sample population to 

least valued. The answer with the largest proportion of students for each question is highlighted. For questions 

where the response proportions of the majority are within 5% of one another, both or all answers are highlighted.   

Prompt 

Percentage of Sample Population 
Extremely 
Important 

Very 
Important 

Moderately 
Important 

Slightly 
Important  

Not at all 
Important 

The health of the mother 79.5% 19.9% - 0.6% - 
The health of the baby 75.6% 20.5% 3.8% - - 
The woman’s overall 
emotional wellbeing 42.9% 44.9% 10.9% 1.3% - 

The woman’s control 
over her birth 39.1% 29.5% 26.9% 3.8% 0.6% 

The woman’s ability to 
reject medical 
interventions 

30.3% 26.5% 27.1% 11.0% 5.2% 

Having loved ones 
present 21.2% 30.8% 30.1% 13.5% 4.5% 

The woman’s sense of 
personal achievement 18.6% 32.1% 28.8% 14.1% 6.4% 

Achieving a ‘natural 
birth’ (if that is the 
woman’s intention 

10.3% 28.8% 30.8% 19.9% 10.3% 

 

     A clear majority of undergraduate students (70%) indicated that they would choose a 

hospital birth (Figure 5). Only 16% of students would choose to give birth with a midwife 

at either a free-standing birthing center 

or at home. The reasons students gave 

for birthing location choice varied, with 

some being found within both 

subpopulations of students (Figure 6) 

and others being unique to the 

subpopulations (Figure 7). For students 

who would choose a hospital birth, the 

distinct reasons include: safety of 

mother and/or baby, personal or 

familial history of medical problems, 

lack of information, normativity of 

70%

8%

6%

6%
7%

1%
2%

Hospital

Birthing Center

Home

Unsure

No response

Hospital and
Birthing Center
Birthing Center and
Home

Figure 5. Distribution of responses to the question: If you were planning 
the birth of your child which option would you choose? 



hospital births, and cleanliness. In the subgroup of students that would choose a midwife-

attended birth, they had the distinct reasons of a desire for a natural birth and a distrust of 

hospitals. The most frequent reasons given, in terms of number of students, were the fear 

of complications, immediate access to technology/medicine, confidence in the 

professional’s ability to manage the birth, and the perception of safety (Table 1).  

     When comparing the percentages of students within the subgroups that indicated the 

reasons found in both groups, a few patterns emerge. A close percentage of students from 

both groups expressed a perception of safety and a confidence in the professional’s ability 

to manage the birth as a reason for their choice. Many more students in the hospital 

subgroup mentioned immediate access to technology/medicine and the fear of 

complications in their responses. On the other end, more students in the birthing center 

and/or home subgroup indicated comfort, mother’s autonomy and control, and 

personalized care as reasons.  

    

Figure 6. Frequency of reasons for birthing location choice found in both subpopulations. Percentages represent the proportion of 
students within the subpopulation that indicated that reason in their response.  
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DISCUSSION 

     Based on the preliminary results, which examined the overall distribution of student 

responses, a few insights to undergraduates’ knowledge and perceptions about childbirth 

can be drawn. Specifically, the undergraduates in this sample population are largely 

uninformed about childbirth, the majority of students believe in the technocratic model of 

birth, and fear primarily drives birthing location choice.  

     Most undergraduate students are uninformed about childbirth. This seen through the 

result that for 9 of the 14 true/false statements, the clear majority of students answered 

incorrectly or unsure. These questions include those which ask about limiting food and 

drink intake during labor, early labor induction for a large baby, benefits of electronic fetal 

monitoring, risk of epidural, the lithotomy position, and following the body’s natural urges 

to push. Inaccurate knowledge about any of these aspects of labor could lead to excessive 

Figure 6. Frequency of reasons for birthing location choice unique to each subpopulation. Percentages represent the proportion of 
students within the subpopulation that indicated that reason in their response.  
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intervention either through the lack of understanding the risks and benefits of the 

technology, or through causing a more physiologically difficult labor.  

     The five questions which most students got correct related to keeping mother and baby 

together after birth, the role pain plays in labor progression, the release of natural pain 

relief after delivery, movement during labor, and the high rate of cesarean delivery in the 

United States. Accurate knowledge about these topics would not necessarily contribute to 

avoidance of medical interventions and can still align with the technocratic model. For 

example, knowing that pain is a necessary part of normal labor progression may encourage 

rejection of analgesics or epidurals, but may also drive a woman to have an elective 

cesarean if she does not want to experience a painful labor.  

