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Abstract

In this article, we present findings from a qualitative narrative analysis that examined the
pregnancy, primary cesarean, and subsequent birth experiences of women in the United States.
Using a maximal variation sampling strategy, we recruited participants via social media

and networking to participate in semistructured interviews. Twenty-five women from diverse
backgrounds and geographic locations across the U.S. participated, eight self-identified as
racialized and seventeen as non-Hispanic, White. Data were analyzed iteratively using Clandinin
and Connelly’s approach to Narrative Inquiry. Across their narratives, participants described their
experiences of maternity care that were either generally negative (dehumanizing care) or positive
(humanized care). They further described how their experiences of dehumanizing or humanized
care impacted their decision-making for subsequent births, mental health, relationships with the
healthcare system, early parenting birth satisfaction, and family planning. Findings suggest that
regardless of ultimate mode of birth, what was most important to women was how they are treated
by their maternity care team. We suggest practice changes that may improve the experience of
maternity care for primary cesarean and subsequent births, especially among those made marginal
by systems of oppression.
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Introduction

The processes of pregnancy, labor, and birth are major life experiences, incorporating both
physiologic and psychological processes (Larkin, Begley, & Devane, 2009). Experiences
during this period are influenced by multiple tiers of context (i.e., personal, social,
environmental, and policy) and may impart life-long influence on a childbearing person

and their family (Larkin et al., 2009). The World Health Organization states that service-
users’ experiences of maternity care are of equivalent importance to the quality of the
clinical care provided (Bohren, Tuncalp, & Miller, 2020; Tuncalp et al., 2015; World Health
Organization, 2016, 2018a, 2018b). Respectful maternity care is an integral aspect of high-
quality care (Miller & Lalonde, 2015; White Ribbon Alliance, 2011) and can improve
service-users’ experiences and address health inequities (World Health Organization,
2018b). Women and childbearing people who experienced higher quality, more person-
centered maternity care have more positive experiences of childbirth, are less likely to report
maternal or newborn complications, or to screen positive for depression (Coo, Garcia, &
Mira, 2021; Karwan Fares & Mirkhan Ahmed, 2021; Sudhinaraset, Landrian, Golub, Cotter,
& Afulani, 2021). In contrast, a negative care experience can create a feeling of distrust
toward caregivers (Fries, 2010) and result in distress in the maternity care clinician-patient
relationship (Oparah, Arega, Hudson, Jones, & Oseguera, 2016).

One in three individuals across the United States (U.S.) gives birth by cesarean (Osterman,
Hamilton, Martin, Driscoll, & Valenzuela, 2022) and each year, approximately 600,000
individuals with a history of cesarean birth experience a subsequent pregnancy and birth
(Basile lbrahim, Kennedy, et al., 2020). To improve the quality of care for those with a
history of cesarean, it is essential to understand and learn from the experiences of service
users. Despite pregnancy and birth after cesarean being a relatively common occurrence,
that has been well-studied in other settings (Keedle, Schmied, Burns, & Dahlen, 2019,
2020, 2022; Lundgren, Begley, Gross, & Bondas, 2012, 2019; Munro et al., 2017; Nilsson,
van Limbeek, Vehvilainen-Julkunen, & Lundgren, 2015), little is known about experiences
of service-users in the unique U.S. healthcare setting. Learning from service-users is the
first step in identifying interventions that may be implemented to improve the overall
quality of the maternity care experience, regardless of planned mode of birth after cesarean.
The purpose of this study was to examine in detail experiences of pregnancy, primary
cesarean, and birth after cesarean among a group of U.S. individuals who were interested in
having a VBAC. Specifically, we aimed to describe participants’ experiences and to identify
consumer-led priorities for improving care options among U.S. service users experiencing
cesarean birth and a subsequent birth.

The authors recognize that people with a diverse range of gender identities are capable

of pregnancy and birth, and we generally strive to use language that is inclusive of this
diversity. In this article, we elected to use the terms “woman/women” and “maternity care”
most commonly because that best represents how the participants in this study identified. We
chose to use the term “racialized” to describe our participants who would be coded as a race
or ethnicity other than White, non-Hispanic because it captures the notion that the ways in
which they interact with others is based on a socially-imposed racial/ethnic identity rather
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than an identity that they have the ability or opportunity to define for themselves (Hochman,
2018; Ontario Human Rights Commission, n.d.).

2. Materials and methods

2.1. Study design

We conducted in-depth analyses of narratives collected as the primary qualitative portion

of a mixed-methods study exploring contemporary experiences of pregnancy and birth

after cesarean across the U.S. Detailed study methods and preliminary results have
previously been reported (Basile Ibrahim, Vedam, Illuzzi, Cheyney, & Kennedy, 2022;
Basile Ibrahim, Knobf, et al., 2020). In brief, following Institutional Review Board approval
(‘Yale University IRB protocol #2000021384), an online, self-administered questionnaire
was created, validated with 20 women who had given birth within the previous 5 years, and
distributed via the Qualtrics platform (Provo, UT). Individuals with a history of cesarean
who experienced a subsequent birth in the U.S. within the prior 5 years were invited to
participate. Recruitment graphics were posted on social media platforms by administrators
of peer-led birth advocacy groups (Improving Birth, n.d.; International Cesarean Awareness
Network, n.d.) and shared by group members. In addition to collecting birth history and
demographic information, the questionnaire asked participants if they were interested in
sharing their experiences in an individual interview with the first author. Sixty-eight percent
(n = 1166) of questionnaire participants volunteered to share their stories in an individual
interview and an additional 22% (n = 371) declared that they were “maybe” interested in
sharing their stories.

2.2. Data collection

Among the participants who volunteered to be interviewed, interview participants were
invited based on maximal variation sampling, a form of purposive sampling in which diverse
individuals are chosen because they might hold different perspectives or experiences that
could inform the central phenomenon (Creswell & Clark, 2011). To increase transferability,
efforts were made to interview participants with diversity of race/ethnicity, geographic
location, urban and rural residency, levels of education, income, and insurance status,

and who received care from a variety of types of maternity-care providers, including
midwives, obstetricians, and family practice physicians. Individual interviews took place
between November 2018 and March 2019, within 5-years of participants’ most recent birth
experience.

Participants gave online consent during the questionnaire portion of the study and additional
verbal consent was obtained prior to starting each interview. Data was collected through
in-person interviews (n = 2), and telephone interviews (n = 23). Interview participants
received a $10 gift card. Concurrent data collection and analysis was conducted, and as
further areas of exploration were identified, interview guides were adjusted. Recruitment

of further participants was guided by the data analysis to ensure maximal variation of
experiences of the sample and interviewing continued (n = 25) until concept saturation was
achieved (Nelson, 2016).
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2.3. Data management and analysis

Interviews were audio-recorded, and professionally transcribed verbatim. The interview
transcripts were analyzed using Atlas.ti versions 8 and 9 by two analysts with expertise in
qualitative research methods (BBl & HPK). As this was primarily a study of experiences,
Clandinin and Connelly’s Narrative Inquiry guided analysis and interpretation of birth
narratives. Clandinin and Connelly posit that life experiences are important, and that
narratives of significant life events are central in identity formation, as well as in
interpretation of past experiences (Clandinin & Connelly, 2000; Clandinin, Caine, Lessard,
& Huber, 2016).

After multiple readings and re-readings of each transcript, coding of all interviews was
completed in multiple phases. First, attribute coding (Saldana, 2009) was applied to each
narrator describing their demographic characteristics. Next, descriptive, and in vivo codes
were applied to capture salient themes described by the narrators. Seven interviews were
coded and discussed by both analysts until consensus on central themes was reached; then a
code book was created and used to guide analysis of the additional narratives. The remaining
interviews were then coded by the primary analyst alone (BBI). Memos identifying elements
of Clandinin’s three dimensional spaces of narratives: temporality, space, and interaction
(Clandinin et al., 2016) were drafted for each narrative. Clandinin and Connelly posit that
experience is temporal (Clandinin & Connelly, 2000), and given that each participant had

at least two birth experiences when interviewed, temporality was especially important in
interpretation of narratives because the experiences of the first (cesarean) birth informed
participants’ decision-making and interpretation of their experiences of their subsequent
pregnancies and births.