     Although nearly 80% of students indicated that they learned about childbirth from K-12 

health classes, the overall poor results to the quiz portion of the survey indicates that these 

classes have been largely ineffective. Since the next three primary sources of information 

were all informal: family members, friends, and social media; most undergraduates seem to 

have no comprehensive education about childbirth. This is means that their knowledge is 

largely obtained through cultural values, and being that the United States historically, and 

currently, is technocratic in nature, it is no surprise that the belief in the technocratic 

model is still prevalent.  

     Most students (70%) would choose to give birth in a hospital with an obstetrician, and 

the top reason for this was a fear of complications. This alone emphasizes that this 

population of students have internalized the technocratic message: that childbirth is 

inherently dangerous and only a hospital, surrounded by technology, is safe. All other top 

reasons for birthing location choice reflected this as well, being: immediate access to 

technology/medicine, confidence in the professional’s ability to manage the birth, 

perception of safety, and concern for the safety of the mother and baby. In contrast, 

students that indicated that they would choose a midwife-attended birth indicated the 

woman’s autonomy and control, comfort, and a desire for natural birth as their primary 

reasons. In both groups, fear or distrust largely drove their decision. For students within 

the hospital choice subpopulation this was the fear of something going seriously wrong; or 



rather of childbirth itself. In the midwife choice subpopulation, the fear was of doctors or 

the hospital environment and that it would take away the woman’s autonomy.  

NEXT STEPS 

     To thoroughly understand the results of this study, a comprehensive statistical analysis 

using the SPSS software will be performed to evaluate the patterns and relationships 

within responses. Much of the internalization of the technocratic message can be further 

investigated by looking at the patterns in responses to the survey questions on perception 

of pain and relative values of different factors during childbirth; and as they relate to 

whether the student would choose a hospital or midwife-attended birth. The level of 

accurate knowledge, plans for having children, and demographic factors will also be tested 

for their statistical relationship with birth location choice. The effectiveness of each source 

of childbirth information on the level of accurate knowledge will also be evaluated.   

CONCLUSION  

     Childbirth is an integral and necessary part of human society, and as such should be 

approached in an informed manner that emphasizes best practices. As extensive research 

has demonstrated in the past few decades, low intervention births produce the best 

outcomes, even in terms of objective evidence (Lothian, 2009; ACOG, Dec 2018). However, 

the prevalence of the technocratic message, even among undergraduate students, makes a 

cultural shift away from medicalized births difficult. Through the understanding of factors 

that influence current young adults’ confidence in technocratic authoritative knowledge, 

and that which effectively challenges it, an American society with overwhelmingly positive 

birth outcomes could become a few steps closer. 
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APPENDIX A 

PERSPECTIVES OF BIRTH SURVEY 

How old are you?    _____________ 

What is your sex? 

o Male  

o Female 

o Prefer not to answer 
 



What is your race/ethnicity? Select all that apply. 

▢ American Indian or Alaska Native  

▢ Black or African American  

▢ Hispanic or Latino  

▢ Asian  

▢ Native Hawaiian or Pacific Islander  

▢ White 

▢ Other: _________________________________________ 

▢ Prefer not to answer   
 

What is your class standing? 

o Freshman 

o Sophomore   

o Junior   

o Senior   

o Other:  _______________________________________ 
 
What is your college? 

o College of Education and Human Services (CEHSP)  

o College of Liberal Arts (CLA)    

o School of Fine Arts (SFA)   

o Labovitz School of Business and Economics (LSBE)    

o Swenson College of Science and Engineering (SCSE)   
 



 
Select whether the following statements about childbirth are true or false. 
 
 
Stress slows down labor. 

o True  

o False   

o Unsure   
 
A woman's body releases natural pain relievers after labor. 

o True  

o False    

o Unsure   
 
Women should limit their food and drink intake during labor. 

o True  

o False  

o Unsure   
 
Standard maternity care in the United States is based on scientific evidence.  

o True  

o False  

o Unsure   
 
Cesarean rates in the United States are 3 - 5 times higher than recommended by the World 
Health organization. 

o True  

o False   

o Unsure  
 



If a baby is large the woman should have her labor induced early. 

o True  

o False   

o Unsure   
 
Women should move around during labor. 

o True  

o False   

o Unsure   
 



Electronic fetal monitoring reduces newborn death rates, admission to the neonatal 
intensive care unit, stillbirth, and cerebral palsy.  

o True  

o False   

o Unsure   
Pain is a necessary part of normal labor progression. 

o True  

o False   

o Unsure   
 
An epidural has no significant risk to the mother or baby. 

o True  

o False  

o Unsure 
 
Women should give birth on their backs with their feet in stirrups. 

o True   

o False   

o Unsure   
 
Women should push during labor whenever they feel the urge to. 

o True  

o False   

o Unsure   
 
 
 
 
 
 



Keeping mother and baby together after birth has numerous physiological benefits. 

o True  

o False 

o Unsure 
 
The newborn should always be separated immediately after birth to be cleaned and 
medically examined. 

o True  

o False  

o Unsure   
 
Where have you learned about childbirth? Select all that apply. 

▢ K-12 health classes 

▢ In a college course (please specify): _____________________________ 

▢ From family members  

▢ From friends 

▢ Through a documentary (please enter the title if you recall): __________________ 

▢ Through individual research online  

▢ Campus or community events  

▢ Social media  

▢ Other (please specify):  ____________________ 
 
 
 
 
 
 
Select three of the following words/phrases that you feel best describes childbirth. 



▢ Beautiful  

▢ Miraculous  

▢ Empowering 

▢ A rite of passage 

▢ A life-changing experience  

▢ Painful  

▢ Terrifying  

▢ Disgusting  

▢ Rewarding  

▢ Spiritual  

▢ Dangerous  

▢ Unpredictable  

▢ Difficult  

▢ Natural 

▢ Full of emotion 

▢ Other:  _________________ 
 



Consider the following statements: 

 Strongly 
disagree 

Somewhat 
disagree 

Neither agree 
nor disagree 

Somewhat 
agree Strongly agree 

Labor pains are 
normal o  o  o  o  o  

Labor pains 
should be 
avoided 

whenever 
possible  

o  o  o  o  o  
Childbirth 

would only be 
bearable with 
pain relievers  

o  o  o  o  o  
Labor pains 

should be 
accepted as an 
integral part of 
the experience 

of childbirth 

o  o  o  o  o  

 
 



Consider the relative importance of each of the following factors during childbirth: 
 

 Not at all 
important 

Slightly 
important 

Moderately 
important Very important Extremely 

important 

The health of 
the mother o  o  o  o  o  

The health of 
the baby o  o  o  o  o  

Achieving a 
'natural' birth 
(if that is the 

woman's 
intention)  

o  o  o  o  o  
The woman's 

overall 
emotional 
wellbeing 

o  o  o  o  o  
The woman's 

sense of 
personal 

achievement  
o  o  o  o  o  

Having loved 
ones present  o  o  o  o  o  
The woman's 
control over 

her birth o  o  o  o  o  
The woman's 

ability to reject 
any medical 

interventions 
o  o  o  o  o  

 
 
 
 
 
 
 
 
 
 
 
 



There are three main birthing options in the United States. Although specific care varies 
between hospitals, birthing centers, and practicing homebirth midwives, consider the 
following three options when answering the following questions:  
    
A: Birth in a hospital with an attending obstetrician.   
B: Birth at a free-standing birthing center with an attending midwife.   
C: Birth at home with an attending midwife.   
  
   
Which option would you consider to be the safest? 

o A  

o B  

o C   
 
 
Which option would you consider to have the most welcoming environment? 

o A   

o B   

o C   
 
 
Which option would you expect to have the most personalized care? 

o A 

o B  

o C   
 



Which option(s) would you expect to be able to manage any unexpected complications? 

▢ A    

▢ B   

▢ C  
 
Which option would you expect to be the least expensive? 

o A  

o B  

o C  
 
 
If you were planning the birth of your child which option would you choose? Why? 

_______________________________________________________________________________________________________ 

_______________________________________________________________________________________________________ 

_______________________________________________________________________________________________________ 

_______________________________________________________________________________________________________ 

_______________________________________________________________________________________________________ 
 



Do you plan to have children? Select all that apply. 

▢ Yes- biological  

▢ Yes- adopt  

▢ Unsure  

▢ No  

▢ Already have children 

▢ Prefer not to answer 
 