2.4. Reflexivity and methodological Rigor

As data collection and coding continued, field notes and reflexive and analytic memos were
created. A research log was completed at each research team meeting and at the conclusion
of each data analysis session. After completion of coding, the networking function in Atlas.ti
was utilized to create network maps between codes and to evaluate patterns and themes
among the narratives. Regular meetings of the research team occurred to discuss the analysis
and networks and connections among the codes, and to continue the reflexive process.

Trustworthiness.—Efforts were made to increase trustworthiness through credibility,
dependability, confirmability, and transferability (Shenton, 2004). In this study, credibility
was enhanced with careful documentation of study procedures, activities, and decisions in
research memos, and a detailed audit trail was documented. Dependability was enhanced
using multiple data sources (questionnaire data and interviews), maximal variation sampling,
sampling to saturation, member checking, and concurrent data collection and analysis.
Confirmability was enhanced through the audit trail and member checking. Transferability
was enhanced by maximal variation sampling. Reflexivity was also used from the outset

to document biases to prevent them from overdetermining interpretation of the data
(Creswell, 2013). The international research team was comprised of researchers from diverse
geographic, professional, and demographic backgrounds such that multiple perspectives
could be integrated allowing for a more nuanced and polyvocal interpretation of findings.
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3. Results

Semi-structured interviews were completed with 25 participants of diverse self-identified
race/ethnicity, geographic distribution, parity, provider type, and birth outcome (Table 1).
Participants with racialized identities (Black, Indigenous, Latina, and other People of Color)
represented 32% of the sample. Most participants had a parity of 2 or 3 (72%) and 8
participants had a parity of 4 or greater (maximum parity 7). Twelve participants (48%)
had a vaginal birth after their primary cesarean (VBAC); eight gave birth in-hospital and
4 at home. Nine participants (36%) had an unplanned repeat cesarean after laboring (labor
after cesarean, LAC) and 4 (16%) had a planned repeat cesarean. Pseudonyms are used

to protect participants’ privacy and confidentiality. Racialized participants described more
overtly negative experiences with the healthcare team during their primary cesarean and
subsequent births. Thus, to highlight the differences in experiences by race/ethnicity, we
have included each participant’s self-identified race/ethnicity after each quote, along with
details about their birth.

3.1. Lived experiences of care: positive or negative with little in between

Participants’ overarching experiences of maternity care were described as either positive or
negative, with few mixed or ambiguous assessments of treatment. Positive care experiences
were conveyed through expressions such as: “they treated me like a person”, “I felt

seen” and “I felt heard”. We have termed such care Aumanized care. Conversely, negative
experiences were often described using some version of the following words: “I didn’t feel
like a person,” “I didn’t feel like my voice mattered,” “I didn’t feel seen,” and “I did not feel
cared for.” We have termed such descriptions dehumanizing care. One participant described
humanizing and dehumanizing care experiences when comparing her two birth experiences.
While her primary cesarean was described expressly as “dehumanizing,” the way she was
treated during her second cesarean contrasted sharply:

The first time [primary cesarean], | described it as when animals are sent to a
processing plant, and they’re slaughtered. That’s what | felt like ... It was just a
process that was happening to me. | wasn’t involved in the process. Whereas the
second time, | felt like | was a part of it. And it was recognized that | was a person
that was having this process, not something that was just being processed.

(Maricela, birth 2, cesarean after LAC, Afro-Latina)

Participants’ experiences of care were the central theme in their narratives, much more so
than, for example, their ultimate mode of birth (Fig. 1). When a woman strongly desired a
VBAC and expended significant effort to secure the opportunity to try for one, if she felt
respected and heard by her care team, even a pregnancy ending in an unplanned cesarean
was described as a positive experience. Blythe captures this well in her narrative of her
second birth, when she had an unplanned repeat cesarean after laboring with the support of
her obstetrician:

He [obstetrician] goes, "Okay, this is still our plan. We’re still doing delayed cord
clamping. We’re still doing skin to skin. We’re still keeping a piece of the umbilical
cord. We know our plans. Are you ready?”
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(Blythe, birth 2, cesarean after LAC, Native American)

In contrast, some women who ultimately had a VBAC but felt that they were treated

poorly by their health care team in the process described their birth experiences negatively.
Ynez describes an interaction with the obstetrician she selected because he was purportedly
supportive of VBAC:

And he’s [obstetrician] like, ‘well, I’m offering you to do a C-section right now and
we can get this over with.” and | said, ‘I made it very clear to you that that’s not
what | want. There is no medical reason to do it other than the fact that I’m having
a slow labor, which is totally normal for most women.” And he’s like, ‘Nope, if
you don’t want to agree to what I’m giving you, then I’m dropping you from my
care right now. * And I said, ‘well, bye. * And so, he dropped me from his care.

I’m in the hospital laboring with my son and he dropped me from his care. So, he
comes back and he’s like, ‘Well, I’m officially dropping you from my care, but the
Laborist that’s on-call volunteered and says that he will support your vaginal birth.
I wish you good luck and | hope you don’t have adverse outcomes’ and he left. And
so, from there on, it was a happier environment because | didn’t have the negativity
of him in there telling me that | needed to have a C-section. | labored for 36 hours
with my son with the support of an amazing doula ... | had a very healthy, very
tired, chubby 8 Ib. 10 oz boy vaginally ... | don’t think personally that | want to
have any more babies, but if | were to for some reason, have another baby, | would
probably want to do a home birth to experience birth in a place where 1 don’t have
to fight so hard for people to hear what | want.

(Ynez, birth 2, VBAC, Latina)

Experiences of care were not shaped simply by the ultimate outcome of VBAC versus
repeat cesarean, but by multiple interconnecting elements of care that included both personal
Interactions (knowledge, control, expectations), and social interactions (communication and
specific interactions with their provider and health care team). Each element was described
by participants dichotomously, as generally positive, or negative. Experiences of care during
their primary cesarean profoundly shaped participants’ birth narratives and were described
as impacting many aspects of their lives in the present with expectations that they would
continue to shape the future (fZemporality), including their mental and emotional health,
early parenting experiences, birth satisfaction, and future family planning. These elements
and impacts occurred in Situations relative to participants’ ongoing relationship with the
healthcare system and played out in various places including home, birth centers, and
hospitals (Table 2).

Participants experienced humanized care or dehumanized care based on their unique
combination of elements of their maternity care experience. When most of the elements
were positive, the overall impression was of humanized care. When most of the elements
of care were negative, or if one element was extremely negative, especially if they

felt mistreated, violated, or trapped, then their overall experience was of dehumanizing
healthcare interactions. Below we analyze each element of care first for birth experiences
deemed negative or dehumanizing and then for those described as positive or humanized.
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Many of our participants had a dehumanizing experience of care during their pregnancy

and birth for their primary cesarean. These negative experiences created part of their past
portion of the femporality as they planned for their subsequent births. Their past experiences
motivated them to seek a different experience for their subsequent pregnancy and birth in an
attempt to avoid repeating their negative experience. This was accomplished in a number of
ways: seeking a VBAC, changing their /nteraction by switching providers or provider types,
and/or changing the place where their subsequent birth occurred by planning a community
birth/homebirth after cesarean (HBAC).

| had this idea that | did not want to have a hospital birth [for her 219 birth]. I did
not associate good things with a hospital birth and definitely not in the hospital that
I had my daughter.

(Ynez, birth 1, unplanned cesarean, Latina)

3.2. Dehumanizing care: “l didn 't feel like a person *

In addition to Maricela’s description above of dehumanizing healthcare interactions,
many other participants described similar negative experiences around communication,
knowledge, expectations, and control.

Communication: “No one listened”

Negative experiences of communication included feeling as if they were “kept in the dark,
that “information was withheld,” or that options or procedures were not explained to them.
Participants frequently stated, “they never told me” or “no one listened”.

He [the OB] really brushed me off at my six-week appointment and I was just like,
I, I know this is dramatic, but I really felt assaulted. No one explained anything that
happened to me. | was recovering from surgery, and | didn’t fully understand what
happened to me and | didn’t understand the reason for it. And so, | would brush it
off and brush it off and then like all of a sudden, | would be hyperventilating and
crying myself to sleep.

(Haley, birth 1, unplanned cesarean, White)
Knowledge: “I didn’t know”

When participants felt uninformed or that their questions or concerns went unanswered, they
described experiences related to knowledge negatively as “/ didn t know.”

It was like pulling teeth to get information ... we were always updated by the nurse,
never the provider, she seemed never to be around.

(Stephanie, birth 1, unplanned cesarean, White)
Some participants felt that they were sometimes discouraged from knowledge-seeking.

Anytime we had a lot of questions and really wanted to talk with her [obstetrician],
she was very curt with us and said things like, ‘well, if you’re ever sitting out there
past the time you’re supposed to be in your appointment, this is why,” when we
would have more questions than our 20-minute appointment would allow.
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(Kaya, birth 2, HBAC, White)
Expectations: “It was exactly the opposite of what | wanted”

Perception of care was strongly shaped by whether participants’ expectations for labor and
birth were met.

The doctor I finally wound up with basically told me that if I adhered to his
schedule, he would try to accommodate what | wanted in a gentle c-section, but it
had to be this day and it had to be this time ... But he confirmed multiple things
and none of those happened. And | was just left feeling. |1 don’t even know a word
to describe it ... trapped, | guess, violated, definitely ... | wanted my own music

or no music, but he played what he wanted ... And he didn’t really honor anything
in my birth plan. One of the nurses laughed and said ‘I’ve never heard of a gentle
c-section. There’s no such thing. It’s a surgery. It’s not gentle’ ... | didn’t want
them to clamp the cord. | wanted everything to stay as natural as it could. | wanted
skin to skin when she was born, and | was told we would be able to do that and that
didn’t happen ... And | didn’t want them to remove the vernix and they cleaned her
off immediately. They clamped her cord right away ... | wanted to breastfeed her in
recovery, but I almost missed my golden hour.

(Ariana, birth 2, scheduled but undesired cesarean,
Latina)

Control: “I didn’t have any control”

Participants described feeling out of control over decision making for their care. This
included when decisions were made without informing participants of their options or the
rationale behind a decision.

And so, the doctor came in and looked at the printout and just very calmly said,
Okay, there are some dips here. And from what | see, I think he’d do better out than
in.” And | was like, “What do you mean by that?’ | was just stunned ... and so |
was kind of caught off guard and he was like ‘I’m going to set something up’ and
he leaves the room. And so, the nurse is sitting there and 1’m just like, ‘Is he talking
a c-section? He didn’t even say it.” And she was like, ‘Yeah.” So, I’'m like, Okay,

I should call my husband.” | was super alone. I didn’t know this nurse. It was just
totally blowing my mind.

(Haley, birth 1, unplanned cesarean, White)

Interactionswith provider and the healthcare team: “She made me afraid” and “You
could kill your baby”

Interactions with the maternity care provider and healthcare team heavily influenced
participants’ perceptions of care. The words a provider chose were sometimes perceived
negatively as acts of coercion and fearmongering. A mother of five described her care during
her first birth after cesarean: “I wasn’t thinking, | was just, you know, she made me afraid.
And so, | consented to a c-section” (Helen, White). Blythe (Native American) had a similar
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experience during her first birth, “Lack of knowledge and fear made it to where | just went,
‘Okay. | guess that’s my only option.”” Moira describes an interaction with her obstetrician
regarding consenting to a cesarean during labor.

| was saying ‘you don’t know, can’t we just try a little bit longer? Can we just wait
a little bit longer?’” He [OB] said, ‘If you do, I’m going to be forced to contact CPS
[Child Protective Services] because at this point you’re putting your own wellbeing
or your own wishes ahead of your child’s wellbeing. And you could kill your baby.
She’s dying right now. She’ll probably be dead in 30 minutes if you don’t do this.”
So, | got an epidural and then he said, ‘Something else has come up, I’ll be right
back’ ... He was telling me this, initially at 7:00 in the morning. It was 11:30 in
the morning when we finally went back to do the surgery. And this whole time he
told me my baby would be dead in 30 minutes. I [had an epidural], | couldn’t move,
I couldn’t do anything. And I thought | had been sitting there for three hours with
a dead baby. So, it was just a really weird thing. He was very angry during the
c-section, kind of telling me, “You know, this would have been easier if we’d done
it earlier, or if you just consented earlier.” But then when she was born, he was fine.
He was excited for us. He was so happy, ‘It’s a beautiful girl.” And that was it. And
then he stitched me up and | was done and then he, you know, left. So, it was very
bizarre.

(Moira, birth 1, unplanned cesarean, White)

In addition to the emotionally intense time of labor and birth, participants described negative
interactions during prenatal and postnatal care. Ynez describes an interaction with an
obstetrician to whom she transferred to at 27 weeks after feeling pushed into a cesarean

by her initial provider.

And he’s like, well, you’re a new client so | need to make sure that you’re as far
along as they say you are and, um, | do vaginal checks on all my patients with the
first visit, and I’m like (sighs) I’m already close to my due date, there’s no need for
your hands to be inside of me ... | know that I can decline this check. And I said,
‘you can’t just do an ultrasound to see how far along | am?” And he’s like ‘No, it
has to be a vaginal exam and if you’re refusing to do a vaginal exam, it’s as easy
as me saying | won’t take you as a patient’ ... So, | said ‘you know what, fine, but
he [Ynez’s husband] stays in here.” So, my husband stayed in there and he did a
vaginal exam and | felt like sh*t, excuse my language, | felt dirty and, um, he did a
vaginal exam only to tell me what the paperwork already said.

(Ynez, birth 2, VBAC, Latina)

While this obstetrician initially agreed to support Ynez planning a VBAC, he ultimately
refused to care for her while she was in the hospital in labor. She transferred to the
hospitalist on call while in labor and ultimately had a VBAC.

Another participant describes an interaction with her provider that left her feeling that her
unplanned cesarean had not been important or memorable to her provider.

I went in for my 6-week postpartum visit, | remember the office manager said, ‘oh,
we’ll make this visit with [provider name] because then you can talk about what
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happened.” So, | went in, and | wanted to talk about what happened, and she said,
‘well, 1I’d have to get my notes and look at them.” She had forgotten all about it by
then, which really was a downer for me. So, I just, I didn’t feel cared for in that
process.

(June, birth 1, unplanned cesarean, White)

3.3. Impacts of dehumanizing care experiences

Overall experiences of care were perceived by participants to have significant impacts
on them, even years later. Areas of impacts included (1) mental and emotional health,
(2) relationships with the healthcare system, (3) birth satisfaction and early parenting

experiences, and (4) future family planning.

Mental and emotional health: Trauma “I carry with me a brokenness that you crafted on
that day”

When participants had a negative experience of care, they often described being traumatized
and carrying that trauma forward into their parenting, relationships, and healthcare
interactions. The following is an excerpt from a letter that Maricela wrote to her healthcare
team as part of her emotional processing between her first and second births. She shared the
full letter in her interview.

Those same providers who took care of me that day are equal contributors to

my terrible experience as a first-time mother, which should have been filled with
joy, happy and pure love, whereas instead full of uncertainty, inadequacy and
sadly a lack of bond between my newborn and myself. This wasn’t a short-lived
experience. | felt this feeling for almost a year. They affected the way that I cared
for, loved, and bonded with my child. | was robbed of the opportunity to have joy
in welcoming my son. | was stripped of the elation and the high of immediately
meeting my child. Instead, | was in a daze. It wasn’t until I was in the recovery
room that | got to meet my child, so | don’t remember it. This was almost an hour
after the delivery. My first time meeting him the nurse pulled my blanket down and
shoved his face into my breast. I’ll never forgot how barbaric that seemed to me
to this day. I’ll never forgot how stunned | was and how unkind that made me feel
as the mother to this child I had just met seconds before ... When | went home,
my feelings of inadequacy and uncertainty did not fade. When I held my child, I
would cry. When | fed my child, | would also cry. When | changed my child, that,
too, made me cry. | cried because | was robbed of the care that | deserved as a
woman welcoming her firstborn. I am forever scarred by this experience. It affects
me to this day, two years after the fact. It affects me as | grow another human and
go through another experience with maternity care at a different practice. It affects
my ability to trust providers. It affects my ability to relax and feel joyous about
welcoming my second child ... | want each and every one of you to know that |
carry with me a brokenness that you crafted on that day.

(Maricela, birth 1, unplanned cesarean, Afro-Latina)
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Relationships with the healthcare system: Distrust and hospital as unsafe “He told me “I’'m
not asking you anymore, 1I’m telling you™”

Negatively perceived healthcare interactions often had a powerful and long-lasting impact
on the ability of participants to trust healthcare providers in the future. There was also

an impact on choice of provider type and birth setting (home, birth center, or hospital)

for subsequent pregnancies and births as participants attempted to avoid a repeat negative
experience.

I will say one of the most disappointing things for me ... was my female Ob-Gyn
who performed my c-section. [She] had a really dismissive tone with me about my
hesitation. | had sort of assumed that a female Ob-Gyn would understand why |
was hesitant to go straight to a c-section, but she didn’t, and in fact she belittled

me a lot, and sort of talked down to me and | avoided going back to an Ob-Gyn

for several years ... | think if | hadn’t developed a friendship with someone who
happened to be an Ob-Gyn in my small town, I certainly wouldn’t have looked into
a VBAC because | didn’t really trust Ob-Gyns after that. When | processed my first
c-section, | realized that | hadn’t really been very well taken care of.

(Skye, birth 1, unplanned cesarean, White)

Early parenting experiences: Difficulty bonding and breastfeeding “They kept taking [my
baby] out of the room”

Feelings of detachment and difficulty bonding were reported by many participants. These
were often paired with difficulties breast-feeding. Sometimes this was due to separation
from their baby—a common occurrence after a cesarean birth in this sample.

I really struggled. It kind of started in the hospital. The nurses kept taking [baby]
out of the room without talking to us and they would keep him away from us for
5-6 hours at a time and it was like ‘OK, we know he’s not breastfeeding back
there. You guys are formula feeding him and we only wanted to breastfeed’ ... and
they were telling me that my breasts weren’t producing any milk. My breasts said
‘you’re lying’ because they were in a lot of pain (laughs). | was leaking non-stop.
So, yeah, they kept formula feeding him and they started yelling at us saying we
were starving our kid and things like that.

(Kirsten, birth 1, planned cesarean for breech position,
White)

Future family planning: “We’re done having kids”

Multiple participants expressed that their negative experiences of pregnancy and birth led
to the decision to avoid having further children. Even if they desired more children, they
could not bear to go through the emotional challenge of another pregnancy and birth after
cesarean.

To try for VBAC after two cesareans | would have to go to the research hospital
where we’re living now and that doesn’t seem like a very viable option to have to
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drive an hour for all my doctor’s appointments when | have a demanding job in my
small town. So, when | look at future births, I just don’t even think it’s an option to
try for a VBAC. When | think about future birth, the idea of having a third c-section
is a pretty big reason not to have a third kid.

(Skye, birth 2, undesired cesarean after LAC, White)

3.4. Humanized care: “They treated me like a person”

In contrast, when a participant felt heard, listened to, or cared for, they described their
experiences of care positively. Again communication, knowledge, expectations, perceptions
of control, and specific interactions with providers shaped participants’ birth experiences as
positive.

When | was laying there during the surgery, | was crying and it was the
anesthesiologist who was looking at my face and he was like upside down looking
over me and he was the only person who acknowledged me and put his hand on my
face and said, ‘don’t worry, you’re okay.’

(Hannah, birth 1, unplanned cesarean, Latina)
Communication: “I had a voice”

In contrast, to when they felt that no one listened, participants described a positive
experience when they felt like they “/ad a voice,” when they felt heard, or that their
thoughts, opinions, and desires were valued and considered by the healthcare team.

That was the first time | had had anybody who was actually, you know, a comfort
and felt like there was someone in the room that was listening to me ... [they were]
the only person who actually took time to talk to me and treat me like a person

(Monica, birth 4, scheduled repeat cesarean, White)
Knowledge: “Knowledge is power”

As participants gained knowledge, they felt more informed and empowered. Feeling
informed was strongly associated with positive narratives.

I didn’t know of anyone who had a VBAC ... | just did a lot of research and sought
out stories. Obviously where it did work, but | also sought out stories where it
didn’t work because | wanted to know what could happen and the likelihood of

it happening or not happening, and their outcomes. But then along the way, | met
other people. There was a nurse in my building who was in her fifties, and she

had a VBAC with her second child and that was a long time ago ... | did a lot of
research on my own

(Tess, birth 2, VBAC, White)
Expectations: Birth plan and hopes honored

When participants’ wishes for their birth were honored, they felt heard and respected. As a
result, they were left with a positive perception of care.
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In that hospital, they had not frequently had moms holding babies while they

were stitched up, but they weren’t opposed to it. | asked them, ‘Can | see her?

Can | have her?” And they did go ahead and rub her down and do scores on her
and things, but then they brought her right over to me. And | remember, well,

first I remember the joy of actually seeing one of my babies right away. The
anesthesiologist commented to me, he was like, “Wow, your heart rate and your
blood pressure and everything; this is the most beautiful, the most perfect numbers
that you can have. I’m going to make sure that I suggest this because with that
baby, what that baby does for your body makes what we’re doing easier.’

(Monica, birth 4, scheduled repeat cesarean, White)
Control: “I got to choose”

Participants described their experiences positively when they felt that they had a say in their
care or were informed about their choices or rationale for their care.

So, the c-section was actually wonderful. It was such a healing experience
compared to my first one. I don’t know if it’s because | was older. | don’t know

if it’s because | was at a different practice, a different hospital. But they were so
respectful to me, and my wishes and they were so kind and so supportive of the
fact that this really sucked and that I had tried [labored] for so long. But in the end,
it was my choice ... the OB was involved at that point and he was like, ‘if you
want to go on for a couple more hours, the baby’s heart is totally fine.” So, that was
really healing for me because | was able to take it back. Like, it was my experience,
and | was able to make that choice.

(Annie, birth 2, cesarean after LAC, White)

Interactions with provider and the healthcareteam: “He made me feel like | could take
on the world”

When participants perceived that they were in a collaborative relationship with their
provider and healthcare team, many interactions were empowering and very positive for
the participants.

| went to his [obstetrician] office. | remember | wrote down like 20 questions, all
of my concerns ... You know, all the things. | just rattled all this out to him. And
he said, “You can totally do this. Don’t wony.” I remember walking out of that
appointment feeling like, I mean | cried of course, but I felt like | could take on the
world. He made me feel like | could take on the world. It was amazing.

(Sabrina, birth 3, VBAC2, White)

3.5. Impacts of humanizing care

Many of our participants successfully avoided repeating the negative experiences of their
primary cesarean. Experiences of humanizing care had positive impacts on participants’
emotional health, their relationships with the healthcare system, their birth satisfaction, and
their hopes and desires to continue to grow their families.
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Emotional Health: Healing

When a woman had a positive experience in a subsequent pregnancy and birth, i.e., when
she felt cared for and treated well it was extremely healing. This was described by many
participants, both those who had VBAC and repeat cesarean births.

[Midwife] told me oftentimes if you have a good subsequent birth, it really helps
heal the trauma of the other birth, and | would say that was 100% true for us, at
least for me. 1 no longer have all of the weight of that trauma of the C-section
because the second birth was just perfect for us.

(June, birth 2, HBAC, White)

Relationship with the healthcare system: Empowerment “Just knowing what you’re
capable of is the most important part”

A positive experience can create a sense of empowerment for birthing women. Again, the
ultimate mode of birth does not create this feeling of empowerment; it stems from the
sense that the birthing woman’s personhood and autonomy was respected and valued by the
healthcare team.

I can’t even, | can’t even describe. | just, | felt on top of the world. I felt like I could
do anything. | felt empowered. | felt supported. | learned so much about myself
because for nine months | had to fight so hard for myself and in my whole life I’ve
never fought that hard for myself ... And, so, by doing that, | was proud to show
that my bodyworks. I’mnot broken. I’mnot *“failure to progress.” That’sjusta term
that is still given to women by impatient doctors as an excuse to move forward with
whatever they want ... So, after, you know, working through my whole labor and
delivery, I’m healed, I’m happy and I’m proud. | know that | can do it. | know other
women can do it. So, that’s what | feel after. | felt like you couldn’t tell me | can’t
do anything. | felt like I could take over the whole world.

(Ynez, birth 2, VBAC, Latina)

Birth satisfaction—Even when the ultimate mode of birth was different to what was
planned or desired, when a woman felt treated with respect and autonomy, she recalled the
birth with a high level of satisfaction. This is in stark contrast to those participants who had a
VBAC but felt that they were mistreated or disrespected during their experience.

The entire staff at [hospital] was amazing. The whole time during labor and
delivery | felt heard and respected. With each step the midwives took, they
explained my options and allowed me to make the decision that | wanted. They
were not in a hurry to get the baby out. | knew I could trust them completely. Even
the anesthesiologist was wonderful. And every nurse. They just have amazing staff
there. They gave me time to process and grieve even during the labor, when things
didn’t go how | wanted. When we decided to have the c-section, | knew better this
time. | knew | needed to process. Last time | was whisked away too quickly, and
for no good reason, since it was not an emergency, and sobbed the whole way to the
OR. This time, | asked to be left alone with [husband] and [doula] for a while. | had
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[husband] come sit on the bed and hold me while I cried and let out all the things

I was feeling. It was so good to have that time beforehand to process the surgery
before it happened. | had the opportunity to #ry. | know I did everything within

my power to make a VBAC happen ... | have no regrets and wouldn’t do much
differently if I could. I didn’t feel laughed at. | didn’t feel like they thought | was
silly for trying, or like they were looking down on me or questioning my decisions.

(Cynthia, birth 2, unplanned cesarean after LAC, White)
Future family planning: “I know now that I can do it, so | want to do it again”

Participants who had a positive and healing birth after cesarean, regardless of their ultimate
mode of birth, often felt empowered to attempt another pregnancy and birth after cesarean.
Some participants felt that now that they had a provider whom they trusted, they were safe to
experience another pregnancy and birth after cesarean.

| feel like that [respectful care] changes someone’s idea of fertility and/or
parenthood for their whole life. You know what | mean? If | had had a third section,
I would have just had them do a tubal ligation, but like, that’s it. | can’t, | can’t do
this a fourth time. | wouldn’t want to, but because | got to do that vaginal delivery,
it kind of changes my whole outlook on where my family goes and what our future
looks like.

(Moira, birth 3, VBA2C, White)

4. Discussion

We describe the experiences of primary cesarean birth and pregnancy and birth after
cesarean for a diverse group of women across the U.S. Our findings highlight that how

a person is treated during their pregnancy and birth experiences has long lasting impacts

on their recollection of care, their health, and the health of their families (Fig. 1). Women
who had a negative birth experience described struggling to breastfeed and bond with

their infants and postpartum mental health challenges such as symptoms of depression

and trauma/PTSD. Multiple participants who experienced dehumanized care described a
postpartum distrust of the healthcare system that impacted their health system utilization for
years after a negative birth experience. Our findings echo the range of experiences of women
planning a VBAC in Australia (Keedle, Schmied, Burns, & Dahlen, 2022).

Women who experience a cesarean birth, especially an unplanned or unanticipated cesarean,
have increased rates of birth trauma and lower satisfaction with their birth experiences
(Benton, Salter, Tape, Wilkinson, & Turnbull, 2019). In the VBAC in Australia Survey,

69% of women stated their previous caesarean was a traumatic experience (Keedle et al.,
2020). Although almost every participant had an unplanned primary cesarean, the racialized
women in our sample more commonly described overt mistreatment and disrespectful care
and traumatic birth experiences than their White counterparts. This is similar to other
studies of experiences of maternity care of women from marginalized communities in the
U.S. (Altman et al., 2019; Basile Ibrahim, Kennedy, & Combellick, 2021; Chinkam et al.,
2023; McLemore et al., 2018; Nguyen et al., 2022; Vedam et al., 2019). It has been noted
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that experiences that seem harmless or mundane to healthcare providers are sometimes
traumatic to birthing women (Beck, 2004). For a small yet significant number of women,
their traumatic childbirth experiences are associated with a diagnosis of posttraumatic stress
disorder (Beck, Gable, Sakala, & Declercq, 2011). Many of our participants described
posttraumatic stress symptoms related to their birth experiences.

Negative experiences and mistreatment during maternity care are impacting long term
health outcomes for women and their families. Negative or traumatic birth experiences are
associated with higher rates of maternal mental health complications including postpartum
depression and anxiety (Coo et al., 2021) and posttraumatic stress disorder (Beck &
Casavant, 2019; Reed, Sharman, & Inglis, 2017). Birth trauma/posttraumatic stress disorder
has been implicated in decreased maternal-infant bonding (Kjerulff, Attanasio, Sznajder,

& Brubaker, 2021) which was described by many of our participants. Additionally,

negative and traumatic experiences create a feeling of distrust that may result in decreased
postpartum follow-up (Attanasio, Ranchoff, & Geissler, 2021) and lower utilization of
healthcare in general (Gadson, Akpovi, & Mehta, 2017; Hemphill et al., 2023; Nguyen et al.,
2022; Oparah et al., 2016), something that was also described by a number of participants.
Further, a negative birth experience has impacts on future family planning as those who
have a traumatic or negative birth experience are likely to have fewer subsequent children
(Gottvall & Waldenstrom, 2002), which is consistent with our participants’ experiences.

In the survey arm of this study (n = 1711), having a midwife provider was associated

with a 3.5-fold increased likelihood of experiencing more respectful and autonomous
maternity care (Basile Ibrahim et al., 2022). The experiences of midwifery care of our
interview participants were similarly positive. Those who were cared for by midwives
generally felt like respected, collaborative partners in their care. These experiences are in
alignment with those reported in other studies in the U.S. and Australia (Basile Ibrahim

et al., 2021; Keedle et al., 2020; Vedam et al., 2019). Midwifery models of care are
associated with high-quality care in support of normal, physiologic birth, including VBAC
(Renfrew, McFadden, et al., 2014) and high levels of respect, a focus on communication
and information sharing, and lower rates of intervention (Avery et al., 2018; Renfrew,
Homer, et al., 2014; Renfrew, McFadden, et al., 2014). The person-focused and collaborative
midwifery model of care embodies many core components of respectful, person-centered
maternity care (White Ribbon Alliance, 2011; World Health Organization, 2018a) described
by the Quality Maternal and Newborn Care framework (Kennedy et al., 2016; Renfrew,
McFadden, et al., 2014). Midwifery models of care have also been shown to improve
health and birth outcomes for women and infants (Bohren, Hofmeyr, Sakala, Fukuzawa, &
Cuthbert, 2017; Nove et al., 2021). Policies increasing access to midwifery models of care,
through improved integration of midwives into the health care system (Vedam et al., 2018),
improved reimbursement for midwifery care and community birth, and licensure that allow
midwives to practice at their full scope may improve quality of maternity care (Carlson et
al., 2019; Neal et al., 2019).

Black women have the highest cesarean rate in the U.S. (36.3%) (Osterman et al., 2022).
Despite these high rates of intervention, Black women have the poorest maternal and
infant birth outcomes (Hoyert, 2021; Kozhimannil, Interrante, Tofte, & Admon, 2020;
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Womack, Rossen, & Hirai, 2020). They also most frequently report mistreatment and
disrespect in their maternity care (Basile Ibrahim et al., 2021, 2022; Vedam et al.,

2019). Improving quality of maternity care for racialized women from preconception to
postpartum, is critical to reducing maternal and infant health inequities (Harper, Dugan,
Espeland, Martinez-Borges, & McQuellon, 2007; Howell, 2018; Johnson, 2020). Further
research should investigate associations between discrimination, lower quality of care, and
physiologic changes such as allostatic load (Sonderlund, Schoenthaler, & Thilsing, 2021)
and epigenetic alterations (Jawaid, Roszkowski, & Mansuy, 2018; Leimert & Olson, 2020)
that may be putting marginalized women at increased risk of poor health outcomes. Further,
interventions to improve the experience and quality of maternity care should be developed
with the communities they are intended to serve so that they may be better received and
more effective at improving outcomes (Altman, McLemore, Oseguera, Lyndon, & Franck,
2020; Stanley et al., 2020).

Limitations.

This study has several limitations. Given the sample size, which is appropriate for a narrative
inquiry study, the diversity of experiences falls short of the wide variety of experiences

of women and childbearing people across the U.S. Further, as the retrospective interviews
took place after the subsequent birth, narratives of all birth experiences are filtered through
the current mental state of the narrator and may not reflect their experiences in real time.
Additionally, since this was a study of individuals who were interested in VBAC, the
experiences of primary cesarean may have tended to be more negative than for individuals
who did not consider VBAC or elected to schedule a repeat cesarean.

5. Conclusions

While pregnancy and birth are a relatively short period in an individual’s lifetime,
experiences during this liminal phase can have intergenerational, lifelong impacts. Providers
and members of the healthcare team should be mindful that interactions and interventions
that they perceive as routine, unremarkable, or benign are often not perceived as such by
women who will only experience them a handful of times in their lives. Although various
aspects of pregnancy and birth may be out of the control of any one individual, taking the
time to listen to women and explain the rationale for why something needs to be done and
respecting the humanity and autonomy of birthing women is fully within the control of each
member of the healthcare team. In order to improve the quality of care for all women and
birthing people, it is essential to provide humanized care to each person every day.

Funding sources
This work was supported by the Margaret Comerford Freda Saving Babies, Together Award (Association of

Women’s Health, Obstetric and Neonatal Nurses and March of Dimes), the Rockefeller University Heil-brunn
Family Center for Research Nursing, and the National Institutes of Health (T32NR008346).

References

Altman MR, McLemore MR, Oseguera T, Lyndon A, & Franck LS (2020). Listening to women:
Recommendations from women of color to improve experiences in pregnancy and birth care.
Journal of Midwifery & Women’s Health, 65(4), 466-473.

SSM Qual Res Health. Author manuscript; available in PMC 2024 January 18.



1duosnue Joyiny 1duosnuey Joyiny 1duosnue Joyiny

1duosnuen Joyiny

Ibrahim et al.

Page 18

Altman MR, Oseguera T, McLemore MR, Kantrowitz-Gordon I, Franck LS, & Lyndon A
(2019). Information and power: Women of color’s experiences interacting with health care
providers in pregnancy and birth. Social Science & Medicine, 238, Article 112491. 10.1016/
J.SOCSCIMED.2019.112491 [PubMed: 31434029]

Attanasio LB, Ranchoff BL, & Geissler KH (2021). Perceived discrimination during the childbirth
hospitalization and postpartum visit attendance and content: Evidence from the Listening to
Mothers in California survey. In Spradley FT (Ed.), PLoS ONE (Vol. 16), Article €0253055.
10.1371/journal.pone.0253055. Issue 6 [PubMed: 34161359]

Avery M, Bell AD, Bingham D, Corry MP, Delbanco SF, Leavitt Gullo S, et al. (2018). Blueprint
for advancing high-value maternity care through physiologic childbearing. National Partnership for
Women & Families. https://www.nationalpartnership.org/our-work/resources/health-care/maternity/
blueprint-for-advancing-high-value-maternity-care.pdf.

Basile Ibrahim B, Kennedy HP, & Combellick J (2021). Experiences of quality perinatal care during
the US COVID-19 pandemic. Journal of Midwifery & Women’s Health, 10.1111/jmwh.13269

Basile Ibrahim B, Kennedy HP, & Holland ML (2020a). Demographic, socioeconomic, health
systems, and geographic factors associated with vaginal birth after cesarean: An analysis of
2017 U.S. Birth certificate data. Maternal and Child Health Journal, 25(7), 1069-1080. 10.1007/
$10995-020-03066-3 [PubMed: 33201453]

Basile Ibrahim B, Knobf MT, Shorten A, Vedam S, Cheyney M, Illuzzi J, et al. (2020b). “I had to fight
for my VBAC”: A mixed methods exploration of women’s experiences of pregnancy and vaginal
birth after cesarean in the United States. Birth, 48(2), 164-177. 10.1111/birt.12513 [PubMed:
33274500]

Basile Ibrahim B, Vedam S, Illuzzi J, Cheyney M, & Kennedy HP (2022). Inequities in quality
perinatal care in the United States during pregnancy and birth after cesarean. PLoS One, 17(9),
Article e0274790. 10.1371/journal.pone.0274790 [PubMed: 36137150]

Beck CT (2004). Birth trauma: In the eye of the beholder. Nursing Research, 53(1), 28-35.
10.1097/00006199-200401000-00005 [PubMed: 14726774]

Beck CT, & Casavant S (2019). Synthesis of mixed research on posttraumatic stress related to

traumatic birth. JOGNN - Journal of Obstetric, Gynecologic, and Neonatal Nursing, 48(4), 385—
397. 10.1016/J.JOGN.2019.02.004

Beck CT, Gable RK, Sakala C, & Declercq ER (2011). Posttraumatic stress disorder in new
mothers: Results from a two-stage U.S. National survey. Birth, 38(3), 216-227. 10.1111/
j.1523-536X.2011.00475.x [PubMed: 21884230]

Benton M, Salter A, Tape N, Wilkinson C, & Turnbull D (2019). Women’s psychosocial outcomes
following an emergency caesarean section: A systematic literature review. BMC Pregpancy and
Childbirth, 19(1). 10.1186/S12884-019-2687-7

Bohren MA, Hofmeyr G, Sakala C, Fukuzawa R, & Cuthbert A (2017). Continuous support
for women during childbirth (Review) Cochrane Database of Systematic, Reviews, 7, 130.
10.1002/14651858.CD003766.pub6

Bohren MA, Tuélp O, & Miller S (2020). Transforming intrapartum care: Respectful maternity care.
In Best practice and research: Clinical obstetrics and gynaecology (MVol. 67, pp. 113-126). Bailliere
Tindall Ltd. 10.1016/j.bpobgyn.2020.02.005. [PubMed: 32245630]

Carlson NS, Neal JL, Tilden EL, Smith DC, Breman RB, Lowe NK, et al. (2019). Influence of
midwifery presence in United States centers on labor care and outcomes of low-risk parous
women: A consortium on safe labor study. Birth, 46(3), 487-499. 10.1111/BIRT.12405 [PubMed:
30414200]

Chinkam S, Ibrahim BB, Diaz B, Steer-Massaro C, Kennedy HP, & Shorten A (2023). Learning
from women: Improving experiences of respectful maternity care during unplanned caesarean birth
for women with diverse ethnicity and racial backgrounds. Women and Birth, 36(1), e125-e133.
10.1016/J.WOMBI.2022.05.004 [PubMed: 35610171]

Clandinin J, Caine V, Lessard S, & Huber J (2016). Engaging in
narrative inquiries with children and youth. Routledge. https://books.google.com/books?
id=uVLICWAAQBAJ&printsec=copyright&source=ghs_pub_info_r#v=onepage&q&f=false.

SSM Qual Res Health. Author manuscript; available in PMC 2024 January 18.


https://www.nationalpartnership.org/our-work/resources/health-care/maternity/blueprint-for-advancing-high-value-maternity-care.pdf
https://www.nationalpartnership.org/our-work/resources/health-care/maternity/blueprint-for-advancing-high-value-maternity-care.pdf
https://books.google.com/books?id=uVLlCwAAQBAJ&printsec=copyright&source=gbs_pub_info_r#v=onepage&q&f=false
https://books.google.com/books?id=uVLlCwAAQBAJ&printsec=copyright&source=gbs_pub_info_r#v=onepage&q&f=false

1duosnuen Joyiny 1duosnuey Joyiny 1duosnue Joyiny

1duosnuen Joyiny

Ibrahim et al.

Page 19

Clandinin DJ, & Connelly FM (2000). Narrative inquiry : Experience and story in qualitative research.
Wiley. https://books.google.com/books/about/Narrative_Inquiry.html?id=9B6RQWAACAAJ

Coo S, Garcia MI, & Mira A (2021). Examining the association between subjective childbirth
experience and maternal mental health at six months postpartum. Journal of Reproductive and
Infant Psychology, 1-14. 10.1080/02646838.2021.1990233 [PubMed: 33415996]

Creswell JW (2013). Qualitative inquiry and research design (3rd ed.). SAGE Publications

Creswell JW, & Clark VLP (2011). Designing and conducting mixed methods research (2nd ed.).
SAGE Publications.

Fries K (2010). African American women & unplanned cesarean birth. The American Journal of
Maternal/Child Nursing, 35(2), 110-115 [PubMed: 20215953]

Gadson A, Akpovi E, & Mehta PK (2017). Exploring the social determinants of racial/ethnic
disparities in prenatal care utilization and maternal outcome. Seminars in Perinatology, 41(5),
308-317. 10.1053/j.semperi.2017.04.008 [PubMed: 28625554]

Gottvall K, & Waldenstrom U (2002). Does a traumatic birth experience have an impact on future
reproduction? BJOG: An International Journal of Obstetrics and Gynaecology, 109(3), 254-260.
10.1111/j.1471-0528.2002.01200.x [PubMed: 11950179]

Harper M, Dugan E, Espeland M, Martinez-Borges A, & McQuellon C (2007). Why African-
American women are at greater risk for pregnancy-related death. Annals of Epidemiology, 17(3),
180-185. 10.1016/J. ANNEPIDEM.2006.10.004 [PubMed: 17320785]

Hemphill N, Crooks N, Zhang W, Fitter F, Erbe K, Rutherford J, et al. (2023). Obstetric experiences
of young black mothers: An intersectional perspective. Social Science & Medicine. 10.1016/
j.socscimed.2022.115604

Hochman A. (2018). Racialization: A defense of the concept. Ethnic and Racial Studies Review, 42(8),
1245-1262. 10.1080/01419870.2018.1527937

Howell EA (2018). Reducing disparities in severe maternal morbidity and mortality. Clinical
Obstetrics and Gynecology, 1. 10.1097/GRF.0000000000000349

Hoyert DL (2021). Maternal Mortality Rates in the United States, 2019. NCHS health E- stats.
10.15620/cdc:103855

Improving Birth, (n.d.). Improvingbirth.org - Home, Facebook. https://www.facebook.com/
ImprovingBirth/.

International Cesarean Awareness Network. ICAN - home, Facebook. n.d https://www.facebook.com/
ICANonline/. (Accessed 13 January 2020).

Jawaid A, Roszkowski M, & Mansuy IM (2018). Transgenerational epigenetics of traumatic stress.

In Progress in molecular biology and translational science (Vol. 158, pp. 273-298). Elsevier B.V.
10.1016/bs.pmbts.2018.03.003 [PubMed: 30072057]

Johnson MB (2020). Prenatal care for American Indian women. MCN: The American Journal of
Maternal/Child Nursing, 45(4), 221-227. 10.1097/NMC.0000000000000633 [PubMed: 32282338]

Karwan Fares K, & Mirkhan Ahmed H (2021). Effect of respectful maternity care and effective
communication during labor on postpartum depression: An interventional study. Pakistan Journal
of Medical and Health Sciences, 15(9), 2692—-2698. 10.53350/pjmhs211592692

Keedle H, Peters L, Peters L, Schmied V, Burns E, Keedle W, et al. (2020). Women’s experiences of
planning a vaginal birth after caesarean in different models of maternity care in Australia. BMC
Pregnancy and Childbirth, 20(1), 1-15. 10.1186/s12884-020-03075-8

Keedle H, Schmied V, Burns E, & Dahlen HG (2019). A narrative analysis of women’s experiences of
planning a vaginal birth after caesarean (VBAC) in Australia using critical feminist theory. BMC
Pregnancy and Childbirth, 19(1), 142. 10.1186/s12884-019-2297-4 [PubMed: 31035957]

Keedle H, Schmied V, Burns E, & Dahlen HG (2022). From coercion to respectful care: women’s
interactions with health care providers when planning a VBAC. BMC Pregnancy and Childbirth,
22(1), 1-14. 10.1186/S12884-022-04407-6/FIGURES/1 [PubMed: 34979996]

Kennedy HP, Yoshida S, Costello A, Declercq E, Dias MA, Duff E, et al. (2016). Asking different
questions: Research priorities to improve the quality of care for every woman, every child. The
Lancet, 4, e777-e779 10.1016/S2214-109X(16)30183-8 [PubMed: 27663682]

Kjerulff KH, Attanasio LB, Sznajder KK, & Brubaker LH (2021). A prospective cohort study
of post-traumatic stress disorder and maternal-infant bonding after first childbirth. Journal

SSM Qual Res Health. Author manuscript; available in PMC 2024 January 18.


https://books.google.com/books/about/Narrative_Inquiry.html?id=9B6RQwAACAAJ
http://Improvingbirth.org
https://www.facebook.com/ImprovingBirth/
https://www.facebook.com/ImprovingBirth/
https://www.facebook.com/ICANonline/
https://www.facebook.com/ICANonline/

1duosnuen Joyiny 1duosnuey Joyiny 1duosnue Joyiny

1duosnuen Joyiny

Ibrahim et al.

Page 20

of Psychosomatic Research, 144, Article 110424. 10.1016/j.jpsychores.2021.110424 [PubMed:
33756149]

Kozhimannil KB, Interrante JD, Tofte AN, & Admon LK (2020). Severe maternal morbidity and
mortality among indigenous women in the United States. Obstetrics & Gynecology, 135(2), 294—
300. 10.1097/A0G.0000000000003647 [PubMed: 31923072]

Larkin P, Begley CM, & Devane D (2009). Women’s experiences of labour and birth: An evolutionary
concept analysis. Midwifery, 25(2), e49-e59. 10.1016/J.MIDW.2007.07.010 [PubMed: 17996342]

Leimert KB, & Olson DM (2020). Racial disparities in pregnancy outcomes: Genetics, epigenetics,
and allostatic load. Current Opinion in Physiology, 13, 155-165. 10.1016/j.cophys.2019.12.003
Elsevier Ltd.

Lundgren I, Begley C, Gross MM, & Bondas T (2012). “Groping through the fog”: A metasynthesis
of women’s experiences on VBAC (vaginal birth after caesarean section). BMC Pregnancy and
Childbirth, 12, 85 10.1186/1471-2393-12-85 [PubMed: 22909230]

Lundgren I, Morano S, Nilsson C, Sinclair M, & Begley C (2019). Cultural perspectives on vaginal
birth after previous caesarean section in countries with high and low rates — a hermeneutic study.
10.1016/j.wombi.2019.07.300.

McLemore MR, Altman MR, Cooper N, Williams S, Rand L, & Franck L (2018). Health care
experiences of pregnant, birthing and postnatal women of color at risk for preterm birth. Social
Science & Medicine, 201, 127-135. 10.1016/J.SOCSCIMED.2018.02.013 [PubMed: 29494846]

Miller S, & Lalonde A (2015). The global epidemic of abuse and disrespect during childbirth:
History, evidence, interventions, and FIGO’s mother-baby friendly birthing facilities initiative.
International Journal of Gynecology & Obstetrics, 131, S49-S52. 10.1016/j.ijgo.2015.02.005
[PubMed: 26433506]

Munro S, Janssen P, Corbett K, Wilcox E, Bansback N, & Kornelsen J (2017). Seeking control
in the midst of uncertainty: Women’s experiences of choosing mode of birth after caesarean.
Women and Birth : Journal of the Australian College of Midwives, 30(2), 129-136. 10.1016/
j.wombi.2016.10.005 [PubMed: 28029609]

Neal JL, Carlson NS, Phillippi JC, Tilden EL, Smith DC, Breman RB, et al. (2019). Midwifery
presence in United States medical centers and labor care and birth outcomes among low-risk
nulliparous women: A consortium on safe labor study. Birth, 46(3), 475-486. 10.1111/BIRT.12407
[PubMed: 30417436]

Nelson J (2016). Using conceptual depth criteria: Addressing the Challenge of Reaching Saturation in
Qualitative Research. Qualitahve Research, 17(5), 554-570. 10.1177/1468794116679873

Nguyen TT, Criss S, Kim M, De MM, Cruz L, Thai N, et al. (2022). Racism during pregnhancy and
birthing: Experiences from Asian and Pacific Islander, black, Latina, and middle Eastern women.
Journal of Racial and Ethnic Health Disparities, 1-11. 10.1007/S40615-022-01475-4, 2022.

Nilsson C, van Limbeek E, Vehvilainen-Julkunen K, & Lundgren | (2015). Vaginal birth after
cesarean: Views of women from countries with high VBAC rates. Qualitative Health Research,
27(3), 325-340. 10.1177/1049732315612041

Nove A, Friberg IK, de Bernis L, McConville F, Moran AC, Najjemba M, et al. (2021).

Potential impact of midwives in preventing and reducing maternal and neonatal mortality and
stillbirths: A lives saved tool modelling study. Lancet Global Health, 9(1), e24-32. 10.1016/
S2214-109X(20)30397-1 [PubMed: 33275948]

Ontario Human Rights Commission, (n.d.). Racial discrimination, race and racism (fact sheet) .
Retrieved December 12, 2022, from https://www.ohrc.on.ca/en/racial-discrimination-race-and-
racism-fact-sheet

Oparah JC, Arega H, Hudson D, Jones L, & Oseguera T (2016). Bathing over birth: Black women and
the maternal health care crisis in California, executive summary. Black WomenBirthingJusti.ee.
https://drive.google.eom/file/d/0B_8112XV6aXBWHpTWI8zQUtEalU/view

Osterman MJK, Hamilton BE, Martin JA, Driscoll AK, & Valenzuela CP (2022). Births: Final data
for 2020 figure 1. Live births and general fertility rates: United States. National Vital Statistics
Reports, 70(17). https://www.cdc.gov/nchs/products/index.htm.

SSM Qual Res Health. Author manuscript; available in PMC 2024 January 18.


https://www.ohrc.on.ca/en/racial-discrimination-race-and-racism-fact-sheet
https://www.ohrc.on.ca/en/racial-discrimination-race-and-racism-fact-sheet
https://drive.google.eom/file/d/0B_8112XV6aXBWHpTWl8zQUtEalU/view
https://www.cdc.gov/nchs/products/index.htm

1duosnue Joyiny 1duosnuey Joyiny 1duosnue Joyiny

1duosnuen Joyiny

Ibrahim et al.

Page 21

Reed R, Sharman R, & Inglis C (2017). Women’s descriptions of childbirth trauma relating to
care provider actions and interactions. BMC Pregnancy and Childbirth, 17 (1), 1-10. 10.1186/
$12884-016-1197-0.201717:1. [PubMed: 28049520]

Renfrew MJ, Homer CS, Downe S, McFadden A, Muir N, Prentice T, et al. (2014a). Midwifery an
executive summary for the lancet’s series. The Lancet, 8. www.thelancet.com.

Renfrew MJ, McFadden A, Bastos MH, Campbell J, Channon AA, Cheung NF, et al. (2014b).
Midwifery and quality care: Findings from a new evidence-informed framework for maternal and
newborn care. The Lancet, 384(9948), 1129-1145. 10.1016/S0140-6736(14)60789-3

Saldana J (2009). The coding manual for qualitative researchers. SAGE Publications

Shenton AK (2004). Strategies for ensuring trustworthiness in qualitative research projects. Education
for Information, 22(2), 63-75. 10.3233/EFI-2004-22201

Sonderlund AL, Schoenthaler A, & Thilsing T (2021). The association between maternal experiences
of interpersonal discrimination and adverse birth outcomes: A systematic review of the evidence.
International Journal of Environmental Research and Public Health, 18(4), 1-31. 10.3390/
ijerph18041465

Stanley LR, Swaim RC, Kaholokula JK, Kelly KJ, Belcourt A, & Allen J (2020). The imperative
for research to promote health equity in indigenous communities. Prevention Science, 21, 13-21.
10.1007/s11121-017-0850-9 [PubMed: 29110278]

Sudhinaraset M, Landrian A, Golub G, Cotter SY, & Afulani P (2021). Person-centered maternity
care and postnatal health: Associations with maternal and newborn health outcomes. AJOG Global
Reports, 100005. 10.1016/j.xagr.2021.100005 [PubMed: 33889853]

Tuncalp, Were WM, Maclennan C, Oladapo OT, Gélmezoglu AM, Bahl R, et al. (2015). Quality of
care for pregnant women and newborns - the WHO vision. BJOG: An International Journal of
Obstetrics and Gynaecology, 122(8), 1045-1049. 10.1111/1471-0528.13451 [PubMed: 25929823]

Vedam S, Stoll K, Khemet Taiwo T, Rubashkin N, Cheyney M, Strauss N, et al. (2019). The giving
voice to mothers study: Inequity and mistreatment during pregnancy and childbirth in the United
States. Reproductive Health, 16(77). 10.1186/s12978-019-0729-2

Vedam S, Stoll K, MacDorman M, Declercq E, Cramer R, Cheyney M, et al. (2018). Mapping
integration of midwives across the United States: Impact on access, equity, and outcomes. PL0oS
One, 13(2), Article €0192523. 10.1371/journal.pone.0192523 [PubMed: 29466389]

White Ribbon Alliance. (2011). Respectful maternity care: The universal rights of childbearing
women.

Womack LS, Rossen LM, & Hirai AH (2020). Urban-rural infant mortality disparities by race and
ethnicity and cause of death. American Journal of Preventive Medicine, 58(2), 254-260. 10.1016/
j.amepre.2019.09.010 [PubMed: 31735480]

World Health Organization. (2016). WHO Recommendations on Antenatal Care for a Positive
Pregnancy Experience, 10.1177/016327878100400203

World Health Organization. (2018a). WHO Recommendahon on Respectful Maternity
Care During Labour and Childbirth, https://extranet.who.int/rhl/topics/preconception-pregnancy-
childbirth-and-postpartum-care/care-during-childbirth/who-recommendation-respectful-maternity-
care-during-labour-and-childbirth

World Health Organization. (2018b). WHO Recommendations: intrapartum Care for a Positive
Childbirth Experience, http://apps.who.int/bookorders.

SSM Qual Res Health. Author manuscript; available in PMC 2024 January 18.


http://www.thelancet.com
https://extranet.who.int/rhl/topics/preconception-pregnancy-childbirth-and-postpartum-care/care-during-childbirth/who-recommendation-respectful-maternity-care-during-labour-and-childbirth
https://extranet.who.int/rhl/topics/preconception-pregnancy-childbirth-and-postpartum-care/care-during-childbirth/who-recommendation-respectful-maternity-care-during-labour-and-childbirth
https://extranet.who.int/rhl/topics/preconception-pregnancy-childbirth-and-postpartum-care/care-during-childbirth/who-recommendation-respectful-maternity-care-during-labour-and-childbirth
http://apps.who.int/bookorders

1duosnuepy Joyiny 1duosnuely Joyiny 1duosnue Joyiny

1duosnue Joyiny

Ibrahim et al.

Page 22

DEHUMANIZING OR HUMANIZED

/) EXPERIENCE OF
CARE \;
[

COMMUNICATION INTERACTION WiTH MENTAL HEALTH

EXPECTATIONS

E&EME&‘%MSW _________________ X .HMPA@TMSNNING
g )

i

FAMILY

& BIRTH
SATISFACTION

Fig. 1.
Elements and impacts of lived experience of maternity care.
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Table 1
Narrative analysis participant demographics.

Total N=25 Racializedn=8 Whiten=17

(%) (32) (68)
Parity
2 16 (64) 7(88) 9 (53)
3 2(8) 0(0) 2(12)
4+ 6 (24) 1(12) 5 (29)
Raoe/ethnicity*
Black 4 (16) 4 (50) 0 (0)
Latina 4(16) 4(50) 0(0)
Native American 1(4) 1(13) 0 (0)
White 17 (68) 0 (0) 17 (100)
USregion of residence
Midwest 6 (24) 1(13) 5 (29)
Northeast 5(20) 2(25) 3(18)
South 7(28) 2 (25) 5 (29)
West-Interior & Southwest 5 (20) 2 (25) 3(18)
West-Coastal 2(8) 1(13) 1(6)
Negative first cesarean experience
Yes 17 (68) 7(88) 10 (59)
No 4 (16) 1(12) 3(18)
Maybe/neutral 4 (16) 0 (0) 4 (24)
Primary provider for 1st birth after cesarean
Midwife 11 (44) 4 (50) 7 (42)
Obstetrician 14 (56) 4(50) 10 (59)
Mode of birth for 1st birth after cesarean
Vaginal birth after cesarean (VBAC) 12 (48) 3(38) 9(53)

Hospital-based VBAC 8 2 6
Homebirth after cesarean (HBAC) 4 1 3

Unplanned cesarean after laboring after cesarean 9 (36) 3(38) 6 (35)
Planned repeat cesarean 4 (16) 2 (25) 2(12)
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VBAC- Vaginal birth after cesarean, HBAC- Home birth after cesarean, *one participant identifies as Black and Latina and is recorded under both

but only counted as one individual in the total 7.
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